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ABSTRACT
CICILY HAMPTON. Institutional factors in health disparities. (Under the direction of
DR. WILLIAM P. BRANDON)

The purpose of this dissertation is to address institutional factors that may be the
root cause of health disparities. Misdirected resources may help to explain why health
disparities have actually increased as targeted interventions aimed at their elimination
have proliferated.

This dissertation examines the impacts of potential causal mechanisms on health
disparities in a low-socioeconomic status population. Rather than simply reporting
descriptive statistics of populations in which health disparities exist, policies can be
formulated that begin to address these causal mechanisms and eliminate health disparities
if closer attention is paid to the fundamental causes of health disparities. Two institutional
variables are examined in the two chapters of this dissertation: transportation access to
mental health services and relative health as measured by the health of proximate
individuals. The theory of relative health was developed specifically for this dissertation.
Data from the 2012 Consumer Assessment of Healthcare Providers and Systems and the

2012 5-year estimates from the U.S. Census American Community Survey were used.
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CHAPTER 1: DEFINING AND MEASURING HEALTH DISPARITIES

An extensive body of literature exists documenting the existence of health
disparities in the United States (Bleich, Jarlenski, Bell, C. & LaVeist, 2012; Chin,
Walters, Cook & Huang, 2007; Dressler, Oths & Gravlee, 2005; LaVeist, 2005; Krieger,
Chen, Waterman, Rehkoph & Subramanian, 2003; Turner, 2010; Williams & Jackson,
2005; Shields, Fortun, Hammonds, King, Lerman, Rapp & Sullivan, 2005). Some health
disparities literature has evolved to consider the social determinants of health disparities
(Adler & Newman, 2002; Fiscella & Williams, 2004; Hartley, 2004; Shavers, 2007).
However, the majority of policy in the United States at the federal level addresses and
reports outcomes in terms of racial and ethnic health disparities (Centers for Disease
Control and Prevention, 2013; Institute of Medicine, 2009; National Institutes of Health,
2011; Office of Minority Health, 2013). The objective of this dissertation is to address the
divide between the study of causal mechanisms of health disparities in the academic
literature and federal policy. Addressing the underlying causal mechanisms of health
disparities allows for more effective health disparities policy to be developed. I argue that
the institutions that disproportionately affect the lower socioeconomic status populations
are appropriate targets for health disparity policy and outcomes.

1.1 What’s in a name?: Health disparities, inequalities, or inequities
While there is a growing awareness of health disparities and policies aimed at

reducing or eliminating these disparities, there is still no universally accepted definition



of what exactly constitutes a health disparity (Hebert, Sisk, & Howell, 2008). One’s
perspective, judgment and/or political ideology determine whether the term disparity,
inequality, or inequity is used. The distinction generally rests on whether there is an
inherent unjustness or unfairness associated with the disparity and if the disparity is
avoidable (Braveman, 2011; Bleich, Jarlenski, Bell, & LaVeist, 2012; Whitehead, 1991).
While there are health differences concomitant with the prevalence of certain diseases
and conditions, these are not necessarily classified as health disparities, because they are
not usually caused by social conditions and are not associated with normative judgments
that they are unjust, unacceptable, and avoidable for those populations with a
predisposition to them. Of course, determining what is just or fair requires an ethical
judgment rather than some objective determination (Hebert, Sisk, & Howell, 2008). Once
some inequality is discovered, evidence as to whether or not the inequality is of an
avoidable nature is sought. Only then can a judgment be made as to whether the
inequality is unjust, acceptable or unacceptable, and, therefore also representative of a
health inequity or health disparity.

The term used to describe a difference in health outcomes, health inequity,
inequality or disparity, has political implications for resource allocation and funding
priorities (Carter-Pokras & Baquet, 2002). Deployment of resources to combat a health
disparity implies a judgment that the condition is unjust, unacceptable, and avoidable.
State and Federal agencies’ use of the term health disparity, rather than the health
inequalities or health inequities terms in use by other agencies, indicates that a normative
judgment about the source of the disparity has already been made. However, variability

in the conceptualization of health disparities has led to inconsistent definitions across



federal agencies and allowed prevailing social norms to determine which population

group differences should be of concern to policy makers. In Table 1.1 I provide some

examples.

TABLE 1.1: Varying definitions of health disparities by agency

Source

Definition

Minority Health and Health
Disparities Research and Education
Act of 2000

“A population is a health disparities population if, as
determined by the Director of the NIH National Center on
Minority Health and Health Disparities after consultation with
the Director of the Agency for Healthcare Research and
Quality, there is a significant disparity in the overall rate of
disease incidence, prevalence, morbidity, mortality, or survival
rates in the population as compared to the health status of the
general population.”

North Carolina Office of Minority
Health and Health Disparities (2010)

“significant difference or inequalities in health that exist
between whites and racial/ethnic minorities.”

National Institutes of Health

"the difference in the incidence, prevalence, mortality, and
burden of disease and other adverse health conditions that
exists among specific population groups in the United States.”

National Institutes of Health National
Institute on Health Disparities in
Minority Health and Health
Disparities

Many populations in America, whether defined by race,
ethnicity, immigrant status, disability, sex, gender, or
geography, experience higher rates of certain diseases and
more deaths and suffering from them compared with the
general population.

Institute of Medicine

“significant health concerns that may affect groups of
individuals categorized by common occupation, environment,
health condition or characteristics, or a shared exposure to a
unique health risk. Of particular note are the IOM’s efforts
around racial and ethnic disparities in health and health care.”

Health Resources and Services
Administration Office of Health
Equity

“The Office of Health Equity serves as the principal advisor
and coordinator for the special needs of minority and
disadvantaged populations, including American Indians/Alaska
Natives, Asian Americans, African Americans or Blacks,
Hispanics or Latinos, Native Hawaiians or Other Pacific
Islanders, rural, urban, disabled, Lesbian, Gay, Bisexual and
Transsexual (LGBTSs) and other groups that have disparate
health outcomes.”

U.S. Department of Health and
Human Services, Office of Minority
Health

Poor health outcomes for African Americans, Hispanic
Americans, American Indians and Alaska Natives, Asian
Americans, Native Hawaiians, and Pacific Islanders are
apparent when comparing their health indicators against those
of the rest of the U.S. population. These populations
experience higher rates of illness and death from health
conditions such as heart disease, stroke, specific cancers,
diabetes, HIV/AIDS, asthma, hepatitis B, and overweight and
obesity.




Table 1.1 (con’t)

Centers for Disease Control and “disparities in deaths and illness, use of health care, behavioral
Prevention Office of Minority Health | risk factors for disease, environmental hazards, and social
and Health Equity determinants of health at the national level...10 new topics

including activity limitations due to chronic diseases, asthma
attacks, fatal and nonfatal work-related injuries and illnesses,
health-related quality of life, periodontitis in adults, residential
proximity to major highways, tuberculosis, access to healthier
foods, and unemployment.”

Sources: Centers for Disease Control and Prevention. (2013). CDC health disparities and
inequalities report- United States, 2013. MMWR 2013;62(Suppl 3), 1-187;

Health Resources and Services Administration. (n.d.). Office of health equity. Retrieved
from: http://www.hrsa.gov/about/organization/bureaus/ohe/;

Institute of Medicine. (2009). Select populations and health disparities. Retrieved from:
http://www.iom.edu/Global/Topics/Select-Populations-Health-Disparities.aspx

National Institutes of Health. (2011). Health disparities. Health research information
central. U.S. National Library of Medicine. Retrieved from:
http://www.nlm.nih.gov/hsrinfo/disparities.html;

National Institute on Minority Health and Health Disparities. (n.d.). About NIMHD.
Retrieved from: www.nimhd.nih.gov/about.html; P. Law 106-525;

Pullen-Smith, B., Jones-Vessey, K. & Easley, C. (2010). Racial and ethnic health
disparities in North Carolina, Report card 2010. Office of Minority Health and Health
Disparities and State Center for Health Statistics. Raleigh.;

U.S. Department of Health and Human Services, Office of Minority Health. (2013).
About OMH. Retrieved from:
http://minorityhealth.hhs.gov/templates/browse.aspx?lvi=1&IvIID=7.

1.2 Defining health disparities

Health disparities have been defined as differences in the morbidity or mortality
between population groups, but at times this definition has been expanded to include
differences in prevalence, disease incidence, survival rates and access to care in order to
suit research, funding, or public policy goals (Braverman, P., 2006; Carter-Pokras &
Baquet, 2002; Dressler, Oths, & Gravlee, 2005; Jackson, Knight, & Rafferty, 2010; P.

Law 106-525). The defining characteristics of a particular population or a segment of the

population also provides insight into areas of greatest interest for research, funding, and



policy makers. Characteristics almost universally included in health disparity definitions
include educational attainment, occupational category, income, and sex.* Politically
charged categories that may be found in some definitions, but excluded from others,
include: disability status, gender, sexual orientation, age, language, customs or other
cultural factors, the medically underserved, and poor rural White populations. Although
not always explicitly stated, these differences are expected to have been due to the social
conditions that disproportionately affect the population groups rather than to a difference
that results from unavoidable factors (Aneshensel, 2009; Hines-Martin, Malone, Kim, &
Brown-Piper, 2003; Miranda, McGuire, Williams, & Wang, 2009; Williams & Jackson,
2005). These avoidable conditions are disproportionately experienced by minority
populations, whether racial, sexual, lingual, or other minority status. However, even with
an increased focus on the effects of the social environment on health, many state and
federal health disparities policies continue to focus on the individuals that live in these
environments. As a result of this individualistic view, health disparity policy has
concentrated on individual behavioral risk factors and a health promotion agenda
(Lochner, Kawachi & Kennedy, 1999).

An additional implicit understanding of these disparities shown in Table 1.1 is
that health disparities are unable to be measured directly, but only as residual effects after
demographic and social conditions have been statistically controlled for (Hebert, Sisk, &
Howell, 2006). The Consumer Assessment of Healthcare Providers and Systems
(CAHPS) database is a national database of patient survey responses assessing public and

private health plans, state Medicaid programs, and Children’s Health Insurance Programs

! Qutside of the United States, health disparities are understood to reference differences in health between
socioeconomic groups, therefore, explicit racial inequalities are unexplored apart from separate studies on
immigrant or aboriginal health (Braveman, 2006).



(Agency for Healthcare Research and Quality, 2012). The CAHPS database is the
principal resource for the National Healthcare Disparities Report which guides key
policymakers responsible for monitoring health disparities (Agency for Healthcare
Research and Quality, 2013). Using the CAHPS dataset of North Carolina Medicaid
survey respondents allows for control of demographic and socioeconomic status of the
population in the sample while controlling explicitly for health insurance status, and to a
certain extent, respondent income. The CAHPS dataset also allows researchers to control
for different living environments of the survey respondents.

One commonly held view regarding the causal mechanisms of health disparities is
that the gaps in health reflect differences in access to care (Andrulis, 1998; Politzer,
Yoon, Shi, Hughes, Regan & Gaston, 2001). Many populations that suffer from health
disparities are located in urban environments. These urban environments may also be
racially segregated and have high concentrations of poverty (Charles, 2003; Williams &
Collins, 2001). The poverty associated with these urban populations make their treatment
less profitable for health care facilities. Recent research indicates that there has been a
conscious effort to locate new health care facilities in more suburban communities where
residents are more affluent and better insured (Hurley, Pham, & Claxton, 2005). This
movement has led to populations with inadequate access to medical facilities in their own
neighborhoods, inadequate transportation to medical facilities located outside of their
neighborhoods, as well as increased opportunity costs associated with seeking and
receiving treatment for a health issue.

It is not simply physical access to health care that concerns health disparities

researchers however, because in the context of health disparities, access has multiple



dimensions. Access may refer to health insurance coverage or other financial means to
pay for health care, access to health information to make appropriate decisions regarding
care, and access to culturally competent providers (Lightner, 2004). In this way
socioeconomic conditions such as education and income levels also have an effect on
health. Socioeconomic status, whether measured by income, education, or occupation
status, is a “strong predictor” of health outcomes (Williams & Jackson, 2005, p. 327).
Lower educational attainment and low income jobs are associated with lack of health
insurance and health disparities (Lillie-Blanton & Hoffman, 2005).
1.3 Confounding effects and measurement error

Of course, these socioeconomic indicators are strongly correlated with race in the
United States. For instance, compared to Whites, Blacks have higher morbidity and
mortality at every age (Jackson, Knight, & Rafferty, 2010). Since the United States is one
of the only developed Western countries that does not routinely collect and report health
outcomes by socioeconomic status, race has been used as a proxy measure of lower
socioeconomic status and exposure to disease producing social factors (Kawachi,
Daniels, & Robinson, 2005; Williams, Lavizzo-Mourey, & Warren, 1994; Williams &

Jackson, 2005).
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FIGURE 1.1: Poverty rate of all persons by race and ethnicity, 1979-2012
Source: Department of Health and Human Services, Information on poverty and income

statistics: A summary of 2013 current population survey data. Retrieved from:
http://aspe.hhs.gov/hsp/13/PovertyAndIncomeEst/ib_poverty2013.cfm

However, race is an inadequate proxy for class in the United States, because it neglects
several important factors that are significant in studying health disparities. Health
disparities are usually measured by comparing the health of one group, as measured by
rate or ratio differences in morbidity or mortality measures, to another that has been
defined as the reference group. The use of race rather than socioeconomic status when
documenting disparities that are caused by socioeconomic status rather than race risks
masking the true magnitude of the problem. The likelihood of underestimating the true
magnitude of disparity, if race rather than socioeconomic status is used, results from a

reference group that contains large numbers of poor whites who also disparately suffer



from poor health status. These less healthy poor white populations would also be
classified as a deprived population if the more precise category of socioeconomic status
were used.

According to the Department of Health and Human Services (2013), in 2012 the
poverty rate for Blacks and Hispanics was nearly triple that of White Americans at 2.8
and 2.6 times, respectively, as is shown by Figure 1.1. This alarming finding is cause for
concern. However, because poverty and the social and environmental factors associated
with it are principally responsible for currently avoidable health disparities, health
disparities researchers should emphasize the fact that the majority of the population in the
United States as well as the majority of those living in poverty are White (Figure 1.2).
Too much of the current rhetoric, measurement techniques, and common reporting
mechanisms associated with health disparities in the United States are inadequate to
capture the disproportionate disease burden that poor Whites may be experiencing. Thus,
the large numbers of poor Whites in poor health will skew the mean health status of the
reference category downward, thereby seeming to reduce the size—and importance—of

health disparities in the U.S. population.
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People in Poverty by Selected Characteristics: 2011 and 2012

(Numbers in thousands, confidence intervals [C.1.] in thousands or percentage points as appropriate. People as of March of the following year. For information
on confidentiality protection, sampling error, nonsampling error, and definitions, see www.census.gov/prod/techdoc/cps/cpsmar13.pdf)

2011 2012 Change in poverty
Below poverly Below poverly (2012 less 2011)"*
Characteristic 90 90 90 90
percent percent percent percent
Total | Number | C.12(+) | Percent| C.12(x) Total | Number | C.12(+) | Percent| C.IZ(x)| Number| Percent
PEOPLE
Doty 2o Nepaeizppeig 308,456 | 46,247 761 15.0 02| 310648 | 46,496 899 15.0 0.3 249 Z
Family Status
IEBIMINESS s ssmes s s smaonmsmisas o s 252,316 | 33,126 729 131 0.3 252,863 | 33,198 823 1341 0.3 72 Z
Householder. . .. ... .. ... ... .. ... .. 80,529 9497 218 118 0.3| 80,944 9,520 230 118 0.3 24 z
Related children underage 18. ... ... .. .. 72,568 | 15539 377 214 05| 72545 15437 431 213 0.6 -102 01
Related children under age 6. . . . ¢ 23,860 5,844 191 245 08| 23,604 5,769 221 244 0.9 =75 -01
In unrelated subfamilies. . ... .. ..... ¥ 1,623 705 109 43.4 45 1,599 740 29 46.3 49 35 29
ROIronco POrsoN . ... ... ccoewcmmsos e 671 272 1 406 44 641 278 36 433 46 5 20
Children under age 18 . e . 846 409 70 48.4 51 855 440 65 514 53 30 3.0
Unrelatedindividuals . .. ......... ... ... 54517 | 12416 347 238 05| 56,185 12,558 344 224 05 142 04
Race® and Hispanic Origin
White. ... ... ... 241,334 | 30,849 646 128 0.3 | 242,147 | 8OBTEY 709 127 0.3 —33 01
White, not Hispanic .. . ................| 194960 | 19,171 548 98 0.3] 195,11 18,940 595 97 0.3 231 =01
Black S SER SR SEESSILRSGR SER 39,609 10,929 404 276 1.0 40,125\ 10,911 > 422 272 11 —18 -04
B s emmen wse wow o o EEERES 9 16,086 1,973 194 123 12| 16417 \["921' 191 17 11 52 —0.6
Hispanic (any race) .. ............. .| 52279 13244 433 253 08| 53,105| 13616 458 256 0.9 371 0.3
Sex
MalEL soeommennn 5o s swe s s9s 5% 150,990 | 20,501 369 13.6 02| 152,058 | 20,656 464 13.6 03 155 z
FEMAlE! spwmseas s s ws assomeessas s 157466 | 25746 492 16.3 0.3 158,590 | 253840 529 16.3 03 94 0.1
Age
LINdBRAG0 T8 e s sime sime swvimomisasenos 73737 | 16,134 376 219 05| 73719 16,073 47 218 06 —61 01
AGed 181084 o: o o o 5w SpmamEsE 193213 | 26,492 472 13.7 02| 193642 | 26,497 522 13.7 03 4 i
Agedé65andolder. . ....................| 41507 3,620 167 8.7 04| 43287 3,926 174 91 04 *305 03
Nativity
Native born .. .. ... S s R SR ...| 268,490 | 38,661 681 144 03| 270570 38,803 827 14.3 03 142 0.1
Foreign born s .| 39966 7,586 31 19.0 07| 40078 7,693 304 192 06 107 02
Naturalized citizen 17,934 2,233 152 125 08| 18,193 2,252 159 124 08 19 -01
Notacitizen. ........................ 22,032 5,353 274 243 11] 21,88 5441 254 249 1.0 87 06
Region
NOINEASL.. cemacamen ww wm s son sonsvns| OROLR 7,208 319 131 0.6 55,050 7490 302 136 0.6 282 05
Midwest ... ... ... . .. ... .........| 66,023 9221 403 14.0 06| 66,337 8,851 388 133 0.6 —370 -06
BOUIN . e s o o Dl 3 114,936 | 18,380 576 16.0 05| 115,957 | 19,106 686 165 0.6 *726 05
111(% - . 72,520 | 11,437 425 158 06| 73303| 11,049 409 151 0.6 —388 *-0.7
Residence
Inside metropolitan statistical areas ... ... .. 261,155 38,202 848 146 03| 262,949 | 38,033 914 145 0.3 —169 02
Inside principal cities . .. ... .. ... .. .. 100,183 | 20,007 659 20.0 06| 101,225 19,934 610 197 05 73 -0.3
Qutside principal cities. . .. ... ... x 160,973 | 18,195 625 13 0.3| 161,724 | 18,099 669 112 04 -96 -01
Qutside metropolitan statistical areas* .. ... .| 47,301 8,045 596 17.0 08| 47,698 8463 639 177 0.9 *418 0.7
Work Experience
Total, aged 18to64. . . .. ... 5 193213 | 26,492 472 137 02| 193642 | 26497 522 137 0.3 4 z
BIFHOTROES, e sz s ssie e e " 144,163 | 10,345 257 %2 02| 145814 10,672 294 73 02 327 01
Worked full-time, year-round . ... ... ... 97,443 2,732 122 28 01| 98,715 2,867 133 29 01 135 01
Less than full-time, year-round. .. .. ... .. 46,720 7614 230 16.3 05| 47,099 7,805 233 16.6 0.5 191 0.3
Did not work atleast 1week . .. ........... 49,049 | 16,147 379 32.9 07| 47828 15825 369 331 06 —322 0.2
Disability Status®
Total,aged 18to64. .. ... ... .....| 193213| 26492 472 137 02] 193642 | 26497 522 137 0.3 4 7
Withadisability ... ......... .. e m 14,968 4313 175 288 1.0 14,99 4,257 161 284 0.9 —56 -04
Withnodisability . . . ....................|177,309| 22105 459 125 0.3)| 177,727| 22189 478 125 0.3 84 Z

Z Represents or rounds to zero

*An asterisk preceding an estimate indicates change is statistically ditferent from zero at the 90 percent confidence level

1 Details may not sum to totals because of rounding.

2 A 90 percent confidence interval is a measure of an estimate's variability. The larger the confidence interval in relation to the size of the estimate, the less reliable the estimate. Confidence intervals
shown in this table are based on standard errors calculated using replicate weights. For more information see "Standard Errors and Their Use" at <www.census.gov/hhes/www/p80_245sa. pdf>

2 Federal surveys give respondents the option of reporting more than one race. Therefore, two basic ways of defining a race group are possible. A group such as Asian may be defined as those who
reported Asian and no other race (the race-alone or single-race concept) or as those who reported Asian regardless of whether they also reported another race (the race-alone-or-in-combination concept)
This table shows data using the first approach (race alone). The use of the single-race population does not imply that itis the preferred method of presenting or analyzing data. The Census Bureau uses a
wvariety of approaches. Information on people who reported more than one race, such as White and American Indian and Alaska Native or Asian and Black or African American, is available from Census
2010 through American FactFinder. About 2.9 percent of people reported more than one race in Census 2010. Data for American Indians and Alaska Natives, Native Hawaiians and Other Pacific Islanders,
and those reporting two or more races are not shown separately.

4 The "Outside metropolitan statistical areas" category includes both micropolitan statistical areas and territory outside of metropolitan and micropolitan statistical areas. For more information, see
"About Metropolitan and Micropolitan Statistical Areas" at <www.census.gov/population/www/estimates/aboutmetro.html>

5 The sum of those with and without a disability does not equal the total because disability status is not defined for individuals in the Armed Forces

Source: U.S. Census Bureau, Current Population Survey, 2012 and 2013 Annual Social and Economic Supplements.

FIGURE 1.2: People in poverty by selected characteristics: 2011 and 2012
Source: US Census Bureau, People in poverty by selected characteristics: 2011 and 2012.

Another important aspect obscured when examining health disparities by race is
within race variability. Where both racial and socioeconomics disparities are reported for

the same heterogeneous population, the health disparities between races are commonly
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smaller than the disparities reported by socioeconomic status. When these socioeconomic
status differences are controlled for across races, health disparities are greatly reduced
and in some cases eliminated entirely (Kawachi, Daniels, & Robinson, 2005; Smedley &
Smedley, 2005; Williams, Yu, Jackson, & Anderson, 1997). Bach, Schrag, Brawley,
Galaznik, Yakren, and Begg (2002) investigated race-based health disparities in cancer
mortality and found that differences in treatment, differences in the stage at presentation,
and mortality from other diseases were the likely cause of observed health disparities in
cancer mortalities. As health disparities research continues to indicate that factors other
than race are the cause of observed health disparities it becomes critical to evaluate these
factors’ influence on health disparities systematically in order to develop functional
policies that will address health disparities adequately.
1.4: Using the Institutional Analysis and Development Framework to better understand
health disparities

Intelligent policy design and evaluation needs to be conducted with a grounded
understanding of the causal mechanisms of health disparities. This observation is
particularly true when the definition and measurement criteria for health disparities are
contested. In order to begin to understand the causes of health disparities, a framework is
needed that will allow researchers to systematically examine institutions as a possible
cause of health disparities. The definition of an institution is wide ranging-a commonly
held rule, norm, set of social mores, or strategies that incentivize behavior in repetitive
situations (Polski & Ostrom, 1999). These institutions may be formalized in laws, policy
& procedure, organizational structure, or may remain informal within the community that

is subject to them. These institutions determine how and why the institutional participants
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behave. The Institutional Analysis and Development (IAD) framework accomplishes this
by offering a checklist of “independent variables that a researcher should keep in plain
sight to explain individual and group behavior” (Gibson, 2005, p.229; Hess & Ostrom,
2005; Polski & Ostrom, 1999).

The 1AD framework provides a means of breaking down complex social
interactions into more basic elements in order to avoid the oversights and simplifications
that can lead to policy failures (Polski & Ostrom, 1999). The elements of the IAD
framework are shown in Figure 1.3. The institutional elements of a policy problem are
examined, beginning with an analysis of the behavior in the action arena by the
individuals and groups who are routinely involved in the policy problem. When a policy
is already in place, the IAD framework can be used as a diagnostic tool by working
backwards from policy outcomes, revise or re-affirm policy objectives, understand the
incentives developed from the policy, or develop policy reform initiatives. Once a policy
outcome has been identified, relevant patterns of interactions flowing from the action
arena may be identified. By engaging in a detailed investigation of the physical and
material conditions, community conditions, and rules-in-use in the action arena, the
institutional arrangements influencing the policy outcome can be understood. Given that
policies meant to address health disparities are already in place, this backward looking

approach is the one that was adopted in this dissertation.
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FIGURE 1.3: Visual representation of the IAD framework
Source: Polski, M. M., & Ostrom, E. (1999, February). An institutional

framework for policy analysis and design. In Workshop in Political Theory and Policy
Analysis Working Paper W98-27. Indiana University, Bloomington, IN.

1.5 Investigating causal mechanisms in health disparities

The first operationalization of the IAD framework to health disparities in this
dissertation is in the area of mental health disparities. Mental health disparities is one area
where differences continue to persist even when socioeconomic status has been
controlled for in the model and research design (Aneshensel, 2009; Breslau, Aguilar,
Kendlar, Su, Williams, & Kessler, 2006; Jackson, Knight, & Rafferty, 2010). The “race
paradox” theoretical framework offers several theories to explain research findings that
indicate that Blacks have lower rates of diagnosed psychopathology despite reporting
higher rates of psychological distress. These explanations include simple underdiagnoses

due to lack of health insurance, differences in presentation of mental illness in the Black
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community, and differences in the coping mechanisms utilized in the Black community
to protect against mental illness (Mezuk, Abdou, Hudson, Kershaw, Rafferty, Lee, &
Jackson, 2013). These theories were applied to the IAD framework to better understand
institutional factors that are disproportionately experienced by low-socioeconomic status
populations. In the first empirical study (Chapter 2), which follows this introduction, |
suggest new ways to understand why lower socioeconomic status populations have lower
rates of diagnosed mental illness by examining the behavior that leads to a mental health
diagnosis, namely mental health treatment-seeking behavior. The institutional factor that
disproportionately affects those in the low socioeconomic status population is lack of
reliable transportation access. This is an appropriate main independent variable due to
lack of healthcare and transportation investment in low-income neighborhoods, which
themselves are indicative of the lack of social capital typical in such environments. The
CAHPS dataset is particularly useful in this analysis given the overwhelmingly female
population (69.3%). While the majority of the respondents are White (58.0%), in
accordance with national poverty statistics, there is a sufficient population to examine the
intersectionality of race and gender by examining the mental health treatment seeking
behavior of Black women (28.2%). Intersectionality is particularly important in the
analysis for two reasons. The first reason intersectionality is important is due to the
differential prevalence of mental health disorders on Females and Blacks. An additional
reason why intersectionality is important is due to the compound effects of psychological
stressors that occur as a result of being Black and a woman, two identities that

historically have experienced oppression and decreased access to social capital.
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The second empirical study (Chapter3) is motivated by an anomalous finding:
contrary to the conventional wisdom about the relationship between race and health
status, Black Medicaid beneficiaries in North Carolina have consistently rated their health
as better than their White counterparts (Brandon, Schoeps, Sun, & Smith, 2008; Brandon,
Smith, Hampton, Carnes, & Tripp, 2014). These findings have been reported across two
iterations of the Consumer Assessment of Healthcare Providers and Systems (CAHPS)
survey six years apart using two different survey instruments (CAHPS 3.0 in 2006 and
CAHPS 4.0 in 2012). Chapter 3 presents a theory of relative health where the health of
proximate others is influential in determining self-rated health status, a measure widely
held to be an accurate measure of morbidity and mortality by health researchers. The
creation of an objective health status measure to be compared with the self-rated health
status measure provides a mechanism by which the subjective perception of health status
may be better understood to contribute to health disparities by inducing suboptimal health
behaviors and utilization for a given objective health status.

The second study attempts to understand this finding of better subjective health of
Blacks enrolled in North Carolina’s Medicaid program as compared to the subjective
health of Whites enrolled in North Carolina’s Medicaid program. Taking a step backward
to examine the health behaviors that may influence this outcome reveals that Blacks had
lower rates of utilization than Whites in the program. Attributes of the physical world that
are examined include neighborhood level characteristics such as the level of
neighborhood segregation and median income. The paper develops a theory of relative
health to better explain these behaviors by attempting to understand the rules in use

associated with a lower social comparison standard. It tests the explanatory power of this
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relative health hypothesis against an alternative hypothesis that explains the Black-White
difference as a systemic difference between the races, such that Black incomes are low
enough to qualify for Medicaid in North Carolina.

1.6 Contributions: New measurements & theories

The four individual chapters of the dissertation together make five important
contributions to the thinking, methodology and theory associated with the study of health
disparities. First, it shifts the thinking in health disparities policy reporting from one
dominated by racial outcomes to one that explores the social conditions that are more
prevalent in the environment of lower socioeconomic status populations. Modeling social,
institutional, and environmental factors tests whether the significance accorded to race in the
past has masked the role of other social factors in older health disparities research. Perhaps
this altered emphasis will allow social scientists to reduce their reliance on a social construct
as an explanatory variable in health disparities.

In accordance with the broader effort of the dissertation to shift the thinking
surrounding policies and metrics of health disparities, the second contribution is the
development of the theory of relative health to explain the disparity in favor of Black
Medicaid recipients across multiple iterations of the Consumer Assessment of Healthcare
Providers and Systems (CAHPS) survey in North Carolina on a measure of self-rated health
status. This theory provides a potential explanation as to how health disparities can be
increasing despite advances in medical science and additional resources devoted to the
elimination of health disparities.

The third contribution of this research is that it calls into question the validity of the
self-rated health status measure in diverse populations. Previous research has found the self-

rated health status measure to be a remarkably consistent and accurate predictor of
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subsequent health outcomes in certain populations (ldler, & Benyamini, 1997; Miilunpalo,
Vuori, Oja, Pasanen, & Urponen, 1997; Mossey & Shapiro, 1982). Calling attention to
the inconsistencies between perceptions of health and actual health status measures alerts
researchers to the need to test for this discrepancy and control for objective health status,
rather than taking the accuracy of the self-rated health status measure for granted.

In order to test the theory of relative health, Festinger’s (1954) social comparison
theory and more recent social standards theory literature was utilized to derive reference
groups by which CAHPS respondents are thought to be comparing themselves (Clark,
Frijters, & Shields, 2008; Luttmer 2005; Knight, Song, & Gunatilaka, 2009). It is very
rare that survey respondents are explicitly asked to explain to the researcher how they have
arrived at a subjective assessment. The insignificant findings provide a basis for
understanding the limits of social comparison theory as to how we relate to proximate others
and how the incorrect assumption of comparability may accompany geographic reference
groups if the two groups are not of similar ability. This is the fourth contribution of the
research.

Since social conditions and health status vary greatly by socioeconomic status,
recent theoretical works have examined the possibility that mental health disparities
favoring Blacks do not exist, but are instead the result of measurement error when race
and class effects are confounded across income groups in empirical research (Braveman,
2006; Hayward, Miles, Crimmins & Yang, 2000; Kawachi, Daniels, & Robinson, 2005).
This paper addresses these criticisms by examining mental health care utilization in a
low-income North Carolina Medicaid population for differences by race, while
controlling for mental health status. Thus, an additional contribution of this research is its

exploration of the validity of within socioeconomic group racial differences in health.
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1.7 Overview of the dissertation

The dissertation is organized into four chapters. The introduction contains
background material that is relevant to the chapters which follow it. After this
introduction chapter, the dissertation continues with two empirical studies which make up
chapters 2 and 3 of the dissertation. These analyses test six hypotheses using quantitative
data obtained from the CAHPS survey and ACS data. The two empirical chapters
examine literature and theories relevant to their separate analyses. The last chapter

summarizes the findings and presents directions for future research.



CHAPTER 2: IF YOU BUILD IT, CAN THEY COME?: THE EFFECT OF ACCESS
ON MENTAL HEALTH CARE UTILIZATION

The study of disparities in the field of mental health has been a tangle for many
years. One manifestation of this confused state is the fact that the social environment of
low-income populations, especially those with a high proportion of racial minorities,
leads mental health experts to expect them to suffer from a greater burden of mental
iliness than more affluent and non-minority populations experience. Use of the
Institutional Analysis and Development Framework to examine the social conditions that
disproportionately affect low-socioeconomic status populations reveals that these
communities have less access to social capital that would allow them accessibility to
mental health treatment, investments in public transportation infrastructure, and
opportunities to self-actualize through social capital resources. Though low
socioeconomic status populations lack access to stress mediating factors that higher
socioeconomic status populations have access to, surveys that generate self-reports by
low-income and racial minority subjects and studies based on objective clinical mental
health diagnoses report lower prevalence of depressive mental illness (Lincoln, Chatters
& Taylor, 2003).

This chapter begins by presenting the range of inequalities relevant to mental
health disparities and contrasts this review with the way disparities in physical health

have come to be understood. The chapter then uses a logistic regression analysis to
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explore how limited physical access to health care facilities may be contributing to the
multifactorial disparities involved in mental health. The chapter then presents the results
of the logistic regression analysis. The chapter ends with a discussion of the results and
the broader meaning of the results in terms of efforts to ameliorate mental health
disparities.
2.1 Mental Health Disparities

Mental health disparities have been defined as the “disproportionate amount of
psychopathology found among persons of disadvantageous social standing” (Aneshensel,
2009, p. 377). The population said to be suffering from greater mental health disparities
actually have fewer diagnosed mental health disorders than more advantaged populations.
In contrast, these populations do suffer from greater observed prevalence of physical
disease. The prevailing research finding that lower socioeconomic status and racial and
ethnic minorities have the same or lower rates of diagnosis of most mental health
disorders seems to conflict with research showing that these populations experience
elevated levels of psychological distress which other research links to mental illness
(Aneshensel, 2009; Breslau, Aguilar, Kendlar, Su, Williams, & Kessler, 2006; Jackson,
Knight, & Rafferty, 2010). Of course, psychiatric diagnosis and psychological distress
are two entirely separate measures (Neighbors, Jackson, Campbell & Williams, 1989).
Research indicates that a great deal of subjectivity in clinical psychiatric diagnoses is
exhibited when examining psychiatric symptoms in patients of difference cultures
(Neighbors, Trierweiler, Ford & Muroff, 2003). Due to the possible disparity between

clinical diagnosis of a mental health disorder and the presence of psychological stressors,
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this research uses a self-rated measure of psychological distress rather than clinical
diagnoses of a mental health disorder.

Over the past several decades, numerous research findings have suggested an
inverse relationship between low socioeconomic status and serious mental disorders
(Aneshensel, 2009). These findings are contrary to the expected relationship, because the
concentration of psychological stressors among low socioeconomic status groups
suggests that lack of education, low occupational status, and poverty creates life
conditions that are more conducive to the development of mental disorders (Adler,
Boyce, Chesney, Cohen, Folkman, Kahn & Syme, 1994). Additionally, low
socioeconomic status inhibits access to the resources that may mediate or moderate this
stress.

Diagnostic psychiatry continues to lack definitive etiologies for many of the
mental illnesses that have been identified, nosographized and treated. Several theories
have been developed that lead health care researchers to expect higher rates of diagnosed
mental illness in the lower socioeconomic classes than are currently reported. Kindling
theory suggests that multiple stressors or ongoing stress may reduce an individual's
threshold for the development of mental health disorders (Hines-Martin, Malone, Kim &
Brown-Piper, 2003; Monroe & Harkness, 2005; Post, 1992). Interpretation of clinical
observations led Post (1992) to theorize that environmental stressors play a major role in
initial occurrences of major depressive and anxiety disorders but a less significant role in
recurrent episodes. Researchers have hypothesized that these stressors sensitize the brain
to the conditions of depression and anxiety, thereby lowering the threshold for the onset

of these conditions (Kendler, Thornton & Gardner, 2000; Monroe & Harkness, 2005). It
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has even been suggested that over time symptomology for some mental illnesses may
occur independently of psychosocial stressors as a result of the threshold becoming so
low that the brain remains sensitized to stress conditions at all times (Post, 1992; Post &
Weiss, 1999; Lewinsohn, Allen, Seeley, & Gotlib, 1999).

