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chapter 1

INT PRODUCT lonION

in 1974 the medical welfare office of the church of jesus

christ of latterdaylatter saintsday provided 1.414 million in cash financial

assistance for medical expenses to needy members in utah 12

of that amount 1 327 070 went to assist needy patients on or near

the wasatch frontfront11 of utah an area where membership of the

church as well as the state population is concentrated in 1970

821 691 or 78 percent of the statesstatedstatem population lived in the four

counties in this region 17

but a more significant reason for the heavy usage of

medical11medical welfare funds in this region is the fact that bishops in

this area have 1 historically had access to a system of hospitals

which until april 1 1975 were owned or operated by the church

and 2 had availablevailableai a simple method of arranging for the church

proper to pay for hospital expenses of the needy bishops have

been able to provide indigent members with a payment guarantee

in the form of a medical services request form TI which auth-

orized hospitals to bill the church central offices for care

rendered the holder

introduction

1 4

11

14
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although central monitoring provided protection against

abuses of that system by the hospitals or the patients the church

in effect underwrote all hospital costs not collectible from sources

other than the patientpatients

the presence of this hospital system the medical services

request form was not honored by nonchurchnon hospitalschurch and the

existence of the form itself led to a relative overutilization of

medical welfare funds in the state of utah as compared to the rest

of the church in 1974 98 5 percent of medical welfare funds

were expended in utah where only 24 3 percent of the membership

resided 12

it should be noted that bishops in other areas of the church

outside the service area of the church hospital system were also

able to pay for the medical expenses of needy members by simply

writing a check on local donated fast offering funds should

expenses exceed that which was available in the local church

account additional funds needed could easily be secured from

salt lake city by merely overdrawingoverdrawing11 the local fast offering

fund through use of funds in other accounts the amount over-

drawn would be automatically reimbursed from the local stake or

salt lake city the next month

why then if all bishops had relatively equal access to

funds for the medical expenses of the needy did medical welfare

2

over utilization

11
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longiong

disbursed to the church hospitals so greatly exceed medical pay-

ments from fast offering funds paid to nonchurchnon hospitalschurch

there were a number of factors thought to account for much of the

church hospital utilization including 1 the ready availability of

donated care by staff physicians who as a condition of appointment

were required to rotate onto church service carecare11 at the hos-

pitals 2 a greater emphasis over a longer period of time on

usage of medical welfare in central utah where the church had

been 3 a relatively greater concentration there

of older age 65 and over members of the church 4 the greater

need of these elderly for financial assistance to pay for hospital

care

but this last assumption had been questioned since the

advent of medicare no other group senior citizens in the popula-

tion as a whole had been so wellcoveredwell bycovered hospital insurance

yet an internal study completed in early 1975 showed that 42

percent of all medical welfare expenditures by the church went

to pay for the expenses of the elderly who constituted only 14

percent of church membership

A 1972 study on church service outpatients at LDS
hospital revealed that somesonieson saltie lake city stakes had as many

as 100 or more elderly members at any given time on medical

welfare 13

3

established

L D S
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only five stakes out of 219 in utah and 702 in the church

in salt lake city account for on the average 20 percent of all

elderly church service patients in the church

therefore there were two questions that needed to be

answered why did some elderly who were ostensibly eligible

for medicare require church financial assistance and why the

concentration of elderly church service patients in salt lake

city therefore the following problem was proposed

STATEMENT OF THE PROBLEM

the problem was to determine the kind and degree of

differences that existed in the socioeconomic status and access

to financial resources of elderly members of the church of jesus

christ of latterdaylatter saintsday who required church financial assis-

tance for payment of hospital bills versus other elderly members

who did not require such assistance the following subproblems

were investigated

1 to what extent were elderly church service
patients covered by medicare

2 for those covered by medicare were ineligibleineligible11
or noncoverednon expensescovered higher for church service
than for private pay patients

3 among those patients was there any reluctance to
enroll for or accept medicare benefits

4 why was the greatest concentration of elderly
church service patients found in salt lake city

4

coveredby 11cove redby
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hypothesis

A null hypothesis to the effect that there would be no

significant differences between church service and private pay

patients on a series of indicators relating to socioeconomic

status to relative access to financial resources and to attitudes

concerning medical care and financing of care when tested the

null hypothesis was not rejected when statistical significance was

higher than 05

also tested at the same significance level was the null

hypothesis that church service patients would be equally covered

by and have received reimbursement from medicare as compared

to private pay patients

delimitations

this study dealt only with elderly members of the church

of jesus christ of latterdaylatter saintsday who received care at se-

lected hospitals and for whom records were complete duringduriticr

the year 1974 patients at only three hospitals were studied

latterdaylatter saintsday hospital in salt lake city utah valley LDS
hospital in provoprove and mckay dee hospital center in ogden

5

teo ted

m bers

hos pital L D S
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6

patients age 65 and over at these hospitals both inpatients

and outpatients were sampled so as to yield equivalentsizeequivalent

random

size

samples of such patients who were members of the church

and who had received church financial assistance through a

medical services request form versus members of the church

who as patients did not receive such financial assistance

conclusions of this study cannot therefore be extended

to all elderly members of the church nor to elderly members who

received hospital care nor even to the elderly who received

church assistance for medical care

likewise since the study was in effect a onetimeone

measurement

time

of socioeconomic indicators and attitudes it cannot

be usedsed to answer the question what causes some elderly

members to get into a situation where church financial assistance

is required for medical care

however by identifying the socioeconomic characteristics

of elderly member patients in three principal centers of mormon-

dom M it can provide a guide for teaching financial career and

other planning so as to avoid those circumstances in later life

justification

it has been noted that a significant change occurred in 1974

and 1975 in the system of hospitals formerly owned by the church

u
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bishnish

of jesus christ of latterdaylatter saintsday on march 31 1975 the fifteen

hospitals so organized were divested by the church and ownership

or management transferred to intermountain health care inc

a private nonprofitnon managementprofit corporation

severance of church ties with the hospitals meant that the

system used for handling medical expenses of the needy church

member would need revision information was needed to determine

what impact this would have upon the hospitals upon local lay

church leaders and upon the indigent members this study was

conceived as a partial answer to those questions

definitions

the following terms most not in common usage are

used in this document and not elsewhere defined

LDS colloquial abbreviation for church of jesus christ

of latterdaylatter saintsday

mormon the colloquial adjective used to describe a

member of the church of jesus christ of latterdaylatter saintsday or to

refer to the church or some aspect of it

bishop the presiding officer over the smallest local

unit of the church of jesus christ of latterdaylatter saintsday a ward

stake president the presiding officer over the local

church unit composedcorn ofposod several wards a stakesulke

7
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medical welfare the program of financial assistance

to those needing medical care that was disbursed directly to hos-

pitals formerly owned by the church of jesus christ of latterdaylatter

saints

day

medical welfare office the central disbursing point in

headquarters of the church of jesus christ of latterdaylatter saintsday

fast offerings A voluntary financial donation made by

many members of the LDS church on a monthly basis the purpose

of which is to meet the cash needs of the needy poor

medical services request form internal church form

used by bishops to authorize church payment of hospital bills of

the needy also called hospital recommend 11 use of this form

was discontinued on september 30 1975 until then it was honored

at all hospitals formerly belonging to or managed by the church

of jesus christ of latterdaylatter saintsday

church service patient A hospital patient member or

nonmembernon ofmember the church of jesus christ of latterdaylatter saintsday

whose hospital expenses are paid in part or full by the church

private pay patient A hospital patient who does not

receive financial assistance for hospital expenses from the church

church service care donated services by a physician

or other health care provider to a needy member of the church

offe rius
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eldeidkid

medicare the federallyfunded hospital and medical

insurance program for the elderly and certain disabled persons

medicalmedi cal medicaid the joint statefederalstate medicalfederal

payment program for those under the age of 65 as administered

in the state of california

poverty threshold the federal definition of family or

individual socioeconomic status income deemed minimal for

meeting normal living expenses the poverty threshold varies

according to sex age location and other factors and ranges from

1487 for an aged single female living in a rural area to 6907

for a large urban family

socioeconomic differences the differences in indicators

of socioeconomic status in access to financial resources and

attitudes concerning the financing of medical care on the part of

elderly church service versus private pay patients

medicare status differences the differences in covered

status or enrollment and reimbursement received of church service

versus private pay patients

elderly those who are age 65 or above

federally funded

1 487 6 907

adminis Lleredalered
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chapter 2

REVIEW OF THE literature

there is no literature as such specifically related to

characteristics behavior or other factors associated with

church serviceservice11 patients too little is known about the church

service patient often even by the bishop who interviews the needy

member and provides the medical services request 11 which

guarantees payment of hospitalrelated expenses only one previous

study completed by staff at the latterdaylatter saintsday hospital in salt

lake city in 1972 is extant 13

however there is a great deal of gerontologicalgeronfcologicalontologicalger litera-

ture dealing with the health status and needs of elderly members

of the population background information obtained from a brief

review of that literature in preparation for carrying out this study

is presented belowobelowbelopo

cicero in his essay on old age has cato say to

laeliuslafliusLa theelius philosopher himself could not find old age easy

to bear in the depthsdeptldepal of 10

in utah in 1972 there were an estimated 87 614 persons

age 65 and over 17 of these elderly approximately 16 5

10

hospital related

ls

11
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percent or 14456 persons were below the poverty threshholdthresh

in

hold

catos depths of poverty 18 and like cato some of

them find it difficult to live in poverty

this study deals with some of the most basic problems

confronting older people nancy anderson writing in 1973 re-

ported that surveys of older persons and professionals in the

field consistently identify income maintenance and health care

as priority problems no I11 and 2 11 1

physiological deterioration and chronic disease take a

heavy toll among those over 65 many suffer from such life

threatening problems as atherosclerosis emphsymaemph diabetessyma

cancer and ischemic heart disease 6 15 19 24

the typical elderly patient presents in medical termin-

ology a picture of numerous and complex etiology physical

changes that the older person undergoes may include

1 A decline in the ability to utilize nutrients as
effectively as in youth or middle age

2 reaction to infection and ability to repair damaged
tissue are both affected adversely

3 the adaptation to demands for sudden activity
eg violent exercise is poor as is the response

to changes in heat and cold
4 dental cariescarles and gingivities are common and

in the elderly who wear dentures alveolar
absorption interferes with correct fit

5 feet develop a variety of diseases or deformities
even the humble corn can assume major
importance

6 obesity developing as it often does in those
people with a tendency to run to fatir can
become a serious handicap

14 456

e 9

dentatcaries

fat
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7 other major disabilities some so common as
to be thought of as almost a part of the aging
process itself make their appearance at dif-
ferent ages and to differing degrees arthritis
arteriosclerosis hypertension malignant
disease in its various forms all create problems
that frequently increase dependence 8

lack of adequate nutrition is often a problem faced by

the elderly limited income may restrict the purchase of adequate

amounts and right kinds of foods and provide for no more than

meager cooking facilities and refrigeration A number of other

factors may pose obstacles to a good diet inadequate dentition

decreased appetite reduced activity and increased fatigue and

weakness lack of incentive to prepare meals loneliness unhap-

piness and anxiety reduced sense of taste sight and smell and

motor skills and physiological deterioration 14

given the multiple health problems and obstacles of the

elderly it is no wonder that they utilize a disproportionately large

share of medical services in this country concomittantly their

medical expenses are higher than for younger people whereas

young people that is those 19 and under in 1971 had an average

of 140 in medical expenses and the 19 to 64year64 oldyear person

incurred an average expense of 323 medical expenses of the

aged averaged 861 per year although this group constituted

only 9 9 percent of the total population 27 4 percent of all health

care expenditures were amassed by the elderly 21
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13

the rate of increase in health care expenditures for

these age groups from 1966 to 1973 was twice as great for the

elderly as for those younger

with the advent of medicare proportionate outofpocketout

health

of

care

pocket

expenses of the elderly dropped to about onehalfone thehalf

1966 level but because of higher costs of care and increased use

of services the amount the elderly person paid directly in 1973

225 was only slightly below that paid in 1966 234

by may 1974 DHEW reported that medicare paid for 40

percent of the health bill for aged people yet direct personal

payments had risen to 311 in general the aged were well

covered by insurance 70 percent of those over 65 were covered

by a third party provider while only 60 percent of those under 65

were so insured 22

in 1970 the social security administration reported

the annual health bill for the average old person
has been calculated at 791 nearly three times that
for the lower age groups 280 the united states
currently spends 27 percent of total health expenditures
on behalf of the aged though these comprise only 10
percent of the total population 20

statistics previously cited lead to the suspicion that the

financial burden imposed by health on the elderly has since be-

come heavier

As might be anticipated that burden was too much for

many of the elderly data for the 1972731972 fiscal73 year in utah

pers on
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were receiving state financial assistance for health care expenses

as shown in the following table 16

tabletabie I11

assistance in medical payments
FY 1972731972

state
73

of utah

type of care

physician care

inpatient hospital

outpatient hospital

drugs

skilled nursing
homes

intermediate care
facilities

dental

health maintenance
organization

other

medicare premiums

no

2

4

4

assigned

583

134

383

410

729

901

900

49

792

530

expenditure

98436

496735

111686

553140

2761897

2085341

50170

233560

10638

331451

average
expenditure

T ableabie

T ype

98 436

3 706 98

291 61

ZY 553 140 229 52

Z 761.761 897 3788378861 61

2085 341 2 9.9 314 47

50 170 10 zaz4

233 0.0 560 4 766 53

10 638 13 43

4530 331 451

370698

476653

761

2314472314.47231447

102410.24

4766534766.53

134313.43

73 17

168.8416884

3706983706.98

29161291.61

22952229.52

3788613788.61
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the higher medical costs for the aged combined with

their lower income make it particularly difficult for them to

be selfsufficientself insufficient payment of medical expenses medicare has

undoubtedly allayed that problem to some extent and nearly all

of utahs aged are covered by federal old age survivors and

disability and health insurance OASDHI

during the early years of OASDHI immediately after the

depression few utahnsutahna applied for benefits mormon church

leaders had especially after the church security plan was in-

augurated in 1936 cautioned members against gettinggetting something

for nothing and by 1940 the first year that OASDHI benefits

were payable anticipated benefits still exceeded premiums that

had been paid in in that year only 406 persons in utah applied

for benefits A decasececase later still only 3 700 persons were re-

ceiving benefits by 1960 however that number had jumped to

27400 and in 1970 reached 51327 at that point approximately

96 percent of those eligible were receiving benefits 17

the social security pension is according to the social

security administration to replace partially the income that is

lost when a worker retires becomes fairly disabled or dies 0

and to provide partial protection against the high cost of health

care during old age and disability 11 23

15

V 400 51 327

augu rated
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16

beginning in 1965 congress gave specific attention to

health care expenses of the elderly in that year the medicare

amendment was passed and became law in 1966 this law

provided that basic hospital insurance protection financed through

contributions paid while the individual was working is provided

against the cost of inpatient hospital services for all who are

eligible for any type of social security or railroad retirement

pension when they reach age 65 As of 1973 medicare benefits

were extended to persons who regardless of age are entitled

to a disability pension since 1973 workers or their dependents

who require kidney dialysis or transplantation are also eligible

for benefits

eventually all personsipersonslpersonalperson whosisl have worked in the united

states become eligible at age 65 for OASDHI or other retiremeretirement

benefits and thus for medicare benefits the law provides however

that immigrants and others who do not earn eligibility may volu-

ntarily enroll for hospital insurance by paying the full premium

cost rates vary from year to year state and other public em-

ployee groups do not participate in federal OASDHI but may be

enrolled as a group by their employer on the same basis as those

who are eligible for coverage

services eligible for medicare payment include

1 inpatient hospital services uptiplip to 90 days in each benefit

1
3enr tho e

retiremE nt
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anzn 0

period subject to a deductible and insurancecoinsuranceco payment after

the gistoist day 2 posthospitalpost extendedhospital care services after

three or more days of hospitalization in an institution or con-

valescent section of a hospital which qualifies as a skilled nursing

facility after the first 20 days there is also a insurancecoinsuranceco

payment 3 posthospitalpost homehospital health services for a maximum

of 100 visits during the year following a threedaythree orday more

hospital stay

in utah as in many other states medicare is actually

administered by blue crossbluecross shieldblue the federal agency

reimburses the state insurer at reasonable cost plus adminis-

trative overhead two basic programs of medicare pay for

hospital costs and certain nonhospitalnon costshospital the two programs

are titled hospital insuranceinsurance11 HIIJI and supplementary medical

insurance SMI SMI is a voluntary enrollment program

requiring the payment of monthly premiums after the partici-

pant has paid a calendaryearcalendar deductibleyear of currently 92 usually

revised upwards annually the SMI plan covers 80 of reasonable

charges or costs for the following services not included in the

basic HI plan physician and surgeon services outpatient

hospital services outpatient physical therapy limited ambulance

services surgical dressings splints casts and many prosthetic

devices SMISNII also covers radiology and pathology services to

17

surgeon

vale scent

11
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hospital inpatientspatientsin and home health services costs after

the deductible

payments for physician services can be made in one of

two ways 1 A beneficiary may file a claim for reimbursement

based on an itemized bill and receive payment for 80 percent

or 2 the physician may accept an assignment for the billing and

receive direct payment for the reasonable charge as his full fee

the patient then pays no more than the deductible and 20 percent

of the balance of the reasonable charge

since so many enroll for and must pay the monthly pre-

mium for SMI to facilitate payment the government normally

withholds the premium from monthly pension checks

to ensure the quality and effectiveness of medicare

services congress in 1972 established a peer review system

professional standards review organization or PSRO these

state organizations review selected patient cases for medical

necessity appropriateness and quality of service provided

SMI recognizes that the patient does not always need

hospital care studies have shown that

on followupfollow onup release of geriatric patients from
a hospital four in ten released or rejected patients were
judged to need one or more social or medical service
hospitalization had provided only a temporary solution
for patients few received health or social services
when they did come these were uncoordinated 11

18
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but other patients may not need care of any type as

traditionally defined A study of indigent persons receiving

medicalmedi benefitscal in california revealed that

illness and a need for medical attention are not
absolutes but depend on the patients perception of his
symptoms and condition some persons accept the icksick

rolerole11roie more reluctantly than others depending not only on
how they feel but also on a host of other variables social
mores childhood training personal knowledge of accept-
able health practices other commitments they may have
on that day how far it is to the doctors office how
welcome they will be when they arrive there etc

sickness therefore is relative and so is the
judgementjud asgement to whether or not one should see a doctor
some patients may see a doctor 100 times and not be

while others may see him only twice a
year and be over utilizing 3

the preceding comment is relevant to the utilization of

medical services and the financial status of elderly church ser-

vice versus private pay patientsopatientspatienpatlen specifictSo concern was expressed

over the relatively high utilization of outpatient care facilities at

LDS hospital in salt lake city by the elderly and non elderly

As will be seen later even the clinic staff suggested that as many

as half of the patients really did not need medical care they

needed the personal attention and show of concern that was pro-

vided to clinic patients not receiving love and attention at home

they looked to the clinic as a surrogate friend that clinic may

have tended to attract those who had nothing better to do n and

were less able to find other outlets for needs whereas church

over utilizing

L D S hos pital

lck
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participation social groups clubs and visiting friends

usually met the social needs of some elderly others lacked

that social group association

A positive relationship between participation and
voluntary associations and life satisfaction amongabong the
aged is an artifact of the manner in which participants
differ from older persons with higher
levels of participation are generally in better health are
of higher socioeconomicsocio statuseconomic than are those with lower
levels of participation voluntary associations self
select as members and as participants persons who are
initially more satisfied with their life situations by virtue
of their health and status characteristics 5