For decades research has shown that lower socioeconomic status persons
experience more stress, as conceptualized in the psychological literature than their high
socioeconomic status counterparts (Adler, Boyce, Chesney, Cohen, Folkman, Kahn &
Syme, 1994; Dohrenwend & Dohrenwend, 1970). Those in the lower socioeconomic
classes are thought to be at increased risk for mental illness due to this increased
exposure to stress. According to Adler et al. (1994), stress is triggered either by demands
exceeding one’s ability to cope or major life events requiring adaptation such as the death
of a loved one, divorce, or job loss. For example, stress generated by lower educational
attainment may disproportionately impact those in the lower socioeconomic classes,
leaving more individuals without the specialized skills that would protect them from
repeated job losses. The stress-buffering model posits that the poorest mental health
outcomes occur when there is high exposure to psychological stress coupled with low
access to psychosocial resources to mediate, or buffer, this stress (Aneshensel, 2009).
Although both kindling theory and the stress buffering model hypothesize that low
socioeconomic status individuals should display higher rates of observed mental health
disorders due to their prolonged exposure to chronic stressors, some empirical research

fails to confirm their hypotheses (Snowden, 2003).
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2.1.1: Special issues in minority populations

Research from the sociological and anthropological disciplines provides several
reasons why an exclusive focus on socioeconomic status without regard to culture is
inadequate. The greater proportion of minorities among low socioeconomic status
individuals may be skewing the research that suggests that low socioeconomic status
individuals have lower rates of diagnosed mental health disorders. Research has shown
differences in the way minorities use mental health treatment. According to their research
regarding patterns of usage of mental health services, Chow, Jaffee, & Snowden (2003)
found that minorities use emergency services as a source for mental health treatment
more often than preventive outpatient mental health services. As with physical health
care, minorities have less access to mental health services than do Whites, when income
has not been included as a control. (Hines-Martin, Malone, Kim, & Brown-Piper, 2003).
Wells, Klap, Koike, & Sherbourne (2001) found that, among those perceived to have a
need for mental health care, blacks were more likely to have no access to this care.
Lastly, research has shown that even when Blacks do have financial access to this care
via an insurance mechanism they are still less likely than Whites to use the outpatient
mental health care services available to them (Chow, Jaffee, & Snowden, 2003; Wells,
Klap, Koike, & Sherbourne, 2001;).

Cultural conceptions of what exactly constitutes mental illness have consequences
for help-seeking behavior, stereotypes associated with mental illness, and the kinds of
treatments that are deemed acceptable for treating these populations (Link, Phelan,
Bresnahan, Stueve, & Pescosolido, 1999). In their qualitative study of African American

adults voluntarily seeking mental health services for the first time, Hines-Martin et al.,
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(2003) found that the median length of time from mental health symptom onset to
treatment-seeking was 5 years, due to obstacles associated with these cultural
conceptions. The obstacle most often cited by the African American subjects in the study
was the difficulty in self-understanding that the subject was having a mental health issue
as well as a lack of awareness of potential resources and solutions for the problem. It is
important to note in this study that the acquisition of information regarding the nature of
mental health problems and treatment resources that led to treatment was due to the
information gathering efforts of the subject or their family members. The knowledge
acquisition mechanism is important because the second and third most commonly
identified obstacles to seeking treatment were the subject’s and their family member’s
beliefs, attitudes, and values about mental illness and mental health care (Hines-Martin et
al., 2003). Subjects said that they did not think of themselves as crazy, did not think they
needed help because their individual situation was better than others around them, or they
did not recognize their problems as mental health issues until these problems began to
interfere with their ability to function. These qualitative findings are consistent with
quantitative findings regarding treatment-seeking behavior by Chow, Jaffee, & Snowden
(2003), which found that Blacks were more likely than Whites to have been referred to
mental health treatment by the criminal justice system or social service agencies and less
likely to be referred by themselves, friends, or family members.

Due to the lack of biochemical markers for many mental health disorders,
diagnosis of mental health disorders must be based on behavioral assessment.
Consequently, inconsistency among mental health professionals in their perceptions of a

patient's presentation and subsequent diagnosis is common (Cowen & Wood, 1991;
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Regier, Kaelber, Rae, Farmer, Knauper, Kessler, & Grayson, 1998; Neighbors,
Trierweiler, Ford & Muroff, 2003).

Inconsistency in mental health diagnoses form the basis of the argument that
minorities have lower rates of mental health disorders despite higher rates of
psychological stressors due to misdiagnoses and underdiagnoses of some mental
illnesses. According to Borowsky, Rubenstein, Meredith, Camp, Jackson-Triche &
Wells, (2000) a lack of cultural competency on the part of mental health care
professionals results in misdiagnosis due to inadequate recognition of symptoms in
minority patients. Presentation of symptoms may vary greatly depending on the patient's
social standing, and the presentation may not be consistent with the medical literature.
Cultural differences may influence the way symptoms are described, particularly when
the patient is unfamiliar with mental health disorders. Demonstrating the importance of
cultural differences in how mental health disorders are defined and diagnosed are studies
that indicate that Blacks have more depression-related symptoms than Whites but,
nonetheless fail to meet clinical criteria for major depression when assessed for mental
health disorders (Jackson, Knight, & Rafferty, 2010; Wells, Klap, Koike, & Sherbourne,
2001). Because accurate diagnosis is essential to adequate mental health treatment, a
number of researchers explore the need for an awareness of the culture and prevailing
attitudes in minority communities regarding mental health disorders and mental health
care services. This understanding of cultural attitudes toward mental illness is necessary
to develop a mental health care system that is responsive to minority communities
(Akutsu, Snowden, & Organista, 1996; Betancourt, Green, Carrillo, & Park, 2005;

Department of Health and Human Services, 2001; Office of Behavioral and Social
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Sciences Research, 2001). Of course, any diagnosis is contingent on the patient’s ability
to access a medical facility and medical personnel for assessment.

The literature reviewed to this point distinguishes at least four dimensions of
disparities. The chapter has discussed the expected vs. the actual prevalence of DSM
diagnosed mental health disorders in the low socioeconomic status population based on
prominent theories in diagnostic psychiatry. The chapter has provided a definition of
mental health disparities. The chapter has identified issues that are unique to minority
populations and mental health issues. Next the chapter will explore access issues as they
relate to low socioeconomic status populations and discuss how the inability of lower
socioeconomic populations to access health care facilities and be assessed for mental
health disorders may be a barrier to discovering the true incidence of mental health
disorders.

Traditionally membership in a racial minority group coupled with low-income
status has made these populations susceptible to living in urban centers characterized by
segregated areas of concentrated poverty (Massey & Denton, 1993; Lichter, Parisi, &
Taquino, 2012; Quillian, 2012). Rural poverty is more difficult to characterize due to its
wider geospatial disbursement and more heterogeneous populations than urban poverty
centers (Lichter, Parisi, & Taquino, 2012). One example of a healthcare issue that affects
the rural and urban poor disproportionately is access to physicians (Gaskin, Dinwiddie,
Chan, & McCleary, 2012; Hart, Salsberg, Phillips, & Lishner, 2002).

Social capital has been defined as resources or potential resources that are
available to a group or members of a group by virtue of institutionalized network

relationships within the group (Bourdieu, 1985; Kawachi, Kennedy, Lochner &
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Prothrow-Smith, 1997). These social networks result from deliberate “investment
strategies” on the part of group members in an effort to institutionalize group relations
(Portes, 1998, pg. 3). These social relationships allow access to resources within the
network as well as the ability to control the quality of those resources (Baker, 1990).
Adherence to these networks function not only to concentrate resources within the group
but also to preclude outsiders from gaining access to these resources. These outside
groups lack the social capital necessary to gain access to these resources.

Lack of social capital by a group inhibits group members and the group as a
whole from securing benefits that result from the consolidation of social capital by other
groups. This is often demonstrated by the lack of social capital exhibited by low-income
communities. These groups often lack the necessary resources to control the zoning,
investment, and resource availability in their own neighborhoods. This lack of social
capital leaves residents more likely to have to travel outside of their immediate
neighborhood to access things like adequate education, employment opportunities, and
quality health care.

New evidence suggests that class based segregation, as well as race based
segregation, increased during the latter part of the 20" century (Lichter, Parisi, &
Taquino, 2012; Rothwell & Massey, 2010). These new spatial distributions of wealth
exemplify the political economy of place, thereby fulfilling a prediction by Harvey
Molotch (1976). Communities with high social capital are able to compete for assets with
high economic value using political tools such as exclusionary zoning regulations and
municipal investment choices to keep impoverished residents out. Recent research has

shown that there has been an intentional movement to locate new medical facilities in
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locations that are closer to more affluent and therefore better insured consumers (Hurley,
Pham, & Claxton, 2005). These new phenomena have left both urban and rural low-
income status residents with limited physical and financial access to health care.

2.1.2: Access issues experienced by low-socioeconomic status populations

The move of health care facilities away from low-income neighborhoods forces
the low-income individual to travel greater distances to their health care provider’s office.
Thus, access to transportation is essential for low-income individuals; yet low-income
persons are less likely to have access to adequate transportation than more affluent
populations due to transportation investment priorities (Ong, 2002; Murakami & Young,
1997).

In their study, Subramanian, Acevedo-Garcia & Osypuk (2005) documented
disparities in health outcomes at both the individual and the neighborhood level. Distance
and access to transportation affect whether or not a person is able to see their health care
provider (Billi, Pai, & Spahlinger, 2007; Erwin, Fitzhugh, Brown, & Looney, 2010).
Qualitative analyses mirror these findings. In their cross-sectional analysis of barriers to
care, Flores, Abreu, Olivar, & Kastner (1998) surveyed all parents of children presenting
at the Latino children's clinic housed within a major inner city hospital. In three different
contexts the authors found that transportation and access were significant barriers to care.
Respondents who were asked in general about access barriers, most commonly specified
transportation problems, followed by distance from health care facilities coupled with the
expense and inconvenience of public transportation.

As noted above, problems accessing health care facilities do not only affect those

residing in urban environments. Researchers have attempted to isolate the effect of
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distance and access to care from other social determinants of health by using rural
populations to find enabling factors in the provision of health care services (Arcury,
Gesler, Preisser, Sherman, Spencer, & Perin, 2005; Erwin, Fitzhugh, Brown, & Looney,
2010). Arcury et al., (2005) found that those who received a ride from a family member
or who had used public transportation to a health care facility had a significantly higher
number of chronic care visits; however, only those who had a driver’s license themselves
had a greater number of preventive check-up visits than those without adequate
transportation to a health care facility. Due to its combination of urban and rural
environments, Erwin et al., (2010) attempted to analyze the interaction of race,
geographic location and socioeconomic status in Tennessee to determine the effect of
rurality on Black mortality. When the authors controlled for the traditional
socioeconomic factors assumed to be associated with health inequities (income,
education, and employment status), only population density and proportion of African
Americans in the population remained significant.

The analysis by Billi et al. (2007) specifically looks at the effect of distance from
the patient’s home to the primary care provider, rather than simply at the rurality of the
patient’s home setting, and its effect on the number of visits that the patient has with that
provider in a given year. This research is consistent with the distance decay theory as it
relates to health care utilization. The distance decay theory postulates that health care
utilization is inversely related to the distance from the source of care, i.e. distance is a
barrier to health care utilization (Shannon, Bashshur, & Metzner, 1969). In terms of
access, the theory presupposes that the greater the costs associated with accessing a good

or service, the less likely individuals are to partake in those activities. The costs
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associated with access to health care include public transportation costs as well as
opportunity costs associated with accessing health care services. In accordance with the
distance decay theory, patients should choose the provider that is the most convenient
geographically. As is noted in the analysis by Billi et al. (2007) patients do not always
choose the closest provider however, particularly among the low income population that
may be dependent on Medicaid and a limited network of providers willing to accept new
Medicaid patients (Decker, 2013). This dilemma leaves Medicaid populations in a
situation where they may not have adequate access to a convenient health care facility or
provider. This situation is particularly unfortunate when the health care provider is the
only reliable source of information regarding mental health disorders, a situation likely to
leave mental health disorders undiagnosed. Yet we do not know the effect that access to
adequate transportation to health care has on mental health care assessment and mental
health care seeking behavior. Thus, the question that this paper attempts to answer is:
what effect does access to transportation have on whether or not a person receives mental
health care treatment?
2.2: Theory and Hypotheses

Considering the factors discussed above regarding barriers to discovery of the true
incidence of mental health disorders in low socioeconomic status communities, such
populations may experience a greater burden of unmet mental health care needs than
previously hypothesized (Hines-Martin, Malone, Kim, & Brown-Piper, 2003). Some
barriers, too, may be self-imposed as suggested by Anderson’s (1995) initial measures of
access in Figure 2.1. According to Anderson, potential access is simply the presence of

the enabling resources such as community and individual characteristics that determine
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health beliefs and attitudes toward health care as well as community and personal
resources like health care personnel and facilities and the means and knowledge to access
those facilities. Realized access is whether someone actually utilized health services.
Anderson (1995) makes the distinction between equitable and inequitable access by the
character of the dominant factors determining utilization. If need and demographic
characteristics such as age, sex, and health status are the dominant factors that determine
an individual’s utilization, then access is equitable. If enabling resources such as
transportation access or income, social and community structures, and cultural health
beliefs are the dominant factors that determine an individual’s utilization, then access is

inequitable.

POTENTIAL ACCESS = ENABLING RESOURCES

REALIZED ACCESS USE OF HEALTH SERVICES

5 - = DEMOGRAPHIC
EQUITABLE ACCESS CHARACTERISTICS ~
USE OF

/ HEALTH SERVICES
NEED

SOCIAL STRUCTURE
HEALTH BELIEFS  ——= USEOF
ENABLING RESOURCES —™ HEALTH SERVICES

INEQUITABLE ACCESS

Figure 2.1 Anderson’s initial measures of access

Source: Andersen, R. M. (1995). Revisiting the behavioral model and access to medical
care: does it matter? Journal of health and social behavior, 1-10.
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contributing factor that determined whether or not someone utilized health care services.

However, as illustrated by Figure 2.2, predisposing characteristics and enabling

resources, including access to health care facilities, is vital to health services utilization.

These predisposing characteristics and enabling resources are at least partially

responsible for an individual’s evaluation of perceived need for health care utilization as

demonstrated in qualitative research regarding attitudes toward mental health disorders.

What is not necessarily explicitly clear in Figure 2.2 is that without enabling

characteristics such as transportation access to the health care facilities where utilization

occurs, perceived need for health care services does not matter. No matter how much

individuals may feel they need treatment for a health condition, without a way for them to

access this service, they will never be able to receive needed treatment.
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Figure 2.2 Anderson’s phase 4 model of health services utilization

Source: Andersen, R. M. (1995). Revisiting the behavioral model and access to medical
care: does it matter? Journal of health and social behavior, 1-10.
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While eliminating institutional barriers to care is an essential element in the
reduction of health disparities, understanding current health utilization practices within
the existing institutions is essential to creating a health care system that is responsive to
the needs of minority and lower socioeconomic status persons. Addressing self-imposed
barriers to mental health care is also a critical part of this effort to understand inequitable
utilization. Therefore, a quantitative analysis was undertaken to examine the treatment-
seeking behavior of a sample of low-socioeconomic status Medicaid beneficiaries for a
mental health treatment. This paper reports findings regarding disparities in treatment-
seeking behavior by race, sex, age, education level, and mental health status. The
hypothesis was that those respondents reporting difficulty accessing transportation to
health care would be less likely to seek treatment for a mental health disorder, regardless
of race, when controlling for respondent self-rated mental health status.

2.3: Data and Methods

The data for this analysis is derived from the 2012 North Carolina Medicaid
Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey. Medicaid
is the program administered by states to provide health insurance for certain qualifying
low-income residents in the United States. In 1991, the federal government granted a
1915(b) waiver® to the state of North Carolina to initiate a managed care pilot program
based on the primary care case management model® in their state Medicaid program. This

initial pilot program, titled Carolina ACCESS, operated in five counties until it was

> A 1915(b) waiver allows a state to contract with one or more providers to treat its Medicaid beneficiaries
in pursuit of cost savings. Medicaid beneficiaries are usually restricted to receiving services from that
provider.

® Primary Care Case Management models require that patients be assigned a primary care provider to
manage the care of the patients assigned to them in exchange for a nominal monthly management fee.
Services provided by the physician are paid at discounted rates and additional specialty care must be
approved by the primary care provider.
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expanded statewide in 1998. Today there are 14 managed care networks, collectively
known as Community Care of North Carolina (CCNC), operating within the state to
deliver care to the North Carolina’s Medicaid beneficiaries. CCNC uses a system of
medical homes and care managers to identify patients with chronic conditions or at risk
for these conditions and coordinate care among specialist providers, provide patient
education related to these conditions, and ensure the patient remains accountable to their
treatment plan. CCNC's care model includes the identification, evaluation, treatment, and
management of patients with behavioral health conditions such as depression and anxiety
in the primary care system. CCNC has been awarded the Wellness Frontiers Award and
the Annie E. Casey Innovations Award and has been recognized as a model for other
states seeking to improve the care delivery systems and/or reduce costs within their own
Medicaid programs. The recognition of CCNC as a national model as well as an
emphasis on treating behavioral, as well as physical health conditions in the primary care

system, makes North Carolina Medicaid beneficiaries an ideal population for this study.
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Y Community Care
of North Carolina

@ AccessCare Network Sites B Community Care Plan of Eastern Carolina
[0 AccessCare Network Counties O Community Health Partners

W Community Care of Western North Carolina O Northern Piedmont Community Care

B Community Care of the Lower Cape Fear B Northwest Community Care

[ Carolina Collaborative Community Care O Partnership for Health Management

B Community Care of Wake and Johnston Counties B Community Care of the Sandhills

B Community Care Partners of Greater Mecklenburg B Community Care of Southern Piedmont

B carolina Community Health Partnership

Figure 2.3: Community Care of North Carolina Network Map
Source: Community Care of North Carolina.(2012). Retrieved from:

https://www.communitycarenc.org/elements/media/files/ccnc-network-county-map-
pdf.pdf

In order to comply with Section 1915(b) of Title X1X of the Social Security Act
(42 U.S.C. 81915(b)) and Section 4705 of the Balanced Budget Act of 1997 (Pub. L. 105-
33), both of which mandate quality standards,” North Carolina has adopted the Consumer
Assessment of Healthcare Providers and Systems (CAHPS) survey to assess Medicaid

patient experiences with a variety of facets of the managed care system.

742 U.S.C. §1915(b) mandates that a managed care system be of “adequate” quality while Pub. L. 105-33
84705 mandates that states that exercise the option to use a managed care system develop and implement a
quality assurance and improvement strategy inclusive of access standards, other aspects of care and service,
monitoring procedures, and periodic review.
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The sampling frame for the survey consisted of non-institutionalized adults
enrolled® for at least six months in Community Care of North Carolina and enrolled in at
least one of the following programs:

Temporary Assistance to Needy Families (TANF)
Medicaid to Families with Dependent Children (M-AF)
Medicaid to the Blind (M-AB)

Medicaid to the Disabled (M-AD)

Aid to the Blind Medicaid Assistance (MSB)
Supplemental Security Income (SSI)

Qualified Medicare Beneficiaries (QMB)

Medicaid for the Aged

This frame consisted of 148,140 adults in 2012. North Carolina Medicaid administrators
provided eligibility files for adults meeting the inclusion criteria for possible inclusion in
the sample. Due to the network-based structure of CCNC, a stratified random sampling
technique was employed to ensure adequate network representativeness. The goal was to
obtain at least 200 completed surveys from each of the 14 CCNC networks to achieve
statistical power in the analyses. Clearwater Research, Inc. completed survey interviews
with 3,202 adult Medicaid beneficiaries using the CAHPS 4.0 survey instrument® in
English and Spanish between July 5, 2012 and September 20, 2012 (Brandon, Smith,

Hampton, Carnes & Tripp, 2014).

® The number of adults enrolled in at least one of these programs at the time of data collection numbered
522,748 in 2012.
® The 2012 CAHPS 4.0 survey instrument utilized has been included as Appendix B.



37

A controlled multivariate logistic regression model is employed to analyze
whether access limitations play a role in mental health treatment-seeking behavior. The
analysis uses as its main independent variables whether or not the respondent needed help
with transportation and, for those that needed help, the degree of help with transportation
that the respondent received. The independent access variable is operationalized by the
use of question numbers 63a and 63b in the adult survey which read: "in the last 6
months, did you need help from a non-family member to get to a medical appointment or
to get a prescription filled?" and "in the last 6 months, if you needed help from a non-
family member to get to a medical appointment or to get a prescription filled, how often
did you get it?" respectively. The mental health status control measure is operationalized
by the use of question number 16 in the adult survey which read: "In general, how would
you rate your overall mental or emotional health?” Respondents were asked to choose
between “Excellent, Very Good, Good, Fair, and Poor to indicate their subjective self-
rated mental health status. An independence control measure is operationalized by the use
of question number 70 in the adult survey which read: "Do you have a physical or
medical condition that seriously interferes with your independence, participation in the
community, or quality of life?"

Given that some social factors are experienced by all persons of lower
socioeconomic status while some social factors that contribute to health disparities,
particularly in mental health, such as prevailing community attitudes and stigma are
isolated among those of racial minority status it is appropriate to compare differences
across races within a given socioeconomic status. While insurance and income, to a

certain extent, were controlled for in this analysis by using the Medicaid population in
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one state only, the model included highest education level achieved as a socioeconomic
status indicator. Additional demographic characteristics such as race, age and sex were
also included in the model. The degree of rurality in which the respondent lived at the
time of the survey was also included in the model. Degree of rurality was operationalized
using the Rural Urban Continuum code assigned by the US Department of Agriculture
associated with the county of the respondent. A network variable was included in the
model to address potential autocorrelation at the network level.

Lastly, multiplicative interaction terms were added to the model to determine if
the impact of respondent race and level of access were moderated by other independent

variables in the model.

(exp((BO+ B1+*MHSt+p2+Sex+B3*Race+p4+*Educ+B5+Age+6+Acc+B7+RUCC+
B8+Ind+B9(RacexAccxRUCC))

P(MH)=

(1+exp)((BO+ B1+MH_St+ B2*Sex+f3+Race+p4*Educ+p5+Age+p6+xAcc+B7+*RUCC+
B8xInd+B9(RacexAccxRUCC))

where p(MH) is the probability that the respondent sought mental health treatment
MHSt is the respondent’s mental health status
Sex is the sex of the respondent
Race is the race of the respondent
Educ is the highest level of education respondent has completed
Age is the age of the respondent at the time of the survey
Acc is the level of transportation help received by the respondent
RUCC is the degree of rurality of the respondent’s address

Ind is whether the respondent has a condition that limits their independence



Table 2.1 presents the descriptive statistics of the variables included in the
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analysis.
TABLE 2.1: Descriptive statistics of variables used in analyses
Variable Observations  Mean Min Max
Network 3202 1003 2007
Mental Health 2578 3.07 1 (Excellent) 5 (Poor)
Rating
Treatment or 2578 22 0 (No) 1 (Yes)
Counseling
Independence 3122 .56 0 (No) 1 (Yes)
Age 3202 50.74 19 95
Sex 3202 31 0 (Female) 1 (Male)
Rurality 3202 3.07 1 (Urban) 9 (Rural)
White 2970 .58 0 (Black) 1 (White)
Education 3178 1.86 1 (Less than HS) 4 (College Graduate)
Transportation 3128 411 1 (Never) 5 (Did Not Need Help)

Help Received

2.4: Results

Table 2.2 presents the demographic distribution of respondents who engaged in

mental health treatment seeking behavior. A higher proportion of female respondents

than male respondents sought mental health treatment. A higher proportion of

respondents who are college educated sought mental health treatment than those

respondents who had not attended college. Also, consistent with the literature is the

finding that a lower proportion of Black respondents than White respondents sought

mental health treatment.
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TABLE 2.2: Demographic distribution of respondents who sought mental health

treatment
Variable Percentage  Sought MH  Total
Treatment

Male 18.3% 135 737
Female 23.8% 439 1841
White 25.5% 360 1405
Black 16.6% 165 993
Less than High School Education 18.5% 191 1035
High School Graduate 19.9% 172 863
Some College 32.1% 176 548
College Graduate 31.0% 35 113
Age 19-29 23.4% 67 286
Age 30-39 30.6% 107 350
Age 40-49 29.6% 139 470
Age 50-59 26.7% 178 666
Age 60-69 15.0% 77 512
Age 70-79 2.7% 6 219
Age 80-89 0.0% 0 73
Age 90-96 0.0% 0 3
Note: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems

n=2578

Evidence suggests that mental health disorders are experienced differently by men
and women, Blacks and Whites, and low and high socioeconomic status populations
(Rosenfield & Mouzon, 2013). Men tend to experience the kind of mental health
disorders that have a negative effect on those around them such as aggressiveness,
antisocial behavior, and substance abuse. These experiences with mental health disorders
coupled with male gender socialization result in differences in help seeking behavior
(Addis & Mahalik, 2003).

Due to racial residential segregation resulting from low social capital and lack of
access to employment, educational, and economic resources, Blacks often live in
impoverished neighborhoods (Williams & Collins, 2004). Lack of social capital has

particular effects for men who have been oriented to valued social roles in society such as
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provider (Watkins, Walker & Griffith, 2010). The provider role encompasses the role of
provider for offspring in the family and in the spousal relationship as well as provider of
professional accomplishments in employment relationships. The incapability to
contribute as provider due to marginalization has deleterious effects for the mental health
of Black men in particular. This inability to self-actualize due to institutional restrictions
can result in the outwardly directed behaviors associated with mental health disorders that
are disproportionately experienced by Black men. This results in increased familial
stressors experienced by Black women.

The overrepresentation of Blacks in the low socioeconomic status population
coupled with increased rates of depressive mental health disorders experienced by
women relative to men puts Black women at particularly high risk for experiencing
mental health disorders (Kohn & Hudson, 2002). However, higher prevalence of these
depressive mental health disorders is not borne out in mental health services research
(Williams, Gonzalez, Neighbors, Nesse, Abelson, Sweetman & Jackson, 2007). The
increased social, economic, and familial pressure experienced by Black women may be
buffered by characteristics that have been found to be amplified in Black women,
including a strong sense of racial identity and other culturally based coping mechanisms
(Knight, Silverstein, McCallum & Fox, 2000). Table 2.3 reports the results of how
intersectionality of race and gender affect both mental health treatment seeking behavior

and self-rated mental health status.
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Table 2.3 Intersectionality of race and gender in mental health status and mental health
treatment seeking behavior in low-income Medicaid beneficiaries

Variable Sought Mental Health Status
MH
Treatment
Ex VG Good  Fair Poor
Male 18.3% 129% 14.4% 28.0% 29.3% 15.5%
Female 23.8% 13.2% 18.0% 30.6% 27.2% 11.0%
White 25.4% 11.5% 17.6% 29.3% 28.6% 13.0%
Black 16.6% 15.1% 15.4% 32.2% 26.8% 10.4%
White Males 20.2% 9.7% 17.0% 26.4% 31.3% 15.6%
Black Males 15.6% 16.9% 9.8% 31.5% 26.8% 14.9%
White Females 27.3% 12.1% 17.8% 30.3% 27.6% 12.1%
Black Females 17.0% 14.4% 17.8% 32.5% 26.8% 8.5%
Note: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems
n=2578

Table 2.4 presents the results from the multivariate controlled logistic regression
analysis. The results of the regression do not necessarily support the hypothesis that those
with less access to transportation are less likely to seek mental health services, though
this relationship may be moderated by other factors in some cases. The significant
variables in the model are mental health status, sex, race, education level, age,
transportation access, and independence.

The overall model is statistically significant with a p-value of less than 0.001. The
results of the analysis do not show that those with less transportation access have a
decreased probability of having sought mental health services for a personal or family
problem. In fact, those respondents that never got the help they needed with
transportation access have a 601% increase in having sought mental health treatment

while those respondents who only sometimes received the transportation help they
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needed have a 298% increase in having sought mental health treatment in the six months
preceding the survey, as compared to those survey respondents who did not need any
help with transportation.

Male respondents have a 36.9% decrease in the odds of having sought mental
health treatment in the six months preceding the survey as compared to female
respondents. For every year increase in age the odds of having sought mental health
treatment decrease by 3%. Those respondents who report limited independence have a
112% increase in the odds of having sought mental health treatment as compared to those
who are independent.

Consistent with the literature, the more educated a person is the more likely they
are to have been able to recognize the issue as a mental health issue and seek mental
health treatment for that issue. Those respondents with a high school education have a
37% increase in the odds of having sought mental health treatment as compared to those
respondents with less than a high school education. Those respondents who attended
college but did not receive a degree have a 157% increase in the odds of having sought
mental health care as compared to those respondents with less than a high school
education. Those respondents who graduated from college have a 250% increase in the
odds of having sought mental health treatment as compared to those respondents with

less than a high school education.
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Predictive Margins of Education with 95% Cls

T T
Less than High School High School Graduate Some College College Graduate

Education

FIGURE 2.4: Predictive margins of educational attainment

Source: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems

n=2262
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TABLE 2.4: Logistic regression: Access and mental health treatment

Variable Coefficient Odds Std. Error
Ratio
Mental Health Status BTT*** 1.968 .069
Sex (Male) - 461** 631 -.147
Race (White) 32%** 2.062 .198
Less than High School Education vs.
High School Graduate 312* 1.366 136
Some College 943*** 2.568 159
College Graduate 1.254%** 3.504 .296
Age -.036*** .965 .004
Did Not Need Transportation Help vs.
Never Got Transportation Help 1.947*** 7.010 A87
Sometimes Got Transportation Help 482 1.619 .309
Usually Got Transportation Help 1.381*** .366
Always Got Transportation Help 190 1.210 339
Degree of Rurality -.109 .896 .068
Independence .753 2.124 .088
Race & Degree of Rurality 027 1.027 .064
Race & Never Got Transportation -1.664* 189 .730
Race & Sometimes Got Transportation 114 1.121 .398
Race & Usually Got Transportation Help -.765 465 .659
Race & Always Got Transportation Help 297 1.346 401
Degree of Rurality & Never Got -.210 811 .205
Transportation
Degree of Rurality & Sometimes Got 181* 1.199 .078
Transportation
Degree of Rurality & Usually Got -.320 726 190
Transportation Help
Degree of Rurality & Always Got .149* 1.161 073
Transportation Help
Degree of Rurality & Never Got 229 1.257 297
Transportation & Race
Degree of Rurality & Sometimes Got -.065 .937 .098
Transportation & Race
Degree of Rurality & Usually Got 377 1.460 .296
Transportation Help & Race
Degree of Rurality & Always Got -.207 812 121
Transportation Help & Race
Constant -3.076*** .046 408

Source: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems
n=2262
***p<.001 **p< .01 *p< .05
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As is to be expected from the interpretation of the logistic regression coefficients,
respondents who are able to assess their mental health status as less than ideal are more
likely to have sought mental health treatment compared to those respondents who rate
their mental health status as excellent while controlling for other characteristics. For
every one unit degradation in mental health status the odds of having sought mental

health treatment increase by 97%.

Predictive Margins of Mental Health Status with 95% Cls

(@

T T T T T
Excellent Very good Good Fair Poor
How would you rate your overall mental or emotional health

Note: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems
n=2578

FIGURE 2.5: Predictive margins of mental health status

Source: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems
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The more interesting findings in this study come as a result of the analysis of the
effect of the main independent variable, transportation access. The marginal effects of
transportation access have differential effects based on the respondent’s race and their
degree of rurality as can be seen in Figures 2.6 and 2.7. Black respondents who either did
not need help with transportation access, never got help with transportation access, or
usually got help with transportation access had a lower probability of having sought
mental health treatment in more rural areas than in more urban areas. Black respondents
who always got the transportation help they needed or sometimes got the transportation
help they needed had a lower probability of having sought mental health treatment in

more urban areas than in more rural areas.

Marginal Effects of Transportation for

Blacks
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0
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FIGURE 2.6: Marginal effect of transportation access for Blacks

Note: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems
n=2290
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White respondents generally had a lower probability of having sought mental
health treatment in more rural areas than in more urban areas across the different levels of
transportation access with the exception of those who only sometimes got help with

transportation access.

Marginal Effects of Transportation for

0s Whites
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FIGURE 2.7: Marginal effect of transportation for Whites

Note: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems
n=2290
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The difference in the marginal effects of transportation access reflect a change in

the probability of seeking mental health treatment for each level of transportation access

across both blacks and Whites.

TABLE 2.5: Selected marginal effects of transportation access on mental health treatment

seeking

Did not

need

RUCC Never  Sometimes Usually Always help
White 0.283 0362 0355 0.324 0.241
1 Blacks 0.407 0210 0333 0.175 0.146
Change 0.124 -0.152  -0.022 -0.148 -0.094
White 0.273 0.364 0.348 0.294 0.228
2 Blacks 0.347 0225 0242 0.182 0.132
Change  0.074 -0.139 -0.106 -0.111 -0.095
White 0.263 0366 0.341 0.265 0.215
3 Blacks 0.291 0.240 0.167 0.188 0.119
Change  0.028 -0.126  -0.173 -0.076 -0.095
White 0.253 0.3683 0.333  0.237  0.203
4 Blacks 0.240 0.255 0.111  0.195 0.107
Change -0.013 -0.112  -0.222 -0.042 -0.095
White 0.243 0370 0326 0.212 0.191
5 Blacks 0.195 0.271  0.070 0.202  0.096
Change -0.048 -0.098 -0.255 -0.009 -0.094
White 0.234 0372 0319 0.188 0.180
6 Blacks 0.156 0.288 0.043 0.209  0.086
Change -0.078 -0.083 -0.275 0.021 -0.093
White 0.225 0374 0312 0.166  0.169
7 Blacks 0.123 0.305 0.026 0.216  0.077
Change -0.102 -0.068 -0.286  0.050 -0.091
White 0.215 0375 0305 0.146  0.159
8 Blacks 0.095 0323 0.015 0.223  0.069
Change -0.12 -0.052 -0.289  0.077 -0.089
White 0.207 0377 0298 0.128  0.149
9 Blacks 0.073 0.341 0.009 0.231 0.061
Change -0.134 -0.036 -0.289  0.103 -0.087

Note: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems

n=2290
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The marginal effects are shown in Table 2.5 and Figure 2.8. The marginal effects
are the differences between Whites and Blacks in the probability of having sought mental
health treatment for different levels of access. The rows labeled Whites and Blacks
indicate the probabilities that these populations will have sought mental health treatment
according to their level of transportation access and the degree of rurality in which they
reside. The marginal effects are represented by the rows labeled “change.” These are the
differences between Whites and Blacks in their probability of mental health treatment
seeking. In more urban areas Blacks who never received help with transportation access
had a higher probability of having sought mental health treatment than Whites in more
urban areas while Blacks in more rural areas had a lower probability of having sought
mental health treatment than Whites in the more rural areas. Black respondents who
always received help with transportation access were more likely to have sought mental
health treatment in more rural areas than Whites in the more rural areas but Black
respondents who always received transportation access in more urban areas were less
likely than Whites in urban areas to have sought mental health treatment. In the cases of
all of the other levels of transportation access across the spectrum on rurality, Blacks had
a lower probability of having sought mental health care than Whites.

This interesting finding is better reveled in Figure 2.8. Those respondents who did
not need help with transportation access had about the same probability of having sought
mental health care across all levels of rurality in which they resided. Those respondents
who never or usually received help with transportation access had a higher probability of
having sought mental health treatment in more urban areas than in more rural areas.

Those respondents who always or sometimes received help with transportation access



were less likely to have sought mental health treatment if they lived in a rural area as

compared to those residing in more urban areas.
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FIGURE 2.8: Marginal effects of transportation access

Note: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems

n=2290

2.5 Discussion

There are several important points that have been discovered in this chapter that

bear repeating:

e those respondents with diminished mental health status were more likely

to have sought mental health treatment;

51
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e those respondents with higher levels of educational attainment were more
likely to have sought mental health treatment,

e respondents with a condition that interferes with their community
interaction, quality of life, or independence were more likely to have
sought mental health treatment;

e Black respondents were less likely than White respondents to have sought
mental health treatment with the exception of those in excellent mental
health and those residing in suburban areas.

Due to previous analyses that have found that racial differences in health status
could be eliminated when socioeconomic status variables were introduced as covariates,
scholars have argued that previous research claiming to have found racial disparities
when comparing populations across socioeconomic statuses was not a valid way of
measuring health disparities. This analysis compares Blacks and Whites within
socioeconomic status which is thought to allow for more valid comparison of health
status. This analysis lends credence to the argument that within socioeconomic status
group racial differences serve as a more valid test of race-based health disparities as
compared to those that are measured across socioeconomic status by using institutional
analysis to better understand the social conditions that may be having an impact on the
low-socioeconomic status population across the racial spectrum.

One of the limitations of this study was the construction of the access variable
which does not allow for testing of the effects of different levels of transportation access
provided by the immediate family members of the respondent or to distinguish if the

respondent did not need help with transportation access because they had a car
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themselves. It may be the case that respondents that are mentally healthy are more
successful and better able to afford their own car. The mental health status control
variable was introduced to address this potentially spurious relationship. An additional
limitation of this analysis is the inability to address the source of a respondent’s mental
health status. It may be the case that a respondent gives themselves a lower mental health
status rating because they are under the care of a mental health professional and think that
the necessity of treatment renders their mental health status diminished. It may also be
the case that someone under the care of a mental health professional for a period of time
may have been influenced by an exogenous mental health status rating given to them by
this mental health profession. In this analysis there is no way to control for exogenous
effects on a person’s own perception of their mental health but controlling for mental
health status rating across populations that have and have chosen not to seek mental
health services does address this.

Research indicates that people with social support in the form of spouses, friends,
and family members are in better health than those without a support system with the
ability to provide psychological and material support (Cohen & Wills, 1985). According
to Cohen and Wills (1985), research suggests "social support is a causal contributor to
well-being,” (p. 310). Respondents with the greatest unmet need for transportation help
are presumed to have been unable to seek mental health or other types of treatment at the
same level as they would have if they had their desired level of transportation access.
Yet, this population was most likely to have sought mental health treatment while those
without an unmet need for transportation access, and presumably able to seek mental

health care to their desired level, were less likely to have sought mental health treatment.
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This lends credence to the argument by Aneshensel (2009) that psychosocial resources
offered in the form of transportation support to doctors’ visits may be buffering
psychological stressors that disproportionately affect the low-income population making
them mentally healthier.

By investigating health disparities in terms of the common attributes of
communities with low-socioeconomic status the real harbingers of racial differences in
health can be illuminated. In the case of transportation access it may be the case that the
informal networks of racially homogenous support systems available to Blacks in urban
environments may facilitate the transfer of information regarding mental health disorders
throughout a dense network. Additionally, an increased sense of racial identity as a result
of living in segregated environments may enhance the sense of social support that Blacks
experience and buffer the effects of stressors associated with a low-socioeconomic status
existence. Unfortunately, this analysis is limited in that it does not have a true measure of
social capital to further investigate this finding.

As health disparities research remains a relatively new area of investigation,
rigorous, empirical analyses regarding potential causes of these disparities in all minority
populations is evolving, yet incomplete. These studies have evolved from simply
comparing Whites and Non-Whites, to carving out minority populations such as African-
Americans, Hispanics, American Indians and Alaska Natives, and Asians and Pacific
Islanders. However, these population classifications remain imperfect and, like nearly all
data collected on race and ethnicity, the categories are not explicitly defined. This

analysis is limited in that conventional race, and ethnicity data collection methodology
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was utilized to collect the data, however, comparing Whites and Non-Whites is consistent
with methods in health disparities literature.

Cultural perceptions of what exactly constitutes a mental health disorder have
consequences for help-seeking behavior, stereotypes associated with mental health
disorders, and the kinds of treatments that are deemed acceptable for treating these
disorders (Link, Phelan, Bresnahan, Stueve, & Pescosolido, 1999). These cultural
perceptions of mental health disorders in turn have consequences for the populations that
are subject to them by contributing to stereotypes of those populations. Failure by the
patient to identify the need for mental health treatment or the patient’s refusal or inability
to access treatment for a suspected mental health disorder when symptoms are recognized
appears to have an influence on the increased rates of hospitalization, longer lengths of
stay when hospitalized, and an increased reliance on the criminal justice system for
referral to mental health treatment (Chow, Jaffe, & Snowden, 2003).

When so much of the early identification of mental health disorders is dependent
on the attitude regarding mental health disorders of the individual, her family, and her
community, more must be done to develop providers who are able to create a safe space
to communicate about mental health disorders and who can recognize symptoms of
mental health disorders in diverse populations. As providers begin to recognize and treat
diverse populations for mental health disorders, the literature regarding the risk factors,
presentation, and prevalence of mental health disorders in diverse populations will
proliferate, facilitating the transfer of this knowledge into the mainstream medical

literature. Over time the hope is that the true incidence of mental health disorders may be
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recorded for low socioeconomic status and minority populations and true disparities, if
identified, may be eliminated.

Future research should investigate the results of this analysis with regards to how
increased social support influences mental health status and mental health treatment
seeking behavior. An investigation into the results may be conducted through both
quantitative and qualitative analysis of those who have sought mental health care and
family members and others deemed as social supports of those with mental health issues
to determine if those with more psychosocial support have fewer incidences of mental
health issues An additional area of research should investigate the effect of familial and

non-familial transportation access on mental health treatment seeking behavior.



CHAPTER 3: THE STATUS SYNDROME REVISITED: A THEORY OF RELATIVE
HEALTH

This chapter presents an interesting phenomenon whereby Black Medicaid
recipients rated their health as better than White Medicaid recipients, contradicting
conventional wisdom. The objective of the chapter is to further investigate the cause of
the higher subjective health of Blacks relative to Whites in the study population. The
chapter discusses relevant literature from the field of economics that explores the
relationship between income and happiness and the purported causal mechanisms for the
correlations. The chapter then presents some ways in which reference groups for the
respondents in these analyses have been studied. Next the chapter references the theory of
relativism in income to develop a theory of relative health. The theory of relative health
argues that incorrect perceptions of health status influence health care utilization behavior
and that those with an inflated perception of health status will make erroneous utilization
decisions that result in health disparities. The chapter ends with an empirical illustration
designed to test the theory of relative health and discussion of the results in the context of
the suggestions for future research.
3.1: Introduction and Background

In November 2005, the North Carolina Department of Health and Human
Services contracted with the University of North Carolina at Charlotte to survey

Medicaid beneficiaries regarding their access, utilization, health status, and satisfaction
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with the Medicaid program. During the course of the analysis, there were several
anomalies that were discovered in the data. The phenomenon that is of interest for this
paper is the fact that Whites report the best access to care while Blacks report the worst,
yet Blacks report the best health status and lower rates of utilization (Brandon, Schoeps,
Sun, and Smith, 2008). Sun (2010) investigated potential causes of these results and
concluded that the anomalous findings are robust and was unable to find demographic
differences between the Black and White populations in the survey that would account
for the findings in the survey. After using multiple measures'® to investigate population
level differences, Sun concluded that Blacks in the survey must actually have statistically
better health than Whites.

In the second iteration of the survey conducted by the University of North
Carolina at Charlotte in 2012, once again Black Medicaid recipients rated their health as
better than White Medicaid recipients (Brandon, Smith, Hampton, Carnes and Tripp,
2014). Encountering this phenomenon twice across two sets of respondents and over two
time periods renders it no longer an anomaly. These findings contradict virtually all of
the health disparities literature (Adams, Kirzinger, and Martinez, 2012; Centers for
Disease Control and Prevention, 2013). This chapter is an attempt to explain these
findings by developing a theory of relative health and to offer an illustration of an
empirical test of the theory.

The chapter proceeds in four sections. In the second section | review the

motivations for my research and present relevant literature from the field of economics.

19°sun (2010) used Pearson X? tests and three different structural equation models, one using the entire
adult sample, one using only respondents with chronic conditions, and one using only respondents without
chronic conditions, to test for population level differences that would account for better health among
Black Medicaid enrollees.
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In the third section I build on the economics literature to develop a theory of relative
health and explain how relativism may be exacerbating health disparities. In the fourth
section | offer an empirical illustration of the theory of relative health. Finally, | offer
insights into the empirical analysis and suggest directions for future research.

3.2: Inequality, Hierarchies, and Relative Health

For a time it was assumed that there was some invisible dividing line in health. It
was assumed that this line divided the haves from the have-nots, the rich from the poor,
determined who was in good health, who died prematurely, and who was afflicted with
certain diseases. In 1978 this dividing line assumption was largely laid to rest when
British physician Michael Marmot and colleagues published the results of the first
Whitehall Study of British Civil Servants (Marmot, Rose, Shipley, & Hamilton, 1978).
The results of that first study (Whitehall I) found that there was no magical cut-off point
which determined whether one had good or bad health, but rather a “social gradient”
based on the occupational hierarchy of the civil service. Those subjects with civil service
jobs lower in the occupational hierarchy were found to be in poorer health. This social
gradient determined morbidity and mortality rates that accounted for differences in life
expectancy.

Michael Marmot argues that traditional explanations for health disparities such as
lack of access to medical care or more unhealthy lifestyles do not fully explain the health
gradients that have been found to exist in his research given that everyone in the study
population had access to the National Health Service. Instead, Marmot has hypothesized
that the increased risk of disease associated with those lower in the social hierarchy is the

result of metabolic and endocrine changes over time which are associated with lower
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social status. Marmot argues that these physiological changes are due to a lack of
autonomy and control in their daily lives, and in some cases inability to integrate into
society at large, thus his term “the status syndrome” (Marmot, 2004, p.1).

In this text | propose a theory of relative health, to add to Marmot’s understanding
of the status syndrome, based on the theories of relativism that have been advanced in the
economics literature. Using the correlations between income and subjective well-being"*
as a reference, | examine relativism as a possible explanation for the ongoing existence of
health disparities despite our best public policy efforts to eliminate them. Health
disparities have been able to persevere despite policies aimed at eliminating racial and
ethnic bias in the healthcare system, campaigns designed to educate populations known
to suffer from health disparities, and increased financial access to health insurance. While
one or more of these interventions would have addressed the physiological changes that
Marmot proposes are the cause of health disparities, the health disparities gap has
actually been growing over time, as have social inequalities in the United States (Meara,
Richards, and Cutler, 2008). The widening gap in health disparities provides additional
support for relativism when the social comparison standard of the have-nots is falling

further and further behind that of the haves.

! Following standard practice in the literature, | use subjective well-being and happiness interchangeably.
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FIGURE 3.1: The widening gap in health disparities over time illustrated by longitudinal
analyses of life expectancy by education level at age 25.

Source: Meara, E., Richards, S. & Cutler, D. (2008). The gap gets bigger: Changes in
mortality and life expectancy by education, 1981-2000. Health Affairs, 27(2), 350-360.

Self-reported subjective health is generally measured as a single item question*?
that registers perceived health status. The measure of subjective health is representative
of one’s fully integrated conception of their health, inclusive of its “biological,
psychological, and social dimensions” (Miilunpalo, Vuori, Oja, Pasanen, & Urponen,
1997, p.517). These self-rated measures of subjective health status can be more predictive
of mortality than such measures of medical dimensions of health, such as disease
incidence or severity measures. However, few studies assess the validity of self-rated

health status measure (a) in the United States, (b) in diverse populations, and (c) in the

12 The subjective health measure in the CAHPS 4.0 instrument was also measured as a single item question
reading “In general, how would you rate your overall health?”
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non-elderly population. A review of the literature assessing self-rated health status in
1997 found just 27 such studies, with fewer than half coming from the United States
(Idler & Benyamini, 1997). Today, there remains a lack of research on the validity of the
self-rated health status measure in the context of the unique socioeconomic and
sociodemographic landscape of the United States. The research that does exists
challenges the conventional wisdom of using the self-rated health status measure in
diverse populations and urges caution when the self-rated health status measure is used in
research, clinical, and policy decision-making (Dowd & Zajacova, 2007; Franks, Gold &
Fiscella, 2003).

3.2.2 Relative Income and Easterlin's Paradox

This section begins by providing a brief overview of the previous work in
economics related to the correlation between income and subjective well-being. Next |
will discuss a paradoxical element in the relationship between income and happiness that
has birthed a new generation of theories about the nature of these relationships. Then |
will discuss reference groups and how they impact subjective evaluations of well-being.
Finally I will apply this body of work to subjective health ratings and hypothesize how
relative health may be contributing to health disparities.

A number of studies have found a positive correlation between an individual’s
absolute income and their perceived happiness (Clark, Frijters, & Shields, 2008; Diener,
Sandvik, Seidlitz, & Diener, 1993; Easterlin, 1974). While the income and happiness
correlation has come to be widely accepted, the nature of the relationship has long been
the subject of debate in the social science disciplines (Veenhoven, 1991). The debate has

been fueled by peculiar findings in Easterlin’s (1974) seminal work on the relationship



between income and happiness. Easterlin found that despite real income gains over the

course of his study, there were no corresponding increases in reported happiness levels.
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Source: Clark, A.E., Frijters, P., & Shields, M.A. (2008). Relative income, happiness, and

utility: An explanation for the Easterlin paradox and other puzzles. Journal of Economic

Literature, 46(1), 95-144.

Additionally, differences in well-being between rich and poor countries were found to be

small and inconsistent. Lastly, Easterlin found positive correlations between income and

happiness within countries. These findings led Easterlin to advance a relativity

hypothesis, concluding that increased income does not have a proportionate increase on

happiness because people rely on those around them for the social standard by which to

compare themselves. These standards are volatile, so as the wealth of the nation

increases, so do the minimum requirements to meet the social comparison standard; this



64

results in no net increase in overall happiness.™ This phenomenon has come to be known
as the “Easterlin paradox™ as is illustrated in Figure 3.2 (Clark, Frijters, & Shields, 2008).
Since the discovery of the Easterlin paradox, one of the most important jobs of
relative standards theorists has been to determine to whom people compare themselves in
order to make their value judgments and to understand the process by which the
comparative social standard is set. Historically, reference groups have been calculated
using cohort analysis (Clark, Frijters, & Shields, 2008), but more recent work by Luttmer
(2005) and Knight, Song, & Gunatilaka (2009) use geographic proximity as the basis for
reference groups. Luttmer (2005) calculated the average income of the local area of his
respondents and found that it was negatively correlated with their happiness. In an effort
to address confounding and frequency effects, Haggerty (1999) used the range and the
skew of the income distribution for each community, rather than mean income, which he
suggested may have led to insignificant findings in some previous research. Using
cohorts and geographical reference groups is in accordance with Festinger’s (1954)
seminal work in social comparison theory, which posits that people are most likely to
compare themselves with those who are both similar to themselves as well as close
geographically (Diener, 2012; Freund, & Kasten, 2012; Kerr, MacCoun, Kramer, 1996;
Thoits, 2011; Valente, 2010). Though not the goal of their research, Knight, Song, &
Gunatilaka (2009) were able to validate social comparison theory by asking their
respondents to whom they compared themselves. They found that 70% of individuals in
their study compared themselves to others in their village. Knight, Song, and Gunatilaka

found that relative income was at least twice as important for the respondent’s happiness

3 Mean happiness is measured by the average answers to the questions from the United States General
Social Survey: Taken all together, how would you say things are these days —would you say that you are

(3) very happy, (2) pretty happy, or (1) not too happy?”
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as the absolute dollar value of their actual income. These findings have been mirrored in
other studies in which respondents were willing to give up absolute income in order to
gain status in terms of income relative to others (Haggerty, 1999). These findings have
also been replicated in other areas such as: attractiveness, supervisor approval, homes,
and cars (Alpizar, Carlsson, & Johansson-Stenman, 2005; Johansson-Stenmam, Carlsson,
& Daruvala, 2002; Solnick & Hemenway, 1998).

Falk and Knell (2004) integrate psychological literature regarding the motives of
the respondent and the reference group that they choose to compare themselves to. Falk
and Knell predict that respondents seeking to elevate their own status would compare
themselves to a lower status level reference group in an effort to make themselves seem
better. Other respondents concerned with improving their own status would compare
themselves to a higher status reference group in an effort to set goals to which they can
aspire (Diener and Lucas, 2000). The result of incorporating this psychological literature
indicate that as one’s ability increases, so, too does the status of the reference group to
which one compares oneself.

In this section | have described the findings regarding the correlation between
income and happiness. | have also summarized the arguments made by economists and
psychologists as to how individuals derive utility from their income and create
perceptions of their own well-being based on their relative standing, rather than the
absolute monetary value of their income. | have presented several methods of deriving
reference groups by which individuals compare themselves. In the next section | will use
this literature to develop a theory of relative health and explain how health disparities are

a likely result of relativism.
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3.3 Theory and Hypotheses

As Easterlin and other relative standards scholars have proposed that people
develop value judgments based on the income of those around them, | propose that
people also develop a standard of health based on the health status of those around them;
if they are better off than this standard they will view and subsequently rate themselves as
healthier, and if they are worse off, they will view and rate themselves as less healthy as
illustrated by Equation 3.1.

EQUATION 3.1:

Yhealth
Yhealth*

Self-rated health =

where ypeqinis the individual’s health

where yyeqaien *1S the reference group to which one compares oneself
| hypothesize that these perceptions of health are, in many cases, the determining factor
in whether or not someone seeks preventive health services or screening tests that will
determine their actual health. Providing the results of the screening tests to the patient
offers the health care provider a platform to discuss health status, risk factors for disease
and prevention strategies. These discussions then more accurately inform the patient’s
perception of their health status and the health status of those around them.
When individuals inaccurately perceive their health status as better than it actually is,
they may be dissuaded from healthcare utilization that they view as unnecessary because
they do not feel sick. The excess death and disease burden that result from these
inaccurate perceptions of health contribute to a lowering of the standard of health to

which proximate individuals compare themselves. The comparisons by the proximate
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individuals then influence their healthcare utilization decisions by impacting their
perception of need, a critical component of Anderson’s model of health services
utilization (Andersen, 1995).Without the assessment for risk factors and discussion of
prevention strategies for the leading causes of death, namely cardiovascular disease,
cancers, and stroke, many of these individuals will not be diagnosed using a high-quality
screening method (Jemal, Siegel, Ward, Hao, Xu, Murray, and Thun, 2008; Selvin and
Brett, 2003). Instead some of these individuals will seek care for symptoms associated
with advanced stages of these diseases while others will never have the opportunity to
seek care at all, dying prematurely as a result of heart attack or stroke. These excess
deaths as a result of inaccurate perceptions of one’s health are ultimately reported in
national statistics on cause of death and life expectancies.

There are several reasons why health misperceptions would disproportionately
impact Black low-socioeconomic status individuals rather than having an equal impact on
low-socioeconomic individuals of all races. Populations that have experienced historical
discrimination and continue to experience present day inequalities in access and
treatment such as those with lower educational attainment and minority populations are
expected to have lower expectations of their health due to these conditions. The relative
health theory predicts that these groups will have lower expectations of their health and
will therefore derive a greater perception of their health from a lower level of their actual
health.

If Blacks have lower expectations about their health due to historical lack of
access to the healthcare system, the relative health theory predicts that they would have a

higher perception of their health comparable to those living around them. As discussed
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earlier, Festinger’s (1954) social comparison theory found that individuals are most likely
to compare themselves to those that are perceived as similar and are living in close
proximity. Research indicates that income and racial neighborhood segregation are
endemic in the United States so health comparisons are more likely to occur within one’s
own racial group (Williams & Collins, 2001). There are several testable hypotheses that
follow from the relative health theory:

Hypothesis 1: Blacks on Medicaid living in neighborhoods with a higher
percentage of blacks will have a higher perception of their health as a result of exceeding
the social comparison standard of health set by other neighborhood residents.

Hypothesis 2: Medicaid recipients living in a neighborhood with a higher
percentage of disabled residents will have a higher perception of their health as a result of
exceeding the social comparison standard of health set by other neighborhood residents.

Hypothesis 3: Medicaid recipients living in a neighborhood with a higher median
income will have a lower perception of their health as a result of their inability to exceed
the social comparison standard of health set by other neighborhood residents.

Hypothesis 4: Medicaid recipients living in a neighborhood where health
insurance is less prevalent will have a higher perception of their health as a result of

exceeding the social comparison standard of health set by other neighborhood residents.

3.3.1 An alternative hypothesis: Discriminatory labor markets in North Carolina
Income and health have been considered to be potentially endogenous (Clark,
Frijters, and Shields, 2008; Ettner, 1996). It is entirely plausible that those individuals

who are healthier are able to get and maintain better, well-paying jobs than those who
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miss many days of school or work due to illness or disability. Ceteris paribus, the
endogenous relationship between income and health would affect the Black and White
subpopulations in the sample equally. However, there are several factors that may result
in a disproportionate number of healthy Blacks on Medicaid. One of these factors is race
and gender based signaling. Employers may be utilizing signaling™ in the labor market to
discriminate against Blacks and women when making hiring and wage decisions in North

Carolina.

Employer's Conditional Offered Wage Schedule
Probabilistic Beliefs as a Function of
Signals and Indices

\

Hiring, Observation of Signaling Decisions by
Relationship between Applicants; Maximization
. S 2
Marginal Product and of Return Net of Signal-

Signals ing Costs

Signaling Costs

FIGURE 3.3: The cyclical nature of signaling on labor market decisions.
Source: Spence, M. (1973). Job market signaling. The quarterly journal of Economics,
87(3), 355-374.

If employers in the labor market are using race and/or gender as a signal of some

unobservable, undesirable characteristic (Figure 3.3) it is plausible that healthy Blacks

! Signaling theory is rooted in lowering the transaction costs associated with information asymmetries by
using some relevant piece of information, a signal, to convey information that could not otherwise be
obtained without significant investment. Some signals are costly to obtain in terms of both monetary and
opportunity costs such as educational signals, as measured by highest degree achieved, while other signals
are assigned, such as race or sex.
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and women on Medicaid would remain without gainful employment while Whites and
males across the strata of health status would be able to obtain jobs that pay well enough
relative to their family size that they no longer qualify for Medicaid.

An additional factor that may result in an increased number of healthy Blacks
eligible for Medicaid is lack of access to employment information and opportunities due
to decreased social capital in the Black community. Economists have used social capital
theory to understand the social context that exists in the job market (Loury, 1977).
Differential access to employment opportunities due to inability to create human capital
through social capital in the form of better educational, transportation, and information
resources within the low-income Black community has been documented (Coleman,
1988). An alternative hypothesis results from signaling and social capital theory resulting
in inadequate employment and income opportunities for healthy Blacks:

Hypothesis 5: The objective health of Blacks on Medicaid in the State of North
Carolina is better than the objective health of Whites on Medicaid as a result of labor
market discrimination or differences in family size relative to income.

3.4 Empirical Illustration

The relative health theory offered here offers a possible explanation as to the
cause of Black Medicaid recipients perceiving themselves to be in better health than their
White counterparts. A heuristic test is applied to a dataset derived from CAHPS and
American Community Survey (ACS) data to offer an empirical illustration of the theory.
The State of North Carolina provides a useful backdrop for the empirical illustration of
the relative health theory due to the state’s restrictive Medicaid eligibility criteria. As of

this writing there is no Medicaid eligibility in the state of North Carolina for healthy,
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childless adults regardless of their income, or lack thereof. This provides a reference
population that is unable to access health resources although their demographic and
individual income and socioeconomic characteristics may be similar to those of a
Medicaid recipient.

In the present paper the 2012 Consumer Assessment of Healthcare Providers and
Systems (CAHPS) survey data for the state of North Carolina was combined with
economic and demographic data from the 2008-2012 U.S. Census Bureau American
Community Survey (ACS). A stratified random sample of adults enrolled in Temporary
Assistance to Needy Families (TANF), Medicaid to Families with Dependent Children
(M-AF), Medicaid to the Blind (M-AB), Medicaid to the Disabled (M-AD), Aid to the
Blind Medicaid Assistance (MSB), Supplemental Security Income (SSI), Qualified
Medicare Beneficiaries (QMB), and Medicaid for the Aged (MAA\) for at least six
months was surveyed. At least 200 completed surveys were obtained from each of the 14
managed care networks that deliver care to Medicaid beneficiaries in the state of North
Carolina. Interview surveys were completed with 3,202 adult Medicaid beneficiaries
between July 5, 2012 and September 20, 2012 using the CAHPS 4.0 survey instrument
(Brandon, Smith, Hampton, Carnes, and Tripp, 2014).

The American Community Survey includes the basic questions from the decennial
census regarding age, sex, race, ethnicity, household dynamics, and housing ownership
status as well as more detailed questions on respondent demographics, housing
arrangements, social and economic data. Data from the American Community Survey are
available in 1, 3, and 5 year estimates. The ACS 5-year estimates incorporate 60 months

of collected data, contain the largest sample sizes, and are the most reliable estimates of
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the measures in the dataset (U.S. Census Bureau, 2008). The 5-year estimates are also the
only way to obtain data for geographic areas with populations of fewer than 20,000
people such as neighborhoods. For each zip code in the dataset, | obtained ACS data on
measures of neighborhood disability levels, household income, unemployment, and
health insurance data.

Neighborhood population and demographic data were extracted from table DPO5.
Neighborhood level economic information including income, poverty level statistics and
health insurance coverage data was extracted from table DP03. Neighborhood level
disability data was extracted from table S1810. This new dataset allows for the derivation
of neighborhood level income, employment, health status, and health insurance statistics
for the CAHPS respondents.

In order to ensure that the respondent’s perceived health as captured by the self-
rated health status measure does not simply reflect the respondent’s physical health
status, a control variable of objective health status must be included in the model. In
order to construct an accurate measure of respondent physical health, exploratory factor
analysis was conducted. The health status and utilization survey questions were used to
construct the latent variable that serves as the control for objective health status. A
comparison of the perceived health status and objective health status was conducted to
ensure the validity of the results of the empirical illustration and test hypothesis 5: the
objective health of Blacks on Medicaid in the State of North Carolina is better than the

objective health of Whites on Medicaid.
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TABLE 3.1: Health status and utilization questions used in factor analysis
Question Text™

g2 Did you have an emergency medical condition?

gl0 Did you have a health problem for which you needed special medical
equipment?

gql2 Did you have any health problems that needed special therapy?

ql4 Did you need someone to come into your home to give you home health care?

q24 Do you have a physical or medical condition that seriously interferes with your
ability to work, attend school, or manage your day-to-day activities?

68 Do you need the help of other persons with your personal care needs?

g69 Do you need help with your routine needs?

q7l In the last 6 months, have you been a patient in a hospital overnight or longer?

q72 In the past 6 months, have you seen a health provider 3 or more times for the
same condition or problem?

q74 Do you now need or take medicine prescribed by a doctor?

In the factor analysis for objective health status one factor was retained which
accounted for 99.3% of the total variance in the health status questions that were included
in the factor analysis. The health status factor had an Eigenvalue of 2.34, as illustrated in

Figure 3.4.

> The full text of the survey questions is available in Appendix A.
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Scree plot of eigenvalues after factor
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FIGURE 3.4: Scree Plot after factor analysis suggests that one factor should be retained
for the analysis.

Source: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems

The rotated factor loadings are reported in Table 3.2 for the factor that was

retained in this analysis.
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TABLE 3.2: Rotated factor loadings on health status factor retained for analysis

Question Factor 1
(Health Status)
Emergency condition (q2) 0.380
Special equipment (g10) 0.528
Special therapy (q12) 0.335
Home care (q14) 0.590
Disabled (q24) 0.458
Help with personal care (q68) 0.680
Help with routine needs (q69) 0.666
Hospital Patient (q71) 0.345
Chronic Condition (q72) 0.408
Prescription (q74) 0.248

Source: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems

TABLE 3.3 Descriptive statistics of variables used in analyses

Variable Obs  Mean Min Max
Race 2970 .58 0 (Black) 1 (White)
Age 3202 50.74 19 95
Education 3178 1.86 1 (Less than HS) 4 (College Graduate)
Health Score 2121 8.10e-10 -2.12 1.33
Perceived Health 3187 3.53 1(Excellent) 5(Poor)
Sex 3202 31 0 (Female) 1 (Male)
% Black 3131 24.93 0 100

% Disabled 3131 15.72 0 64.5%

% Unemployed 3131 7.39 0 50.7%
Median Income 3130 $41089.18 $14,750 $121,594
% Uninsured 3131 17.85 0 48.8%

% Families below 3131 15.85 0 100%
FPL

Source: 2012 North Carolina Consumer Assessment of Healthcare Providers and
Systems; 2008-2012 U.S. Census Bureau American Community Survey

To summarize, census and CAHPS data were combined in order to test the theory
of relativity as it relates to health status. Several potential relative standards effects in

health are analyzed: overall health, disability status, neighborhood composition, and
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historical expectancy effects. The present analysis has the advantage over previous work
in that a new relative health theory was created, and data was gathered to offer an
empirical test of the theory rather than as a response to unexpected results to some other
empirical test of another hypothesis in a post-hoc manner. This allowed for a more
comprehensive set of control variables and neighborhood level variables to be utilized in
the analysis to test the relevant hypotheses. These variables included demographic
variables and neighborhood level variables based on the respondent’s zip code available
from the 2012 North Carolina CAHPS survey. The % Black, % disabled, % with no
health insurance were measured by responses to the 2008-2012 American Community
Survey asking the respondent about their race, disability, and health insurance status.
These were operationalized using the proportion of the respondent’s neighborhood that
was Black, disabled, and without health insurance. The income variable was measured by
the median household income in thousands.
3.5 Results

The present study found significant relationships between perceived health and
age, race, sex, education level, and neighborhood composition. Ordinal logistic
regression™® was utilized to conduct the analyses involving the hypotheses that included
neighborhood level variables given that the dependent variable of perceived health was

an ordinal variable ranging from 1 (excellent) to 5 (poor).

18 One of the principal assumptions of ordinal logistic regression is the parallel slopes assumption which
states that the effect of each of the independent variables is constant across each category of the dependent
variable (Borooah, 2002). While it is clear that the dependent variable in this regression is ordered, the crux
of the theory of relative health advanced in this paper is that the effects of the independent variables are not
constant across the values of the dependent variable because the value is dependent on the value of the
independent variables which influence the respondent’s perception of their health. The alternative for
estimating this model is a multinomial logistic regression which was considered, but ultimately the loss of
the ordinal data contained in the dependent variable was thought to be too great a sacrifice. The results of
the Wald test by Brant (1990) do not indicate a violation of the parallel slopes assumption. Had the parallel
slopes assumption been violated, the ordinal logistic regression would have resulted in biased estimates.
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TABLE 3.4 Results of ordinal logistic regression for percentage of Black
residents’ hypothesis on Black subpopulation

Prob > Chi®> 0.0000
Pseudo R?> 0.0893

Perceived Health Coefficient Odds Ratio Std. Error
Age 0.008 1.008 .005
Sex (Male) 0.248 1.282 201
High School Graduate -.387* 0.679 110
Some College -.628** 0.534 105
College Graduate -.649* 0.500 165
Percent Black -.014** 0.986 .004
Income (Thousands) -.010 0.990 .007
Health Score -.893*** 0.410 .033
N 749

TABLE 3.5 Results of ordinal logistic regression for percentage of Black®’
residents’ hypothesis on White subpopulation

Prob > Chi® 0.0000
Pseudo R®> 0.1039

Perceived Health Coefficient Odds Ratio Std. Error
Age 0.016*** 1.016 .004
Sex (Male) 0.431** 1.540 .200
High School Graduate -466*** 0.628 .081
Some College - 122%** 0.486 071
College Graduate =967 ** 0.380 104
Percent Black -.001 0.999 .004
Income (Thousands) -.007 0.993 .005
Health Score -1.158***  (0.314 .024
N 1166

* p<0.05; ** p<0.01; *** p<0.001

Source: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems

7 It would be more appropriate to combine the logistic regressions testing for the effect of the percentage
of Black neighborhood residents for both Black and White Medicaid residents into one model. However,
the multicollinearity is so high between race and income variables that race is excluded from the combined
model.
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The results of the first ordinal logistic regression indicate support for the first
hypothesis that Blacks on Medicaid living in neighborhoods with a higher percentage of
Blacks will perceive themselves to be healthier than those living in more diverse
neighborhoods as a result of exceeding the social comparison standard of health set by
other neighborhood residents. The perceived health variable was significant in the
analysis to the .01 level indicating that one’s perception of one’s health is relative based
on the social comparison standards of the reference group that one compares oneself.
These results are shown in Table 3.4. The results of the ordinal logistic regression using
White Medicaid respondents does not indicate that living in a neighborhood with a higher
percentage of Black residents has a significant effect on White respondent’s perception of
their health. The significant variables in the model are education level, neighborhood
composition, and respondent health score for Blacks and age, sex, education level, and
respondent health score for Whites. For Black Medicaid recipients the odds ratio for high
school graduates perceiving themselves to be in poor health is .387 less than those who
did not complete high school or the odds of poor perceptions of health versus fair, good,
very good, and excellent health are .679 times lower for high school graduates when the
other variables in the model are held constant. This is equivalent to a 32.1% decrease in
the odds of reporting poor health. The odds ratio for respondents with some college
perceiving themselves to be in poor health is .628 less than those who did not complete
high school or the odds of poor perceptions of health versus fair, good, very good, and
excellent health are .534 times lower for respondents with some college education when

the other variables in the model are held constant. This is equivalent to a 46.6% decrease
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in the odds of reporting poor health. The odds ratio for college graduates perceiving
themselves to be in poor health is .694 less than those who did not complete high school
or the odds of poor perceptions of health versus fair, good, very good, and excellent
health are .500 times lower for high school graduates when the other variables in the
model are held constant. This is equivalent to a 50.0% decrease in the odds of reporting
poor health.

For every percentage increase in Black residents in the neighborhood, the odds of
a Black respondent perceiving themselves to be in poor health versus fair, good, very
good, and excellent health combined are .986 times lower, given the other variables in the
model are held constant. If the respondent’s neighborhood composition were to change
by a one percentage increase in Black residents, the ordered log-odds of the respondent
perceiving themselves to be in poor health decrease by .014. This is equivalent to a 1.4%
decrease in the odds of reporting poor health.

For every one point increase in the respondent’s health score, the odds of the
respondent perceiving themselves to be in poor health versus fair, good, very good, and
excellent health combined are .410 times lower, given the other variables in the model are
held constant. If the respondent's health score were to increase by one, the ordered log-
odds of the respondent perceiving themselves to be in poor health decrease by .893. This
is equivalent to a 59.0% decrease in the odds of reporting poor health for each one point

increase in objective health status.
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TABLE 3.6: Results of ordinal logistic regression for relative health hypotheses

Prob > Chi®> 0.0000
Pseudo R?> 0.0950

Perceived Health Coefficient Odds Ratio Std. Error
Age 0.012*** 1.012 .003
Sex (Male) 0.347*** 1.414 .099
Race (White) 0.516*** 1.668 .089
High School Graduate - 435%** 0.647 101
Some College -.674%** 0.510 A17
College Graduate -.833*** 0.435 211
Percent Disabled -.004 1.004 .012
Income (Thousands) -.004 .996 .006
Percent No Health Insurance -.009 991 .012
Health Score -1.004***  0.020 .054
N 1915

* p<0.05; ** p<0.01; *** p<0.001

Source: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems

The results of the third ordinal logistic regression do not indicate support for the
remaining relative health hypotheses. These hypotheses are: Medicaid recipients living in
areas with a higher percentage of disabled people will have a higher perception of their
own health, Medicaid recipients living in areas with a higher median income relative to
their own or with a higher percentage of residents without health insurance will have a
higher perception of their health as a result of exceeding the social comparison standard
of health. This is shown in Table 3.6. The significant variables in the model are age, sex,
race, education level and respondent health score. The ordered log odds for a one year
increase in age on the perceived health of the respondent are 0.012. The odds ratio for a
one year increase in age is 1.012, thus, for a one year increase in age, the odds of
perceiving oneself to be in poor health versus fair, good, very good, and excellent health

are 1.012 times higher, given the other variables are held constant. This is equivalent to a



81

1.2% increase in the odds of perceiving oneself to be in poor health for each year increase
in respondent age. The ordered log-odds for males is 0.347. The ordered logit for males
perceiving themselves to be in poor health is 1.414 higher than for females when the
other variables in the model are held constant. This is equivalent to a 41.4% increase in
the odds of a male respondent perceiving himself to be in poor health. The ordered log-
odds for Whites is 0.516. The odds ratio for White respondents perceiving themselves to
be in poor health is 1.668 higher than for Black respondents, given the other variables in
the model are held constant. This is equivalent to a 66.8% increase in the odds of a White
respondent perceiving their health to be poor compared to a Black respondent.

The ordered logit for high school graduates perceiving themselves to be in poor
health is .435 less than those who did not complete high school or the odds of poor
perceptions of health versus fair, good, very good, and excellent health are .647 times
lower for high school graduates when the other variables in the model are held constant.
This is equivalent to a 35.3% decrease in the odds of reporting poor health. The ordered
logit for respondents with some college perceiving themselves to be in poor health is .674
less than those who did not complete high school or the odds of poor perceptions of
health versus fair, good, very good, and excellent health are .510 times lower for
respondents with some college education when the other variables in the model are held
constant. This is equivalent to a 49.0% decrease in the odds of reporting poor health. The
ordered logit for college graduates perceiving themselves to be in poor health is .833 less
than those who did not complete high school or the odds of poor perceptions of health

versus fair, good, very good, and excellent health are .435 times lower for high school
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graduates when the other variables in the model are held constant. This is equivalent to a
56.5% decrease in the odds of reporting poor health.