the success of the LDS hospital church service

clinic has partially been due to fulfillment of the need for such

personal service for certain of the elderly unless those with

unmet social needs can receive loving attention they degenerate

physiologically as well as socially and emotionally

yet placing the lonely elderly in an environment where

they are in contact with other elderlyelderlyja aja nursing home is not

usually the solution A high rate of mortality is seen in older

patients moved into nursing homes even if relocation is prepared

for this despite the recognition that nursing home patients are

often those who are most ill and likely to die still eight in

ten elderly want to live in their own home and fear institutionali-

zation 2

but the consequences of providing free care of any type

are predictable jesus out of compassion for the hungry

among

non participants

L D S
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multitude blessed and brake bread and fed 5000 souls there-

upon the crowds sought him to see a repeat of that charity

christ chagrined at the realization that the loaves and fishes

were more palatable than the word said to the crowds which

sought him ye seek me not because ye saw the miracle

but because ye did eat of the loaves and were filled 9

it should be clear that the cause of todays medical
crises has been the inexorable spread of free care
throughout our population the effect is an expanded
and altered demand that is incompatible with the existing
sickcaresick deliverycare system wasting its medical man-
power and threatening the quality and economics of the
service it renders it is grossly unfair to blame that
effect on the medical profession the delivery system
functioned fairly well with feeforservicefee underfor whichservice it
evolved it became unbalanced on a socalledso non systemsystenhystencalled
under the impact of the poorly planned legislation of
medicaremedicaid with its elimination of fees and that
result should not surprise anyone picture what would
happen to air transportation if fares were eliminated
and travel became a right what chance would you have of
getting anyplace if you really needed to even the highly
automated telephone service would be staggered by a
removal of fees and necessary calls would become prac-
tically impossible the change from fee to free
would disrupt any system in the country no matter how
well organized and this is particularly true of medicine
with its highly personalized sickcaresick servicecare 7

medical care for the LDS hospital elderly outpatient

is not only free but it is easy except for a periodic usually

at sixmonthsix intervalsmonth interview with the bishop which often

was cursory the patient may have had little contact with the

bishop hepiefie often was unaware of the cost of services or how the

bill was paidpaldo billings were made directly to the medical

21
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welfare department of the church the church service patient

was not involved in the financing of health care

summarysu

without

mmaeymmary

resorting to an exhaustive study of literature

little os which is immediately relevant to the specific types of

individuals being studied it is seen that the elderly as a group

are generally poor fact obstacles to good health have high

health care expenses and want to be independent but are as

human as the rest of us and need personal attention

medicare was developed as a means of reducing the

outofpocketout medicalof carepocket expenses of the elderly especially

the elderly poor despite the existence of medicare which

does not pay for all medical care expenses many elderly

members of the church of jesus christ of latterdaylatter saintsday have

sought hospital inpatient or outpatient care at former church hos-

pitals especially at LDS hospital in salt lake city

in this light we shall examine the two groups of

hospital patients described earlier identify and define certain

of their socioeconomicsocio characteristicseconomic and attempt to evaluate

the cost and range of services utilized by themteem

22
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chapter 3

procedures

the problem

the problem was to determine the kind and degree of

differences that existed in the socioeconomic status and access

to financial resources of elderly members of the church of jesus

christ of latterdaylatter saintsday who required church financial assis-

tance for payment of hospital bills versus other elderly members

who did not require such assistance

population boundaries

subjects for this study were chosen from among elderly

age 65 and over members of the church of jesus christ of

latterdaylatter saintsday who received hospital care at the latterdaylatter

saints

day

hospital in salt lake city utah valley hospital in provo

or the mckay dee hospital center in ogden utah

sampling process

the data presented here was derived from two sources

financial reimbursement data from the file of each patient se-

lected at the indicated hospitals and interviews with each of the

patients so selected
id 0

P

23
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A decision was made early in the study to identify

subjects via hospital records since this approach would shed

light on the central administrative question posed by church

leaders why was such a high utilization of hospital medical

welfare assistance seen among the elderly members of the

church

given the rather narrow scope of the study which

formed only one source of information about the total medical

welfare program of the church recourse to hospital records

substantiated by data from central files and personal interviews

seemed appropriate the intent in selecting subjects was to

obtain a representative random sample of all elderly members

who had received hospital inpatient or outpatient care at three

hospitals during 1974 the last year for which payment and other

records were complete originaloriainal plans were to assemble a

sample of approximately 30 patients in each of the two payment

categories to be studied those who received church service care

and those who were admitted and treated on a private pay basis

as are otheroilier patients however as records were examined at

two of the three hospitals it became apparent that it would be

impossible to obtain that large a sample of church service patients

at each hospital during 1974 only 9 such patients were treated at

utah valley hospitalospitallJ with only I11 of those being an outpatient and
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at mckay dee hospital only 15 including 3 outpatients received

treatment therefore all church service patients at those

hospitals were accepted as part of the sample the small number

of patients meant of course that analysis of differences in

patients between the three hospitals would be impractical since

the sample size would not have been adequate for making statis-

tically significant comparisons

only at the latterdaylatter saintsday hospital was a random

sample drawn from the 384 eligible patients whose church

service recommends were on file in the outpatient department

and from the 37 1974 inpatients whose records were still available

in the case of the outpatient sample five percent of all patients

were selected by choosing every 19th patient covered in the

recommendrecommend11 card file of these 19 four were later disqualified

or dropped from the study two had moved and could not be traced

one had died and left no relatives for interview and no hospital

or church membership could be located for the other

all the patients identified at the other two hospitals or

their relatives were located and interview schedules were com-

pleted thus none were disqualified or dropped the procedure

for selecting the nonchurchnon servicechurch or private pay samples at

each of the three hospitals was more difficult in all cases except

at adosldos hospital where admitting records are maintained inL D S

1111
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the same file with payment records and where patients age 65

and over were easily identified from the files themselves a two

or threestepthree processstep was employed

each hospital is required to maintain a record of

medicareeligible patients since the hospitals now consider all

patients over 65 to be potentially eligible this meant that all aged

patients were identified and included on a quarterly medicare

computer printoutprint andout classified as to the type of service in-

patient outpatient or home care rendered A sample size of

approximately 15 was sought at each of the three hospitals

patients were randomly selected by dividing the inpatient

and outpatient registers by 10 and 5 respectively so as to yield

samples roughly proportionate to the total numbers of inpatients

versus outpatients in the church service samples billing records

were then searched to determine if reimbursement had been re-

ceived from third party payers so that financial records would

be complete for each patient finally the original admitting form

was reviewed to determine the patientspatieipatien religiousits preference and

ensure that the patient was or claimed to be a member of the

church originally 44 patients were identified via this system

this was accomplished after rejecting four random choices whose

records revealed they were not LDS those 44 were reduced to

41 when three could not be contacted for inter views

medicare eligible

L

interviews
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process provides at least minimal controls for history and other

variance betweenbet groupsween it is thus assumed that the distin-

guishing variable the need for church financial assistance for

hospital expenses versus ability to meet such expenses

individually is a product of the differences observed in other

variables

RA X 0

RB X 0

where xi and xo experimental variable

j and 0 first measurement

pilot study

the interview schedule designed specifically for this

study was pretested with selected families in the farmington utah

stake of the church of jesus christ of latterdaylatter saintssaintsosaintloday As a

result of this pretest a number of changeschancres were made in the

format and wording of schedule items

data collection instruments

no formal instrument was used in the collection of

financial data from hospital reimbursementreimbreima recordsorecordsrecordnursementtursement however

a common format was used as provided in the appendix of this

study

an interview schedule was constructed so as to elicit

answersans tovers questions related roto some 22 variables or indicators

X I1

0 02

st

ZD
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gui shing
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of socioeconomic status and attitudes it was early hypothesized

that significant differences if any between the two groups studied

would relate to the economic situation of the individual the rela-

tive availability of resources for payment of medical bills the

proximity and access to medical care the type of care needed

the type of care actually sought by the patient the real or per-

ceived health status of the individual the relative amount of

medical bills and attitudes towards sources of payment the

total of 76 questions were designed to obtain information in these

areas A copy of the final interview schedule is provided in

appendix B

financial data on patients was collected from the hospitals

themselves and corroborated by figures in the central file of the

church service patients at general church headquarters in salt

lake city utah

interviews with each patient identified in the sampling

process or with a relative or friend able to provide answers

when the patient was medically unable to respond were conducted

three interviewers were personally trained by the researcher

and patients in each of the three areas were assigned randomly to

the three interviewers this approach ensured that some of the

patients in each of the hospital areas would be interviewed by each
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of the interviewers the researcher followed up on a random basis

to ensure that contact had indeed been made with patients

the only exception to the above interview process occurred

in the case of four patients who lived in remote parts of the state

these were personally interviewed by the researcher during a trip

into southern utah

tabulation of data

the data collection process for financial information was

designed so that computer cards could be easily keypunched thetohe

response items on the interview schedule were also designed and

numbered such that responses were automatically identified as to

card column and row so as to facilitate keypunching

analysis

data obtained through these two approaches was key-

punched and analyzed on an IBM 360 computer using standard

programs in the SPSS inventory depending on the nature of

questions or data the twotailedtwo studenttailed T test of means andor

the chi square test of frequencies was employed the null hy-

pothesis in each case was accepted or rejected at the 05 level

of probability

pothesis
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summary

following presentation of data and findings a summary

is presented in which these are reported and conclusions made

based on significant differences observed between socioeconomic

indicators attitudes and financial reimbursement data recom-

mendations for further research and implications for church

policy concerning medical welfare are given

mendations
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chapter 4

FINDINGS

que stionnairestion

an

naire

interview schedule was designed that would permit

measurement of certain factors which it was hypothesized

would impinge upon the ability of elderly members of the church

to paypa fory medical care

the following discussion presents in sequence a series

of postulated influencing or distinguishing factors with the hy-

pothesized results and actual findings A summary is presented

at the end of the discussion

each factor is identified in the tables by an abbreviated

form of the variable statement as identified in each question in

the survey instrument questions and the respective number of

respondents are listed respondents are identified by church

service versus private pay categories also provided in each

table are appropriate statistics and significance levels

economic indicators

it was hypothesized that certain economic factors would

a affect adversely or positively the individuals ability to meet

32
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medical expenses from his or her own resources andor b