For every one point increase in the respondent’s health score, the odds of the
respondent perceiving themselves to be in poor health versus fair, good, very good, and
excellent health combined are 1.004 times lower, given the other variables in the model
are held constant. If the respondent's health score were to increase by one, the ordered
log-odds of the respondent perceiving themselves to be in poor health decrease by .020.
This is equivalent to a 63.4% decrease in the odds of reporting poor health for each one
point increase in objective health status.

With respect to the alternative hypothesis suggesting that there is discrimination
in the North Carolina labor market there is insufficient evidence to support that
discrimination in North Carolina labor markets has resulted in more healthy blacks being
enrolled in Medicaid. In this case the average objective health status of Blacks on
Medicaid in North Carolina is lower than the average objective health status of Whites on
Medicaid in North Carolina as shown by the results of the ordinary least squares
regression depicted in Table 3.7. This does not indicate support for hypothesis 5: the
objective health of Blacks on Medicaid in the State of North Carolina is better than the
objective health of Whites on Medicaid as a result of labor market discrimination or
differences in family size relative to income. According to the ordinary least squares
(OLYS) regression analysis of demographic variables on the health score variable,

respondent race and age influence the health score. Both of these demographic factors are
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found to influence the respondent’s health score.'® Advanced age is associated with a
decline in health score while being White is associated with an increase in the
respondent’s health score. For every one year increase in age, a .021 decrease in the
objective health score is expected on average, holding all other variables in the model
constant. On average, the predicted health score for Whites would be .329 higher than for

Blacks, holding all other variables in the model constant.

TABLE 3.7: Ordinary least squares regression: Health and demographic variables
Prob>F  0.0000
AdjR?  0.0362

Health Score Coefficient Std. Error
Race (White) .329%** .086

Age -.021%** .003

Sex (Male) -.102 .097

High School Graduate .056 .096
Some College -.173 115
College Graduate -.132 215
Constant S57F** 183

N 1969

* p<0.05; ** p<0.01; *** p<0.001

Source: 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems

These findings of diminished average objective health of Blacks on Medicaid in
North Carolina as compared to the average objective health of Whites on Medicaid
contradict the initial findings of higher average perceived health of Blacks on Medicaid

as compared to the average perceived health of Whites.

'8 The health score was transformed using a cubic transformation to correct for a violation of the
assumption of normality. Before the transformation both race and age were significant demographic
predictors of respondent health score and the sign of the coefficient was consistent before and after the
transformation.
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FIGURE 3.5: The relationship between objective health status and perceived health status
?&:?gg 2012 North Carolina Consumer Assessment of Healthcare Providers and Systems
3.6 Discussion

We compare ourselves to others. These relative comparisons impact our internal
evaluations of our own quality of life without regard to the objective level of whatever it
is we are measuring. These ideas have been applied to areas as diverse as wealth (Cole,
Mailath, & Postlewaite, 1995), happiness (Veenhoven, 1991), and intellectual ability
(Gladwell, 2013). Though we know it exists in these other areas, a comprehensive theory
of relativity has never before been applied to health. This may be due to a reliance on

models that are more focused on treating medical conditions. While there is certainly

value in the medical model, our inability to fully understand why diseases are discovered
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later, treated differently, and have increased mortality in certain populations despite years
of concentrated efforts on reducing these disparities ought to have us looking for other
possible explanations. By applying the concept of relativity to health, a possible
explanation emerges. It may be the case that health disparities are being created,
perpetuated, or exacerbated if external factors are affecting internal evaluations of health
status and influencing subsequent health behaviors. If one's perceptions of health have a
greater impact on health behaviors than does one's actual health status, a necessary
component of the approach to combating health disparities will be efforts to target these
perceptions.

While perceptions generally, and relativism specifically, have been studied as a
possible driver of human behaviors in the economics literature, health researchers are just
beginning to discover these phenomena. Dorsey, Eberhardt, and Ogden (2009)
investigated differences in weight misperception by ethnicity in a nationally
representative sample. Their results indicate that Blacks are more likely than Whites to
perceive themselves as healthy when they were in fact overweight. These findings have
been replicated in populations known to be suffering from health disparities, notably
racial and ethnic minorities, those with lower educational attainment, and the lower
income populations (Bennett, & Wolin, 2006; Chang, & Christakis, 2003; Paeratakul,
White, Williamson, Ryan, & Bray, 2002). These misperceptions of health status have also
been found in less apparent conditions such as cardiovascular disease, the leading cause
of death in the United States (Mochari-Greenberger, Mills, Simpson, & Mosca, 2010;

Mosca, Mochari, Christian, Berra, Taubert, Mills...& Simpson, 2006). A unifying theory
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of relative health will allow health researchers to better understand the implications of
these inaccurate perceptions.

I’ve presented findings from economics literature on the value of relative status in
addition to literature that finds that people compare themselves to reference groups made
up of those around them. I’ve also presented analyses that show that this phenomenon
may be occurring in how low income individuals determine their self-perceived health
status. Now I'll explore the methodological implications of these findings for health
economics theory and policy design.

Health disparities are known to exist in highly predictable populations. When data
is examined and these predicted disparities are not found, some measure of skepticism
should be employed and a thorough review of sampling techniques, statistical methods,
and results reporting should be undertaken. Upon satisfaction that the standards of the
field have been met in these areas, the researcher should look to literature for a possible
explanation of her findings. Given the complexity of the medical literature surrounding
the morbidities and co-morbidities known to affect those in the low socioeconomic
populations, it is not unreasonable to assume that they offer subjective, rather than
objective, health ratings when asked. Including a question on surveys asking respondents
how they arrived at their health rating and then using these results to create a mediating
variable would address this limitation in analyses that rely on self-rated health status. An
explicit explanation as to how a respondent has arrived at their subjective health rating
would provide insight as to how individuals use upward, downward, or both upward and

downward comparisons and to whom they consider as their reference group when making



87

these comparisons. This is the first step in developing a true measure of relative health to
be included in future research.

More recent work investigating the “Easterlin paradox” has used panel data to
track an individual’s income gains and their happiness over time. Future research on the
relative health theory should attempt to collect longitudinal data to allow researchers to
control for individual fixed effects for things like individual personality traits like
optimism and previous health status while also showing the effects of individual and
neighborhood level income changes on perception of health status over time.

To date very few studies have explicitly asked respondents to whom they compare
themselves when offering subjective ratings on things like income and happiness. Social
standards theorists tend to rely on cohort analysis or geographically based comparisons to
derive information regarding social comparisons however this may be misleading.
Festinger’s (1954) social comparison theory argues that as the differences between two
people increase the tendency to compare themselves with each other decreases, regardless
of their proximity. This may be occurring in the case of hypothesis 2: Medicaid recipients
living in a neighborhood with a higher percentage of disabled residents will have a higher
perception of their health as a result of exceeding the social comparison standard of
health set by other neighborhood residents.

It may be the case that those respondents who are not disabled are unaffected by
the lower social comparison standard of disabled individuals because they see the
abilities of the disabled as too divergent from their own and do not include them in their
relative comparisons when assigning their own health status. It is possible that this is

occurring in terms of income as well. Does someone with a high school education or less,
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earning minimum wage, and struggling to support themselves really see themselves as
comparable to someone earning perhaps $50,000 or more annually? Lyubomirsky &
Ross’ (1997) research also indicates that individuals may be able to choose to whom they
make their comparisons. Their research indicates that happier people use downward
comparisons, elevating their own status while unhappy people use upward and downward
comparisons to evaluate themselves. Haggerty’s (1999) suggestion of using both the
range and skew of the distribution of income, rather than the mean neighborhood income,
would allow for a sufficient control for both upward and downward comparisons of
neighborhood income to one’s own in order to better determine proximate groups for
comparison. Additionally, a better understanding of the social networks that a respondent
is part of will better inform our understandings of how one determines their proximate
others and the influence of the health status of individuals in the network and the network
as a whole influence perceptions of one’s own health status (Pescolido & Levy, 2002).
Since the onset of the “Great Recession” a number of state legislatures have
turned to Medicaid, the program that has increasingly become the largest component of
the state’s budget, as a place to rein in costs. These cost cutting exercises have resulted in
utilization review, increased cost sharing, and stricter re-certification requirements (Lav
& Hudgins, 2008; Williams, Leachman & Johnson, 2011). In North Carolina
beneficiaries of certain programs are automatically eligible for Medicaid for the duration
of their program eligibility. These programs include: Supplemental Security Income
(SSI), Work First Family Assistance, State/County Special Assistance for the Aged or
Disabled, and Special Assistance to the Blind. All other Medicaid recipients must

complete the initial application process in addition to the re-certification process every 6
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to 12 months in order to maintain their Medicaid eligibility. As the application and re-
certification process for Medicaid has become more onerous over time it may be the case
where adverse selection® is occurring in these programs. For those Medicaid
beneficiaries that qualify automatically on the basis of a disability or family size relative
to income there are very little transaction costs associated with Medicaid. There may be
substantial transaction and opportunity costs associated with someone who does not have
automatic Medicaid eligibility in the form of time and money spent gathering the
necessary documentation to apply, fees associated with computer and internet use, time
associated with an in-person or phone interview to determine eligibility. These barriers
may dissuade healthier people from pursuing Medicaid eligibility as too costly leaving
only those that feel they may need health care due to illness or a medical condition to
pursue eligibility. In this case adverse selection would have a differential impact based on
race due to higher birth rates among Blacks, the fact that the birth rate among unmarried
Black women is nearly triple the rate of unmarried White women in North Carolina and
the impact of health disparities on minority populations (North Carolina State Center for
Health Statistics, 2012).

While the comparison of objective health status between Blacks and Whites does
provide an adequate preliminary test as to whether or not discriminatory practices or
differences in family size are resulting in more healthy Blacks has resulted in more
healthy Blacks being enrolled in Medicaid, there is insufficient data to understand the
potential effects of outreach efforts and resources by the State of North Carolina and

nonprofit groups that may be targeted to majority Black and low-income neighborhoods.

19 Adverse selection refers to the increased likelihood of those with a known higher risk of utilizing an
insurance product have greater demand for that insurance product than those with a lower risk.
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Addressing this limitation would require an analysis of the state’s budgetary expenditures
for Medicaid outreach activities, qualitative interviews with social workers in clinical
settings to understand if and how indigent populations are connected with Medicaid
resources if they are unable to afford their healthcare, and both qualitative and
quantitative analysis of nonprofit groups’ outreach efforts. Information collected from
these qualitative and quantitative analyses would allow future research to control for
differences in state level and nonprofit organization outreach activity.

That any of these factors is wholly responsible for the findings of better perceived
health among Black respondents relative to Whites is unlikely, however, given the
utilization of the health score control variable and the comparison of the objective health
status with the perceived health status as illustrated by Figure 3.6. In order to test the
robustness of the objective health status control variable, as measured in this analysis,
future research should compare the objective health status variable derived from the
factor analysis with five year morbidity and mortality data, the same methodology that

has been used to validate the self-rated health status variable.



CHAPTER 4: POLICY IMPLICATIONS

Much of state and federal health disparity policy ignores the institutional factors
that may actually be causing the observed health disparities. New perspectives about the
causal mechanisms should inform public policies intended to reduce health disparities. In
order to better understand the causes of health disparities, a better understanding of the
institutions that have a disproportionate effect on populations suffering from health
disparities is essential. The Institutional Analysis and Development Framework allows
health disparities researchers to look past superficial characteristics of the low-
socioeconomic status populations to the institutional drivers of social capital, the factors
that largely determines how people interact with their environment. In the analyses of the
dissertation, one socioeconomic indicator was found to be significant consistently:
education. Future research should strive to better understand the impacts of increased
educational attainment on health status, both independent of and concurrent with, its
effects on income in order to shape policies intended to eliminate persistent health
disparities.
4.1...and justice for all?

Persistent health disparities violate one of the most sacred tenets of the American
way of life: equality (Lindhert & Williamson, 2013; O'Scannlain, 2010). The

foundational documents of the United States are explicit in the Founding Fathers
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intention to establish a republic founded on the basis of equality®® (Ellis, 2007; Jefferson,
1776; Lucas, 1989; McPherson, 1991). By the time of the Constitutional Convention in
1787, political expediency necessitated compromising equality in order to accommodate
the “unfortunate situation of the Southern States” whose economy was dependent on a
hierarchical racial structure (Hamilton, 1850, p.434). The legacy of the three-fifths
compromise remains evident in many American institutions today. After the Civil Rights
legislation of the 1960’s (P. Law 88-352; P. Law 90-284) outlawed overt racial
discrimination, evidence suggests that public and private actors utilized income
discrimination in its place to perpetuate patterns of segregation (Neir 111, 1998; Schill &
Wachter, 1995). Since these policies are no longer limited to racial minorities, the scope
of their impact has widened, resulting in substandard living environments for low-
socioeconomic status populations of all races.

Moving away from health disparity policy research and outcomes reported in
terms of race and beginning to research the institutional environments that may be
causing persistent health disparities and subsequently addressing these institutions and
their effects on low-socioeconomic status populations will allow health disparities
researchers to identify the specific mechanisms by which disparities are created and
maintained. The common feature of the institutions that effect low socioeconomic status
populations of all races is unequal access to the social capital resources that contribute to
good health. Because the policy solutions to address decreased social capital will not be
limited in their scope to only racial minorities, they will have the ability to impact all

people affected by causes of health disparities.

% The argument has been made that the Founding Fathers could never have meant for equal rights to extend
to Black people in the new republic; however, private writings and remarks dispute these claims (Cohen,
1969).
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This chapter began by outlining the disproportionate influence of some historical
institutions on racial minorities in the United States. Understanding the departure from
the foundational principle of equality and the legacy of the departure from this ethic
contributes to an understanding of the socioeconomic health disparities that are evident
today. The legacy of the three-fifths compromise resulted in additional representation of
Southern Whites relative to the overall population, both Black and White, which was
eligible to vote. The legislative decision-makers, that disproportionately represented
White property owners, shaped the institutions that largely determine the health of our
nation’s poor today. After overt racial discrimination was prohibited, both by law and
common social standards, subtle discrimination stretched the boundaries of health
disparities, allowing lower health status to saturate the lower socioeconomic classes
subject to these institutions, regardless of race. Given this, research into within
socioeconomic status disparities is necessary to elucidate the true causal mechanisms of
the observed health disparities. Subsequently, the results of the analyses will be
summarized and synthesized to advocate for the use of the Institutional Analysis and
Development framework in health disparity policy. Lastly, specific policy prescriptions
that follow from the analyses in the dissertation will be presented.

4.2 Institutional mechanisms contributing to health disparities

Socioeconomic status, whether measured by individual or median family income,
occupational status, or educational attainment, largely determines the institutions and
environment that one is subject to. There are large racial and gender differences in
socioeconomic status (Jackson & Williams, 2006). For example, Blacks, Hispanics,

American Indians, some Asian ethnic groups and females generally have lower
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socioeconomic status attainment than their White and male counterparts. These effects
can be particularly acute on those populations that have double minority status, Black
women for instance, leaving them with less access to advantageous social capital,
desirable economic resources, and health information and resources (Jackson &
Williams, 2006; Wilson, 1997). One way that these socioeconomic disadvantages may be
overcome is to determine the source of these social capital, economic, and health
information resources and create policy interventions that are designed to increase access
to these resources.

4.2.2: The significance of education in health disparities

While understanding the factors that influence a single action arena are important,
it is imperative that these institutions be understood in the context of the policy system in
which they reside. For example, the policy systems applied in these analyses include
health, insurance, urban development, and transportation. Each of these policy systems is
governed by its own set of institutions that determines that behavior of the actors in that
policy system. These must be integrated into the analysis to fully comprehend the
constraints of the action arena.

The interactions of the complex policy arenas employed in the analyses of the
dissertation allow for the illumination of a single factor that is significant in perceptions
of health in low-socioeconomic status populations prone to health disparities: education.
A protracted effort to eliminate health disparities has addressed differential access to
health care by increasing prevalence and quality of health insurance for low-
socioeconomic and racial minority populations (Conti, Heckman & Urzua, 2010).

Despite these policy efforts, health disparities continue to exist. Using the IAD to better
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understand the institutional factors that impact the low-socioeconomic status populations
led to analyses that examined the attributes of the people themselves, using demographic
variables, as well as their environment, using neighborhood characteristics. One variable
that consistently remained significant across the analyses, models, and subpopulations in
the papers of the dissertation was education. In chapter 2, education was a significant
predictor of whether or not a respondent sought mental health care. In chapter 3
education remained significant in all of the analyses that pertained to relative health,
however, the impact of education on self-rated health status was stronger for Whites than
for Blacks. Positive correlations between health and education have been documented in
the academic literature, though disparities by education level are not commonly reported
by national health disparity policy-making authorities (Conti, Hackman & Urzua, 2010).
There are three explanations for these correlations: that additional education increases
health status, that better health status increases educational attainment, or that some third
factor is responsible for increases in both educational attainment and health status. A
better understanding of the direction of causality is necessary to design policy to take
advantage of the observed nonmarket effects of education, or the as yet to be determined
third factor, on health status; particularly in light of the differential effects on the
subpopulations in the analysis.
4.3: Specific policy prescriptions

In addition to application of the IAD framework to better understand the
institutions affecting populations suffering from health disparities so that the causal
mechanisms of health disparities may begin to be addressed in state and federal policy,

specific policy prescriptions follow from the analyses of this dissertation.
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4.3.1: Expand the explicit use of institutional determinants of health in health disparities
research and policy

The academic study of health disparities is relatively new; the first paper using the
keyword health disparity was indexed in 1991 (Adler, 2013). However, interest in and
research into the phenomena has grown exponentially since that time. Academic research
into health disparities continues to introduce new, and increasingly complex, frameworks
and methods in order to glean a better understanding of health disparities. National health
disparity policy is generally not reflective of these newer, more nuanced, and complex
understanding of the social determinants of health. Since much of the policy directions
and research funding associated with health disparities comes from state and federal
government coffers it is necessary to reconcile the academic and policy understanding of
health disparities. Research into the causes of health disparities should begin to
incorporate explicit institutional and social capital factors in their data collection efforts
so that health disparity policy can adequately address these factors in order to eliminate
observed health disparities. Specific examples from the dissertation elucidate where
explicit measures of institutions and social capital would have improved the analyses: an
accurate reflection of social capital as exemplified by access to both private and public
transportation in the community and a better understanding of how survey respondents
arrived at their self-rated health status and to whom they compare themselves to if

comparisons to others do account for some component of the self-rated health measure.
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4.4: Future directions in health disparities research

Health disparities research that has been primarily concerned with identifying
where, and in which populations, health disparities exist has led to policy initiatives
dominated by disease prevention and health promotion agendas (Carter-Pokras & Baquet,
2002). These policies are overbroad to successfully reduce and eventually eliminate
health disparities. As a result of not fully understanding the causal mechanisms
associated with health disparities, policies have been advanced that were ineffective in
reducing health disparities.

Digging deeper into the causes of health disparities will allow targeted policy
development to ensue, ensuring a better use of public resources. For instance, reforming
payment policies in public programs to facilitate social workers to arrange transportation
for those in need of mental health services is an easier way to reduce health disparities
associated with access problems in mental health than creating a health promotion
campaign that is geared toward an entire race of people. Attacking the relative health
problem is also less resource intensive that past policy approaches. Targeting additional
educational resources to low-income neighborhoods is a more efficient strategy to
eliminate health disparities, due to the positive effect of additional years of education on
income, but also due to the effect of education independent of earnings. In this way, there

is a possibility that the disparities that result from relative health could be eliminated.
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APPENDIX A: 2011 NORTH CAROLINA CONSUMER ASSESSMENT OF HEALTH PLANS AND
SYSTEMS (CAHPS) 4.0 ADULT MEDICAID SURVEY

2011 North Carolina Medicaid Survey

Version: CAHPS 4.0 Adult Medicaid
Questionnaire

Language: English
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INTRODUCTION: “Hello, this is and I am calling from
the University of North Carolina at Charlotte on behalf of North Carolina
Medicaid in connection with an effort to improve health care.

Is this the home of ?

target respondent

IF NOT, say, “Do you know the phone number where I might reach target respondent? (record new phone

number and then call.

IF YES, say, “I’d like to talk with target respondent about his/her healthcare, is he/she available?”
IF PERSON AVAILABLE: When selected person answers, repeat introduction and continue.

IF PERSON NOT AVAILABLE: “Can you tell me a convenient time to call back to speak with (him/her)?”
RECORD CALL BACK NOTES

Let me tell you a little about the study before we continue. This interview will last approximately 20 minutes. We want you
to know that your answers are confidential. You are a volunteer and may stop at any time. Your Medicaid benefits will not
be affected in any way by your participation in the survey. No one at the doctor’s office or Medicaid will see any names or

know how you answered. May | continue with the interview?

1. YES - Start Interview
2. NO — “Thank you for your time.”
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E, Core 1 (Q1, 2006-07) (#1, p. 6, Data Specs) NCMED Our records show that
you are now in Carolina Access or Medicaid? Is that right?

7] Yes — If Yes, go to question #2
2|:| No — If No, “Thank you for your time.”

Your Health Care in the Last 6 Months

These questions ask about your own health care. Do not include care you got when you
stayed overnight in a hospital. Do not include the times you went for dental care visits.

2.

E, Core 3 (Q26, 2006-07) (#3, p. 6, Data Specs) S01Q01 In the last 6 months, did
you have an illness, injury, or condition that needed care right away in a clinic,
emergency room, or doctor’s office?

7] Yes
2] No - If No, go to question #5

UT1 (Q30, 2006-07) S01Q02 (placement here not in accordance with CAHPS
guidelines, but is consistent with the CHILD survey) In the last 6 months, how
many times did you go to an emergency room to get care for yourself?

] None

lI:I 1

2|:| 2

3|:| 3

4|:| 4
]5t09

%] 10 or more

Core 4 (Q27, 2006-07) (#4, p. 6, Data Specs) S01Q03 MEETS HEALTH HOME
TEAM CRITERION OF COMPREHENSIVE CARE MANAGEMENT In the
last 6 months, when you needed care right away, how often did you get care as
soon as you thought you needed?

7] Never

’["] Sometimes

%] Usually
‘] Always

E, Core 5 (Q28, 2006-07) (#5, p. 7, Data Specs) S01Q04 In the last 6 months,
not counting the times you needed care right away, did you make any
appointments for your health care at a doctor’s office or clinic?

7] Yes



118
2] No — If No, go to question #7

Core 6 (Q29, 2006-07) (#6, p. 7, Data Specs) S01Q05 MEETS HEALTH HOME
TEAM CRITERION OF COMPREHENSIVE CARE MANAGEMENT In the
last 6 months, not counting the times you needed care right away, how often did
you get an appointment for your health care at a doctor's office or clinic as soon
as you thought you needed?

7] Never
’["] Sometimes

] Usually
‘] Always

E, Core 7 (Q31, 2006-07) (#7, p. 7, Data Specs) S01Q06 In the last 6 months,
not counting the times you went to an emergency room, how many times did
you go to a doctor’s office or clinic to get health care for yourself?

9 JNone — If None, go to question #21
1|:|1

2|:|2

3|:|3

4|:|4

J5t09

%110 or more

H1 (not in 2006-07) (#8, p. 7, Data Specs) S01Q07 MEETS HEALTH HOME
TEAM CRITERION OF HEALTH PROMOTION In the last 6 months, how
often did you and a doctor or other health provider talk about specific things you
could do to prevent illness?

7] Never
’["] Sometimes

%] Usually
‘] Always

Core 8 (Q44, 2006-07) (#12, p. 8, Data Specs) S01Q08 Using any number from 0
to 10, where 0 is the worst possible and 10 is the best possible, what number
would you use to rate all your health care in the last 6 months?

%] 0 Worst health care possible
Ol|:| 1
02|:| 2
03|:| 3
04|:| 4
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05|:|
06|:|
07|:|
08|:|
09|:|
9] 10 Best health care possible

© 00 N O Ol

CC9 (Q45 2006-07) S01Q09 MEETS HEALTH HOME TEAM CRITERION
OF REFERRAL TO COMMUNITY AND SOCIAL SUPPORTS In the last 6
months, did you have a health problem for which you needed special medical
equipment, such as a cane, a wheelchair, or oxygen equipment?

7] Yes
"] No — If No, go to question #12

CC10 (Q46 2006-07) S01Q10 MEETS HEALTH HOME TEAM CRITERION
OF REFERRAL TO COMMUNITY AND SOCIAL SUPPORTS In the last 6
months, how often was it easy to get the medical equipment you needed through
your health plan?

7] Never
’["] Sometimes

3] Usually
] Always

CC11 (Q47 2006-07) S01Q11 In the last 6 months, did you have any health
problems that needed special therapy, such as physical, occupational, or speech
therapy?

7] Yes
"1 No - If No, go to question #14

CC12 (Q48 2006-07) S01Q12 In the last 6 months, how often was it easy to get
the special therapy you needed through your health plan?

7] Never

’["] Sometimes

%] Usually
] Always
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15.

16.

17.

18.

120

CC13 (Q49 2006-07) S01Q13 MEETS HEALTH HOME TEAM CRITERION
OF REFERRAL TO COMMUNITY AND SOCIAL SUPPORTS Home health
care or assistance means home nursing, help with bathing or dressing, and help
with basic household tasks.

In the last 6 months, did you need someone to come into your home to give you
home health care or assistance?

7] Yes
21 No — If No, go to question #16

CC14 (Q50 2006-07) S01Q14 MEETS HEALTH HOME TEAM CRITERION
OF REFERRAL TO COMMUNITY AND SOCIAL SUPPORTS In the last 6
months, how often was it easy to get home health care or assistance through
your health plan?

7] Never
’["] Sometimes

3] Usually
T JAlways

MH1 (not in 2006-07) S01Q15 In general, how would your rate your overall
mental or emotional health?

7] Excellent

("] Very good
] Good
] Fair
] Poor

MH2 (not in 2006-07) S01Q16 MEETS HEALTH HOME TEAM CRITERION
OF CARE COORDINATION In the last 6 months, did you need any treatment
or counseling for a personal or family problem?

7] Yes
"1 No - If No, go to question #19

MH3 (not in 2006-07) S01Q17 MEETS HEALTH HOME TEAM CRITERION
OF CARE COORDINATION In the last 6 months, how often was it easy to get
the treatment or counseling you needed through your health plan?

7] Never
("] Sometimes

] Usually
‘] Always
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20.
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I-1 (Q51 2006-07) S01Q18 An interpreter is someone who repeats or signs what
one person says in a language used by another person.

In the last 6 months, did you need an interpreter to help you speak with doctors
or other health providers?

7] Yes
2] No - If No, go to question #21

[-2 (Q52 2006-07) S01Q19 In the last 6 months, when you needed an interpreter
to help you speak with doctors or other health providers, how often did you get
one?

7] Never
’["] Sometimes

%] Usually
] Always

Your Personal Doctor (Health Provider)

A personal health provider is the doctor or nurse who knows you best. This can be a
general doctor, a specialist doctor, a nurse practitioner, or a physician assistant. Your
personal health provider is the one you would see if you need a check-up, want advice
about a health problem, or get sick or hurt.

21.

22.

23.

E, Core 9 (Q2, 2006-07) (13, p. 8, Data Specs) S02Q01 Do you have a personal
health provider?

7] Yes
"1 No - If No, go to question #50

CC1 (Q3, 2006-07, edit as shown) S02Q02 Is this person a general doctor, a
specialist doctor, a nurse practitioner, or a physician assistant?

7] General doctor (Family practice or internal medicine)
2] Specialist doctor

8["] Nurse Practitioner

"] Physician Assistant

CC2 (Q4, 2006-07, edit as shown) S02Q03 How many months or years have you
been going to your personal health provider?

7] Less than 6 months

’["] At least 6 months but less than 1 year
] At least 1 year but less than 2 years
"] At least 2 years but less than 5 years
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25.

26.

217.

28.
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*[] 5 years or more

CC3 (Q5, 2006-07) S02Q04 Do you have a physical or medical condition that
seriously interferes with your ability to work, attend school, or manage your
day-to-day activities?

7] Yes

2] No - If No, go to question #26

CC4 (Q6, 2006-07, edit as shown) S02Q05 Does your personal health provider
understand how any health problems you have affect your day-to-day life?

17 Yes
2] No

Core 10 (not in 2006-07) (14, p. 8, Data Specs) S02Q06 In the last 6 months,
how many times did you visit your personal health provider to get care for
yourself?

9 JNone — If None, go to question #40
1|:|1

2|:|2

3|:|3

4|:|4

J5t09

®(]10 or more

Core 11 (Q38, 2006-07, edit as shown) (15, p. 8, Data Specs) S02Q07 In the last
6 months, how often did your personal health provider explain things in a way
that was easy to understand?

7] Never
’["] Sometimes

3] Usually
] Always

Core 12 (Q36, 2006-07, edit as shown) (16, p. 8, Data Specs) S02Q08 In the last
6 months, how often did your personal health provider listen carefully to you?
7] Never

("] Sometimes

] Usually
‘] Always
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30.

31.

32.

33.

123

C1 (Q37 2006-07) S02Q09 In the last 6 months, how often did you have a hard
time speaking with or understanding your personal health provider because you
spoke different languages?

17 Never
’["] Sometimes

] Usually
] Always

Core 13 (Q39, 2006-07, edit as shown) (17, p. 9, Data Specs) S02Q10 In the last
6 months, how often did your personal health provider show respect for what
you had to say?

7] Never
’["] Sometimes

3] Usually
] Always

Core 14 (Q43, 2006-07, edit as shown) (18, p. 9, Data Specs) S02Q11 In the last
6 months, how often did your personal health provider spend enough time with
you?

7] Never

’["] Sometimes

3] Usually
] Always

CC6 (Q40 2006-07) S02Q12 MEETS HEALTH HOME TEAM CRITERION
FOR INDIVIDUAL AND FAMILY SUPPORT We want to know how you,
your doctors, and other health providers make decisions about your health care.

In the last 6 months, were any decisions made about your health care?

7] Yes
21 No - If No, go to question #35

CC7 (Q41 2006-07) S02Q13 MEETS HEALTH HOME TEAM CRITERION
FOR INDIVIDUAL AND FAMILY SUPPORT In the last 6 months, how often
were you involved as much as you wanted in these decisions about your health
care?

7] Never
’["] Sometimes

%] Usually
] Always
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35.

36.

37.

38.
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CC8 (Q42 2006-07) S02Q14 In the last 6 months, how often was it easy to get
your doctors or other health providers to agree with you on the best way to
manage your health conditions or problems?

7] Never
’["] Sometimes

] Usually
‘] Always

H5 (#19, p. 9, Data Specs) S02Q15 In the last 6 months, did you get care from a
doctor or other health provider besides your personal doctor?

7] Yes
2] No - If No, go to question #38

OHP3 (not in 2006-07) S02Q16 MEETS HEALTH HOME TEAM CRITERION
FOR COMPREHENSIVE TRANSITIONAL CARE In the last 6 months, did
anyone from your doctor’s office, clinic, or CAROLINA ACCESS/MEDICAID
help coordinate your care from other health providers who were not your
personal health provider?

7] Yes
"1 No — If No, go to question #38

OHP5 (not in 2006-07) S02Q17 MEETS HEALTH HOME TEAM CRITERION
FOR CARE COORDINATION How satisfied are you with the help you
received to coordinate your care in the last 6 months?

7 Very dissatisfied

’["] Dissatisfied

3] Neither dissatisfied nor satisfied
‘] satisfied

*[] Very satisfied

CO3 (not in 2006-07, replaces CO1) S02Q18 In the last 6 months, did you phone
your personal health provider’s office after regular office hours to get help or
advice for yourself?

7] Yes
2] No - If No, go to question #40
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39. CO4 (not in 2006-07, replaces CO2) S02Q19 In the last 6 months, when you
phoned after regular office hours, how often did you get the help or advice you
needed?

17 Never
’["] Sometimes

] Usually
] Always

40. Core 15 (Q7, 2006-07) (21, p. 10, Data Specs) S02Q20 Using any humber from 0
to 10, where 0 is the worst possible and 10 is the best possible, what number
would you use to rate your personal health provider?

%] 0 Worst personal health provider possible
Ol|:| 1

02|:| 2

03|:| 3

04|:| 4

05|:| 5

06|:| 6

07|:| 7

08|:| 8

09|:| 9

1977110 Best personal health provider possible

41. PD1 (Q8, 2006-07, edit as shown) S02Q21 Did you have the same personal
health provider before you joined CAROLINA ACCESS or MEDICAID?

'] Yes - If Yes, go to question #43
"] No

42. PD2 (Q9, 2006-07, edit as shown) S02Q22 Since you joined CAROLINA
ACCESS or MEDICAID, how often was it easy to get a personal health
provider you are happy with?

7] Never
’["] Sometimes

%] Usually
‘] Always

Trust in Your Health Provider

Please think about the health provider you usually see when you are sick or need advice
about your health.
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47.
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TST1 (Q10, 2006-07) S03Q01 Is this personal health provider a male or female?

1] Male
[ ] Female

TST2 (Q11, 2006-07) S03Q02 What is the race of this health provider?
] White

2[ ] Black or African-American

(] Asian

‘[ _] Native Hawaiian or other Pacific Islander

(] American Indian or Alaska Native

5[ ] Other

TST3 (Q12, 2006-07) S03Q03 I think my personal health provider may not refer
me to a specialist when needed.

1] Strongly Agree

2[_] Somewnhat Agree

L] Neither Agree/Disagree
‘[_] Somewnhat Disagree
5[] Strongly Disagree

TST4 (Q13, 2006-07) S03Q04 I trust my personal health provider to put my
medical needs above all other considerations when treating my medical
problems.

[ ] Strongly Agree

2[_] Somewnhat Agree

3L_] Neither Agree/Disagree
‘[_] Somewnhat Disagree
5[] Strongly Disagree

TST5 (Q15, 2006-07) S03Q05 I sometimes think that my personal health
provider might perform unnecessary tests or procedures.

1] Strongly Agree

2[_] Somewnhat Agree

3L_] Neither Agree/Disagree
‘[_] Somewnhat Disagree
5[] Strongly Disagree

TST6 (Q16, 2006-07) S03Q06 My personal health provider’s medical skills are
not as good as they should be.
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'[] Strongly Agree

2[ ] Somewnhat Agree

*[_] Neither Agree/Disagree
‘[_] Somewnhat Disagree
5[] Strongly Disagree

49. TST7 (Q17, 2006-07) S03Q07 My personal health provider always pays full
attention to what | am trying to tell him or her.

[ ] Strongly Agree

2[_] Somewnhat Agree

*[_] Neither Agree/Disagree
‘[_] Somewnhat Disagree
5[] Strongly Disagree

Getting Health Care From Specialists

When you answer the next questions, do not include dental visits or care you got when
you stayed overnight in a hospital.

50. E, Core 16 (Q18, 2006-07) (22, p. 10, Data Specs) S04Q01 Specialists are
doctors like surgeons, heart doctors, allergy doctors, skin doctors, and other
doctors who specialize in one area of health care. In the last 6 months, did you
try to make any appointments to see a specialist?

7] Yes
2] No - If No, go to question #56

51. Core 17 (Q19, 2006-07) (23, p. 10, Data Specs) S04Q02 In the last 6 months,
how often was it easy to get appointments with specialists?

7] Never
’["] Sometimes

%] Usually
‘] Always

52. Core 18 (Q20?, 2006-07) (24, p. 10, Data Specs) S04Q03 How many specialists
have you seen in the last 6 months?

] None — If None, go to question #56
7] 1 specialist

2|:| 2

3|:| 3

4|:| 4
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*["] 5 or more specialists

53. CC5(Q21, 2006-07) S04Q04 In the last 6 months, how many times did you go to
specialists for care for yourself?

1|:|1

2|:|2

3|:|3

4|:|4
[(J5t09
®]10 or more

54. Core 19 (Q22, 2006-07) (25, p. 10, Data Specs) S04Q05 We want to know your
rating of the specialist you saw most often in the last 6 months. Using any
number from 0 to 10, where 0 is the worst possible and 10 is the best possible,
what number would you use to rate the specialist?

%] 0 Worst specialist possible
01|:|
02|:|
03|:|
04|:|
05|:|
06|:|
07|:|
08|:|
OQI:I
1977 10 Best specialist possible

[EEN

©O© 00 NO Ol W

55. UT2 (Q23 2006-07) S04Q06 In the last 6 months, was the specialist you saw
most often the same doctor as your personal doctor?

7] Yes
"] No

Your Health Plan

The next questions ask about your experience with your health plan.

56. E, Core 20 (not in 2006-07) (26, p. 11, Data Specs) S05Q01 In the last 6 months,
did you try to get any kind of care, tests, or treatment through your health
provider or health plan?

7] Yes
"1 No — If No, go to question #58
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Core 21 (Q32, 2006-07) (27, p. 11, Data Specs) S05Q02 MEETS HEALTH
HOME TEAM CRITERION OF COMPREHENSIVE CARE MANAGEMENT
In the last 6 months, how often was it easy to get the care, tests, or treatment you
thought you needed through your health provider or health plan?

17 Never
’["] Sometimes

] Usually
] Always

E, Core 22 (30, p. 12, Data Specs) S05Q03 In the last 6 months, did you try to
get information or help from office staff at your health provider or health plan?

7] Yes

1 No— If No, go to question #61

Core 23 (Q35, 2006-07) S05Q04 In the last 6 months, how often did office staff
at your health plan, doctor’s office, or clinic give you the information or help
that you needed?

7] Never
’["] Sometimes

3] Usually
‘] Always

Core 24 (Q34, 2006-07) (32, p. 12, Data Specs) S05Q05 In the last 6 months,
how often did office staff at your health plan, doctor’s office, or clinic treat you
with courtesy and respect?

7] Never
’["] Sometimes

3] Usually
] Always

E, Core 25 and Core 26 (not in 2006-2007) S05Q06 In the last 6 months, how
often were any forms from your health provider or health plan easy to fill out?

7] Did not fill out forms

2[] Filled out forms and it was never easy

%] Filled out forms and it was sometimes easy
“] Filled out forms and it was usually easy
] Filled out forms and it was always easy
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E, Core 27 (Q56,2006-07) (35, p. 13, Data Specs) S05Q07 Using any number
from 0 to 10, where 0 is the worst possible and 10 is the best possible, what
number would you use to rate Carolina Access or Medicaid now?

%] 0 Worst Carolina Access or Medicaid now
01|:|
02|:|
03|:|
04|:|
05|:|
06|:|
07|:|
08|:|
09|:|

97 10 Best Carolina Access or Medicaid now

[EEN

O© 00 NO O & WD

TRNS-1 E (Not in 2006-07) S05Q08 In the last 6 months, if you needed
transportation help from a non-family member to get to a medical appointment
or to get a prescription filled, how often did you get it?

'[_] Did not need any assistance

?[_] Needed assistance and never received it
%[ ] Needed assistance and sometime received it
“L_] Needed assistance and usually received it
5[] Needed assistance and always received it

PM1, E (Q53, 2006-07) S05Q09 MEETS HEALTH HOME TEAM CRITERION
OF REFERRAL TO COMMUNITY AND SOCIAL SUPPORTS In the last 6
months, did you get any new prescription medicines or refill a prescription?

7] Yes
2] No - If No, go to question #67

PM2 (Q54, 2006-07) S05Q10 MEETS HEALTH HOME TEAM CRITERION
OF REFERRAL TO COMMUNITY AND SOCIAL SUPPORTS In the last 6
months, how often was it easy to get your prescription medicine from your
health plan?

7] Never
("] Sometimes

] Usually
‘] Always

PM3 (Q55, 2006-07) S05Q11 In the last 6 months, how often did you get the
prescription medicine you needed through your health plan?
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7] Never
’["] Sometimes

] Usually
] Always

About You

67.

68.

69.

70.

71.

E, Core 28 (Q57, 2006-07) (36, p. 13, Data Specs) S06Q01 In general, how
would you rate your overall health?

7] Excellent

("] Very good
] Good

] Fair

] Poor

E, CC15 (Q58, 2006-07) S06Q02 Because of any impairment or health problem,
do you need the help of other persons with your personal care needs, such as
eating, dressing, or getting around the house?

7] Yes
2] No

E, CC16 (Q59, 2006-07) S06Q03 Because of any impairment or health problem,
do you need help with your routine needs, such as everyday household chores,
doing necessary business, shopping, or getting around for other purposes?

7] Yes
] No

E, CC17 (Q60, 2006-07) S06Q04 Do you have a physical or medical condition
that seriously interferes with your independence, participation in the community,
or quality of life?

7] Yes
"] No

E, CC18 (Q61, 2006-07) S06Q05 MEETS HEALTH HOME TEAM
CRITERION FOR COMPREHENSIVE TRANSITIONAL CARE In the last 6
months, have you been a patient in a hospital overnight or longer?

7] Yes
2] No



72.

73.

74.

75.

76.

77.

78.
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E, Core 29 (Q63, 2006-07) (46, p. 16, Data Specs) S06Q06 In the past 6 months,
have you seen a health provider 3 or more times for the same condition or
problem?

7] Yes
"1 No - If No, go to question #74

Core 30 (Q62, 2006-07) (47, p. 16, Data Specs) S06Q07 Is this a condition or
problem that has lasted for at least 3 months? Do not include pregnancy or
menopause.

17 Yes
"] No

E, Core 31 (not in 2006-07) (48, p. 16, Data Specs) S06Q08 Do you now need or
take medicine prescribed by a doctor? Do not include birth control.

7] Yes
"1 No — If No, go to question #76

Core 32 (not in 2006-07) (49, p. 16, Data Specs) S06Q09 Is this medicine to treat
a condition that has lasted for at least 3 months? Do not include pregnancy or
menopause.

7] Yes
] No

E, Core 33 (Q66, 2006-07) (50, p. 16, Data Specs) S06Q10 What is your age?

] 18t024
2] 25t0 34
3] 351044
“] 45 to 54
°[] 55 to 64
] 65to 74
"] 75 or older

E, Core 34 (Q67, 2006-07) (51, p. 16, Data Specs) S06Q11 Are you male or
female?

7] Male

("] Female

E, Core 35 (Q68, 2006-07) (52, p. 17, Data Specs) S06Q12 What is the highest
grade or level of school that you have completed?
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7] 8th grade or less

2["] Some high school, but did not graduate
*] High school graduate or GED

"] Some college or 2-year degree

*[] 4-year college graduate

°"] More than 4-year college degree

79. E, Core 36 (Q69, 2006-07) (53, p. 17, Data Specs) S06Q13 Are you of Hispanic
or Latino origin or descent?
] Yes, Hispanic or Latino
’["] No, Not Hispanic or Latino

80. E, Core 37 (Q70, 2006-07) (54, p. 17, Data Specs) S06Q14 What is your race?
Please indicate one or more.
7] White
’["] Black or African-American
3] Asian
"] Native Hawaiian or other Pacific Islander
*] American Indian or Alaska Native
"] Other

81. E, I3 (Q71, 2006-07) S06Q15 What language do you mainly speak at home?
] English
’["] Spanish
%] Some other language

82. E, LANG1 s06Q16 What language do you mainly speak when talking with your
personal doctor or health provider?

'] English
2["] Spanish
%] Some other language

Communication and Computer Use

83. E, COMM-1 (Not in 2006-07) S07Q01 Do you use the internet on a regular basis
by using a computer or “smart” cell phone?

] Yes, use computer
2[ ] Yes, use “smart” cell phone
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85.
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[ ] Yes, use both computer and “smart” cell phone

‘] No

E, COMM-2 (Not in 2006-07) S07Q02 Why do you use the internet on a regular
basis? Choose all answers that describe your internet use.

'] Do not use the internet on a regular basis

2] To play games

3[ ] To send and receive e-mail

‘L] To send and receive text messages on a cell phone
5[] To send and receive instant messages

5[ ] To find news and current events

’[_] To communicate on Facebook, Twitter, Linked-In, MySpace or other social
media

¢[_] Other

E, COMM-3 (Not in 2006-07) SO7Q03 In general, how often do you use the internet?
'] Daily

2[ ] Several Times/Week

3[ ] Once/Week

‘] A few times/month

°[] Once/month or less often

“Thank you for your participation.”

Interviewer Evaluation

86.

87.

88.

89.

90.

Were there any questions you thought might not have been understood?
1

O Yes

0 No

First question misunderstood:

Second question misunderstood:

Third question misunderstood:

How would you rate the respondent’s overall cooperation during the interview?
'O Excellent

00 Good

’0 Fair

‘00 Poor
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91.  Any other comments (BE SPECIFIC):
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Please complete this form and return

it as soon as possible after receiving
it in the mail.

This form asks for information about
the people who are living or staying at
the address on the mailing label and
about the house, apartment, or méhile
home located at the address ofi.the
mailing label.

If you need help or have questions

about completing this form, please call
1-800-354-7271. The telephone call is free.

Telephone Device for the Deaf (TDD):
Call 1-800-582-8330. The telephone call is free.

({NECESITA AYUDA? Si usted habla espanol y
necesita ayuda para completar su cuestionario,
llame sin cargo alguno al 1-877-833-5625.
Usted también puede pedir un cuestionario en
espafiol o completar su entrevista por teléfono
con un entrevistador que habla espafol.

For more information about the American
Community Survey, visit our web site at:
http:/fwww.census.goviacs/www/

U.S. DEPARTMENT OF COMMERCE
Economics and Statistics Administration

U.S. CENSUS BUREAU

; Tie American Community Survey

t

Pisase print today's date.
Month Day Year

e Please print the name and telephone number of the person who is
filling out this form. \We may contact you if there is a guestion

Last Name

First Name Mi

N

Area Code + Number

I S

How many people are living or staying at this address?

* INCLUDE everyone who is living or staying here for mere than 2 months.

* INCLUDE vourself if you are living here for more than 2 manths

« INCLUDE anyone else staying here who does not have another place to
stay, even if they are here for 2 months or less.

* DO NOT INCLUDE anyone who is living somewhere else for mare than
2 months, such as a college student living away or someone in the
Armed Forces on deployment.

Number of people

Fill out pages 2, 3, and 4 for everyone, including yourself, who is
living or staying at this address for more than 2 months. Then
complete the rest of the form.

ACS-1(INFO}2012)KFI OME Nao. 0607-0810
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(Person 1 is the person living or staying here in whose name this house
or apartment is owned, being bought, or rented. If there is no such
person, start with the name of any adult living or staying here.)

' What is Person 1’s name?

Last Name (Please print) First Name MI

|

, How is this person related to Person 1?
Person 1

, What is Person 1°s sex? Mark (X) ONE box.
O male O Female

What is Person 1’s age and what is Person 1’s date of birth?
Piease report babies as age 0 when the child is less than 1 year old.
Print numbers in boxes.

Month  Day Year of birth

LI

=> NOTE: Please BOTH Q 5 about Hi origin and
Question 6 about race. For this survey, Hispanic origins are not races.

Age (in years)

Argentinean, Colombian, Dominican, Nicaraguan, Salvad®: Spaniard,

and so on. r4

|

B What is Person 1°s race? Mark (X) one or fneresboxes.
OO white

D Black, African Am., or Negro

|

American Indian or Alaska Native — Print name of enrolled or principal tribe.;

[ Asian Indian O Japanese [ Native Hawaiian

O chinese [ Korean [0 Guamanian or Chamorro
D Filipino D Vietnamese D Samoan

D Other Asian - Print race, D Other Pacific Islander -

for example, Hmong,
Laotian, Thai, Pakistani,
Cambodian, and so on. 4

Print race, for example,
Fijian, Tongan, and
soon.

[ some other race - Print race. F4

, Is Person 1 of Hispanic, Latino, or Spanish origin? (@ {s Person 2 of Hi Latino, or Spanish origin?
D No, not of Hispanic, Latino, or Spanish origin I:] No, not of Hispanic, Latino, or Spanish origin
D Yes, Mexican, Mexican Am., Chicano |:| Yes, Mexican, Mexican Am., Chicano
D Yes, Puerto Rican D Yes, Puerto Rican
D Yes, Cuban D Yes, Cuban
D Yes, another Hispanic, Latino, or Spanish origin - Print opit for example, D Yes, another Hispanic, Latino, or Spanish origin - Print origin, for example,

o What is Person 2's race? Mark (X) one or more boxes.

What is Person 2’s name?
M

Last Name (Please print) First Name
Son-in-law or daughter-in-law

How is this person related to Person 1? Mark (X) ONE box.
Husband or wife

Biological son or daughter Other relative
Adopted son or daughter Roomer or boarder
Stepson or stepdaughter Housemate or roommate
Brother or sister Unmarried partner
Father or mother Foster child
Grandchild

Parent-in-law

What is Person 2's sex? fark (X) ONE box.
O male [ Female

What is Person Z's'age and what is Person 2’s date of birth?
Please report babies as age 0 when the child is less than 1 year old.
Print numbers in boxes.

Month  Day Year of birth

L]

OTH Q 5 about Hisp origin and
Quwestion 6 about race. For this survey, Hispanic origins are not races.

OoOoooooo

Other nonrelative

ooogooogono

Age (in years)

Argentinean, Colombian, Dominican, Nicaraguan, Salvadoran, Spaniard,
and so on. 7

O white
Black, African Am., or Negro

[0 American Indian or Alaska Native — Print name of enrolled or principal rribey

[0 Asian Indian O Japanese [ Native Hawaiian

[ chinese O Korean [0 Guamanian or Chamorro
D Filipino |:| Vietnamese D Samoan

D Other Asian - Print race, D Other Pacific Islander —

for example, Hmong,
Laotian, Thai, Pakistani,
Cambodian, and so on. 4

Print race, for example,
Fijian, Tongan, and
soon. g

[ some other race - Print race. 4

2 (TR
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What is Person 3’s name?
Last Name (Please print)

First Name

]

What is Person 4’s name?
First Name MI

How is this person related to Person 1?2 Mark (X) ONE box.
Husband or wife Son-in-law or daughter-in-law
Biological son or daughter Other relative
Adopted son or daughter Roomer or boarder
Stepson or stepdaughter Housemate or roommate
Brother or sister Unmarried partner
Father or mother Foster child
Grandchild

Parent-in-law

What is Person 3’s sex? Mark (X) ONE box.
O male O Female

What is Person 3’s age and what is Person 3's date of birth?
Piease report babies as age 0 when the child is less than 1 year old.
Print numbers in boxes.

Month  Day Year of birth

LI

=> NOTE: Please OTH Q 5 about P origin and
Question 6 about race. For this survey, Hispanic origins are notraces.

Other nonrelative

ooooooono
Ooooodooo

Age (in years)

G’, Is Person 3 of Hispanic, Latino, or Spanish origin?
D No, not of Hispanic, Latino, or Spanish origin

Yes, Mexican, Mexican Am., Chicano

Yes, Puerto Rican

Yes, Cuban

Yes, another Hispanic, Latino, or Spanish origin — Print &/

Argentinean, Colombian, Dominican, Nicaraguan, Salvat
and so on. gz

oooo

~forexample,
1y, Spaniard,

|

fe\ Is’Person 4 of Hisp

Last Name (Please print)
How is this person related to Person 1?2 Mark (X) ONE box.
Husband or wife Son-in-law or daughter-in-law

Biological son or daughter Other relative

Adopted son or daughter Roomer or boarder
Stepson or stepdaughter Housemate or roommate
Brother or sister Unmarried partner
Father or mother Foster child
Grandchild

Parent-in-law

What is Person 4’s sex? Mark (X) ONE box.
O male 1%}
What is Persort’4’s age and what is Person 4’s date of birth?

Please report-babies as age 0 when the child is less than 1 year old.
Print numbers in boxes.
|

Month  Day Year of birth
=» NOTE: Please answer BOTH Question 5 about Hispanic origin and
Duestion 6 about race. For this survey, Hispanic origins are not races.
Latino, or S ish

No, not of Hispanic, Latino, or Spanish origin

O0ooooo

Other nonrelative

ooooooono

Female

Age (in years)

origin?

Yes, Mexican, Mexican Am., Chicano

Yes, Puerto Rican

Yes, Cuban

Yes, another Hispanic, Latino, or Spanish origin — Print origin, for example,

Argentinean, Colombian, Dominican, Nicaraguan, Salvadoran, Spaniard,
and so on. gz

ooodoo

e What is Person 3’s race? Mark (X) one ofimnre boxes.
O white

D Black, African Am., or Negro
d

American Indian or Alaska Native — Print name of enrolled or principal tribe.y

o What is Person 4’s race? Mark (X) one or more boxes.

White
Black, African Am., or Negro

O

American Indian or Alaska Native — Print name of enrolled or principal tribe,?

O Asian Indian Od Japanese O Native Hawaiian [ Asian Indian O Japanese [0 Native Hawaiian

O chinese O Korean [0 Guamanian or Chamorro O chinese O Korean O Guamanian or Chamorro

D Filipino D Vietnamese D Samoan |:| Filipino |:| Vietnamese D Samoan

D Other Asian - Print race, D Other Pacific Islander — D Other Asian - Print race, D Other Pacific Islander —
for example, Hmong, Print race, for example, for example, Hmong, Print race, for example,
Laotian, Thai, Pakistani, Fijian, Tongan, and Laotian, Thai, Pakistani, Fijian, Tongan, and
Cambodian, and so on. z soon. Cambodian, and so on. soon. z

[ some other race - Print race. 4 [ some other race - Print race. 7
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What is Person 5’s name?

Last Name (Please print) First Name

]

Son-in-law or daughter-in-law

How is this person related to Person 1?2 Mark (X) ONE box.
Husband or wife

Biological son or daughter Other relative
Adopted son or daughter Roomer or boarder
Stepson or stepdaughter Housemate or roommate
Brother or sister Unmarried partner
Father or mother Foster child
Grandchild

Parent-in-law

What is Person 5°s sex? Mark (X) ONE box.
O male O Female

What is Person 5’s age and what is Person 5’s date of birth?
Piease report babies as age 0 when the child is less than 1 year old.
Print numbers in boxes.

Month  Day Year of birth

LI

BOTH Ox 5 about Hi: origin and
Question 6 about race. For this survey, Hispanic origins are not races.

Other nonrelative

ooooooono
Ooooodooo

Age (in years)

Is Person 5 of Hispanic, Latino, or Spanish origin?
No, not of Hispanic, Latino, or Spanish origin

Yes, Mexican, Mexican Am., Chicano

Yes, Puerto Rican

Yes, Cuban

Yes, another Hispanic, Latino, or Spanish origin - Print opit

Argentinean, Colombian, Dominican, Nicaraguan, Salvad®:
and so on. gz

oooood

for example,
Spaniard,

What is Person 5°s race? Mark (X) one or fneresboxes.

Person 6

If there are more than five people living or staying here,

print their names in the spaces for Person 6 through Person 12.

We may call you for more information about them. 7

Last Name (Please print) First Name

Sex [1 Male [ Female Age (in years)

Last Name (Please print) First Name

Sex D Male I:l Femile

Age (in years)

Last Name (Pleasé(print) First Name

Z&>Male [ Female

Sex

Age (in years)

lLast Name (Please print) First Name

sex [1 Male [ Female

Age (in years)

Last Name (Please print) First Name

IR LR ERDN e

OO white
[ Black, African Am., or Negro sex [] Male [1 Female Age (in years)
[0 American Indian or Alaska Native — Print name of enrolled or principal tribe.;
| Last Name (Please print) First Name Ml
[ Asian Indian O Japanese [ Native Hawaiian ‘ J
O chinese [ Korean [0 Guamanian or Chamorro
D Filipino D Vietnamese D Samoan Sex |:| Male D Eamale I
D Other Asian - Print race, D Other Pacific Islander -
for example, Hmong, Print race, for example,
Laotian, Thai, Pakistani, Fijian, Tongan, and
Cambodian, and so on. 4 soon. Last Name (Please print) First Name MI
[ some other race - Print race. F4
| Sex |:| Male |:| Female Age (in years)



Please answer the following
questions about the house,
apartment, or mobile home at the
address on the mailing label.

’ Which best describes this building?
Include all apartments, flats, etc., even if
vacant.

A mobile home

A one-family house detached from any
other house

A one-family house attached to one or
more houses

A building with 2 apartments

A building with 3 or 4 apartments

A building with 5 to 9 apartments

A building with 10 to 19 apartments

A building with 20 to 49 apartments

A building with 50 or more apartments

OO0ooooo o oo

Boat, RV, van, etc.

‘ About when was this building first built?

[ 2000 or later - Speiifyy—

1990 to 1999
1980 to 1989
1970 to 1979
1960 to 1969
19850 to 1959
1940 to 1949
1939 or earlier

O0oOoOood

e When did PERSON 1 (listed on page 2)
move into this house, apartment, or
mobile home?

Month  Year

L]
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|
A Answer questions 4 - 6 if this is a HOUSE
OR A MOBILE HOME; otherwise, SKIP to
question 7a.

¢

How many acres is this house or
mobile home on?

[0 Less than 1 acre > SKIP to question 6
O
O

110 9.9 acres
10 or more acres

o IN THE PAST 12 MONTHS, what

were the actual sales of all agriculturaj
products from this property?

None

$1 to $999

$1,000 to $2,499

$2,500 to $4,999

$5,000 to $9,999

$10,000 or more

oooooo

Is there a buiginess (such as a store or
barber stiopy/or a medical office on
this property?

Y

S|

Vas

No

R < B
@ a. How many separate rooms are in this

house, apartment, or mobile home?
Rooms must be separated by built-in
archways or walls that extend out at least
6 inches and go from floor to ceiling.

* INCLUDE bedrooms, kitchens, etc.

* EXCLUDE bathrooms, porches, balconies,
foyers, halls, or unfinished basements.

Number of rooms

]

Count as bedrooms those rooms you would
list if this house, apartment, or mobile home
were for sale or rent. If this is an
efficiency/studio apartment, print "0".

Number of bedrooms

]

. How many of these rooms are bedrooms?

e Does this house, apartment, or mobile
home have -

=

es

o

hot and cold running water?

o

a flush toilet?

a bathtub or shower?

®

%

. a sink with a faucet?

o

a stove or range?

ooooogo
ooooogs

-

. arefrigerator?

telephone service from
which you can both make
and receive calls? Include
cell phones.

I

O

|

How many automobiles, vans, and trucks
of one-ton capacity or less are kept at
home for use by members of this
household?

None

ogoooooao

1
2
8
4
5
6 or more

D which FUEL is used MOST for heating this
house, apartment, or mobile home?

O

Gas: from underground pipes serving the
neighborhood

Gas: bottled, tank, or LP
Electricity

Fuel oil, kerosene, etc.
Coal or coke

Wood

Solar energy

Other fuel

No fuel used

godoooooo




Housing (continued)

D a. LAST MONTH, what was the cost

6

o

-3
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of electricity for this house,
apartment, or mobile home?

Last month’s cost - Dollars
OR

O Included in rent or condominium fee
[ No charge or electricity not used

. LAST MONTH, what was the cost

of gas for this house, apartment,
or mobile home?

Last month’s cost — Dollars

R

OR
Included in rent or condominium fee

O
O

O

Included in electricity payment
entered above

No charge or gas not used

IN THE PAST 12 MONTHS, what was
the cost of water and sewer for this
house, apartment, or mobile home? /f
you have lived here less than 12 months,
estimate the cost.

Past 12 months’ cost — Dollars

NN

OR
O Included in rent or condominium fee
O Nocharge

. IN THE PAST 12 MONTHS, what was tha

cost of oil, coal, kerosene, wood, etc;
for this house, apartment, or mobile
home? /f you have lived here less than 12
months, estimate the cost.

Past 12 months’ cost - Dollars

[ ]

OR
O

[0 No charge or these fuels not used

Included in rent or condominium fee

®

(19

(P ™ THE PAST 12 MONTHS, did anyone in

this household receive Food Stamps or
a Food Stamp benefit card? /nclude
government benefits from the Supplemental
Nutrition Assistance Program (SNAP).

Do NOT include WIC or the National School
Lunch Program.

O Yes
O No

Is this house, apartment, or mobile home
part of a condominium?

[0 Yes - What is the monthly
condominium fee? For renters,
answer only if you pay the
condominium fee in addition to
your rent; otherwise, mark the
“None" box.

Monthly amount - Dollars

([ [

OR

[0 None
[0 No

Is this house, ap4rimeiic, or mobile home -
Mark (X) ONE box:

O

Owned By ycl or someone in this
househeld,with a mortgage or
lc@n2 fneldde home equity loans.

Ouwried by you or someone in this
Household free and clear (without a
rortgage or loan)?

Rented?

Occupied without payment of
rent? = SKIP to C

Answer questions 15a and b if this house,
apartment, or mobile home is RENTED.
Otherwise, SKIP to question 16.

a. What is the monthly rent for this
house, apartment, or mobile home?

Monthly amount - Dollars

[

b. Does the monthly rent include any
meals?

O Yes
O No

C Answer questions 16 - 20 if you or

&

someone else in this household OWNS
or 1S BUYING this house, apartment, or
mobile home. Otherwise, SKIPto E on
the next page.

@ About how much do you think this

house and lot, apartment, or mobile
home (and lot, if owned) would sell for
if it were for sale?

Amount - Dollars

9 What are the annual real estate taxes on
THIS property?

Annual amount - Dollars

(L T

OR
[0 None

@ What is the annual payment for fire,

hazard, and flood insurance on THIS
property?
Annual amount - Dollars

(L ]

OR
[ None
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Housing (continued)

L) a. Do you or any member of this
household have a mortgage, deed of
trust, contract to purchase, or similar
debt on THIS property?

[ vYes, mortgage, deed of trust, or similar
debt

O Yes, contract to purchase
[0 No - SKIP to question 20a

b. How much is the regular monthly
mortgage payment on THIS property?
Include payment onfy on FIRST mortgage
or contract to purchase.

Monthly amount - Dollars

L

OR

[0 No regular payment required = SKIP to
question 20a

c. Does the regular monthly mortgage
pay include pay for real
estate taxes on THIS property?

[ Yes, taxes included in mortgage
payment

O No, taxes paid separately or taxes
not required

d. Does the regular monthly mortgage

pay Y for fire,

hazard, or flood insurance on THIS

property?

[ Yes, insurance included in mortgage
payment

[J No, insurance paid separately or fio
insurance

@ a. Do you or any member of this

hold have a d mortgage
or a home equity loan on THIS
property?

[ Yes, home equity loan
[ Yes, second mortgage

[ Yes, second mortgage and home
equity loan

O No-= skiPto D

b. How much is the regular monthly
payment on all second or junior
mortgages and all home equity loans
on THIS property?

Monthly amount - Dollars

R

OR
[ No regular payment required

D Answer question 21 jfihisys a MOBILE
HOME. Otherwise, EKIP i E .

What are the total annual costs for
vroperty taxes, site rent,
ration fees, and license fees on

Excliide real estate taxes.

Annual costs — Dollars

RRRNNE

Answer questions about PERSON 1 on the
next page if you listed at least one person
on page 2. Otherwise, SKIP to page 28 for
the mailing instructions.
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=Y

D

Please copy the name of Person 1 from page 2,
then continue answering questions below.
Last Name

|
7

In the United States - Print name of state.

First Name

' Where was this person born?

O

[0 Outside the United States - Print name of
foreign country, or Puerto Rico, Guam, etc.

5 Is this person a citizen of the United States?
[ Yes, born in the United States = SKIP to 10a

Yes, born in Puerto Rico, Guam, the .
U.S. Virgin Islands, or Northern Marianas

Yes, born abroad of U.S. citizen parent
or parents

O
O
[ Yes, U.S. citizen by naturalization - Print year
of naturalization 7

O

When did this person come to live in the
United States? Print numbers in boxes.

Year

No, not a U.S. citizen

F

a. At any time IN THE LAST 3 MONTHS, has this
person attended school or college? /nciude

only nursery or preschool, kindergarten,
elementary school, home school, and schooling.
which leads to a hlgh school dlploma ora cr"le"o

degree.

[ No, has not attended in the last 3
months = SKIP to question 17
O

Yes, public school, public college

[ VYes, private school, private college,
home school
b. What grade or level was this person attending?
Mark (X} ONE box.
[ Nursery school, preschool
[ Kindergarten

O Grade 1 through 12 - Specify

ﬁ/

Coll_eg? undergraduate years (freshman to

O
O

Graduate or professional school beyond a
bachelor’s degree (for example: MA or PhD

program, or medical or law school)

What is the highest degree or level of school
this person has COMPLETED? Mark (X) ONE box.
If currently enrolled, mark the previous grade or
highest degree received.

@ What is this person’s ancestry or ethnic origin?

i (For example: Italian, Jamaican, African Am.,
I:, No schooling completed Cambodian, Cape Verdean, Norwegian, Dominican,
French Canadian, Haitian, Korean, Lebanese, Polish,
Nigerian, Mexlcan Talwanese Ukralman and so on. )
[ Nursery school
[0 Kindergarten @ a. Does this person speak a language other than
| Grage; through 11 - Specify English at home?
1
Gl OO Yes
I:l [0 No-=>SKiPto question 15a
O 12th grade - NO DIPLOMA b. What is this language?
[0 Regular high school diploma n 5 y
. . For example: Korean, Italian, Spanish, Vietnamese
[ GED or alternative credential \ ) B
c. How well does this person speak English?
[ Some colle ege credit, but less than 1 year of L1 Very well
college credit O well
0 1 0r more years of college credit, no degree O Notwell
[0 Associate’s degree (for example=AA, AS) O Notatall
I Bachelor's degree (for example:;BA BS)
a. Did this person live in this house or apartment
1 yearago?
[ Master's degree (foi-example: MA, MS, MEng,
MEd, MSW, MBA) [ Personis under 1 year old = SKIP to
[ Professional (‘sgoee bgyond a bachelor's degree question 1
{for examplgriiD, DVM, LLB, JD) [ Yes, this house - SKIP to question 16
[0 Doctoraté degree(for example: PhD, EdD) [ No, outside the United States and
Puerto Rico - Print name of foreign country,
or U.S. Virgin Islands, Guam, etc., below;
then SKIP to question 16
Afgwerguestion 12 if this person has a ‘
bachelor’s degree or higher. Otherwise,
o 7
SKJp o question 1. [0 No, different house in the United States or

This question focuses on this person’s

BACHELOR’S DEGREE. Please print below the
specific major(s) of any BACHELOR’S DEGREES
this person has received. (For example: chemical
engineering, elementary teacher education,
organizational psychology}

Puerto Rico

b. Where did this person live 1 year ago?
Address (Number and street name)

Name of city, town, or post office

Name of U.S. county or
municipio in Puerto Rico

Name of U.S. state or

Puerto Rico ZIP Code

|

8



Person 1 (continued)

following types of health insurance or health

of coverage in items a— h.

Yes No

®

. Insurance through a current or
former employer or union {of this
person or another family member)

. Insurance purchased directly from
an insurance company (by this
person or another family member)

Medicare, for people 65 and older,
or people with certain disabilities

o

O
O

o

O
O

o

. Medicaid, Medical Assistance, or
any kind of government-assistance
plan for those with low incomes
or a disability

@

. TRICARE or other military health care

—

. VA {including those who have ever
used or enrolled for VA health care)

. Indian Health Service

@

Oooooad

[ R R |

. Any other type of health insurance
or health coverage plan - Spec:fy7

&

. Is this person deaf or does he/she have
serious difficulty hearing?
O Yes
O No

. Is this person blind or does he/she have
serious difficulty seeing even when wearing
glasses?

O Yes
O No

o

Answer question 18a — ¢ if this person is
5 years old or over. Otherwise, SKIP to
the questions for Person 2 on page 12.

@ a. B of a physical, mental, or i |
condition, does this person have serious
difficulty rating, bering, or
making decisions?

O Yes
O No

b. Does this person have serious difficulty
walking or climbing stairs?

O Yes
O No

c. Does this person have difficulty dressing or
bathing?

O VYes
0 No

Is this person CURRENTLY covered by any of the
coverage plans? Mark "Yes" or "No" for EACH type
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'
H Answer question 19 if this person is

15 years old or over. Otherwise, SKIP to
the guestions for Person 2 on page 12.
Because of a physical, mental, or emotional
condition, does this person have difficulty
doing errands alone such as visiting a doctor’s
office or shopping?
[ VYes
1 No
@ What is this person’s marital status?
[0 Now married
O Widowed
[1 Divorced
[ Separated
[ Never married > SKiPto I
€2) In the PAST 12 MONTHS did this person get~
Yes No
a. Married? O O
b. Widowed? O 0O
¢. Divorced? O O
9 How many times has thiswerssnbeen married?
[ Once
[0 Two times
[ Three or moretimes
@ In what y&ar @id this person last get married?
Year
> |

Answer question 24 if this person is
female and 15 - 50 years old. Otherwise,
SKIP to question 25a.

25)

Has this person given birth to any children in
the past 12 months?

1 VYes
O No
a. Does this person have any of his/her own

grandchildren under the age of 18 living in
this house or apartment?

1 VYes
[ No - SKIP to question 26
b. Is this grandparent currently responsible for

most of the basic needs of any grandchildren
under the age of 18 who lives in this house or
apartment?

[ VYes
[ No - SKIP to question 26

2¢)

D When did this person serve on active duty in the

2¢)

c. How long has this grandparent been
resy ible for these grandchildren?
Ifthe grandparent is financially responsible for
more than one grandchild, answer the question
for the grandchild for whom the grandparent has
been responsible for the longest period of time.

Less than 6 months
6to 11 months
1or2years

3 or4years

5 or more years

ooooo

Has this person ever served on active duty in the
U.S. Armed Forces, military Reserves, or National
Guard? Active duty does not include training for the
Reserves or National Guard, but DOES include
activation, for example, for the Persian Gulf War.

O

Yes, now on active duty

Yes, on active duty during
the last 12 months, but not now

Yes, on actjve duty in the past, but not
during the last 12 months

No, training for Reserves or National Guard
only = SKIP to question 28a

No, never served in the military = SKIP to
question 29a

;|
O
O
O

U.S. Anmed Forces? Mark (X) a box for EACH period
in wh[fh this person served, even if just for part of the
period.

September 2001 or later

August 1990 to August 2001 {including
Persian Gulf War)

September 1980 to July 1990

May 1975 to August 1980

Vietnam era (August 1964 to April 1975)

March 1961 to July 1964

February 1955 to February 1961

Korean War (July 1950 to January 1955)
January 1947 to June 1950

World War Il (December 1941 to December 1946)
November 1941 or earlier

OOoooooogoo oo

a. Does this person have a VA service-connected
disability rating?

[0 Yes (such as 0%, 10%, 20%, ...
[0 No- SKIP to question 29a

, 100%)

b. What is this person’s service-connected
disability rating?

O o percent
[ 10 or 20 percent
[0 30 or 40 percent
[0 s00ré0 percent
O

70 percent or higher




Person 1 (continued)

£} a. LAST WEEK, did this person work for pay
at a job (or business)?

O Yes- SKiPto question 30
[ No - Did not work (or retired)
b. LAST WEEK, did this person do ANY work
for pay, even for as little as one hour?
O Yes
[ No = SKIP to question 35a

1} At what location did this person work LAST
WEEK? /f this person worked at more than one
location, print where he or she worked most
Jast week.

a. Address (Number and street name)

13192109
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1

J Answer question 32 if you marked “Car,
truck, or van" in question 31. Otherwise,
SKIP to question 33.

How many people, including this person,

usually rode to work in the car, truck, or van
LAST WEEK?
Person(s}

[ ]

What time did this_rﬁlréga;lsually leave home

to go to work LAS
Hour Minute

. O am.
[ [ ] am

Ifthe exact address is not known, givea _
description of the location such as the building
name or the nearest street or intersection.

How many minutes did it usually take this
person to get from home to work LAST WEEK2

Minutes

-

KK Answer questions 35 - 38 i&this’person
did NOT work last wegk. Cithérwise,
SKIP to question 3%

@ a. LAST WEEK; was this person on layoff from
ajob2

‘ 7)) Yes > SKIP to question 35¢

b. Name of city, town, or post office

c. Is the work location inside the limits of that
city or town?
O Yes
[ No, outside the city/town limits

d. Name of county

e. Name of U.S. state or foreign country

f. ZIP Code

[ ]

How did this person usually get to work LAST
WEEK? /f this person usually used more than one

method of transportation during the trip, mark (X)

the box of the one used for most of the distance.

p

I No

7

LAST WEEK, was this person TEMPORARILY

.| absent from a job or business?

O VYes, on vacation, temporary illness,
maternity leave, other family/personal
reasons, bad weather, etc. 2 SKIP to
question 38

[ No = SKIP to question 36

-]

. Has this person been informed that he or she
will be recalled to work within the next
6 months OR been given a date to retum to
work?

[ Yes - SKIP to question 37
O No

¢

0
h N4

During the LAST 4 WEEKS, has this person been
ACTIVELY looking for work?

1 Yes
[0 No - SKIP to question 38

LAST WEEK, could this person have started a
job if offered one, or returned to work if
recalled?

[0 VYes, could have gone to work

[0 No, because of own temporary illness

[ No, because of all other reasons (in school, etc.)

When did this person last work, even for a few
days?