enable the researcher to differentiate between the two classes

of elderly persons studied

type 0 housing it was hypothesized that private

pay patients who were assumed to be more stable economically

would be more likely to be living in a private home whereas

church service patients would be more likely to live in rented

or other types of housing although the response to this item

on the questionnaire showed a tendency to support that hypothesis

the pattern of responses was far from statistically significant

therefore the null hypothesis that there was no difference inirilri

the type of housing between church service and private pay

patients was not rejected table 3

table 3

type housinghousincy

response

ihouse1househouseI1
2 apartment
3room3

boarding4boarding4
room

other5other5

church serviceSer

27

vilce

10
2
0

5

private pay

30
7
3

0
1

chi square

TOTALS 44 41 3.4523452

1 of

Hou sincy



www.manaraa.com

3buyingbuying

34

2 home finances it was hypothesized that the private

pay patient would be more likely to own his or her home where-

as the church service patient would be more likely to be paying

rent or on a mortgage the responses indicated a tendency in

that direction but again were not significant therefore the

null hypothesis that there was no difference in the home financing

of the two groups of patients was not rejected table 4

table 4

ownershipvvrnershipO

response church service private pay chi square

1 own home
renting2renting2

3buy3 ingbuy home
nursing4nursing4 home other

TOTALS

19
13

6
6

44

25
8
5

3

41 2.9972997

it was also hypothesized that there would be a difference in the

amount of mortgage or rent payment and other housing expenses

paid by the two groups with the church service patients having

higher monthly expenses

tables 5 and 5aaa reveal that the null hypothesis that

there would be no monthly housing expenditure difference between
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the two groups was rejected only if responses were broken into

two broad categories expenses below 25 per month versus

those over 25 per month the private pay patient had lower

monthly housing expenses

table 5

housing expenditure 0 100

response church service private pay chi square

101 0

226
351
4764
51005

76
100

25
50
75
100

TOTALS

19
4
5

7

9

44

28
2
3

3

7

41 4.90649064906

table 5aaa

housing expenditure 0 25

response church service private pay chi square

101 0 25

2252

TOTALS

25

5.3545354535444

19
25

28
13

41

significant at .025025 level

2 26

025
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I11singlesingle
married2married2
3 widowed

TO

ae4e sex because a man would have had or continue to

chuichul

divorced

OTALSTALS

ch ser

0
20
24

44

vice private pay chi square

1

24
16

41 2.8612861

have greater earning power and social security reimbursement

as compared to a woman because women generally outnumber

men in the over65over age65 group and because previous studies had

shown the ratio of women to men church service outpatients at

latterdaylatter saintsday hospital to be at least 3 to 1 it was hypothesized

36

30 marital status although it is not true that two can

live as cheaply as one it was hypothesized that given current

levels of social security retirement pension based on a husband

and wife living together versus a sole survivor it would be easier

for the married couple to pay medical bills than the single

individual the marital status distribution of respondents in

these two samples was not significantly different however the

null hypothesis was not rejected table 6

table 6

marital status

response

3

church service

T

4

acre
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that there would be a greater number of women in the church

service sample than in the private pay sample although the

data indicate a tendency to support the hypothesis stated above

the difference in favor of a greater number of women in the

church service sample was not statistically significant there-

fore it was impossible to reject the null hypothesis that there

were equal proportions of men and women in each group

table 7

table 7

sex

response

1male
female2female2

TOTALS

church service

16
26

42

private pay

19
22

41

chi square

0.29029

age because of the relatively recent advent of

medicare eligibility in relationship to the age of older individuals

because of the result of inflationary pressures on respectively

smaller pensions for the very elderly and because of the ex-

pected greater medical expenses of that group it was

hypothesized that church service patients would tend to be older

5

029
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than private pay patients A comparison of ages of those in the

two samples however showed no significant difference the

null hypothesis that there was no age difference in the two groups

was thus not rejected

table 8

age

response church service private pay chi square

65
66
67
68
69
70
71
72
74
75
76
77
78
79
80
81
82
83
84
85
87
91
92
94

3
1

3

2
4
1

4
2
1

5

0
3

3
1

1

2
1

0
1

1

0
1

1

0

1

1

4
3
2
5

5

2
2
4
2
0
0
1

2
0

0
1

1

0
1

0
0
1

TOTALS 41 38 1.8011801
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education there traditionally being a strong

relationship betwwenbetween income and education it was therefore

hypothesized that the elderly on church service would have sig-

nificantly less formal education than those able to pay hospital

expenses privately although the data shows a definite trend in

that direction the results are not significant if one looks at the

entire range of schooling

however when the members of both groups who com-

pleted part or all but no more than a high school education were

excluded and attention was focused on the distal groups those

with a grade school education or less and those with post-

secondary education differences became highly significant

what was seen was a relatively higher concentration of poorly

educated members among the church service patients and a

relatively higher number of the welleducatedwell amongeducated the private

pay patients

it was interesting to note however that twothirdstwo ofthirds

the church service patients had completed grade school education

or more and onethirdone hadthird completed high school about

fourfifthsfour offifths the private pay patients had completed grade school

or more and 40 percent had graduated from high school the

median years of education of the church service group was 9 9

years that of the private pay group 10810.8 years although these

39

6

10 8

nificantly

108
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although these figures were lower than those for the population

of utah as a whole they were not markedly different from

average years of schooling of the elderly utah population 18

tabletabie 9

years of schooling I1 year to over 12 years

I1

1

2
3
4

es

ay8y
9
12
ov

iponse

rears or below
11 years

years
er 12 years

TOTALS

church seri

15
14
12

3

44

vice private pay chi square

8
16

9
8

41 4.90649064906

table 10

years of schooling 8 years or below
versus over 12 years

response church service private pay chi square

1

2
8 years or below
over 12 years

TOTALS

15
3

18

8

8

16 6.73267326732

significant at .0101 level

T ableabie

1

response service

18 years
29
312
4over

18
2over

19
it

8

over
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7 transportation since it was hypothesized that the

church service patient would be poorer than the private pay

patient it was also assumed that he or she would be less likely

to own a car the survey did reveal a significant difference in

the number of those in the two groups owning cars whereas

only about half of the church service patients owned a car 83

percent of the private pay patients had a vehicle consequently

the null hypothesis that there would be no difference in the pro-

portion of those owning cars in the two groups was rejected

table 11

car ownership

response church service private pay chi square

iyes1yeslyesI1

2no2

yes

TOTALS

no
21
23

44

34
7

41 349234.92

significant at 001 level

8 perceived financial status given the fact that

the church service patient had requested or for some other rea-

son was receiving financial assistance from the church and

because it was assumed that he or she was indeed poorer than

34 az9z
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the private pay patient it was hypothesized that church service

patients perceive their financial status less favorably than do

private pay patients they think of themselves as poorer the

results indicate that although about half of each group think they

ave just enough to get along 11 none of the church service pa-

tients were willing to state they lave more than enough to meet

daily needs 11 whereas about onethirdone ofthird the private pay patients

saw themselves in that fortunate position and whereas 48 percent

of the church service patients indfind it impossible to make ends

meet 11 only 10 percent of the private pay patients were that

pessimistic the null hypothesis that there was no difference in

the perception of socioeconomic status between the two groups

was rejected table 12

table 12

perceived socioeconomic status

I11

2Z

3

resp

find
to me

have
get a
have
to m

onse chu

it impossible
ike ends meet
just enough to

longalongiong
more than enough

betset daily needs

TOTALS

rchach ser

21

23

0

44

vice private pay chi square

4

23

14

41 2548625.48625486

significant at 001 level

have

have

response church service

3have
meet

2 5 48 6
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I11employedemployed parttimepart
employed2employed2

time
fulltimefull

3
time

unemployed but
seeking work

retired4retired4

5

2
1

35

3
1

0

37

TOTALS 43 41 1.8421842

employment history likewise it was hypothesized that

the private pay patient would have been more likely to have been

employed as opposed to being a housewife or in a professional

or white collar occupation as opposed to being unemployed or in

a trade or farming occupation if a church service patient

43

9 employment status it was hypothesized that for a

variety of reasons health age attitude the tendency would be

for the church service patients to be retired or unemployed

whereas private pay patients would continue to be working the

data however did not indicate a significant difference in the

employment status of the two groups and the null hypothesis that

there was no difference in employment status was not rejected

table 13

employment status

response church service private pay chi square
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however the data did not reveal significant differences in the

employment history of individuals in the two groups and it was

impossible to reject the null hypothesis

table 14

employment history

response

professional1professional1

white2white2 collar
3blue3 collarblue
farming4farming4

sales5sales5

6 housewife other
7no7 responseno

TOTALS

10 income

church service P

2
3

12
9
1

15
2

44

it appeared that the

rivateprivateprivate pay chi square

2
5

10
6
1

14
3

41 1.1191119

most obvious dif1

ference between the two groups would be income it was

hypothesized that the average monthly income of the private pay

group would be higher than that of the church service group for

purposes of comparison since the raw income data was non

parametric the income of individuals was broken down into three

groupings as indicated in table 15 the difference in distribution

among these groupings between the church service and private

pay patients was highly significant the null hypothesis was
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rejected in favor of the conclusion that the church service patient

was more likely to have a lower monthly income than the private

pay patient

table 15

income

response

101 0 249
22502 250 499
35003

TOTALSOTALS

500

church service

17
20

6

43

private pay

6

16
19

41

chi square

12.37312373

significant at .005005 level

11 financial ability although it was hypothesized

see below that there might be a greater number of private pay

patients eligible for medicare reimbursement of medical ex-

penses it was still assumed that the majority of all patients

would be covered by medicare therefore an important indicator

of financial ability to meet medical expenses would be the ability

of the individual to pay the medicare deductible it was hypothe-

sized that whereas the private pay patient would from insurance

or personal funds be able to meet that expense such would not

be available to the church service patient responses to this

chisquare

T

abil

005
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question on the survey revealed a decided handicap for the church

service patient whereas only 23 percent indicated they could pay

the full medicare deductible without help 57 percent said they could

pay none of it private pay patients on the other hand were more

likely to be able to pay the entire deductible 83 percent and less

likely to be unable to afford that expense 10 percent the null

hypothesis that there was no difference in the ability of patients

to pay the medicare deductible was rejected

table 16

ability to afford deductible

I1
2

3

4

response cac1

yes could pay all
could pay some but
would need help
could3couldgouldgouid not pay without
help
dondont know no response

TOTALS

I11

significant

44

at 001 level

of children as

private pay chi square

34
2

4

I11

41 3183131.831

a resource much talk12 availability

hurchchurch service

10
8

25

e

2could

4dont
31 831

is madebade especially within the church about the responsibility of

children to care for their aged parents if children of the twoL A

lyes
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ay3y 2Z or I11 was

used to multiply the number of children reported within the cate-

gorical distance indicated the resulting scores of all

individuals in each group including those with a score of 0

because they had no children were totalledtalledto and divided by the

number of subjects so as to provide a mean score the mean

child11child proximity scoreli for the church service group w

groups under study were equally solicitous of their parents

welfare

1

it would therefore be possible to compare the value of

these resources by 1 counting the number of children or by 2

determining how far distance children lived from their parents

A count of living children reported by respondents re-

vealed that the number of children total of questions 19 through

22 for church service patients was 3 0 for private pay patients

the average number was 3 6 these means were not significantly

different and the null hypothesis was not therefore rejected

the other approach to measuring family as a resource

was to calculate a child proximity score 11 respondents were

asked to indicate how many of their children still living resided

within about 50 miles about 100 miles about 200 miles and

over 200 miles since it was assumed that the closer a child

lived the more probable it would be that he or she could render

assistance when needed an arbitrary factor of 4 3

8 5

for the private pay group 9 30 these means were not

47

score

3
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statistically different it was therefore impossible to reject the

null hypothesis that either group had more or less access to

children as a resource solely on the basis of numbers of children

or distances which separated them

nothwithstandingwithstandingNoth the number or proximity of children

another measure of their availability as a resource to the elderly

parents was hypothesized to be the frequency of contact between

child and parent it was assumed that church service patients

would have less contact with their children than private pay

patients table 17

this hypothesis was not borne out by the data there

was no significant difference in the frequency of contact with

children reported by respondents in the two groups the null

hypothesis therefore was not rejected and the conclusion

reached that data gathered via this study was inadequate to dif-

ferentiate between the two patient groups on access to children

as a resource for assistance in meeting medical expenditures

48

ferentiate
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table 17

frequency of contact

response church service private pay chi square

I11

weekly2weekly2

3once3 oronce twice a month
infrequently4infrequently4
5

almost daily

never or almost never

TOTALS

14
10

7
8
1

40

17
10

1

8
0

36 5.59555955595

12 companionshipcom2anionscompanions along with being married

another measure of the availability of help would be whether the

individual were living alone or with others there was no signi-

ficant difference in the distribution of responses between the two

groups on the question which related to this variable therefore

the null hypothesis was not rejected table 18

5never
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table 18

living relationships

response

1 alone
2with2 spousewith
3with3 spousewith
4with4 childwith or children
5with5 otherswith
6nursing6 homenursing

OTALSTOTALS

13

church

14
1

and children

44

income sources

service

6

5
5
0

4

it was

private

10
19

5

3
3
1

41

hypothesized that church

pay chi square

6.1256125

service patients would be less likely to be receiving income from

any of a variety of sources pensions income from trusts

annuities insurance or savings from real estate stocks or

other investments or contributions from the family on the other

hand it was hypothesized that they would be more likely to be

receiving public assistance this ignores of course the possible

influence of church teachings on avoidance of the dole from

these various income sources private pay patients indicated a

significantly higher access to income from real estate stocks

or other investments there was no significant difference in the

distribution of those who did or did not receive income from

other sources including public assistanceoassistanceassistancesassist thereforeanceo the null

T

16
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hypothesis was not rejected except in the case of the indicated

investment income source tables 192319

table

23

19

pension availability

response church service private pay chi square

1yes1 42yes 40
2no2 2no 1

TOTALS 44 41 0.0040004

table 20

savings

response church service private pay chi square

1yes1 3yes 7

2no2 40no 34
3dont3 knowdont no 1 0

response
TOTALS 44 41 2.98429842984



www.manaraa.com

001ooi

52

table ZI21

investment income

response church service private pay chi square

iyes1yeslyesI1 1yes
2noznoZ2 39no
3dont3 knowdont no response 4

13
28

0

TOTALS 44 41 16.00616006

significant at .001001 level

table ZZ22

family assistance

response church service private pay chi square

iyes1yeslyesI1 9yes
2noznoZ2 33no
3dont3 knowdont no response 2

7

34
0

TOTALS 44 41 2.1622162
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iyeslyes
2nozno

table 23

public welfare

response church service private pay chi square

I1
2

3dont3 knowdont no response

yes
no

TOTALS

6

35
3

44

5

35
1

41 2.90729072907

A similar series of question was asked about access to

tangible resources in the event of a medical emergency again it

was hypothesized that the church service patient would be less

likely to have a bank or other savings account an automobile or

other vehicle a house or other property stocks bonds or other

investments a business or shares in a business or other assets

tables 242924

the

29

data which follows show that a there were indeed

significant differences between the two groups on the availability

of savings vehicles and property the majority of church

service patients did not have such assets and even where they did

exist these people did not feel they could utilize them whereawhereassherea

private pay patients tended to have such assets and were able to

willingly use them and b very few from either group owned other

53
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types of assets it was therefore possible to reject the null

hypothesis as it pertained to assets such as savings vehicles

and property in favor of the conclusion that these resources were

more readily available to the private pay patient however pri-

marily because of a lack of cases it was not possible to reject

the null hypothesis as this applied to investments business or

other assets very few of the elderly people studied had access

to these more advancedadvanced assets it is possible of course that

were these once owned there could have been a transfer to children

or by sale to others in any event income from such sources was

not significant

table 24

existence of savings

response

could use
2 own couldnt use
3don3dont3 dontdon have

TOTALS

church service

8
2

34

44

private pay

33
2

6

41

chi square

34.78134781

significant at .001001 level

1 yes

J

0

11
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table 25

existence of car

response

could use
2 own couldnt use

have

TOTALS

church service

4
14
26

44

private pay

29
6

6

41

chi square

3457634.576

significant at .001001 level

table 26

house or other property

response church service private pay chi square

could use
2 own couldnt use
3dont3 havedont

8

8
28

19
10
12

TOTALS 44 41 0 005

significant at 005 levelleveleveiieve1

55

1 yes

3 dont

34 576

1 yes

lyes

00050.0050005
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table 27

investments

response church service private pay chi square

could use
2 own couldnt use
3dont have

TOTALS

0
1

43

44

4
1

36

41 4.52452

table 28

business resources

response church service private pay chi square

yesyos could use
2 own couldnt use
3dont have

0
1

43

2
0

39

TOTALS 44 41 3.09330933093

56

1 yes

3 dont

1

3 dont
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table 29

other assets

response

could use
2 own couldnt use
3dont3 havedont

TOTALS

church service

0
2

42

44

private pay

4
2

35

41

chi square

4.53645364536

finally an attempt was made to determine whether the

family could assist if needed in a medical emergency it was

hypothesized that church service patients would be less likely to

be able to draw upon resources of the children in times of emer-

gency than would the private pay patients the richness of response

to this question was hidden by the simplicity of answers many

people from both groups expressed an unwillingness to burden

the children with their problems many guilt feelings were ex-

pressed about having asked for help in the past but when pressed

for an answer it became apparent there was a tendency for the

private pay patient to be more willing to ask and more liable to

receive help however the observed distribution fell barely

short of statistical significance and since the rejection level wasvas

set at 05 it was not possible to do so table 30

1 yes

res onseP
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table 30

availability of family help

response church service private pay chi square

I1

2no2
3

no

4dont4 knowdont no response

yes

could3could not ask

TOTALS

19
14

9
2

44

27
11

3

0

41 66546.6546654

14 medicare enrollmentoenrollmentenrollmentsEnroll onemento of the principal ques-

tions raised at the beginning of this study was whether church

service patients were indeed enrolled for medicare both parts

A and B given the quoted high eligibilityenrollmenteligibility figuresenrollment by

the government why were so many church elderly receiving

medical welfare and was the amount being paid by the church

greater than that being paid from personal and insurance resources

of the private pay patient the answer to these questions was

sought partly through the interview schedule by asking respondents

whether they were enrolled for either or both parts of medicare

tables 31 32

it was hypothesized that a lower proportion of church

service patients would be enrolled for both types of medicare

responses to the questions however confirmed that hypothesis

6 6 5 4
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partarftarttarac ailallati hospital benefits all of the private

pay patients claimed to be enrolled and 41 93 percent of the 44

church service patients said they were enrolled it might be

noted that only one of the church service patients disclaimed en-

rollment the other two were not sure

however only about half 52 3 percent of church service

patients claimed to be enrolled for part B of medicare whereas

80 5 percent of the private pay patients said they were enrolled

the difference in distribution on this question was specifically

significant of the church service patients who were not enrolled

over half 52 6 percent claimed they could not afford the premium

6406.40 per month and an additional 26326.3 percent said they did not

know about this part of medicare it should be noted however

that response distribution to the question on why nonenrollmentnon

was

enrollment

not statistically different principally because of the ex-

tremely low number of private pay patients who fell into the

nonenrollednon categoryenrolled

59

only for part B which pays for certain clinical and outpatient

services there was no significant difference in the number of

those enrolled for arfc

table 33

it was thus impossible to reject the null hypothesis that

there was no difference between the proportion of church service

and private pay patients who are enrolled for medicare part A

however the null hypothesis that there was no difference in

6 40 26 3

rollment

640 263
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enrollment proportions between the two groups for part B of

medicare was rejected in favor of the conclusion that private

pay patients are more likely to be so enrolled we were unable

to conclude definitely that the failure of church service patients

to enroll was due to their inability to pay the premium or unaware-

ness of that program but we were strongly influenced toward

that conclusion by the data

table 31

medicare enrollment

response

1yes1

2no2

yes

3
no

know

church service

41
1

2

private pay

41
0
0

chi square

TOTALS 44 41 2.8982898

3dont
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I11didntdidnt know about it 5