] Within the past 12 months
[} 1to5yearsago—> SKIPto L

O over 5 years ago or never worked = SKIP to
question 47

a. During the PAST 12 MONTHS (52 weeks), did
this person work 50 or more weeks? Count
paid time off as work.

[ Yes > SKIP to question 40

O No

How many weeks DID this person work, even

for a few hours, including paid vacation, paid
sick leave, and military service?

50 to 52 weeks
48 to 49 weeks
40 to 47 weeks
27 to 39 weeks
14 to 26 weeks

13 weeks or less

D During the PAST 12 MONTHS, in the WEEKS
WORKED, how many hours did this person
usually work each WEEK?

Usual hours worked each WEEK

[ ]

O Car, truck, orvan [0 Motorcycle
[ Bus ortrolley bus Od Bicycle
[ Streetcaror trolley car [  Walked
O Subway or elevated O wWorked at
O Railroad I;g?:e;ifr’ffga
O Ferryboat [ Other method
[ Taxicab
10 [INTHNNTTCHON AT
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Person 1 (continued)

Answer questions 41 - 46 if this person
worked in the past 5 years. Otherwise,
SKIP to question 47.

41 - 46 CURRENT OR MOST RECENT JOB
ACTIVITY. Describe clearly this person’s chief
Jjob activity or business last week. If this person
had more than one job, describe the one at
which this person worked the most hours. If this
person had no job or business last week, give
information for his/her last job or business.

Was this person -
Mark (X} ONE box.

[ anemployee of a PRIVATE FOR-PROFIT

company or business, or of an individual, for
wages, salary, or commissions?

an employee of a PRIVATE NOT-FOR-PROFIT,
tax-exempt, or charitable organization?

a local GOVERNMENT employee
{city, county, etc.})?

a state GOVERNMENT employee?
a Federal GOVERNMENT employee?

SELF-EMPLOYED in own NOT INCORPORATED
business, professional practice, or farm?

SELF-EMPLOYED in own INCORPORATED
business, professional practice, or farm?

workmg WITHOUT PAY in family business
or farm?

O ooo o o

O

For whom did this person work?

If now on active duty in
the Armed Forces, mark (X} this box >
and print the branch of the Armed Forces.

O

Name of company, business, or other employer

What kind of business or industry was this?
Describe the activity at the location where employed.
(For example: hospital, newspaper publishing, mail
order house, auto engine manufacturing, bank)

Is this mainly - Mark (X) ONE box.
manufacturing?

wholesale trade?

retail trade?

oooo

other (agriculture, construction, service,
government, etc.)?

®

What kind of work was this person doing?

(For example: registered nurse, personnel manager,
supervisor of order department, secretary,
accountant)

What were this person’s most important
activities or duties? (For oxample: patient care,
directing hiring policies, supervising order clerks
typing and filing, reconciling financial records)

®

@ INCOME IN THE PAST 12 MONTHS

Mark (X) the "Yes" box for each type of income this
person received, and give your best estimate of the
TOTAL AMOUNT during the PAST 12 MONTHS.
(NOTE: The "past 12 months” is the period from
today’s date one year ago up through today.)

Mark (X) the "No" box to show types of income
NOT received.

If net income was a loss, mark the "[.oss" box to
the right of the dollar amount.

For income received jointly, report\thie-appropriate
share for each person - or,if thatsnot possible,
report the whole amount. foron f-one person and
mark the "No" box for e ather person.

a. Wages, salary:commissions, bonuses,
or tips fromalljobs. Report amount before
deduction§ior. taxes bonds, dues, or other items.

¢
OaYes > i ‘
0

No

TOTAL AMOUNT for past
12 months

F"

Self -employment income from own nonfarm
or farm b

proprietorships and partnerships. Repon‘

NET income after business expenses.

[ Yes>

| o
O No

Loss

TOTAL AMOUNT for past
12 months

I3

. Interest, dividends, net rental income,
royalty i
and trusts. Report even small amounts credited
to an account.

O Yes-)‘

| o
1 No

Loss

TOTAL AMOUNT for past
12 months

o

. Social Security or Railroad Retirement.

LI No OTAL AMOUNT for past
12 months

< 1

pp (ssl).

D No707AL AMOUNT for past
12 months

| Security |

-

. Any public or welfare S
from the state or local welfare office.

L No " 1oTAL AMOUNT for past
12 months

. Retirement, survivor, or disability pensions.
Do NOT include Social Security.

O Yes>
O No

TOTAL AMOUNT for past
12 months

=

. Any other sources of income received
regularly such as Veterans’ (VA)L)ayments
unemployment compensation, child support
oralimony. Do NOT include lump sum payments
IS1UCh as money from an inheritance or the sale of a

ome.

™ Yes-)’ ‘
O No

TOTAL AMOUNT for past
12 months

What was this person’s total income during the
PAST 12 MONTHS? Add entries in questions 47a
to 47h; subtract any losses. If net income was a loss,
enter the amount and mark (X) the "Loss" box next to
the dollar amount.

] None OR

| o

Loss

TOTAL AMOUNT for past
12 months

Continue with the q for Person 2 on
the next page. If noone is listed as person 2 on
page 2, SKIP to page 28 for mailing instructions.

11
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Mailing

Instructions

) Please make sure you have...

o listed all names and answered the questions on
pages 2, 3, and 4

¢ answered all Housing questions

¢ answered all Person questions for each person.

>Then...

¢ put the completed questionnaire into the postage-paid
return envelope. If the envelope has been misplaced,
please mail the questionnaire to:
U.S. Census Bureau
P.O. Box 5240
Jeffersonville, IN 47199-5240

¢ make sure the barcode above your address shgWws
in the window of the return envelope.

Thank you for participating in
the American Community Survey.

For Census Bureau Use

’POP ‘ EDIT PHONE JIC1 JIC2
EDIT CLERK TELEPHONE CLERK JIc3 JIc4

L] L

The Census Bureau estimates that, for the average
household, this form will take 38 minutes to complete,
including the time for reviewing the instructions and
answers. Send comments regarding this burden estimate
or any other aspect of this collection of information,
including suggestions for reducing this burden, to:
Paperwork Project 0607-0810, U.S. Census Bureau,
4600 Silver Hill Road, AMSD - 3K138, Washington, D.C.
20233. You may e-mail comments to
Paperwork@census.gov; use "Paperwork Project
0607-0810" as the subject. Please DO NOT RETURN
your questionnaire to this address. Use the enclosed
preaddressed envelope to return your completed
questionnaire.

Respondents are not required to respond to any
information collection unless it displays a valid approval
number from the Office of Management and Budget.
This 8-digit number appears in the bottom right on the
front cover of this form.

Form ACS-1{INFO){2012)KFI (07-14-2011)

s [IITINTAREATNN
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The American Community Survey (ACS) Mail Questionnaire

from 2005 to 2009

2005 and 2006 Content

Start Here

asks for three types of information:

mation about the people who are living or staying at
on the mailing label above

nformation about this house, apartment, or mabile

« more detailed information about each person living or staying
here

t is your name? Please PRINT the name of the person who
form. Include the telephone number so we can

contact you if there is a question, and today’s date.
Last Name
First Name M

Area Code + Number

Date (Month/Day/Year)

2007 Content
Start Here

this form as soon as possible after receiving

7 Pleses PRINT the i of U person who
Include the telephone number so we can
n, and today’s date,

First Name Ml

||

Area Code + Number

L[]

Last Nama

Today's date
{Month/Day/Yaar)

2008 Content

Start Here

@ Piease print today’s date.

|

Last Name

0 Please print the name and telephone number of the person who isgg
filling out this form. We may contact you if there is a question.

First Name

2009 Content

Start Here

e Please print today's clate.
Month Day Year

|

Last Name

Plsase print the name and tels phone numbsr of the person who is
filling out this form. We may contact you if thera is a question.

First Name

Area Code + Numbar

N .

Area Code + Number

I I

Description of Changes
from 2008 to 2009

Unchanged

@) Hiow many people are living or staying at this address?
Number of people

o How many people are living or staying at this address?
Number of people

[ ]

+ INCLUDE every o is living o sta

Armed Farcss on daployment
Number of people

[

@) How many poople are living o staving at this address?
g here for more than 2 months.

olace to

* DO NOT INCLUDE aryone who is | ving semewhare else for mare than
2 months, such as a ccllege siudent iving away or somesne n the

© How many people are
+ INCLUDE everyone who
+ INCLUDE yourself if you
+ INCLUDE anyone slse st
stay, even if they are here for 2 months of léss.

Armed Forces on deploymant
Number of people

@ here who does not have another place to

+ DO NOT INCLUDE anyone who Is living somewhere &lss for more than
2 months, such as a college student living away o 30Macna in the

Unchanged

o Please turn to the next page to continue.

o Please turn to the next page to continue.

[5]

out pages 2, 3, and 4 for everyon, includin:
ing or staying at this address for more than

complete the rest of the form.

urself, who is
‘months. Then

, and 4 for everyone, inchud

complete the rest of the form.

this address for more than

ing y
2

ourself, who is

months, Then

Unchanged
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Description of Changes

2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009

(Parson 11s the person living o staying here In whose name this house
or apartment is owned, being bought, o rented. If there is no such
person, start with the name of any adult living or staying hers.)

List of Residents

Last Name (Please print)

List of Residents

READ THESE
INSTRUCTIONS

FIRST 5t Name (Please print) This 5
information about the First Name i) Whatis Person 1's name?

What is Person 1's name?
Last Name (Plaase print] First Name "

people who are living Last Name (Pibase priat) First Name. M
Please fill out this form or staying here for more

s s00n as possible after First Name. M

recelving it in the mail.

ing or staying here for Last Neme (Please print)

re than 2 months, * Include
o stayiog hate for oars
« LST anyone else staying
Last Name (Piease print)

here who does not have
First Name

. ing here for
such as a college student J et
iiving away: Mmore than 2 months.
[Persons e B W oo oo e
o ave

Last Name (Please pint) v ara hors
o horme or 3 " for2 months or less
temporary residence First Name

* Do not include anyone
Person 4

staying here  Last Nams (Please print)

n 2 months,

First Name (7

SR B I i
whom to list, call
1-800.354-7271.
Person 5
=T 8 | Last Name (Please print)
Last Name (Please print) L

nv Ifthere are more than First Name M

fiva people living or L

n five people living or staying hers,
ir names in the spaces for Person 6 through Person 12.

$Ve may call you for more information about her. 3

M there are more than five people living or -:.s:: hera,
print in the 12
Wo may call you for more information about them. 7

First Name M

Last Name (Pioase prirt) First Name "

Sex |J Make L Female Age (in years) D

Last Name (Piease print) First Name

S CeC e ——

IF YOU ARE NOT SURE Last Name (Please print)

WHOM TO LIST, CALL
1-800-354-7271.

First Name :_

12, We may call you for

Last Name (Please print)

S e e T ety

D atteryouve created

the List of Residents,
answer the questions Fist Name -
across the top of
Page for the first
people on the |

First Nama [

‘ ||

(S}
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2005 and 2006 Content

2007 Content

2008 Content

2009 Content

Description of Changes
from 2008 to 2009

Last Name (Please print)

First Name Mi

What

is this |
person’s
sex?

—_
L) Male

) Female

Last Name (Please print)

First Name M

) male
L) Female

Last Name (Please print)

First Name M

|

What

is this
person’s
sex?

1 male

[ Female

Last Name (Please print)

First Name M

I O

LI male
[ Female

What is Person 1's sex? Mark (X) ONE box.

O male

O Female

What is Person 1's sex? Mark (X) ONE box.

O male

O remale

Unchanged
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Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
What is this person’s What is Person 1's age and what is Person 1's dats of birth? What is Parson 1°s age and what Is Person 1's date of binh? | Unchanged

What is this person’s
age and what is this
person’s date of birth?

Print numbers in boxes.

Age (in years)

Month Day Year of birth

Age (in years)

Month Day  Year of birth

age and what is this
person’s date of birth?

Print numbers in boxes.

Age (in years)

[ ]

Month Day  Year of birth

L[ ]

Age (In years)

[ ]

Month Day  Year of birth

L]

Flease report babies as age 0 when the child is less than | year old.
Print numbers in baxes,
Age (n years) Month Day _ Year of bith

[ R | I |

Plaase report babies as age O when the child is less than 1 year old.
Print numbers in boxes.
Age (in years) Month Day  Yearof binth

I I
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2005 and 2006 Content

2007 Content

2008 Content

2009 Content

Description of Changes
from 2008 to 2009

How is this person related
to Person 17

(X person 1

(Person 1 is the person living or staying
here in whose name this house or
apartment is owned, being bought, or
rented. If there is no such person, start
with the name of any adult living or
staying here.)

How is this person related
to Person 17

IX] Person 1

(Person 1 is the person living or staying
here in whose name this house or
apartment is owned, being bought, or
rented. If there is no such person, start
with the name of any adult living or
staying here.)

of Person 2 to Person 1.

Relationship of Person 2 to Person 1.

(J Husband or wife m Roomer, boarder
(J sonor daughter ) Housemate,

(J Brother or sister roommate

(O rather or mather () unmarried PRINeE
() Grandehild m Foster child

O indaw () other nonrelative

[ other relative

Husband orwite  [] Roomer, boarder
sonor daughter [ Housemate,
Brother or sister (el
Father or mother [ Unmarrled partner
Grandehild [ Foster child
In-law D Other nonrelative
Other relative

ooooooo

=
H

hraranrn

How is this person related to Person 1?
X Person 1

person related to Person 17 Mak 7X) ONE box,

Justiand e wirs

cacaoco

]

mannorronr

How is this person related to Person 17

X Person 1

Husaard or vt

Bioioacal son o datams

Adegeedd san e caughier
Stanenn r dtapeian e
Brothar cr okstor

Fatbar o mother
Giandchld

Farem n-iaw

ugLLuuuy

s person related Lo Persan 17 Mark (X ONE box

s0

w or dauchte s
el reknve
Rnamer - hoardar
Hrummat o rmTate
Uama
Fastar chiki

Ocher nonrelative

pariner

Unchanged
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Description of Changes

2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
What is this What is this What is this person’s marital status? What s this person’s marital status? [ The question number
person’s person’s ) changed from 1910 20
marital marital ] Now married O Now married L Skip for Never married
status? status? O Widowed O widowed response is different

) [0 Divoresd letter but skip is to the
O b d
o m Now marrled Ivorce [ Separated same instruction
Widowed
o e R [1' Separated [0 MNever married = skPto |
(J widowed [J Divorced
[ — O ‘separatsd [0 Never married = SkiPto H
eparate
(] separated [ Never married
() Never married
O fed
() Now married .os e
() widowed [ widowed
@] Separated e —
[0 Never married

(] mever married
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2005 and 2006 Content

2009 Content

Description of Changes
from 2008 to 2009

NOTE: Please answer BOTH Questions 5 and 6.
a Is this person Spanish!
Hispanic/Latino’
Mark (X) the "Ne* box if
not SpanishiHispanidLatino.

() Wo, not spanishHispaniciatine

[ Yes, Mexican, Mexican Am.,
Chicano

[ ves, Puerto Rican

[ ves, cuban

(O Yes, other SpanishHispani/
Latino — Print group. 7

() Wo, nat SpanishMispaniciLatine

() ves, Mexican, Mexican Am.,
Chicano

() ves, Puerto Rican
() ves, cuban

() ves, other spanishvHispanic/
bR group. vm.

TH Quostion 5 about Hispanic origin and

Is this person Spanish/Mispanic/
Latino? Mark (X) the "No" box if
‘not Spanish/Hispanic/Latino.

Is Parson 1 of Hispanic, Latino, or Spanish origin?
N, not of Hispaic, Lating, o¢ Spansh ogin

[ o, not Spanish/HispaniclLatino
LI Yes, Mexican, Mexican Am,, Chicano

ooooo
oooono

nother Hispanic, Lating, or Spanish origin — Print argin, for exampre,
rinsan, Colomien, Desminican, Nicaragusn, Savadoran, Spaniard,

I Ne, not Spanish/HispanicLatino
[ Yes, Mexican, Mexican Am,, Chicano

]

5 NOTE: Plaase answor BOTH Question S sbout Hi
Question 6 about race. For this survey, Hispanic origins ars ot races.

Is Parson 1 of Hispanic, Latin, or Spanish erigin?

N, ot of Hispanic, Lating, or Spanish origin

Yos, Mexican, M
Yo, Pusrto Rican
Yo, Cuban

Yes, ancther His
Argentinean, Co

andmon g

xican Am., Chicano

nic, Latino, or Spanish origin - Print crigin, for sxampls,
o opiou. Ncsaguwn, Sovedonn, Spavirs

Unchanged
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2005 and 2006 Content

2007 Content

o

What is thi

person considers himselfiherself to be.

L white
[ Black or African american

() American Indian or Alaska
Native - Print name of enrolfed
or principal tribe. 7

() asian Indian
(J chinese

[ Fitipino

[ Japanese
(] korean

() vietnamese

(7 other Asian -
Print race.—»

erson’s race? Mark (X) one or more races to indicate what this

[ Native Hawaiian
() Guamanian or chamorro
() samoan

[ other Pacific Islander — Print race ema?vw

(I some other race — print race below. 5

What is this person’s race? Mark (X) one or more races fo indicate what this
person considers himself/herself to be.

[ white
() Black or African American

() American Indian or Alaska
Native - Print name of enrolfed
or principal tribe. 7

() asian inchian
[ chinese

[ Filipine

[ sapanese
(] korean

(] vietnamese

(J other asian -
Print race.—»

E Native Hawaiian

() Guamanian or chamerro

([ samoan

(J other Pacific Islander — Print race below.

(I s0me other race — Print race below. 5 \

LI wnite [0 asianindian [ Native Hawailan
[T Black or African American [0 chinese [ Guamanian or Chamerro
[T American Indian or Alaska [ Filipine [ samoan
-%mﬁ.ﬁﬂvuﬂewmwagaiq [T Japanese [ Other Pacific Islander — Print race beiow.
[0 Korean [ some other race — Print race below.
7 [ vienamese. i
T other Astan —
print race, — |
[ wnite [0 asianingian [ Native Hawalian
LT Black or African American [0 chinese [ Guamanian or Chamorro
[ American Indian or Alaska T Filipine [ samoan
-%mum%uﬁﬁﬁwﬂ%% of snrofled [ Japanese [ other Pacitic Islander — Print race below.
[ korean [] some other race — Print race uaSsN-N
T wienamese i
[ other Asian —
Print race.—> *

2008 Content

2009 Content

Description of Changes from 2008 to 2009

[ wnite
Black, African Am., or Negro

d What is Person 1's race? Mark (X) one or more boxes.

O
I American Indian or Alaska Native — Print name of nrolled or principal tribe.z

o What is Person 1's race? Mark (X) one or more boxes.

O wnite

Black, African Am., or Negro

O
(I American Indian or Alaska Native — Print name of snrolled or principal tribeg

Asian Indian

ooono

Other Asian - Print racs,
forsxampls, Hmong,
Laotian, Thai, Pakistani,
Cambodian, and s0 on. 7

[ Japaness O
O Korean i
O Vietnamese [1

O

Native Hawailan
Guamanian or Chamorro
Samoan

Other Pacific Islander —
Print race, for exampie,

Fijian, Tongan, and
son o

Asian Indian
Chinese
Fi

Other Asian - Print racs,
forexampls, Hmong,
Laotian, Thai, Pakistani,
Cambodian, and so an.

ino

ooono

[0 Japaness
[ korean
[ Vietnamese

i
i
m
O

Native Hawalian
Guamanian or Chamorro
Samoan

Other Pacific Islander —
Print race, for example,

Fijian, Tongan, and
soon

[0 some other race - Print race. 7

[I some ether race - Print race. 4

Unchanged
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2005 and 2006 Content

)

[© When vou are finished, turn the page and continue with the Housing section.

Please answer the following
questions about the house,
apartment, or mobile home at the
address on the mailing label.

Which best describes this building?
Include all apartments, flats, etc., even if
vacant.

(J A mobile home

() A one-family house detached from any
other house

() A one-family house attached to one or
more houses

() A building with 2 apartments

) A bui ing with 3 or 4 apartments

ing with 5 to 9 apartments

ing with 10 to 19 apartments

ing with 20 to 49 apartments

ing with 50 or more apartments

L Boat, RV, van, etc.

0000

Description of Changes
2007 Content 2008 Content 2009 Content from 2008 to 2009
IR AT No instruction o instruction Unchanged
|
| |
i Cominve with the Housing esnon.
Unchanged

Please answer the following
questions about the house,
apartment, or mobile home at the
address on the mailing label.

Which best describes this building?
Include all apartments, flats, etc., even if
vacant.

(I A mobile home

[T A one-family house detached from any
other house

[T A one-family house attached to one or
more houses

g with 2 apartments

ing with 3 or 4 apartments

g with 5 to 9 apartments

ing with 10 to 19 apartments

g with 20 to 49 apartments
ing with 50 or more apartments
[ Boat, RV, van, etc.

Please answer the following
questions about the house,
apartment, or mobile home at the
address on the malling label.

Which best describes this building?
Include all apartments, flats, etc., even if
vacant.

A mobile home

A one-family house detached from any
other house

A one-family house attached to one or
more houses

A building with 2 apartments

ng with 3 or 4 apartments

ng with 5 to 9 apartments

ng with 10 to 19 apartments
ng with 20 to 49 apartments

A building with 50 or more apartments
Boat, RV, van, etc.

O00000oo0 o oo

Please answer the following
questions about the house,
apartment, or mobile home at the
address on the mailing label.

Which best describes this building?
Include all apartments, flats, etc., even if
vacant.

A mobile home

A one-family house detached from any
other house

A one-family house attached to one or
more houses

A building with 2 apartments

A building with 3 or 4 apartments

A building with § to 9 apartments

A building with 10 to 19 apartments

A bui g with 20 to 49 apartments

A building with 50 or more apartments
Boat, RV, van, etc.

Ooooooo o oo




160

2005 and 2006 Content

2007 Content

2008 Content

2002 Content

Description of Changes
from 2008 to 2009

of Residents on page 2) move into this
house, apartment, or mobile home?

Month  Year

of Residents on page 2} move into this
house, apartment, or mobile home?

Month Year

[T ]

move into this house, apartment, or
mobile home?

Month  Year

[]

When did PERSON 1 (listed on page 2}
move into this house, apartment, or
mobile home?

Month  Year

LI ]

@ About when was this bullding first built? 0 About when was this bullding first buile? @ About when was this building first built? Q About when was this building first built? Unchanged
[0 2005 or later [ 2005 or later [ 2000 or later - Specify year — [0 2000 or later - Specify year
()2000 to 2004 01 2000 to 2004 — e
(3 1990 to 1999 [ 1990 to 1998 _H_ _H_
() 1980 to 1989 1 1980 to 1989
(J 1970 to 1979 [ 1970 to 1979 0 1990 to 1999 [0 1990 to 1998
() 1960 to 1969 [ 1960 to 1969 00 1980 to 1989 O 1980 to 1989
) 1950 to 1959 [ 1950 to 1959 0 1970 to 1979 O 1970101
[J 1940 to 1949 1 1940 to 1949 O 1960 1o 1960 970 to 1979
(] 1939 or earlier [ 19389 or earlier O 1950 to 1959 [0 1960 to 1969
I 1940 to 1949 [0 1950 to 1959
1 1939 or earlier O 1340101843
[0 1929 or earlier
When did PERSON 1 (listed in the List @ When did PERSON 1 (listed in the List 0 When did PERSON 1 (listed on page 2) Unchanged

10
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Description of Changes

barber shop) or a medical office on
this property?

(Jves

Ono

barber shop) or a medical office on
this property?

O Yes

O Ne

barber shop) or a medical office on
this property?

O es

O nNe

barber shop) or a medical office on
this property?

O ves
O nNe

2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
] T I Unchanged
Answer questions £-6 ONLY if this isa A Answer questions 4-8 ONLY if this is a A Answer questions 4 — 6 if this is a HOUSE _P Answer quastions 4 - 6 if this is 8 HOUSE o
one-family house or a mobile home; ane-family house or & mobile home; OR A MOBILE HOME; otherwise, SKIP to OR A MOBILE HOME; otherwise, SKIP to
otherwise, SKIP to question 7. otherwiss, SKIP to question 7. question 7a question 7a.
is thi How many acres is this house or
o How many acres is this house or mubile home on? How many acres is this house or
Av How many acres is this house or mobile home on? mobile home on?
?
mobile home on? ) [ Less than 1 acre = SKIP to question 6 I Less than 1 acre = SKIP to question & 1 Less than 1 acre = SKIP to question 6
() Less than 1 acre — SKIP to question & O 11099 acres [0 11099 acres O 1t09.9ac
0 9.9 acres
011099 acres O 10 or more acras O 10 or more acres
(3 10 or more acres DI 100or more acres
0 IN THE PAST 12 MONTHS, what o IN THE PAST 12 MONTHS, what ° IN THE PAST 12 MONTHS, wh
were the actual sales of all agricultural were the actual sales of all agricultural . at
o IN THE PAST 12 MONTHS, what were products from this property? products from this property? were the actual sales of all agricultural
the actual sales of all agricultural roducts from this proporty?
products from this property? [0 Mene I Nene L s property
([ None O $1 to $398 1 $1to $999 O None
O $1 to 4999 O $1,000 to $2,499 T $1,000 to $2,499 O $110$999
_le $1,000 to $2,499 M HMNNN o ”Mwww [T $25500 to $4,999 T $1,000ta $2,499
o M.NM“ - ”M.www Olt po s [T $5,000 to $9,999 [ $2,500 to $4,999
. ’ 1 510,000 r more [ $5,000to $8,999
[ $10,000 or more
[ $10,000 or more
d Is there a business (such as a store or 0 Is there a business (such as a store or 0 Is there a business (such as a store or P Is there a Iy ess (such as a store or Unehanged

11
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home have COMPLETE plumbing facilities:
thatis, 1) hot and cold piped water, 2) a
flush toilet, and 3) a bathtub or shower?
() Yes, has all three facilities

Ono

home have COMPLETE plumbing facilities;

that is, 1) hot and cold piped water, 2) a
flush toilet, and 3) a bathtub or shower?

[ Yes, has all three facilities
0 Ne

home have - Yes

# 4. hot and cold running water?
™ b. a flush toilet?

# c. a bathtub or shower?

d. a sink with a faucet?

e. a stove or range?

oooooao
opoooo#

f. arefrigerator?

g. telephone service from
which you can both make
and receive calls? Include
cell phones.

(m]
m]

home have -
Yes

a. hot and cold running water?
b. a flush toilet?

c. a bathtub or shower?

d. a sink with a faucet?

@. a stove or range?

oooooo
ooooo0og

1. arefrigerator?

@. telephone service from
which you can both make
and receive calls? Include
cell phones.

m}
m}

Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009

_g How many rooms are in this house, e How many rooms are in this house, a. How many separate rooms are in this o a. How many separate rooms are in this Unchanged

apartment, or mobile home? Do NOT count apartment, or mobile home? Do NOT count house, apartment, or mobile home? house, apartment, or mobile home?

bathrooms, porches, balconies, foyers, halls, or W“_Bgﬁ. porches, balconies, foyers, halls, or Rooms must be separated by built-in Rooms must be separated by built-in

half-rooms. SIOOmE, archways or walls that extend out at least archways or walls that extend out at least

inches and go from floor to ceiling. inches and go from floor to celling.

(J 1 room [ 1 room 6 inches and go from fi li & from 1l i

(J 2 rooms I 2r00ms  INCLUDE bedrooms, kitchens, etc. « INCLUDE bedrooms, kitchens, etc.

(O 3 rooms O 3rooms + EXCLUDE bathrooms, porches, balconies, « EXCLUDE bathrooms, porches, balconies,

(O 4 rooms [ 4 rooms foyers, halls, or unfinished basements. foyers, halls, or unfinished basements.

(J 5 rooms m 5jdoma Narnber of rooms Number of rooms

6 rooms
m W rooms [ 7 rooms _|||_ D
) oo [ 8rooms
8 rooms [ 9 or more rooms

(3 9 or more rooms

How many bedrooms are in this house, How many bedrooms are in this house, b. How many of these rooms are bedrooms? b. How many of these rooms are bedrooms? | Unchanged

o_-ﬂe_so-.ﬂ. or mobile home; that is, how apartment, or mobile home; that is, how \AW.E\.“H w»n-oo:: ﬁo-n iaihind qu _ﬂo.u.m Count as bedrooms those rooms you would

many bedrooms would you list if this many bedrooms would you list if this 4 - Guee. Spu. \:I.:..E ardindetdnsiddecd list if this house, apartment, or mobile home

house, apartment, or mobile home were house, apartment, or mobile home were Smmn... for sale or rent. If this is an 0" were for sale or rent. If this is an

on the market for sale or rent? on the market for sale or rent? efficiency/studio apartment, print °0°. efficiency/studio apartment, print "0".

(O No bedroom [ No bedroom Numbee of bedrooms Number of bedrooms

(J 1 bedroom [ 1 bedroom D

12 bacw [ 2 bedrooms

(O 3 bedrooms L] Bkesis

[ 4 bedrooms

() 4 bedrooms [J 6 or more bedrooms

() 5 or more bedrooms

Does this house, apartment, or mobile Does this house, apartment, or mobile o Does this house, apartment, or mobile Does this house, apartment, or mobile Unchanged
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Description of Changes

How many automobiles, vans, and trucks

How many automobiles, vans, and trucks

2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
Does this house, apartment, or mobile Doss this houss, apartment, or mobile o Does this house, apartment, or mobile ° Does this house, apartment, or mobile Unchanged
home have COMPLETE kitchen facilities: home have COMPLETE kitchen facilities; home have - home have -
thatis, 1) a sink with piped water, 2) a that is, 1) a sink with piped water, 2} a Yes No Yes No
stove or range, and 3) a refrigerator? stove or range, and 3) a refrigerator? a. hotand cold running water? (1 [ a hotand cold runningwater? 1 [

m um,k has all three fadilities m Uﬂ has all three facilities b. & flush toilet? o o b. a flush toilet? o 0O

o o

c. & bathtub or shower? o O ¢ a bathtub or shower? o a
" d. a sink with a faucet? O DO ® d. 3 sinkwith a faucat? o o
@ ¢ a stove or range? o O ® 5. a stove of range? o o
w f. arefrigerator? o o ® f. arefrigerator? o a
. telephone service from g. telephone service from
which you can both make which you can both make
and receive calls? Include o o and redeiva calls? inciude
cell phones. call phones. ju] ]
s there telephone service available in this Is there telephone service available in this| () Does this house, apartment, or mobile @ Does this house, apartment, or mobile Unchanged
house, apartment, or mobile home from house, apartment, or mobile home from home have - home have -
Which you can both make and recelve which you can both make and receive Yes  Ne Yes  No
calls? calls? a hotand cold running water? 1 [ a hotand cold runningwater? [ [
O es O Yes b. a flush toilet? o DO b. a flush tollet? o o
One [ Ne
c. a bathtub or shower? O O ¢ a bathtub or showar? o g
d. a sink with a faucet? o 0O d. a sink with a faucst? o O
&. a stove or range? O 0O &. a stove or range? o O
b Q== B f. a refrigarator? o O
T R P o e
and receive calls? include !
ceil phones O 0 wwm_mwwmﬁﬂm. calls? Include o O
e How many automobiles, vans, and trucks Unchanged

How many automobiles, vans, and trucks
of one-ton capacity or less are kept at
home for use by members of this
household?

D 6 or more

of one-ton capacity or less are kept at
home for use by members of this
household?

T Nene
jul |
Oz
Os
Oa
Os
Os

or more

of one-ton capacity or less are kept at
home for use by members of this
houschald?

None

goooooo

1
2
3
4
5
6

or more

of one-ton capacity or less are kept at
home for use by members of this
household?

None

goooooo

1
2
3
4
5
8

or more

13
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house, apartment, or mobile home?

[J Gas: from underground pipes serving the
neighborhood 9 Plpe 9

() Gas: bottied, tank, or LP
) Erectricity

[ Fuel oil, kerosene, etc.
[0 coal or coke

0 wood

() solar energy

[ other fuel

(O No fuel used

house, apartment, or mobile home?

[ Gas: from underground pipes serving the
neighborhood

[ Gas: bottled, tank, or LP

[ Electricity

O Fuel oil, kerosene, etc.

[ coal or coke

[ wWood

[ Solar energy

[1 other fuel

[ No fuel used

house, apartment, or mobile home?

[0 Gas: from underground pipes serving the
neighborhood

Gas: bottled, tank, or LP

Electricity

Fuel oil, kerosene, etec.

Coal or coke

Wood

Solar energy

Other fuel

No fuel used

oooooooao

house, apartment, or mobile home?

O Gas: from underground pipes sarving the
neighborhood

Gas: bottled, tank, or LP

Electricity

Fuel oll, karosen, etc.

Coal or coke

Wood

Solar energy

Other fuel

No fuel used

oooooooo

Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
e Which FUEL is used MOST for heating this Which FUEL is used MOST for heating this Which FUEL is used MOST for heating this Which FUEL is used MOST for heating this Unchanged

14
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[

a. LAST MONTH, what was the cost of

Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
a a. LAST MONTH, what was the cost Unchanged

electricity for this house,
apartment, or mobile home?

Last month’s cost ~ Dollars
$ .00
OR

O Included in rent or condominium fee
(3 No charge or electricity not used

b. LAST MONTH, what was the cost of
gas for this house, apartment, or
mobile home?

Last month’s cost — Dollars
$ .00

OR
([ Include

O Included in electricity payment
entered above

ONo charge or gas not used

rent or condominium fee

<. IN THE PAST 12 MONTHS, what was the
cost of water and sewer for this
house, apartment, or mobile home? /f
you have lived here less than 12 months,
estimate the cost.

Past 12 months’ cost - Dollars
$ .00
OR

([ Included in rent or condominium fee
One charge

e a. LAST MONTH, what was the cost
of electricity for this house,
apartment, or mobile home?

Last month’s cost — Dollars
OR

O Included in rent or condominium fee
[0 No charge or electricity not used

b. LAST MONTH, what was the cost
of gas for this house, apartment,
or mobile home?

Last month's cost - Dollars

ol i

OR
[0 Included in rent or condominium fee

O Included in electricity payment
entered above

[0 No charge or gas not used

c. IN THE PAST 12 MONTHS, what was
the cost of water and sewer for this
house, apartment, or mobile home? /f
you have lived here less than 12 months,
estimate the cost.

Past 12 months’ cost — Dollars

OSeEaC

OR
[ Included in rent or condominium fee
[J No charge

e a.LAST MONTH, what was the cost
of electricity for this house,
apartment, or mobile home?

Last month’s cost — Dollars
OR

[0 Included in rent or condominium fee
O No charge or electricity not used

b. LAST MONTH, what was the cost
of gas for this house, apartment,
or mobile home?

Last month’s cost — Dollars

D

OR
[ Included in rent or condominium fee

O Included in electricity payment
entered above

[J No charge or gas not used

c.IN THE PAST 12 MONTHS, what was
the cost of water and sewer for this
house, apartment, or mobile home? /f
you have lived here less than 12 months,
estimate the cost.

Past 12 months’ cost - Dollars

bl

OR
[0 Included in rent or condominium fee
[0 No charge

of electricity for this house,
apartment, or mobile home?

Last month’s cost - Dollars
OR

OO included in rent or condominium fee
[0 No charge or electricity not used

b.LAST MONTH, what was the cost
of gas for this house, apartment,
or mobile home?

Last month's cost - Dollars

il

OR
[ Included in rent or condominium fee

I Included in electricity payment
entered above

[ No charge or gas not used

c. IN THE PAST 12 MONTHS, what was
the cost of water and sewer for this
house, apartment, or mobile home? /7
you have lived here less than 12 months,
estimate the cost.

Past 12 months’ cost - Dollars

[

OR
I Included in rent or condominium fee
I No charge

15
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Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
d. IN THE PAST 12 MONTHS, what was the d.IN THE PAST 12 MONTHS, what was the d. IN THE PAST 12 MONTHS, what was the d.IN THE PAST 12 MONTHS, what was the Unchanged
cost of oil, coal, kerosene, wood, etc., cost of oil, coal, kerosene, wood, etc., cost of oil, coal, kerosene, wood, etc., costof oll, coal, kerosene, wood, etc.,
for this house, apartment, or moblile for this house, apartment, or mobile for this house, apartment, or mobile for this house, apartment, or mobile
home? If you have lived here less than 12 home? Ifyou have lived here less than 12 home? [fyou have lived here less than 12 home? If you have lived here less than 12
months, estimate the cost. months, estimate the cost. months, estimate the cost. months, estimate the cost.
Past 12 months’ cost — Dollars N2 onihe [oom SO Past 12 monthe’ cost - Dollars Past 12 months’ cost - Dollars
oR OR OR OR
) bsiied b tent o mordlominian Tes m _.ﬂ_ﬁm in 3H or ﬂ._._“o;is“_ foe O Included in rent or condominium fee LT Chisomingt b it be ontoeninkint e
() No charge or these fuels not used o A AT [0 No charge o these fuels not used [0 No charge or these fuels not used
e At any time DURING THE PAST & At any time DURING THE PAST 6 IN THE PAST 12 MONTHS, did anyone in IN THE PAST 12 MONTHS, did anyone in Unchanged
12 MONTHS, did anyone in this 12 MONTHS, did anyone in this this household receive Food Stamps or this household receive Food Stamps or
household receive Food Stamps? receive Food a Food Stamp benefit card? a Food Stamp benefit card?
(7] Yes — What was the value of the [ Yes > What was the value of the L1 Yes
Food Stamps received Food Stamps received o w O ves
during the past 12 months? during the past 12 months? s O nNeo
Past 12 months’ value - Dollars
Past 12 months’ value - Dollars
; 00 [l
OnNe O Ne
a Is this house, apartment, or mobile home | 1o this house, apartment, or mabile home & Is this house, apartment, or mobile home a 1s this house, apartment, or mobile home Unchanged
part of a condominium? part of a condominium? part of a condominium? part of a condominium?
("] Yes — What is the monthly condominium [ Yes = What is the monthly condominium [ Yes - What is the monthly [ Yes = Whatis the monthly
fee? For renters, answer only if you fee? For renters, answer only if you condominium fee? For renters, condominium fee? For renters,
pay the condominium fee in addition pay the condominium fee in addition answer only if you pay the answer only if you pay the
to your rent; otherwise, mark the foyour ek otherwise, mark the condominium fee in addition to condominium fee in addition to
*None" box. None" box. your rent; otherwise, mark the your rent; otherwise, mark the
Monthly amount — Dollars Monthly amount - Dollars "None" box. “"None" box.
o 00 H Monthly amount - Dollars Moniht 7 amount = Doters
= on ol __
A
L_J None [ None OR OR
OnNo O No
[0 None O None
[ No O Ne
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Description of Changes

ie

Answer questions 18a and b ONLY IF you
PAY RENT for this house, apartment,

or mobile home. Otherwise, SKIP to
question 19.

a. What is the monthly rent for this
house, apartment, or mobile home?

Monthly amount — Dollars

b. Does the monthly rent include any
meals?

0 ves
O ne

B Answer questions 18a and b ONLY IF you
PAY RENT for this house, apartment,

or mobile heme. Otherwise, SKIP to
question 19.

@ - whatis the monthly rent for this
house, apartment, or mobile home?

Monthly amount - Dofiars

DRI

b. Does the monthly rent include any
meals?
O vYes
O No

B Answer questions 15a and b if this houss,
apartment, or mobile home is RENTED.
Otherwise, SKIP to question 16.

B a. What is the monthly rent for this
house, apartment, or mobile home?

Monthly amount - Dollars

L

b. Does the monthly rent include any
meals?

O Yes
O Ne

w Answer questions 15a and b if this housa,
apartment, or mabile home is RENTED.
Otherwise, SKIP to question 16.

e a. What is the monthly rent for this
house, apartment, or mobile home?

Monthly amount - Dollars

L]

b. Does the monthly rent include any
meals?

OO Yes
O ne

2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
9 Is this house, apartment, or mobile e Iz thiz house, apartment, or mol e Is this house, apartment, or mobile home - e Is this house, apartment, or mobile home - Unchanged
home - home - Mark (X) ONE box. Mark (X) ONE box.
() owned by you or someone in this [J Owned by you or someona in this [1 Owned by you or somebne in this [1 owned by you or someone in this
__.ocwmro_q with a mortgage or ,:o:mumsoa with a mortgage or _._o.._wmwo,.n m(_ﬁ a aonnmnm_S household with a mortgage or
loan? loan loan? Include home equity loans. loan? Include home equity loans.
) Owned by you or someone in this [ owned by you or someone in this I oOwned by you or someone in this [1 ©wned by you or someone in this
household free and clear (without a Fﬂﬂwwuo%ﬁhﬂmﬂdw clear (without a household free and clear (without a househeld free and clear (without a
mortgage or loan)? Or Mm o mortgage or loan)? mortgage or loan)?
() Rented for cash rent? ented for cash rent [ Rented? [0 Rented?
M . . [0 Occupied without payment of cash § K X
L Oceupied without payment of cash rent? > SKIPto C [0 Occupied without payment of [0 Oceupisd without paymant of
rent? — SKIP to rent? = SKIPto C rent? = SKiPto C
1 T T Unchanged

17
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What are the annual real estate taxes on
THIS property?

Annual amount - Dollars

OR
O None

THIS property?
Annual amount - Dolfars

(L[

OR
[0 Nene

THIS property?
Annual amount — Dollars

L

OR
[T None

THIS property?
Annual amount - Dollars

7]

OR
O None

Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
! 1 1 Unchanged
Answer questions 19-23 ONLY IF you or € Answer questions 19-23 ONLY IF you or B Answer questions 16— 20 ifyou or © Answor quastions 16— 20 if you or g
someone else in this household OWNS or someone else in this household OWNS or someone alse In this household OWNS someone else in this household OWNS
s w%w\:nm 3&%@:5 mbmwﬂnﬁm:n or s Wﬁ.\sﬁzm S_w%w%m..mc‘.wﬂﬁﬁ_n om or IS BUYING this house, apartment, or or IS BUYING this house, apartment, or
mobile home. Otherwise, t0 (3 on mebile home. Otherwise, o [E on , ; I
A, A mobile home. Otherwise, SKIP to E on meobile home. Otherwise, SKIP to [E on
(=5 the next page. the next page.
KD Whatis the value of this property; that @ whatis the value of this property; that
is, how much do you think this house (b B I e S I e
and bot. BRartme . or moblle home and and lot, apartment, or mobile home and (D About how much do you think this D Avout how much do you think this
lot, would sell for if it were for sale? e e house and lot, e ﬂ..__e._u P nocue_azu __3. oL q__a._n_u____ﬁ
M iome (and lot, if owned) would sell for
() Less than $10,000 [ Less than $10,000 if it were for sale? RRwerRioraa R
() 410,000 to $14,999 ] $10,000 to $14,999
(© $15,000 to $19,999 [ $15,000 to $19,999 Amount - Dollars Amount - Dollars
() $20,000 to $24,999 [ $20,000 to $24,999 _H_
() 425,000 to $29,999 [ $25,000 to $29,999
() $30,000 to $34,999 [ $30,000 to $34,999
[ 435,000 to $39,999 L] $35,000 to $39,999
[ $40,000 to $49,999 [ $40,000 to $49,999
() $50,000 to $59,999 [ $50,000 to $59,999
() 460,000 to $69,999 L] $60,000 to $69,999
() $70,000 to 79,999 3 570,000 10 79,000
() 480,000 to $89,999 m HM.HN “w MMW.NH
() $90,000 to $99,999 : d
() $100,000 to $124,999 [ $100,000 to $124,999
M y ! [ $125,000 to $149,999
M *“MWM% © u“ww,ww [ $150,000 to $174,399
A “Gm.os e MAS.SW [ $175,000 to $199,989
e iy [ $200,000 to $249,999
B ) [ $250,000 or more - Specify 3
() $250,000 or more - Specify 7
9 What are the annual real estate taxes on What are the annual real estate taxes on What are the annual real estate taxes on Unchanged
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hazard, and flood insurance on THIS
property?

Annual amount - Dollars

OR
(O None

hazard, and flood insurance on THIS
property?

Annual amount - Dollars

([ |«

OR
O None

hazard, and flood insurance on THIS
property?
Annual amount — Dollars

]

OR
[T None

hazard, and flood insurance on THIS
property?
Annual amount — Dollars

[

OR
O None

Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
9 What is the annual payment for fire, What is the annual payment for fire, What is the annual payment for fire, What is the annual payment for fire, Unchanged
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2]

Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
a. Do you or any member of this 8 a. Do you or any member of this e a. Do you or any member of this 6 a. Do you or any member of this Unchanged

household have a mortgage, deed of
trust, contract to purchase, or similar
debt on THIS property?

O Yes, mortgage, deed of trust, or si
debt

(O Yes, contract to purchase
A
(O No — SKIP to question 23a

b. How much is the regular monthly
mortgage payment on THIS property?
Include payment only on FIRST mortgage
or contract to purchase.

Monthly amount - Dollars

'3 .00

OR

U No regular payment required — SKIP to
question 23a

c. Does the regular monthly mortgage
payment include payments for real
estate taxes on THIS property?

(O Yes, taxes included in mortgage
payment

A

L_J No, taxes paid separately or taxes not
required

d. Does the regular monthly mortgage
payment include payments for fire,
hazard, or flood insurance on THIS
property?

O Yes, insurance included in mortgage
payment

() No, insurance paid separately or no
insurance

household have a mortgage, deed of
trust, contract to purchase, or similar
debt on THIS property?

LI Yes, mortgage, deed of trust, or si
debt

[ Yes, contract tc purchase

LI No = SKIP to question 23a

b. How much is the regular monthly
mortgage payment on THIS property?
Include payment only on FIRST mortgage
or contract to purchase.

Monthly amount - Dollars

sl

OR

[ No regular payment required = SKIP to
question 23a

c. Does the regular monthly mortgage
payment include payments for real
estate taxes on THIS property?

[ Yes, taxes included in mortgage
payment

LI No, taxes paid separately or taxes not
required

d. Does the regular monthly mortgage
payment include payments for fire,
hazard, or flood insurance on THIS
property?

[ Yes, insurance included in mortgage
payment

I No, insurance paid separately or no
insurance

household have a mortgage, deed of
trust, contract to purchase, or similar
debt on THIS property?

[ Yes, mortgage, deed of trust, or similar
debt

I Yes, contract to purchase

LI No = SKIP to questicn 20a

b. How much is the regular monthly
mortgage payment on THIS property?
Include payment only on FIRST mortgage
or contract to purchase.

Monthly amount - Dollars

sl

OR

I No regular payment required = SKIP to
question 20a

c. Does the regular monthly mortgage
payment include payments for real
estate taxes on THIS property?

[T Yes, taxes included in mortgage
payment

I No, taxes paid separately or taxes
not required

d. Does the regular monthly mortgage
payment include payments for fire,
hazard, or flood insurance on THIS
property?

[ Yes, insurance included in mortgage
payment

I No, insurance paid separately or no
insurance

household have a mortgage, deed of
trust, contract to purchase, or similar
debt on THIS property?

[ Yes, mortgage, deed of trust, or similar
debt

O Yes, contract to purchase
O No= SKIP to question 20a

b. How much is the regular monthly
mortgage payment on THIS property?
Include payment only on FIRST mortgage
or contract to purchase.

Monthly amount - Dollars

OessmaC

OR

[ No regular payment required = SKIP to
question 20a

. Does the regular monthly mortgage
payment include payments for real
estate taxes on THIS property?

[ Yes, taxes included in mortgage
payment

[ No, taxes paid separately or taxes
not required

d. Does the regular monthly mortgage
payment include payments for fire,
hazard, or flood insurance on THIS
property?

[ Yes, insurance included in mortgage
payment

O No, insurance paid separately or no
insurance
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Description of Changes

Answer question 24 ONLY IF this is a
MOBILE HOME. Otherwise, SKIP to

2) What are the total annual costs for

personal property taxes, site rent,
registration fees, and license fees on
THIS mobile home and its site?
Exclude real estate taxes.

Annual costs - Dollars

D Answer question 24 ONLY iF this is a
MOBILE HOME. Otherwise, SKIPto (E .

9 What are the total annual costs for

personal property taxes, site rent,
registration fees, and license fees on
THIS mobile home and its site?
Exclude real estate taxes.

Annual costs — Dollars

DT

D Answer question 21 if this is a MOBILE
HOME. Otherwise, SKIPto E .

9 What are the total annual costs for

personal property taxes, site rent,
registration fees, and license fees on
THIS mobile home and its site?
Exclude real estate taxes.

Annual costs - Dollars

DN

D Answer question 21 if this is 8 MOBILE
HOME. Otherwise, SKIPto (E .

9 What are the total annual costs for

personal property taxes, site re|
registration fees, and license feas on
THIS mobile home and its site?
Exclude real estate taxes.

Annual costs - Dollars

DBEEC

2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
@ a. Do you or any member of this @ a. Do you or any member of this 8 a. Do you or any member of this a. Do you or any member of this Unchanged
household have a second mortgage household have a second mortgage household have a second mortgage household have a sacond mortgage
or a home equity loan on THIS or a home equity loan on THIS or a home equity loan on THIS or ahome equity loan on THIS
property? property? property? property?
() Yes, home equity loan [ Yes, home equity loan 1 Yes, home equity loan I Yes, home equity loan
W ) Yes, second mortgage [ Yes, second mortgage [ Yes, second mortgage [J Yes, second mortgage
U <E~.~$Mozn mortgage and home [ Yes, second mortgage and home [ Yes, second mortgage and home [1 Yes, second mortgage and home
0 ELEORTE equity loan equity loan aquity loan
No — SKIP to [ No = sKIPte D [ No-skiPto D O No= skwto D
o b is th " thi b. How much is the regular _.12_1_2 b. How much is the regular monthly b. How much is the regular monthly
- How much Is I e ..nu:nu:m_aq_ v payment on all second or junior payment on all second or junior payment on all second or junior
PRyment on m&uﬂnﬂ” i _.._z..oq_ mortgages and all home equity loans mortgages and all home equity loans mortgages and all home equity loans
u%ﬂ._mﬂo.wnu:u.. me equity loans on THIS property? on THIS property? on THIS property?
. Monthl t — Dol - =
Monthly amount - Dollars onthly amount — Dallars Monthly amount — Dollars Monthly amount - Dellars
OR OR OR OR
() No regular payment required I No reqular payment required [ No regular payment required I No regular payment required
Unchanged
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Continue with the questions about
PERSON 1 on the next page.

PERSON 1 on the next page.

E Answer questions about PERSON 1 on the

next page if you listed at least one person
on page 2. Otherwise, SKIP to page 28 for
the mailing instructions.

the mailing instructions.

E Answer questions about PERSON 1 on the
next page if you listed at least one person
on page 2. Otherwise, SKIP to page 28 for

Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
A_W ) B Anawer questions 26a—c ONLY F you Not Asked Not Asked Unchanged
nﬁuﬂ acmm.wnw Wﬂm %uu thw: listed at least one person on page 2
Otherwise, SKIP to page 24 for the nﬁu,ﬂﬁ..mhho.n.?w. B
mailing instructions. ’
s

a. Do you or any member of this

household live or stay at this address €D) .Do you or any member of this

year round? household live or stay at this address

(O Yes — SKIP to the questions for Person 1 o o

oo the next page [ Yes - SKIP to the questions for Person 1

No on the next page
O No

b. How many months a year do members b. How many months a year do members

of this household stay at this address? of this housshold stay at this address?

Months Months
<. What is the main reason members of this c. What is the main reason members of this

household are staying at this address? household are staying at this address?

() This is their permanent address (] This tathalk peemanant sddeiss

(O This is their seasonal or vacation address [ Tivks 1o ok saanotel or Vosion scidvees

() To be close to work O fotdhicee o Wei

Oto 2,3:& school or college [ To attend school or college

O Looking for permanent housing C1 i 5o6he Kot parrsoert holistng

(O Other reason(s)- Specify

o s [J Other reason(s) — Specify 7
Continue with the questions about I | Unchanged
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Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
Unchanged
Person 1
Please copy the name of Person 1 from Page 2, d Please copy the name of Person 1 from page 2,
then continue answering questions below. then continue answering questions balow.
o Please copy the name of Person 1 from the Last Name Last Name
List of Residents on page 2, then continue
answering questions below. Please copy the name of Person 1from the _
Last Name List of Residants on page 2, then continue -
answering questions below. First Name First Nama M
Last Name
First Name Ll 7
First Name
Unchanged

o Where was this person born?
(7 1n the United States - Print name of state.

(] outside the United States — Print name of foreign
country, or Puerto Rico, Guam, etc.

0 Where was this person born?
LT Inthe United States - Print name of state.

I Outside the United States — Print name of foreign
country, or Puerto Rico, Guam, efc.

Where was this person born?
I In the United States — Print name of state.

[ Qutside the United States - Print name of
foreign country, or Puerto Rico, Guam, etc.

Where was this person born?
[T inthe United States - Print name of state.

[ oOutside the United States - Print name of
forelgn country, or Puerto Rico, Guam, etc.
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2005 and 2006 Content

2007 Content

2008 Content

2009 Content

Description of Changes
from 2008 to 2009

° Is this person a CITIZEN of the United States?

() ves, born in the United states — Skip to 10a

() Yes, born in Puerto Rico, Guam, the U.S, Virgin
Islands, or Northern Marianas

(O Yes, bor abroad of American parent or parents
[0 Yes, U.S. citizen by naturali
() No, not a citizen of the United states

ion

Is this person a CITIZEN of the United States?

[T Yes, born in the United States > SKIP to 102

[T Yes, born in Puerto Rico, Guam, the U.S. Virgin
Islands, or Northern Marianas

[ Yes, born abroad of American parent or parents
[T Yes, U.S. citi
[T No, not a citizen of the United States

@ s this person a citizen of the United States?
[ Yes, bornin the United States = SKIP to 10a

Yes, born in Puerto Rico, Guam, the
U.S. Virgin Islands, or Northern Marianas

D
_H_<mm‘—55mv-ouno.:.m.nm%m:vm-m:_
or parents
I8l }

izen by naturalization  Print year

tion 7

]

No, not a U.S. citizen

s this person a citizen of the United States?
1 Yes, bom in the United States = SKIP to 10a
Puerto Rico, Guam, the

Yes, bom ) g
U.S. Virgin Islands, or Northern Marianas

D

D<ou.qo3msamno_c.m.o:wgvmaa.
or parents

i

Yes, U.S. citizen by naturalization - Print year
of naturalization g

L]

[ Mo, not a U.S. citizen

Unchanged

When did this person come to live in the
United States? Print numbers in boxes.
Year

When did this person come to live in the
United States? Print numbers in boxes.
Year

L]

@ ‘When did this person come to live in the
United States? Print numbers in boxes.
Year

L]

When did this person come to live in the
United States? Print numbers in boxes.

Year

L]

Unchanged

()

a. At any time IN THE LAST 3 MONTHS, has this
person attended regular school or college?
Include only nursery or preschool, kindergarten,
elementary schoo| and schooling which leads to a
high school diploma or a college degree.

() No, has not attended in the last 3
months — SKIP to question 11

(J ves, public school, public college

(O Yes, private school, private college

b.What grade o level was this person

attending? Mark (X) ONE box.

(O Nursery school, preschool

' Kindergarten

L Grade 1 to grade 4

L) Grade 5 to grade 8

(] Grade 9 to grade 12

_J College undergraduate years (freshman to
senior)

(") Graduate or professional school
(for example: medical, dental, or law school)

(19

a. At any time IN THE LAST 3 MONTHS, has this
erson attended regular school or college?
include only nursery or preschoal, kindergarten,
elementary school, and schooling which leads to
& high schooldiploma or a college cegree.

[ No, has not attended in the last3
maonths 3 SKIiP to question 11
[ Yes, pubiic sshool, public college
[ Yes, private school, private collzge
b. E___mn%.-mnm or level was this person
attending? Mark (X) ONE box.
Nursery school, preschool
Kindergaiten
Grade 1 1o grade 4
Grade 5 o grade 8
Grade 9 o grade 12
College undergraduate years (freshman to
senior)
Graduate or professional school
(for example: medical, dental, cr law school)

0O oooood

a a. Atany time IN THE LAST 3 MONTHS, has this

person attended school or college? /nclude on)
nursery or preschool, kindergarten, elementary
schoai, hame school, and schooling which leads
10 & high school diploma or a college degree.

T No, has not attended in the last 3 months =
SKIPto question 11
[0 Yes, pu

T VYes, private school, private college,
home school

b. What grade or |
Mark (X) ONE box.

] Nursery school, preschool
] Kindergarten
[ Grade1 _Jsr_% 12 - Specify

grade T-M\

0O col _w undergraduate years (freshman to
senior

[ Graduate or professional school beyond a
bachelor’s degree (for example: MA or PhD
program, or medical or law school)

school, public college

‘was this person attending?|

(i

a. Atany time IN THE LAST 3 MONTHS, has this

person attended school or college? Includs
only nursery or preschool, kindsgarten,
slsmentary school, homs school, and schooling
which leads to a high schoo! diploma or & colls ge
degree.

I Mo, has notattended in the last 3
months = SKIP to question 11

[T es, public school, public college

| Yes, private school, private college,
home school

b. What grade or level was this person attending?

Mark (X) ONE box.

[ Mursery schoal, preschool
[1 Kindergarten

[1 Grade 1 through 12 - Specify

DSBT-_N\

College undergraduate years (freshman to
sanior)

[ Graduate or professional school bayond a
bachelor's degree (for example: or PhD
program, or medical or law school}

|

Unchanged
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() 12th grade - NO DIPLOMA

(") HIGH SCHOOL GRADUATE - high school
DIPLOMA or the equivalent (for example: GED)

() some college credit, but less than 1 year

(1 or more years of college, no degree

() Associate degree (for example: AA, AS)

() Bachelor's degree (for example: BA, AB, BS)

D Master's degree (for example: MA, MS, MEng,
MEd, MSW, MBA)

() professional degree (for example: MD, DDS, DVM,
LLB, ID)

D Doctorate degree (for example: PhD, EdD)

[ 12th grade - NO DIPLOMA

] HIGH SCHOOL GRADUATE - high school
DIPLOMA or the equivalent (for example: GED)

[ Some college credit, but less than 1 year
[ 1 or more years of college, no degree

[ Associate degree (for example: AA, AS)

[ Bachelor's degree (for example: BA, AB, BS)

O Master for le: MA MS, MEng,
N Wb P MA S MEns,

[ Professional degree (for example: MD, DDS,
DVM, LLB, JD)

[ Doctorate degree (for example: PhD, EdD)

D\

I 12th grade - NO DIPLOMA
HIGH SCHOOL GRADUATE

I Regular high school diploma
[ GED or alternative credential
COLLEGE OR SOME COLLEGE

[0 Some college credit, but less than 1 year of
college

I 1 or more years of college credit, no degree
[0 Associate’s degree (for example: AA, AS)
[0 Bachelor’s degree (for example: BA BS)
AFTER BACHELOR'S DEGREE

D zi-n.r X ﬂﬁhﬂe §§u.ﬁ§§.§_p

[ Professional degree beyond a bachelor's degree
(for example: .Ewm.im_\gna..‘g den

[J Doctorate degree (for example: PhD, EdD)

grade 1- H.\

[0 12th grade - NO DIPLOMA
HIGH SCHOOL GRADUATE

[ Regular high school diploma
[0 GED or alternative credential
COLLEGE OR SOME COLLEGE

me.:-oo. R!_..E:olz!__ o.
= oe_goﬂg it

[ 10rmore years of college credit, no degree
[0 Associate’s degree (for example: AA, AS)
[ Bachelor's degres for example: BA, BS)
AFTER BACHELOR'S DEGREE

ﬂ“oﬁuﬂﬁai example: MA, MS, MEng,

_u
=l “a:!.-“g..!uwmﬁ Bd.{-. gwﬂ -
(m]

Doctorate degree (for example: PhD, EdD)

Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009

What is the h level of school What is the highest level of school a Unchanged
I Tl L el el [ e

“_m .M::ﬁo-\ns%ﬂ !n.hgu"m hﬁ the previous grade or "ﬁ _h-: ﬂn rently -ﬂ“ﬂasti the previous grade If currently enrolled, mark the previous grade or N‘ Mﬂi:”. enrolled, mark the previous grade or

} e : highest degree received. est degree received.

() No schooling completed [ No schooling completed NO SCHOOLING COMPLETED NO SCHOOLING COMPLETED

() Nursery school to 4th grade [ Nursery school to dth grada O No schooling completed O No schooling completed

mwﬂ” u.” M“ ”” oﬂ“ m wﬂ M””M”M““H NURSERY OR PRESCHOOL THROUGH GRADE 12 NURSERY OR PRESCHOOL THROUGH GRADE 12

O ooth ““uan Lo O 9th grade O Nursery school O Nursery school

O 10th grade O] 10th grade [ Kindergarten M Kincemecn

(O 11th grade [ 11th grade [ Grade 1 through 11 - Specify Grude 1 through 11 - Speclly
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Description of Changes

SKIP to question 13.

This question focuses on this person’s

BACHELOR’S DEGREE. Please print below the

specific major(s) of any BACHELOR'S DEGREES

this person has received. (For example: chemical
I'] g, teacher

organizationsl psychology)

2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
Not asked Not asked INot asked L . o New skip instruction and
e b il question for 2009.

0 What is this person’s ancestry or ethnic origin?

(For example: Italian, Jamaican, African Am.,
Cambodian, Cape Verdean, Norwegian,
Dominican, French Canadian, H:
Lebanese, Polish, Nigerian, Mexican, Taiwanese,
Ukrainian, and so on.)

& What is this person’s ancestry or ethnic origin?

(For example: ltalian, Jameican, African Am.,
Cambodian, Cape Verdean, Norwegian,
Deminican, French Canadian, Haitian, Korean,
Lebanese, Polish, Nigerian, Mexican, Taiwanese,
Ukrainian, and so on.)

@ What is this person’s ancestry or ethnic origin?

(For example: Italian, Jamaican, African Am.,
Cambodian, Cape Verdean, Norwegian, Dominican,
French Canadian, Haitian, Korean, Lebaness, Polish,
Nigerian, Mexican, Talwanese, Ukrainian, and so on.)

a What is this person’s ancestry or ethnic origin?

(For exam ple: ltalian, Jamaican, African Am.,
Cambodian, Cape Verdean, Norwegian, Dominican,
French Canadian, Haitian, Korean, Lebaness, Polish,

Nigerian, Mexican, Taiwanese, Ukrainian, and so on.)

v Question number
changed from 12to 13.

6 a. Does this person speak a language other
than English at home?

O ves

() No — skiP to question 14

b. What is this language?

T Yes

@ a. Does this person speak a language other
than English at home?

[T No = SKIP to question 14

b. What is this language?

For example: Korean, Italian, Spanish,

<. How well does this person speak English?
O Very well
O well
(J Not well
O not atall

I well
[T Not

Forexample: Korean, Itahan, Spanish, Vietnamase
c. How well does this person speak English?
[T Verywell

[T Notatall

@ a. Does this person speak a language other than
English at home?

OO Yes
1 No= SKIP to question 14a
b. What is this language?

a a. Does this person speak a language other than
English athome?

O Yes
O No - SKIP to question 15a

b. What is this language?

For example: Korean, italian, Spanish, Vietnamese
c. How well does this person speak English?
Very well
Well
Not well
Not at all

ooon

For example: Korean, ltalian, Spanish, Vietnamese
¢. How well does this person speak English?

O very well
O wel
O Notwell
O Notatall

v Question number
changed from 13 to 14.
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2005 and 2006 Content

2007 Content

2008 Content

2009 Content

Description of Changes
from 2008 to 2009

D

a. Did this person live in this house or
apartment 1year ago?

() Person is under 1 year old — SKIP to the
questions for Person 2 on page 10.

(O Yes, this house — SKIP to

) No, outside the United States - Print name of
foreign country, or Puerto Rico, Guam, etc,,
below; then SKIP to

O No, different house in the United States

b. Where did this person live 1yearago?

Name of city, town, or post office

<. Did this person live inside the limits of the
city or town?

O ves
() No, outside the city/town limits
Name of county

Name of state ZIP Code

(14

a. Did this person live in this house or
apartment 1 year ago?

Dnmagfaml<$Ss¢m5hs§
questions for Person 2 on page 10.

[ Yes, this house % SKIPto ' F

[ N, outside the United States - Print name of

foreign country, or Puerto Rico, Guam, efc.,
below; then SKIPto  F

[ No, different house in the United States
b. Where did this person live 1 year ago?

Name of city, town, or post office

c. Did this person live inside the limits of the
city or town?

[ Yes

[ Ne, outside the city/town limits

Name of county

ZIP Code

|

Name of state

e a, Did this person live in this house or apartment

1 year ago?
[ Person is under 1 year old - SKIP to
question 15
O Yes, this house = SKIP to question 15
[ No, outside the United States and
Puerto Rico - Print name of foreign country,

or U.S. Virgin Islands, Guam, etc., below;
then SKIP to question 15

I No, different house in the United States or
Puerto Rico

b. Where did this person live 1 year ago?
Address (Number and street name)

o

a. Did this person live inthis house or apartment
1 yoar ago?

[T Person is under 1 year old = SKIP to
question 16

[ Yes, this housa = SKIP to question 16

[ No, outside the United States and
Puerto Rico - Print name of foreign country,
or U.S. Virgin kslands, Guam, etc., below;
then SKIP fo question 16

I MNo, different house in the United States or
Puerto Rico

b. Where did this person live 1 year ago?
Address (Number and street name)

Name of city, town, or post office

Name of U.S. county or muni
Puerto Rico

Name of U.S. state or

Puerto Rico ZIP Code

|

Name of city, town, or post office

Name of U.S. county or municipio in
Puerto Rico

Name of U.S. state or

Puerto Rico ZIP Code

|

v" Question number
changed from 14 to 15.
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2005 and 2006 Content

2007 Content

2008 Content

2009 Content

Description of Changes
from 2008 to 2009

Mot asked

Mot asked

a Is this person CURRENTLY covered by any of the
following types of health insurance or health

coverage plans? Mark "Yes" or "No" for EACH type

of coverage in items a - h.

-~ o

EX)

a.

=

2]

Insurance through a current ar
former employer or union {of this
person or another family member)
Insurance purchased &52,«“*53
an insurance company by this

persan or another family member}

Medicare, for people 65 and
or people with certain disabi

Medicaid, Medical Assistance, or
any kind of government-assistance
plan for those with low incomes
or a disability

. TRICARE or ather military health care
. VA (including those who have ever

used or enrolled for VA health care)

. Indian Health Service

. Any other type of health insurance

or health coverage plan - m‘quQ‘V

Yes

oo

ooooao

No

®

Is this person CURRENTLY covered by any of the

following types of health insurance or health

coverageplans? Mark “Yes™ o “No* for EACH type

of coverage In items a - h.

&

L

=

- ©

T o

Insurance through a currant of
former employer or union (of this
person or another family member)

EEB:SonESn as_ﬁas
an insuranca company (by this
person or another family member)

Medicare, for people 65 and older,
or people with certain disal

Medicaid, Medical Assistance, or
any kind of govemment-assistance
plan for those with low incomes
or a disability

TRICARE or other military health care

VA {including those who have ever
used or enrolled for VA health care)

. Indian Health Service

Any other type of health insurancs
or health coverage plan |mncn3.N

Yas

No
O

" Question number
changed from 1510 16
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2005 and 2006 Content

2007 Content

2008 Content

2009 Content

Description of Chang;
from 2008 to 2009

Answer questions 15 and 16 ONLY IF this person
is 5 years old or over. Otherwise, SKIP to the
questions for PERSON 2 on page 10.

e Does this person have any of the following
long-lasting conditions:

Yes No

vision or hearing impairment? a @)
b. A condition that substantially
one or more basic physical act

g, d q stairs, —

ing, or carrying? 0O O

T

F  Answer questions 15 and 16 ONLY IF this person
is 5 years old or over. Otherwise, SKIP to the
questions for PERSON 2 on page 10.

Does this person have any of the following
long-lasting conditions:

Yes No
o o

a. Blindness, deafness, or a severe
jon or hearing impairment?

such as walking, climbing stairs,
reaching, am.ci:%:i o o

8 a. Is this person deaf or does he/she have
s

ulty hearing?

b. Is this person blind or does heishe have
serious difficulty seeing even when wearing
glasses?

O Yes
O Ne

a. Isthis person deaf or does ha/she have
serious difficulty hearing?
O ves
O He

b. Is this person blind or does he/she have

serious difficulty seeing even when wearing
glasses?

O Yes
O wo

¥ Question number
changed from 16 to 17.

Because of a physical, mental, or emotional
condition lasting 6 months or more, does this
person have any difficulty in doing any of the

L)

following activities:
Yes No
a. Learning, remembering, or —
concentrating? 0 0O
b. Dressing, bathing, or getting around —
inside the home? g 0O

& Because of a physical, mental, or emotional
condition lasting 6 months or more, does:

this person have any difficulty in doing any
ofthe following activities:
. Yes  No
a. Learning, remembering, or
concentrating? O O
b. Dressing, bathing, or getting around
inside the home? o o

F

®

Answer question 17a - ¢ if this person is
5 years old or over. Otherwise, SKIP to
the questions for Person 2 on page 12.

a. Because of a physical, mental, or emotional
condition, does this person have serious
difficulty concentrating, remembering, or
making decisions?

O Yes
L1 e
this person have
1g or climbing st
O vYes
O No
c. Does this person have difficulty dressing or
bathing?
[ Yes
[ Ne

®-

Answer question 18a - ¢ if this person is
5 years old or over. Otherwise, SKIP to
the questions for Person 2 on page 12.

a. Because of a physical, mental, or emotional
condition, doas this person have serious
difficulty concentrating, remembering, or
making decisions?

O Yes
O we

b. Does this parson have serious difficulty
walking or climbing stairs?

O ves
O e

«©. Does this parson have difficulty dressing or
bathing?

O Yes
O ne

¥ Skip instruction
designator changed from
Fto G.

 Question number
changed from 17 to 18.

29



180

2005 and 2006 Content

2007 Content

2008 Content

2009 Content
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@ Answer question 17 ONLY IF this person is
15 years old or over. Otherwise, SKIP to the
questions for PERSON 2 on page 10.

e Because of a physical, mental, or emotional
condition lasting 6 months or more, does this

G Answer question 17 ONLY IF this person is
15 years old or over. Otherwise, SKIP to the
questions for PERSON 2 on page 10.

Becau:
condi
erson have any
following activiti

of a physical, mental, or emotional
n lasting 6 months or more, does this
iculty in doing any of the

T
G Answer question 18 if this person is

15 years old or over. Otherwise, SKIP to
the questions for Person 2 on page 12.

6 Because of a physical, mental, or emotional

H Answer question 18 if this person is
15 years old or over. Otherwise, SKIP to
the questions for Person 2 on page 12.

Because of a physical, mental, or emotional
does this person have difficulty

condition, does this person h:

v Skip instruction
designator changed from
GtoH.

v" Question number
changed from 18 to 19.

Year

-

Year

L

person have any difficulty in doing any of the Yes No doin iy LA doing errands alone such as visiting a doctor's
i " i g errands alone such as visiting a doctor’s
e veo No | | *SnulSUsiRiRs® O O | | officeorshopping? S seielgt
a. Going outside the home alone to 2 S & i 5
shop or visit a doctor’s office? 8 8 b. Working at a job or business? jm{ |[m] O Yes O VYes
b. Working at a job or business? a a8 O No O Ne
Not asked Not asked e In the PAST 12 MONTHS did this person get - 9 Inthe PAST 12 MONTHS did this person get - v Question number
Yes No Yes No changed from 20 to 21.
i ¥ Note: marital status
- a. Married? OO
8 Nariec o o question (question
b, Widowed? o o b. Widowed? o o number 20 in 2009) is
¢. Divorced? a] [&] c. Divorced? O O presented on page 6,
after Person question 2.
Not asked Not asked. 9 e A T o T @ How many times has this porson beon married? | Question number
changed from 21 to 22.
O Once O Once
O Two times O Twotimes
[ Three or more times [0 Three or more times
Not asked Not asked In what year did this person last get married? ® Inwhat yoar did this person last got married? |7 Question number

changed from 22 to 23.

Has this person given birth to any children in
the past 12 months?

O ves
Ono

H  Answer question 18 ONLY IF this person is
female and 15-50 years old. Otherwise, SKIP
to question 19a.

Has this person given birth to any children in
the past 12 months?

H Answer question 23 if this person is
female and 15 - 50 years old. Otherwise,
SKIP to question 24a.

Has this person given birth to any children in

Answer question 24 ifthis person is
female and 15 - 50 years old. Otherwise,
SKIP to question 25a.

Has this person given birth to any children in
the past 12 months?

[ ves the past 12 months?
O Ne ok O Yes
es
O Ne
[ No

¥ Skip instruction
designator changed from
Htol.

¥ Question number
changed from 23 to 24.
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®

a. Does this person have any of his/her own
grandchildren under the age of 18
this house or apartment?

U ves
(J No — 5KIP to question 20

b. Is this grandparent currently responsible for
most of the basic needs of any
13_....5_. Id(ren) under the age of 18 who
ive(s) in this house or apartment?