2just2 havenhaventjust enrolled 2

4cant4 cant afford premium 10

5dont5 believedont in it or 1

counselledcounsellercoun againstselled it
6other6 1other

TOTALS 19 40884.088

15 proximity and access to medical care most

people have a private physician to whom they cancartcarl go when their

61

table 32

part B enrollment

response church service private pay chi square

iyes1yeslyesI1

2no2
yes

3dont3
no

knowdont

23
15

6

33
3
5

TOTALS 44 41 9.7839783

1 significant at .007007 level

table 33

why not enrolled part B

response church service private pay chi square

3

0

1

0

1

5

007
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health requires however there has traditionally been a heavy

utilization of general outpatient services at the latterdaylatter saintsday

hospital by the elderly church poor in salt lake city it has

been claimed that this is because the elderly live in the central

citycity11 and do not have access to physicians in other areas of the

church it has been claimed the mix of lay and professional

people is such that bishops have greater access to physicians who

are willing to render care on a church service basis doctors are

easier for the poor to reach when needed or because the total

church service load is less out therethere11 doctors in general are

more willing to provide free care to the elderly the distribution

of responses to the question was such that significant differences

are noted between the two samples we are thus tempted to

conclude that the private pay patient is more likely to have access

to a personal physician than is the church service patient but a

more detailed analysis of this question reveals that the differences

exist primarily in salt lake city as earlier expected tables 34

and 35 show that when church service patients at LDS hospital

in salt lake city are compared against church service patients

at the other two hospitals there are significant differences be-

tween those subgroupssub ingroups access to a private physician further-

more when LDS hospital church service patients are excluded

from the church service sample which is then compared with

62
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the sample of private pay patients the differences between the

two groups nearly disappear the distribution differences be-

come nonsignificantnon insignificant other words the patients who claim

lack of access to private physicians were church service patients

living in saltsattsait lake city the null hypothesis that there were no

differences in accessibility to or use of private physicians versus

hospitals was rejected

table 34

access to private physician

response

iyes1yeslyesI1

2no2
yes

OTALSTOTALS

no

church service

24
19

43

private pay

37
4

41

chi square

1084010.840

significant at .001001 level

T 10 4840
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table 35

source of routine medical care sought by elderly
church service patients by hospital

response church service private pay chi square

1

2hospitalhospital2 and other
physician

TOTALS

17
9

26

6

13

19 4.99049904990

significant at 06.06 level

but the interesting questionquest whichllonliondion must be left at this

point to speculation is whether the dependence of church service

patients in salt lake city is indeed a function of the lack of

physician care or whether it represents a dependence on free

outpatient services which are unavailable at the other hospitalshospital

As indicated elsewhere in this paper it is possible either that the

elderly poor church member and the priesthood leader in salt

lake city overutilizeover theutilize free care available or the elderly poor

in other communities are being denied needed care because such

services are lacking

additional insightinsiaht into this question was sought by lookingloo100

at

t kling

the length of time persons had resided in the particular neigh-

borhood where now found it was hypothesized that if services

64
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I1same1same city 6

2same2 countysame 5

same3same3 state 24
4same4 countrysame 6

other5other5 country 3

TOTALS 44

10
6

17
7
1

41 3.2613261

65

offered by the hospital andor particular neighborhoods because

of low income rentals attracted the elderly poor church ser-

vice patients would report a shorter period of residence than

private pay patients because the church poor would gravitate to

these areas two questions were asked relative to this concern

whether the individual was born in the same area thus determining

relative migrationinmigrationin between the two groups and number of

years residence in the immediate neighborhood the observed

distribution between the two groups was not significantly different

for either question and it was not possible to reject the null

hypothesis church service patients do not seem to be more

likely to move to a particular neighborhood than do private pay

patients tables 36 37

table 36

birthplace

response church service private pay chi square

T orrALS
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table 37

years in neighborhood

response church service private pay chi square

1 0100 years10
2- 10 years

14
30

12
29

TOTALS 44 41 .054054

16 typetypcyp of medicalcaremedicalMedic neededcare and sought it waswa

hypothesized that the need of the church service patient for church

financial assistance would be at least in part a function of illness

and the type of care needed and would result in a difference in the

type of medical care sought the following information was gleaned

from a series of questions relative to these variables

a illness inability to hold employment a

resulting drop in income and higher medical expenses could be

the result of a relatively poorer state of health it was hypothehypothec

sized that the church service patient might have more illness

than the private pay patientpa andtient thus be more likely to require

outside financial assistance the survey did indeed reveal

that there was a difference in the state of health as measured by

days of illness between the two groups church service patients

soalCare

054
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were significantly sickerdickermicker11 than private pay patients twothirdstwo

of

thirds

the church service group reported having 20 or more days of

bedridden illness during the previous year only onethirdone ofthird the

private pay patients reported such illness it was therefore

possible to reject the null hypothesis table 38

table 38

frequency of illness

response church service private pay chi square

1noino sickness
2less2 thanless 10 days
between3between3 10 and 20 days
4more4 thanmore 20 days

TOTALS

2

4
8

30

44

1

10
15
15

41 9.94299429942

significant at 02 level

responses to the question on frequency of visits to a

physician including a hospital physician tended to substantiate

the previous conclusion the null hypothesis that there would

be no difference in the number of visits annually to a physician

was tested and rejected table thirtyninethirty presentsnine data which

lead to the conclusion that a greater proportion of church service
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patients claim to have visited a physician more frequently than

once a month in the previous year than private pay patients

table 39

physicianhospital visits

response church service private pay chi square

I11
2

12 or less
13 or more

OTALSTOTALS

28
16

44

35
7

42 3.96739673967

significant at .0505 level

it should be noted although the findings were not tested

that the high frequency visits were attributable primarily to patients

being treated at the LDS hospital outpatient clinic eleven

of the 16 patients reporting 13 or more visits were from this

portion of the sample the greatest utilization of services

therefore appeared to be at this outpatient clinic

another method of measuring the health status of

individuals in the study was handled through asking whether the

respondent was taking medications and if so what for it was

hypothesized that those with a poor health status would be more

likely to be taking medications and for more than one reason

physician hospital

T

0

0
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those who were relatively healthier would be less likely to be

taking medications and if so probably for a single purpose such

as hypertension heart disorder or other the null hypothesis

that there would be no difference in the proportion of those not

taking medications or taking medications for a single cause versus

those taking medications for multiple etiology was tested and

rejected

table forty presents data leading to the rejection of the

null hypothesis that the church service patient was no more likely

to be taking medications and for multiple problems than was the

private pay patient we therefore conclude on the basis of the

various data presented that the church service patient is rela-

tively less healthy than the private pay patient this alone could

go far to explain the need for church assistance among these

individuals being sicker and requiring relatively more medical

care their expenses were higher and exceeded available income

and other assets
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table 40

medications

response church service private pay chi square

131 53 not taking or 15
for single problem

4for4 multiplefor problems 29

27

15

TOTALS 44 42 7.7737773

significant at .0101 level

17 payment of medical bills the series of questions

asked relating to the source of reimbursement for medical ex-

penses also provided information on access to and use of various

financial resources for the payment of medical expenses

it was hypothesized that one of the differences between

church service and private pay patients would be the total amount

of outofpocketout expendituresof forpocket medical care one reason that

the church service patient required church financial assistance

might have been the large expenditure in relation to incomeoincomeincomes we

have already seen that the income of these individuals is signifi-

cantly less than the private pay patient tables fortyoneforty toone

fortysevenforty indicateseven the number of respondents reporting payment

of medical bills by various sources of financial assistance

cantiy
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ranging from medicare to government welfare and the church

other than table fortysevenforty churchseven payment of medical bills

which would naturally distinguish the two groups from each other

significant differences existed and the null hypothesis was rejected

only in the proportions of those obtaining reimbursement from

insurance and from children for medical bills the responses

reveal that a major difference between church service and private

pay patients exists in the ownership of health insurance whereas

71 percent of the private pay patients had a portion of their medical

expenses paid by insurance only 18 percent of the church service

patients had assistance from this source it is assumed that these

figures reflect not only reimbursement received but the very

existence of insurance in force

on the other hand a significantly higher proportion of

the church service patients had received financial assistance from

their family or children for medical expenses it might naturally

be assumed that this difference was at least in part a result of

need on the part of church service patients whereas private pay

patients were able to pay their medical expenses without the

necessity of asking for family help however this question be-

came involved in some rather complex attitude differences which

will be bediscusseddiscussed below
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in conclusion therefore we rejected the null hypothesis

that no difference existed in the proportion of church service

versus private pay patients who have medical bills paid by health

insurance or family instead we concluded that private pay

patients were more likely to have received family assistance

table 41

payment by medicare

response church service private pay chi square

1yes1 41yes 40
2noznoZ2 2no 1

3dont3 knowdontdonnon 1 0

TOTALS 44 41 12411.241

table 42

payment by insurance

response church service private pay chi square

iyes1yeslyesI1 8yes 29

2no2 35no 12

significant at .001001 level

1 241

3dont
TOTALS

3 dontdon know 1 0

TOTALS 44 41 24.09824098
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table 43

payment by family

response church service private pay chi square

1yes1

2no2

yes

3dont3
no

knowdont

14
29

1

3
38

0

TOTALS 44 41 9.23292329232

significant at .0101 level

table 44

payment by welfare

response church service private pay chi square

1yes1

2no2

yes 3

no 41
2

39

TOTALS 44 41 0.00600060006
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table 4645

payment by church

response

iyes1yeslyesI1

2no2

yes

TOTALS

no

church service

43
1

44

private

0
41

41

pay chi square

7722877.228

1 significant at .001001 level

attitudes

it was hypothesized that there would be attitude differences

between the two types of patients on a number of topics related to

using financial assistance for payment of medical bills and the

type of care sought it was thought that the church service patient

would be more likely to be opposed to accepting medicare and family

help than the private pay patient on the other hand the church

service patient probably because he or she would come from a

lowincomelow backgroundincome would be more willing to incur debt to pay

for medical bills to accept government welfare or church assis-

tance and to turn to unlicensed practitioners for relief from health

problems tables fortyeightforty througheight fiftythreefifty arethree related to

these hypotheses

7 4



www.manaraa.com

75

it has already been noted that the research data was

inadequate to determine attitude differences between church ser-

vice and private pay patients concerning medicare we are thus

unable to reject the null hypothesis that there is no attitude dif-

ference on the part of church service versus private pay patients

towards acceptance of medicare reimbursement for medical

expenses

inen like manner although there is a slight tendency for

responses to indicate a slight more favorable attitude on the part

of church service patients towards going into debt for medical bills

the difference in the responses was not significant we are unable

to reject that nullnulinuil hypothesis this is true also of attitudes towards

asking children to help there was no significant difference in the

distribution of responses on this item

table 46

approval of borrowing

response

iyes1yeslyesI1

2no2
yes

3dontsdontS3
no

knowdont

church service

7

33
4

private pay

8
28

5

chi square

TOTALS 44 41 0.4820482

thatnull
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table 47

approval of family help

response

iyes1yeslyesI1

2no2

yes

3dont3
no

knowdont

TOTALS

church service

30
10

4

44

private

27
11

3

41

pay chi square

0.24280242802428

table 48

welfare government assistance

response church service private pay chi square

iyes1yeslyesI1

2no2

yes

3dont3
no

knowdont

15
22

7

14
27

0

TOTALS 44 41 7.44874487448

significant at .0202 level02
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table 49

approval of church help

response

iyes1yeslyesI1

2no2

yes

3dont3
no

knowdont

TOTALS

church service

40
2
2

44

private pay

30
10

1

41

chi square

6.99869986998

x

significant at .0303 level

table 50

approval of nonlicensednon carelicensed

response church service private pay chi square

iyes1yeslyesI1

2no2

yes 4
no 40

1

40

TOTALS 44 41 0.7080708

03
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table 51

physiological results of quack treatment

response church service private pay chi square

1yes1

2no2

yes

3not3
no

surenot or dont know

TOTALS

1

2
1

4

0
0
1

1 1.8751875

on the other hand significant differences did exist in the

distribution of responses to questions related to government and

church assistance not only was the church service patient signi-

ficantly more willing to ask the bishop for help ft but he or she was

also less opposed to accepting government assistance interestingly

the difference in responses was not in the proportion of those

willing to apply for welfare assistance but rather in the number

of those who were opposed versus those undecided the church

service patient appears to be less sure about being opposed to

government welfare than the private pay patient although it was

hypothesized that the church service patient would be more likely

to turn to quacksquacks11 for medical assistance the positive responses

to this question were so few that it was impossible to perform a

statistical test virtually none of the respondents from either group

ficantly
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indicated a willingness to use unlicensed practitioners for medical

care As a result it was also impossible to determine whether

the respondents felt that their medical problems had indeed been

solved by the unlicensed practitioner

financial data

once the initial sample of patients was identified a review

was made of the hospital patient records billings and reimburse-

ment data reimbursement totals for all visits whether inpatient

or outpatient during the period of time under study 1974 were

obtained for each patient that information is reproduced in appen-

dix A

the financial data was then examined arranged in tabular

form and statistically tested to determine or contribute towards

answers to the following questions

a was there any significant difference between the
groups on eligibility for and enrollment with the
two parts of medicare

b for those covered by medicare was a significantly
higher proportion of the total hospital bill paid by
the church for church service patients than paid
by nonchurchnon payerschurch including the patient for
private pay patients

c what differences if any existed between the cost
of care provided the elderly church service
patient versus the private pay patient

1 medicare status one method of determining medi-

care coverage on a patient is to look for medicare reimbursement

on the hospital bill this does not of course indicate whether
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the individual is enrolled it merely tells us that 1 the patient

had eligible charges and 2 the hospital billed medicare table

fiftyfourfifty showsfour that while there were differences in the propor-

tions of church service versus private pay patients from which

the hospital received reimbursement 1 these differences were

nonsignificant but 2 there was a greater tendency for the church

service patient to be a beneficiary of medicare than for the private

pay patient this finding is of course contrary to our hypothesis

that a greater proportion of private pay than church service

patients would have a portion of their bill paid by medicare and

the null hypothesis was not rejected

table 52

medicare reimbursement

response church service private pay chi square

reimbursement 37 31

received

reimbursement 7 10
received

TOTALSOTALS 44 41 0.8670867

non significant

T
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A convenient way to look at medicare coverage was to

examine patient records at the LDS hospital outpatient clinic

at no other location were the records of patients maintained in

an integrated system unfortunately only church service patients

were covered at this clinic table fiftythreefifty illustratesthree that of

the 376 active patients over 65 361 or 96 percent were covered

by medicare since this figure is at least as high as that claimed

in social security administration literature for the country as a

whole we can assume that church service patients were contrary

to what was hypothesized nearly universally covered by medicare

the data might indicate that they are in fact more consistently

enrolled than are the private pay patients the null hypothesis was

not however rejected table 53

2 costs of hospitalos2italospital care the question was frequently

raised by those responsible for church medical welfare whether

the cost for services rendered to church service patients by hos-

pitals were greater than those rendered to private pay patients

charges to the church service patient could have been higher if

1 the medical problems of church service patients were more

serious than those of private pay patients 2 the type and amount

of services rendered by the hospital to the church service patient

regardless of the relative degree of illness were greater than to

the private pay patient andor 3 the hospital systematically

L D S

H
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table 53

medicare status of elderly outpatients on active
church service LDS hospital

MALE FEMALE TOTAL
age total enrolled total enrolled enrolled

657465 no74 34 33 237 231 271z71 264

0 0 0 0

TOTALS 40 39 337 323 376 361

970 974 974

964 966

833 846

975 958 960

97.0970 97.4974 97.4974

758475 no84 5 5 84 81 89 86

100.01000 96.4964 96.6966

859485 no94 1 1 13 11 13 11

100.01000 83.3833 84.6846

95 no 0 0 3 0 3 0

97.5975 95.8958 96.0960
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billed church service patients at a higher rate the third

alternative of course was ruled out

in order to test the null hypothesis that there was no

difference in the cost of service to church service versus private

pay patients the billing for each patient was compared against the

mean billing for all patients and transformed into nominal data

by determining whether that billing was less than or exceeded the

mean this data was arranged in a 2 x 2 contingency table and

was tested by the chi square test

tables fiftyfourfifty andfour fiftyfivefifty revealedfive that in both

categories of care charges to the church service patient signifi-

cantly exceeded those to the private pay patient although it is not

possible to determine the cause of this difference the null hypothe-

sis was rejected in favor of the conclusion that hospital expenses

of church service patients whether treated on an outpatient or

inpatient basis exceeded those of the private pay patientpatientopatientspat referientolento

to tables fiftyfourfifty andfour fiftyfivefifty onfive the following page for the

presentation of data

83
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table 54

number of inpatientspatientsIn by type whose bills were
less than or exceeded the mean bill 1424

for all inpatients

church service private pay chi square

above mean bill 11

below mean bill 13 26

TOTALS 24 32 4.7194719

kl4
significant at .0505 level

table 55

number of outpatients by type whose bills were
less than or exceeded the mean bill 435

for all outpatients

church service private pay chi square

above mean bill 7

below mean bill 13 10

TOTALS 20 10 4594.59

significant at .0505 level

1 424

6

0

4 5 to

J

05

459

05
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this conclusion illuminated interview findings which

revealed that the church service patient perceived himself or

herself to be in relatively poorer health than the private pay

patient in defense of the hospitals it must be suggested that the

difference in charges was at least in part explained by differences

in the type and amount of health care needed on the basis of the

patients medical condition in other words the church service

patient may have been sicker than the private pay patient and

thus required a greater volume and duration of carecareocaree this does

not exclude the possibility of course that unneeded services may

have been rendered to the church service patient by the hospitals

this point touches on the relative utilization of services by elderly

church service patients at each of the hospitals hospital care

was not only more expensive for the church service patient but

it occurred more frequently than may have been necessary an

analysis was made of the volume of patient visits to outpatient

facilities at each of the three hospitals studied table fiftysixfifty

shows

six

that the average number of visits differed greatly between

the hospitals for all practical purposes there were no outpatient

visits at the utah valley and mckay dee hospitals

85

visitsto
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table 56

average number of outpatient visits by elderly
church service patients duringdurinor 1974 by hospital

utah valley mckay dee L D S

total patient visits 6 8 3424

no patients 1 4 323

mean visits 6.060 2.020 10.6106

based on random 10 percent sample 32 patients

it would appear that not only did the average ldso
hospital elderly church service patient require more visits to

achieve desired results than did those at the other hospitals but

that they required medical care more often than do either church

service or private pay patients who received their services from

private physicians an informal survey taken in may 1975 in salt

lake city revealed that six physicians surveyed at the salt lake

clinic reported seeing the average elderly patient only two to three

times a year this was true whether the patient was paying the

bill personally or was on a church service basis some patients

of course were seen much more frequently when the severity of

their condition required however the differences in the calculated

le do

3 424

L D S

log

adso
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mean number of visits at LDS hospital and the reported