O ves

() No — sKiP to question 20

<. How long has this grandparent been
ible for the(se) i 71
the grandparent s fin
more than one grandchild, answer the question

®

a. Does this person have any of his/her own

this house or apartment?

[ Yes
[ No = SKIP to question 20

=

. Is this grandparent currently responsible for
maost of the basic needs of any
mﬁ:._n_._. ld(ren) under the age of 18 who
ive(s) in this house or apartment?
[ ves
[ No = SKIP ta question 20

o

. How long has this grandparent been

ible for the(se) i ifthe
grandparent is financially responsible for more

Than one grandchild, answer the question for the

for the grandchild for whom the has
been responsible for the longest period of time.

(J Less than & months
O 6 to 11 months
O 1or2years

(J 30r ayears

(J 5 or more years

for whom the has been
responsible for the longest period of time.

[ Less than 6 months

[ 6 to 11 months

[ 10r2 years

[ 30r 4 years

[ 5 or more years

a. Does this person have any of his/her own
ﬁ"mﬁ_n__:._-m: under the age of 18 living in
is house or apartment?

O Yes
[ No = SKIP to question 25

b. Is this grandparent currently respons|
most of the basic needs of any grandchild(ren)
under the age of 18 who live(s) in this house or
apartment?

O Yes
[ No = SKIP to question 25

. How long has this grandparent been
ible for the(se) dchil
if the grandparent is financially responsible for
more than one grandchiid, answer the question
for the grandchild for whom the grandparent has
been responsibie for the iongest period of time.

[ Less than 6 months
[0 6to 11 months
[ 1or2years

[0 3ordyears

[0 5o0r more years

e a. Does this person have any of his’her own
grandchildren under the age of 18 living in
this house or apartment?

O Yes
O No= SKiPto question 26
b. Is this y for

most of the basic needs of any grandchild{ren)
undoer the age of 18 who live(s) in this house or
apartment?

O Yes
[0 No- sKiPtoquestion 26
c. How long has this grandparent been

responsible for the{se) grandchild{ren)?
If the grandp is i for
more than one grandchild, answer the question
for the g iid for g has
been responsible for the longest period of time.
[0 Lessthan 8 months

O &to11 morths

[0 1or2years

[0 3ordyears

[] 5 ormors years

v Question number
changed from 24 to 25.

8 Has this person ever served on active duty in the
U.S. Armed Forces, tary Reserves, or National
Guard? Active duty does not include training for the
Reserves or National Guard, but DOES include
activation, for example, for the Persian Gulf War.
(3 Yes, now on active duty
@] Yes, on active duty during
the last 12 menths, but not new
(1) ves, on active duty in the past, but not
during the last 12 months
O ne, training for Reserves or National Guard
only — SKIP to question 23
[ No, never served in the military — SKIP to
question 23

Has this person ever served on active dutyin the
U.S. Armed Forces, military Reserves, or National
Guard? Active duty does not include training for the
Reserves or National Guard, but DOES inciude
activation, for example, for the Persian Gulf War.

Yas, now cn active duty

Yas, on aclive duty during

the last 12 months, but not now

Yas, on active duty in the past, but not
during the last 12 months

No, training for Reserves or National Guard
only + SKIP to question 23

No, never served in the military 3 SKIP to
queslion 23

[y e

D

Has this person ever served on active duty in the
U.S. Armed Forces, military Reserves, or National
Guard? Active duty does not include training for the
Reserves or National Guard, but DOES include
activation, for example, for the Persian Guif War.

Yes, now on active duty

Yes, on active duty during
the last 12 months, but not now

Yes, on active duty in the past, but not
during the last 12 months

No, training for Reserves or National Guard
only = SKIP to question 27a

O oooo

No, never served in the military = SKIP to
question 28a

*) Has this person ever served on active duty in the
U.S. Armed Forces, itary Reserves, or National
Guard? Active duty does not includs training for the
Reserves or National Guard, but DOES include
activation, for example, for the Persian Gulf War.

Yas, now on active duty

Yes, on active duty durl

the ast 12 monthe, but et now

Yes, on active duty in the past, but not
n:;:nSn last 12 months

No, training for Reserves or National Guard
o=_.< = SKIP to question 283

No, never served in the military # SKIPto
question 295

Ooooaoo

v Question number
changed from 25 to 26.
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g [l

mi

ary service has this person had?
(O Less than 2 years
(J 2 years or more

tary service has this person had?

T Less than 2 years
Oz years or more

Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009

When did this person serve on active duty in g ﬁ__.ﬂ_ mﬂ.:ﬁnwaq._ mmﬂmﬂ&sﬂ% n_x_:. in a When did this person serve on active duty in the When did this person serve on active duty in the v" Question number
the U.S. Armed Forces? Mark (X) a box for EACH e U.S. Armed Farces? Maric (X) a box for U.S. Armed Forces? Mark (X) a box for EACH period U.S. Armed Forces? Mark (X) a box for EACH psriod changed from 28 to 27
period inwhich this person served, even if just for EACH period in which this person served, even if in which this person served, 8ven Iif just for part of the in which thi i i 9 .
perlog nwhich thep j Just or part of the period. fawng A " which this person served, even Ifjust for pat of the
m e M M”“MM.: ”M%MVM%HGE (including | S [ September 2001 or later

Perdon Gl a2 2001 including Persian Gulf Wiar D0 et 1000 o 0ust 2001 lincluding D August 199010 August 2001 finluing
0 September 1980 to July 1990 ] September 1980 to July 1390 [0 September 1980 to July 1990 Persian Guif War)
0 LI May 1975 to August 1980 [0 september 1980 to July 1980

May 1975 to August 1980 ) I May 1975 to A 1980

[ Vietnam era (August 1964 to April 1975) ay to August 1 May 1975 to August 1980
O vietnam era (August 1964 to April 1975) O ay 0 Augu
. March 1961 to July 1964 [ Vietnam era {August 1964 to April 1975) ) i

() March 1961 to July 1964 ] [ [ vietnam sra (August 1984 1o April 1975)
0 ebruary 1965 to February 0 March 1961 to July 1964

February 1955 to February 1961 I Korean War (July 1950 to January 155) O [ March 1961 to July 1964
() korean War (July 1950 to January 1955) LI danusry 1947 to June 1950 = H%EEQSM q”_ ﬂm%m..d_wi._aﬂ - 1 Fobruary 1965 to February 1861
0) sanuary 1947 to June 1950 LI World War Il (Desember 1941 to December 1946 orean War (July 1950 to January I Korean War (July 1850 to January 1855)
() world War Il (December 1941 to Decamber 1945) L1 November 1941 or earlier [0 January 1947 to June 1950 o
() November 1941 or earlier [ World War Il {December 1341 to December 194) S A LR

I November 1941 or earlier ] World War Il {Dacembar 1941 to December 1945)
0 November 1941 or earlier
otal, how many years of active-duty tal, how many years of active-duty Not asked ot asked Linchanged

Not asked

Not asked

7

a. Does this person have a VA service-connected
disability rating?

[ Yes (such as 0%, 10%, 20%,
[ No = SKIP to question 28a

, 100%)

b. What is this person’s service-connected
disability rating?

0 percent

10 or 20 percent

30 or 40 percent

50 or 60 percent

oRpoOon

70 percent or higher

a. Doas this person have a VA service-connected
disability rating?

[ Yes isuch as 0%, 10%, 20%
[0 No= SKIPto question 29a

,100%)

b. What is this person’s service-connected
disability rating?

0 percent

10 or 20 percent

30 or 40 percent

50 or 80 percent

70 percant or higher

ooood

v Question number
changed from 27 to 28.
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2005 and 2006 Content

2007 Content

2008 Content

2009 Content

Description of Changes
from 2008 to 2009

LASTWEEK, did this person do ANY work for
either pay or profit? Mark (X) the "Yes" bax even i
the person worked only 1 hour, or helped without
pay in a family business or farm for 15 hours or more,
or was on active duty in the Armed Forces.

O ves
([ No = skiP to question 29

LAST WEEK, did this person do ANY work for
either pay of profit? Mark (X) the "Yes” box even if
the person worked only 1 hour, or helped without
pay in & family business or farm for 15 hours or
more, orwas on active duty in the Armed Forces.

[T Yes
LI No- SKIP to question 29

)

».rbm...iMm?g_e_.:_- Wm:o: Sc.xqo;ﬁ.
at a job (or business),

[ Yes = SKIP to question 29
[0 No-Did not work (o retired)

b. LAST WEEK, did this person do ANY work
for pay, even for as little as one hour?

[ Yes
[ No= SKIP to question 34a

8 a. LAST WEEK, did this person work for pay

ata job (or business)?
I Yes = SKIP to question 30
I No - Did not work (or retired)

b. LAST WEEK, did this person do ANY work
for pay, even for as little as one hour?

O Yes
[I No = SKIP to question 355

¥ Question number
changed from 28 to 29.

e Atwhat location did this person work LAST WEEK?

If this person warked at more than one location, print
where he or she worked most last week.

a. Address (Number and street name)

f the exact address is not known, give a
description of the location such as the building
name or the nearest street or intersection.

b. Name of city, town, or post office

<. Is the work location inside the limits of that
city or town?

Oves

(o, outsid the city/town limits

d. Name of county

e. Name of U.S, state or foreign country

f. ZIP Code

Atwhat location did this personwork LAST
WEEK? If this person worked at more than onz
_enuM\.n n, piint where he or she worked most last
week.

a. Address (Number and street name)

If the exact address is not known, give a
description of the boeation such s the builaing
name orthe nearest street orintersection.

b. Name of city, town, or post office

. Is the work |ocation inside the i
city or tawn?

[ Yes
] No, outside the city/town limits
d. Name of county

o

. Name of U.S. state or foreign country

f. ZIP Code

]

9

At what location did this person work LAST
WEEK? if this person worked at more than one
location, print where he or she worked most
last week.

a. Address (Number and street name)

At what location did this persen work LAST
WEEK? ¥ this person worked at more than one
location, print whers he or she worked most
last waak.

a. Address (Number and street name)

If the exact address is not known, give a _
description of the location such as the building
name or the nearest street or intersection.

b. Name of city, town, or post office

If the exact address is notknown, give &
description of the location such as the bulding
name or the nearest street or intersection.

b. Name of city, town, or post office

c. Is the work location inside the limits of that
city or town?

O Yes
O No, outside the citytown limits

d. Name of county

c. Is the work location inside the limits of that
city or town?

O ves
[ N, outside th citytown limits

d. Name of county

e. Name of U.S. state or foreign country

f. ZIP Code

.

. Name of U.S. state or foreign country

f. ZIP Code

L]

" Question number
changed from 29 to 30.
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& How did this person usually get to work LAST

WEEK? [f this persan usually used more than ane
method of transportation during the trip, mark (X) the
box of the one used for most of the distance.

(] car, truck, or van () Motoreycle

(J Bus or trolley bus O Bicycle

() streetcar or trolley car () walked

hJ" Subway or elevated () Worked at home —

_L Railroad SKIP to question 33

[ remyboat (U other method
(O Taxicab

How did this person usually get to work LAST
WEEK? if this person usually used more than one
methad of transportation during the trip, mark (X)
the box of the one used for most of the distance.

[ car, fruck, or van [ Motoreyce

T Bus or trolley bus O Bicycle

T strestcar or trolley car [] Walked

T Subwayerelevated (1 Worked at home
T Railroad SKIP to question 33
LI Ferryboat [ Gther method

L1 Taxicab

How did this person usually get to work LAST
WEEK? If this person usually used more than one
method of transportation during the trip, mark (X)
the box of the ene used for mest of the distance.

[ car, truck, or van 0 Motorcycle

[0 Busor trolley bus ] Bicycle

[0 strestear or tolleycar [ Walked

[0 subway or elevated [0 Worked at

U Railroad o ms:mh_.wu o
O Femyboat [0 Other method
O Taxicab

How did this person usually get to work LAST
WEEK? ¥ this person usually used more than ona
mathod of transportation during the trip, mark (X}
the bax of the one used for most of the distance.

Car, truck, or van O mMotoreyela
Bus ortrolley bus Bicycle
Streetcar or trolley car ‘Walked

O
O
Subway or elevated O Worked at
home = SKIP
Railroad to question 39a
Ferryboat O

Other method
Taxicab

ooooooo

v Question number
changed from 30 to 31.

Answer question 26 ONLY IF you marked
"Car, truck, or van® in question 25.
Otherwise, SKIP to question 27,

How many people, including t
usually rode to work in the car,
LAST WEEK?

Person(s)

Answer question 26 ONLY IF you marked
“Car, tick, or van” in question 25,
Othenwise, SKIP to question 27.

How many people, including this person,
usually rode to work in the car, truck, or van
LAST WEEK?

Person|s)

]

Answer question 31 if you marked "Car,
truck, or van” in question 30. Otherwise,
SKIP to question 32.

How many people, including this person,
usually rode to work in the car, truck, or van
LAST WEEK?

Person(s)

]

J

@

Answer question 32 if you marked "Car,
truck, or van" in question 31. Otherwisa,
SKIP to question 33.

How many people, including this person,
usually rode to work in the car, truck, or van
LAST WEEK?

Parson(s)

[ ]

v Skip instruction
designator changed from
Ito J.

v" Question number
changed from 31 to 32.

What time did this person usually leave home to

go to work LAST WEEK?

Hour  Minute M
U am

L) pm.

What time did this person usual
to go to work LAST WEEK?

Hour Minute

[ L[]

_u am.
O pm

What time did this person usually leave home
to go to work _.>m+w—2mm—3
Hour Minute
. D am.
[ L] o

®

What time did this person usually leave home
10 go towork LAST WEEK?

Hour Minuta

. D a.m
[ L] o

v" Question number
changed from 32 to 33.

How many minutes did it usually take this
person to get from home to work LAST WEEK?

Minutes

How many minutes did it usually take this
persen to get from home to work LAST WEEK?

Minutes

[ ]

@ How many minutes did it usually take this

person to get from home to work LAST WEEK?
Minutes

[ ]

B4

How many minutes did it usually take this
person to get from home to work LAST WEEK?

Minutes

[ ]

v Question number
changed from 33 to 34.
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2005 and 2006 Content
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Description of Changes
from 2008 to 2009

Answer questions 29-32 ONLY IF this person
did NOT work last week. Otherwise, SKIP to
question 33.

& a. LAST WEEK, was this person on layoff from

ajob?
([ ves — sKkiP to question 29¢
One
b. LAST WEEK, was this n TEMPORARILY
absent from a job or business?

] Yes, on vacation, temporary illness, labor
dispute, etc. — SKIP to question 32

(O No — skiP to question 30

. Has this person been informed that he or she
will be recalled to work within the next
6 months OR been given a date to return to
work?
D Yes — SKIP to question 31

Ono

Answer questions 29-32 ONLY IF this
person did NOT work last week. Otherwise,
SKIP to question 23.

a. LAST WEEK, was this person on layoff from
ajob?
[ Yes = SKIP to question 29c
O no

b. LAST WEEK, was this person TEVIPORARILY
absent from a job or business?
[ Yes, on vacation, temporary illness, labor

dispute, ete. 3 SKIP to question 32

] No = SKIP to question 30

c. Has this person been informed that he or she
will be recalled to work within the next
6 .._ﬂ.wnru OR been given a date to return to
worl

[ Yes = SKIP to question 31
O no

T
J Answer questions 34 - 37 if this person
did NOT work last week. Otherwise,
SKIP to question 38a.

9 a. LAST WEEK, was this person on layoff from
ajob?

0 Yes = SKIP to question 34c

O No

b. LAST WEEK, was this person TEMPORARILY
absent from a job or business?

] Yes, on vacation, temporary illness,
matemnity leave, other family/personal
reasons, bad weather, etc. 9 SKIP to
question 37

] No-= SKIP to question 35

c. Has this person been informed that he or she
will ecalled to work within the next
6 months OR been given a date to return to
work?

] Yes = SKIP to question 36
O N

P

Answaer gquestions 35 - 38 if this person
did NOT work last week. Otherwise,
SKIP to question 39a.

a. LAST WEEK, was this person on layoff from
ajob?

O VYes = SKIP to question 35¢
O nNe

b. LAST WEEK, was this person TEMPORARILY
absent from a job or business?

O Yes, on vacation, temporary iliness,

maternity leave, other family/personal
reasons, bad weather, etc. IPto
question 38

[0 No = SKIP to question 36

©. Has this person been informed that he or she
will be recalled to work within the next
6 months OR been given a date to return to
work?

[0 Yes = SKIP to question 37
O ne

Skip instruction
designator changed from
Jio K.

v Question number

changed from 34 to 35.

e Has this person been looking for work during
the last 4 weeks?

O ves

(O No — sKIP to question 32

Has this person been looking for work during
the last 4 weeks?

[ Yes
[J No = SKIP to question 32

a During the LAST 4 WEEKS, has this person been
ACTIVELY looking for work?

[ Yes
I No= SKIP to question 37

6]

During the LAST 4 WEEKS, has this person been
ACTIVELY looking for work?

O Yes
I No- SKIP to question 38

v~ Question number

changed from 35 to 36.

9 LAST WEEK, could this person have started a job
if offered one, or returned to work if recal

D Yes, could have gone to work

(1 No, because of own tempora

(3 No, because of all other reasons (in school, etc.)

LAST WEEK, could this person have started a job
if offered one, or retumed to work if recalled?
[J Yes, coulc have gone to work

[ No, because of own tempora
[ No, because of all ather reasons (in schaol, ate.)

@ LAST WEEK, could this person have started a
job if offered one, or returned to work if

recalled?

[ Yes, could have gone to work

I No, because of own temporary illness

L1 No, because of all other reasons (in school, etc.)

LAST WEEK, could this person have started a
job if offered one, or returned to work if
recalled?

[ Yes, could have gone to work

[T No, because of own temporary iliness

[ No, because of all other reasons (in school, etc.)

v Question number

changed from 36 to 37.
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Description of Changes

()1 1o 5 years ago — SKIP to question 35

[ over 5 years ago or never worked — SKIP to
question 41

[ within the past 12 months
O 1te5 years ago = SKIP to question 35

[ Over 5 years ago or never worked = SKIP to
question 41

1 Within the past 12 months
L1 1to5vyearsago = SKIPto K

I over 5 years ago or never worked = SKIP to
question 46

2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
When did this person last work, even for a 8 When did this person last work, even for a 9 When did this person last worlk, even for a few When did this person lastwork, even for a fow v Question number
few days? R days? days? changed from 37 to 38.
() within the past 12 months

[ within the past 12 months
[ 1to5yearsago= SKIPto L

I Over 5 years ago or never worked = SKIP to
question 47

53]

During the PAST 12 MONTHS, how many
WEEKS did this person work? Count paid
vacation, paid sick leave, and military service.

Weeks

@ During the PAST 12 MONTHS, how many

WEEKS did this person work? Count paid
vacation, paid sick leave, and military service.
Weeks

]

53

‘this person work 50 or more weeks? Count
paid time off as work.

[J  Yes = SKIP to question 39
0 Ne

for a few hours, udi
sick leave, and military service?

. During the PAST 12 MONTHS (52 weeks), did

b. How many weeks DID this person work, even
paid vacation, paid

@ a. During the PAST 12 MONTHS (52 weeks), did

this person work 50 or more weeks? Count
paid time off as work.

[ Yes > SKIP to question 40

O ne

b. How many weeks DID this person work, even
for a few hours, including paid vacation, paid
sick leave, and military service?

¥ Question number
changed from 38 to 39.

WORKED, how many hours did this person
usually work each WEEK?

Usual hours worked each WEEK

U—iz_mm_—_u vbm._.._nz_oz._.:m.__:—:mimm_nm
WORKED, how many hours did this person
usually work each WEEK?

Usuzl hours worked each WEEK

]

9 During the PAST 12 MONTHS, in the WEEKS
WORKED, how many hours did this person
usually work each WEEK?

Usual hours worked each WEEK

[ ]

[0 50to 52 weeks 1 50to52 weeks
[0 48to 49 weeks [ 4810 49 weeks
M Mwmn “w s.mm”m [1 40to 47 weeks
O :.M MwHH =
[0 13 weeks or less s
O 13 weeks or less
6 During the PAST 12 MONTHS, in the WEEKS

1) During the PAST 12 MONTHS, in the WEEKS
WORKED, how many hours did this parson
usually work each WEEK?

Usual hours worked each WEEK

L]

v Question number
changed from 39 to 40.
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Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
i i . : et ! v Skip instruction
. @ Answer questions 3540 ONLY IF this person K Answer questions 40 - 45 if this person Answer questions 41 - 46 if this person P
) worked b the pos s year. Otharwise S bl ettt worked in the past 6 years. Otherwise, B oriodiy e past 5 years. Otherwiss, deslgnator,changed;from
to question 41. — . SKIP to question 46. SKIP to question 47. KtolL.
7/ v
35-40 CURRENT OR MOST RECENT JOB Question number
35-40 CURRENT OR MOST RECENT JOB ACTIVITY. ACTMIY ke iy n perais kil oo changed from 40 to 41.
Deccribe thiscly s chief job i activity or business last week. If this person had more 40 - 45 CURRENT OR MOST RECENT JOB 41-46 CURRENT OR MOST RECENT JOB
business last week. I thi person had more than one Simory ol el i e St U pereon ACTIVITY. Descrive ciearly this person’s chief ACTIVITY, Descate tloark 6 pecatrt’s SR
Job, describe the one at which this person worked the worked the most hours. If this person had no job or Job activity or business last week. If this person ﬁ%i!._.i last week, If this person
a ¢ s per: . business last week, give information for his/her last had more than one job, describe the one at more than one job, describe the one at
most hours. If this person had no job or business last job or business. which this person worked the most hours. If this which this person worked the most hours. If this
week, give information for histher last job or business. @ ‘Was thi " person had no job or business last week, give person had no job or business last week, give
e L ~ o B Information for his’her last job or business. inform ation for his/her last job or business.
Mark (X) ONE box 0 _A"v Was this -
loyee of a PRIVATE FOR PROFIT person Was this person -
Oan employee of a PRIVATE FOR PROFIT company mn.uwﬂﬂ<«¢ﬂg-w:’. or of an individual, Mark (X) ONE box. 9 Mark S%w.h box.
or business, or of an individual, for wages, salary, for wages, salary, or commissions?
or commissions? [ an employee of a PRIVATE NOT FOR PROFIT, [ an employee of a PRIVATE FOR PROFIT [0 anemployee of a PRIVATE FOR-PROFIT
(e employee of a PRIVATE NOT FOR PROFIT, tax-exempt, or charitable organization? company or business, or of an individual, for company or business, or of an individual, for
Wpt, or charitable ‘ Oa _a“.,sd m%n,\_wmz:mz.— employee (city, wages, salary, or commissions? wages, salary, or commissions?
) Lt (o [0 an employee of a PRIVATE NOT FOR PROFIT, . A T-FOR-PROFIT.
L S s sl i s v ey icavimp. o chartableorganiation D T ey O™
(D a state GOVERNMENT employee? & Redsis GOVERNMENT SoyaaySe? I a local GOVERNMENT employee O alocal GOVERNMENT em
i & ployee
(0 a Federal GOVERNMENT employee? = B O ED oy NOTINCOREORATED {city, county, etc.)? {city, county, etc.)?
() SELF-EMPLOYED in own NOT INCORPORATED - ! - [ a state GOVERNMENT employee?
business, professional practice, or farm? O m:mnﬂ&ﬂw«w_ﬁnﬁd E%Nwwwﬂwhwo Poyes [J astate GOVERNMENT employee?
[ SELF-EMPLOYED in own INCORPORATED business, [ working WITHOUT PAY in family business (' a Federal GOVERNMENT employee? O3 & Federal GOVERNMENT employee?
professional practice, or farm? or r:ﬂuw [J SELF-EMPLOYED in own NOT INCORPORATED [0 SELFEMPLOYED in own NOT INCORPORATED
() working WITHOUT PAY in family business or farm? business, professional practice, or farm? business, professional practios, or farm?
[J SELF-EMPLOYED in own INCORPORATED [J SELFEMPLOYED in own INCORPORATED
business, professional practice, or farm? business, professional practice, or farm?
O iﬂrr.wi_d._g PAY in family business [0 working WITHOUT PAY in family business
or farm or farn?.
9 For whom did this person work? g nﬁl-lsue_n. nu\. ..wﬂ-! work? @ For whom did this person work? (¥) For whom did this person work? v o_“._oa_oh h:.scn_,_ .
" now on a 2 . " 5 (] :
If now on active duty in the a If now on active duty in changed from
Armed Forces, mark (X) this box — () il i o Sl the Armed Forces, mark (X) this box » ] now o8 Sc AT i thebox > | 1
and print the branch of the Armed Forces. ) and print the branch of the Armed Forces. and print the branch of the Armed Forces.
Name of company, business, or other employer Name of company, business, or other employer _ Name of company, business, or other employer Name of company, business, or other employer
g What kind of business or industry was this? @ What kind of business or industry was this? 9 What kind of business or industry was this? @ What kind of business or industry was this? v Question number
Describe the activity at the location where employed. Descrive the activity at the locaticn where Describe the activity at the location where employed. Describe the activity atthe location where employed. o:m:uan from 42 to 43
(For example: hospital newspaper publishing, mail employed. (For example: hospital, newspaper (For example: hospital, newspaper publishing, mail (For example: hospital, newspaper publishing, mail .
order house, auto engine manufacturing, bank) publisning, \-E.voawﬂ house, auto engine order house, auto engine manufacturing, bank) order house, auto engine manufacturing, bank)
manutfacturing, ban| _ _
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2005 and 2006 Content

2007 Content

2008 Content

2009 Content

Description of Changes
from 2008 to 2009

g Is this mainly - Mark (X) one box.
[ manufacturing?

L wholesale trade?

LJ retail trade?

(1) other (agriculture, construction, service,
government, etc.)?

o

Is this mainly - Mart (X) one box.
T manufacturing?
LI wholesale trade?
Da.m.,:anz
D

other (agriculture, construction, service,
government, ate.)?

@ Is this mainly - Mark (X) one box.
[0 manufacturing?

[J wholesale trade?

[ retail trade?

_H_ other {agriculture, construction, service,
government, etc.)?

Is this mainly - Mark (X) ONE box.

manufacturing?
wholesale trade?
retail trade?

other (agriculture, construction, service,
government, ste. fr

oood

v" Question number
changed from 43 to 44.

g What kind of work was this person doing? (For
example: registered nurse, personnel manager,

supervisor of order department, secretary, accountant)

2]

What kind of work was this person doing?

(For example: registered nurse, personnel manager,

supervisor of order departmant, secretary;
accountant)

e What kind of work was this person doing?

(For exampie; registered nurse, personnel manager,
supervisor of order department, secratary,
accountant)

‘What kind of work was this person doing?

(For exampie: registersd nurse, personne! manager,
supervisor of order department, secretary,
accountant)

v" Question number
changed from 44 to 45,

g What were this person’s most important

a es or duties? (For example: patient care,
directing hiring policies, supervising order clerks,
typing and filing, reconciling financial records)

©

What were this person’s most important
activities or duties? (For exsmple: patient care,
diracting hiring policies, supervising order clerks,
typing and filing, reconciling financial records)

@ What were this person’s most important
activities or duties? (Forexample: patient care,

directing hiring policies, supervising order clerks,

typing and filing, reconciling financial records)

What were this person’s most important
ctivitios or duties? (For example: patient care,
dirscting hiring poficies, supervising order derks,
typing and filing, reconciling financial records!

v" Question number
changed from 45 to 46.
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and best estimate of the
TETAL ANIOONT g the PAST 12 MONTHS.
(NOTE: The *past 12 months* is the period from
today’s date one year ago up through today.)

Mark (X) the *No* box to show types of income
NOT received.

If net income was a loss, mark the *Loss" box to the
right of the dollar amount.

For income received jointly, the appropriat
share ‘u.oi v.ae\\n Qﬂh‘”ﬂw :2.‘&&;“
report whole int person

ok the Nt ba ot ha et pasen

a. Wages, salary, commissions, bonuses, or tips

from all jobs. Report amount before deductions
?‘gﬂ.&.g or other items.

Oves- $ .00

ONo  TOTAL AMOUNT for past
12 MONTHS

b. Self-employ ment income from own nonfarm
businesses or farm businesses, including
proprietorships and partnerships. Report NET
Income after business expenses.

Dves- $ .00

O No  TOTAL AMOUNT for past
12 MONTHS

O toss

< Interest, dividends, net rental income, royalty
income, or income from estates and trusts.
Report even small amounts credited to an account.

Oves- $ .00

ONo  TOTAL AMOUNT for past
12 MONTHS

Otos

n received, !&\q?- your best estimate of the
ing the PAST 12 MONTHS.

(NOTE: The "past 12 months” is the period from

today’s date one year ago up through today.)

Mark (X) the "No" box to show types of income
NOT received.

If net income was a loss, mark the "Loss” box to
the right of the dollar amount.

For income received jointly, 1t the appropriate
share for each person — or, if that’s not possible,
report the whole amount for only one person and
mark the "No" box for the other person.

a. Wages, salary, commissions, | nuses, or tips
from all jobs. zvnea amount before deductions
ds, dues, or other items.

[ No  TOTAL AMOUNT for past
12MONTHS

b. u-.-‘!!&...“.s income from own nonfarm
farm

ﬂning.._ -=n!=-ﬂ-...t§25.
income after !ﬂaua wx?i&. =

= N =P

O No  TOTAL AMOUNT for past
12 MONTHS
c. Interest, dividends, net rental income, royalty
income, or income from estates and trusts.
Report even small amounts credited to an account.

= N -

[J No  TOTAL AMOUNT for past
12 MONTHS

WIS: Bo-?&.-:an..ﬁi_&il:,i-?a:?
'OTAL AMOUNT during the PAST 12 MONTHS.
(NOTE: The “past 12 months” is the period from
today’s date one year ago up through today.)

Mark (X) the "No” box to show types of income
NOT received.

If net income was a loss, mark the "Loss" box to
the right of the dollar amount.

For income received jointly, report the appropriate
share for each person - or, if that's not possible,
report the whole amount for only one person and
mark the "No" box for the other person.

a Jl. salary, commissions, bonuses,
or tips from all jobs. Report amount before
deductions for taxes, bonds, dues, or other items.

O N TOTAL AMOUNT for past
12 months

b. Self-employment income from own nonfarm
or farm busi i
_.3%._5:;_ and partnerships. Report
NET income after business expenses.

O No TOTAL AMOUNT for past  Loss

12 months

c. Interest, dividends, net rental income,
royalty income, or income from estates
and trusts. Report even small amounts credited
to an account.

O N TOTAL AMOUNT for past  Loss
12 months

Mark (X) the “Yes" box for each type of income this
person received_and give your best estimate of the
TOTAL AMOUNT during the PAST 12 MONTHS.
(NOTE: The "past 12 months"” is the period from
today’s dste one year ago up through today.)

Mark (X) the “No* box to show types of income
NOT ?3&, i

If net income was a loss, mark the ‘Loss” box to
the right of the dolar amount.

For income received jointly, re| the a; te
share for each person - or, if that’s not ble,
report the whole amount for only one person and
mark the "No" box for the other person.

a. s, salary, commissions, bonuses,
ortips from all jobs. Report amount before
deductions for taxes, bonds, dues, or other items.

O te TOTAL AMOUNT for past
12 months.

b. Self-employment income from own nonfarm
businesses or farm businesses, including
otorships and partnerships. Report
NET income after business expenses.

0 te TOTAL AMOUNT for past  Loss
12 months

c. Interest, dividends, net rental income,
royalty income, or income from estates
and trusts. Report even small amounts credited
to an account.

O N TOTAL AMOUNT for past  Loss
12 months

Description of Changes
2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
g INCOME IN THE PAST 12 MONTHS. @ INCOME IN THE PAST 12 MONTHS. @ INCOME IN THE PAST 12 MONTHS. @ INCOME IN THE PAST 12 MONTHS V" Question number
Mark 09 the *Yes* box for each type of income this ML 1he et toy s serti Ipeci e e Mark (X) the “Yes" box for each type of income this changed from 46 to 47.
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2003 and 2006 Content

2007 Content

2008 Content

2009 Content

Description of Changes
from 2008 to 2009

d. Social Security or Railroad Retirement.

Oves— % .00
OnNo  TOTAL AMOUNT for past
12 MONTHS
& Supplemental Security Income (SS1).

Oves» & .00
D No  TOTAL AMOUNT for past
12 MONTHS

f. Any public assistance or welfare payments
from the state or local welfare office.
Oves— 5 00
ONo  TOTAL AMOUNT for past

12 MONTHS

g. Retirement, survivor, or disability pensions.
Do NOT include Social Security.

Oves— 5 00

(JNo  TOTAL AMOUNT for past
12 MONTHS

h. Any other sources of income received
such as Veterans’ (VA) payments, unei
ment compensation, child support or alimony.
Do NOT include fump sum payments such as money
from an inheritance or the sale of a home.

Oves— % 00

INo  TOTAL AMOUNT for past
12 MONTHS

d. Social Security or Railroad Retirement.

Dves[] ]

O Ne TOTAL AMOUNT for past
12 MONTHS

e. Supplemental Security Income (SSI).

Dus[ o]

O Ne TOTAL AMOUNT for past
12 MONTHS
£. Any public assistance o welfare payments
from the state or local welfare office.

= AIE

O No TOTAL AMOUNT for past
12 MONTHS

5. Retirement, survivor, or disability pensions.
Do NOT include Social Security.

Dws[ ]

O No  ~ TOTAL AMOUNT for past
12 MONTHS
h. Any other sources of income received regularly
such as Veterans’ (VA payments, unemploy-
ment compensation, child support or alimony.
Do NOT include lump sum payments such as money
from an inheritance or the sale of a home.

Dves[- o]

O Ne TOTAL AMOUNT for past
12 MONTHS

d. Soci

8 Do NOT include Secial Security

Security or Railroad Retirement.

L No o TAL AMOUNT for past
12 months

e. Supplemental Security Income (SSI).

El Mo o TAL AMOUNT for past
12 menths

f. Any public assistance or welfare payments

r local welfare office.

from the stat.

L No o TAL AMOUNT for past
12 months

, survivor, or

N
LTS TOTAL AMOUNT for past
12 months

h. Any other sources of income received

regularly such as Veterans’ ?._Eﬂnk:_n:n!
unemployment compensation, child support

d. Soclal Security or Railroad Retirement.

N
D No oAl AMOUNT for past
12 months

o. Supplemental Security Income ($8l).

O No OTAL AMOUNT for past
12 months

f. Any public assistance or welfare payments
fromthe state or local welfare office.

U No oTAL AMOUNT for past
12 months
g. survivor, or
Do NOT include Social Security.
N
O Mo TOTAL AMOUNT for past
12 months

h. Any other sources of income received
ragularly such as Vaterans’ (VA) payments,
child support

oralimony. Do NOT include lump sum
such as money from an inheritance or the sale of a
home.

O N TOTAL AMOUNT for past
12 months

n:__.=o=.1. Do NOT include lump sum payments
such as money from an inheritance or the sale of a
home.

L TOTAL AMOUNT for past
12 months
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SKIP to page 24 for mailing instructions.

Description of Changes

2005 and 2006 Content 2007 Content 2008 Content 2009 Content from 2008 to 2009
What was this person’s total income during the What was this person’s total income during the What was this on’s total income during the ¥ v Question number
PAST 12 MONTHS AGd entries in questions 412 t0 PAST 12 MONTHS? Add entries in questions 41 o PAST 12 MONTHET Ao omirlae e cione dar AT T A e e g the hanod rom 47 1548
41h; subtract any losses. If net income was a loss, enter 41h; subtract any losses, If net income was  loss, enter to 46h; subtract any losses. If net income was aloss, to 47h; subtract any losses. K net income was a loss, 9 :
the amount and mark (X) the *Loss* box next to the the amount and mark (X) the "Loss" box next to the enter the amount and mark (X) the "Loss” box next to anter the amount and mark (X) the *Loss " box next to
dollar amount. dollar amount. the dollar amount. the dollar amount.
O s CONaPoN | IR R e =11 N o I T =

TOTAL AMOUNT for past TOTAL AMOUNT for past R
12 MONTHS [ Loss 12 MONTHS TOTAL AMOUNT for past
Continue with the questions for Person 2 on the

”.-. . If only 1 person is listed in the List of
e

Loss
12 monatia TOTAL AMOUNT for past
Continue with the questions for Person 2 on the w

. Aiidoih e 5 Continue with the questions for Person 2 on the C:nrm:mmn
nex: ol erson is on page 2, next page. If only 1person Is listed on page 2,
Residents, SKIP to page 24 for mailing ms.vnuov!s- 28 «e._—-...-___aa instructions. y s e

SKIP to page 28 for malling instructions.

12 months
Continue with the questions for Person 2 on the
next page. If only 1 person is listed in the List of

41