number at the clinic would seem to be highly significant

table fiftysevenfifty clearlyseven shows that a muchusedmuch

service

used

has been provided elderly poor at lods hospital

virtually all outpatient church service care in the three hospitals

studied was provided at that one hospital

table 57

active and inactive status elderly church service
patients by hospital

patient status

hospital

LDS hospital

mckay dee hospital

utah valley hospital

TOTALSOTALS

the question has repeatedly been raised as to whether

active

376

11

3

390

inactive totals

574 950

8 19

4 7

586 976

A review of billing records for the 376 elderly holding

active currently valid medical services Requerequest

L D S

L D S

T

such a volume is needed and justified this questionquest isionlon however

difficult to answer
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hospital reveals that 25 or 6 6 percent had not incurred charges

during the period studied although some of these persons un-

doubtedly held tightly to their hospital recommend for security

purposes and did not during the period studied require care it

should be remembered that such hospital recommendsrecommends11 are often

sent by the bishop in advance of care so that the patients future

eligibility will be established

this question was raised in an interview with dr rich

cannon outpatient clinic director who reported that perhaps

onehalfone ofhalf the patients regularly seen did not really require

medical care 4 many of the elderly needed attention and love

evidence of concern which was being effectively dispensed by the

supremely considerate and sensitive clinic staff illustrative is

the story of an elderly widow who that morning reportedly ten-

derly laid her hand on the arm of a nurse and with tears in her

eyes said 1 love to come here I1 know everyone and you are so

very kind I1 look forward to my visits 11

the evidence low volume of care at other hospitals which

do not cater to the needs of the church service patient failure on

the part of some elderly to call for care when eligible and personal

anecdotes seem to indicate that many of the elderly really do not

need the type care offered at the LDS hospital outpatient clinic

but because it is available it is utilized

I

L D S

11
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the higher cost of care for the church service outpatient

reflects in part the type of service being rendered at LDS
hospital versus that provided by the other hospitals the average

elderly church service patient studied at this hospital was provided

with some one to 16 prescriptions per visit mean number of pre-

scriptions 8.383 at an average cost to the church of 220822.08 per

patient per visit

private pay elderly outpatients on the other hand are

given fewer prescriptions averaging 2.828 per visit at a lower cost

8 17 further fewer such private pay patients look to the hospi-

tal for outpatient services preferring to seek private physician

care whereas the LDS hospital provided general outpatient

care to approximately 350 elderly church service patients in 1974

during the same period very few private pay elderly were given

such care essentially because there is no general outpatient clinic

except for the church service patients

these findings may be summarized then by stating that

although the exact reasons for differences in the average billings

of church service versus private pay patients cannot be accurately

determined the evidence would indicate that 1 there is a dif-

ference in health status of these two groups in favor of the

private pay patient 2 outpatient services provided the church

service patient at LDS hospital though less costly than

i art L D Sin p

8 3 average 22 08

Z 8

healthstatus

L D S

script ions 83 2208

28

8178178.17
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inpatient care are more expensive than outpatient care at the

other hospitals and probably more because of higher level than

private medical care for the elderly patient in salt lake city and

3 there is probably overutilization of outpatient services by the

elderly poor in salt lake city

3 medicare versus other reimbursement the final

question to be answered in this section deals with the relative

extent to which medicare reimbursement is received for private

pay versus church service patients the null hypothesis that there

would be no difference in the proportion of church service versus

private pay billings reimbursed by medicare as opposed to all

other sources of reimbursement was tested and rejected as

indicatedoindicatedindica

table

tedo

fiftyeightfifty compareseight reimbursement of all types

between the three hospitals and by the type of patient equal

reimbursement from medicare for church service versus private

pay patients was achieved only by the utahlutah valley hospitalospitalPI the

mckay dee and LDS hospitalsHospi weretats not as successful in ob-

taining comparable levels of medicare reimbursement for the

church service patient

over utilization

ofpatient
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83248326

101loi
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table 58

total amounts mean and percent medicare versus other reimbursement
by hospital and type of service for all elderly

hospitalhosKos typetybetebeDital care

utah valley church service

private pay

mckay dee church service

private pay

LDS church service

private pay

all church service

private pay

number of
patients

9

totalbluiez

11

amount

13

15

20

15

42

41

total billing

11963

111951119
11456

9319

17814

17418

41233

37932

medmod

10759

1005210j052

9519

8199

14044

15883

34322

34134

icare
percent

89.9899

89.8898

83.1831

880488.04

7884-

9124

832483.24

899489.94

all
amount

1204

1143

1937

1120

3770

1535

6911

i

i

i

329

120

881

621

891

161

084

925

excluded are two longtermlong intensiveterm carecarocace cardiac patients whose length of stay exhausted
medicare eligibility and whose billing waawas thus not representative of other patients

in the case of church service patients this column representspresents church medical welfare
reimbursement

tscore differences in meanmoan proportion of medicare reimbursement by significance at .0505
level or above

medicare

1329

5 1120

L D S 17 814

91 Z

34 322 83 Z 1084

89 9

patientspatients
t

&0

re

TsT scorecores

899

898

8994

loi

102

120

212

88

168

05

880

788
78849126

88088.08804

3.7983798

other
percent

10.1101

10.2102

16.9169

12.0120

21.2212

8.888

16.8168

10.1101

i

patient
mean total

78878.8
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another test of reimbursement levels was performed by

categorizing each type of patient as to whether the medicare

reimbursement level was below or in excess of the median level

for all patients and then performing a chi square test on the re-

sulting distribution this was done for all inpatients and all

outpatients separately the results are shown in tables fifty

nine and sixty

table 59

medicare as a proportion of all reimbursement
inpatients

proportion of bill
paid by medicare church service private pay chi square

less than 85

85 or more

OTALSTOTALS

16

10

26

9

18

27 3.9013901

significant at .0505 level

9

T

05



www.manaraa.com

93

tabletabie 60

medicare as a proportion of all reimbursement
outpatients

proportion of bill
paid by medicare church service private pay chi square

less than .5050 15

50 or more 3

TOTALSOTALS 18 14 5.1985198

i

significant at .0202 level

in each case the distribution of patients by financial classi-

fication differed significantly providing a second justification for

rejecting the null hypothesis in favor of the conclusion that higher

levels of medicare reimbursement are obtained for private pay than

for church service patients

it was not within the scope of this study to determine why

the significant billingbilli differencesncr existed at mckay dee hospital

where nearly all the patients were provided with inpatient care

however the billingbilting differences at LDS hospital are explained

relatively easily because of the existence of the outpatient clinicclini

LDS hospital outpatient services are not totally

eligible for medicare reimbursement pharmaceuticals are

out patient s

8

6

T 5 19 ail8il

fi cation

cd

50

02
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excluded for example it was noted previously that outpatients

at this ospitalhospitalli received a relatively higher number of prescrip-

tions per visit than do other outpatients

the net result of the medicare exclusions and relatively

greater utilization of outpatient services by the elderly needy

church member produces the excess billing to the church thus

the cost to the church of subsidizing this clinic is ata leastt as

great as the difference between average billings at the other two

hospitals versus ldosados hospital or 23000 to 34000 per year

further it can be presumed that church costs could be

further reduced were these elderly patients to have access to private

care as needed as apparently do the needy elderly in ogden and

provo it was noted that respondents to the interview schedule

from the latter two cities show a significantly greater tendency to

look to private care than do those in salt lake city it is suggested

that the very existence of the free clinic at LDS hospital is

at least partly the cause of this tendency to look to the hospital for

care were such services to be unavailable the elderly would

find care elsewhere and it can only be presumed that the quantity

of unneeded or marginalmamargit carerginaliallai would be reduced netnot savings to

the church without reducing the volume or qualityqua oflity care needed

by the elderly could be substantial

L D S 23 000ooo 34 000ooo

C C

L D S
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on the other hand the dependence of the elderly upon

the LDS hospital would make extremely traumatictraumattrauman any abrupt

closure of outpatient services paid for by the church A tran

sitionalsit periodional of weaningSve away11awayaning would be needed

95
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I1havelave an eighth grade or lower education
c see themselves as having financial difficulties

2 church service patients were less likely than private

pay patients to

a own a car or other vehicle
b have cash income over 250 per month
c receive property or other investment income
d have cash savings
e own their own home

at the same time the two groups sampled were not signi-

ficantly different as concerning

96

chapter 5

SUMMARY

socioeconomic differences between churchghichi serviceircharch and
private pay patient groupsgr

data obtained in interviews with members of both patient

groups reveal that there existed significant differences at the 05

level or above between the groups on certain indicators of socio-

economic status these have been discussed in detail in the previous

chapter but can be summarized as follows

1 church service patients were more likely than

private patients to

a have higher housing expensesexpense
b

li

ce

fi cantly

sO
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1 type of housing
2 marital status
3 sex
4 age
5 employment history or status
6 number of and contact with children
7 sources of income and financial resources except

for investment income and the existence of a
home car or savings account

attitude medical care and health
status differences

it was discovered that there were significant attitude

and behavioral differences at the .0505 level or above between the

two groups as follows

1 church service patients were more likely than

private pay patients to have suffered serious illness to be

taking medications and for more varied reasons and to utilize

the hospital rather than a private physician for medical care

they tended to make more visits for care than private pay

patients

2 church service patients were more likely to approve

of the family and the church providing financial help for medical

expenses and less certain than private patients about whether it

was proper to accept state welfare assistance

3 church service patients were less likely to have

access to or utilize the services of a private physician to be

97
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enrolled for part B SMI of medicare or to be able to afford the

medicare deductible or to have obtained insurance reimburse-

ment for past medical expenses

differences at 0.0 level or above in
hospitalHoso expenseitalitai and paymentspaymeatspay

information

mentsmeatsmants

obtained from hospital billing and reimburse-

ment records indicated the following

1 hospital costs to church service patients were

greater than to private pay patients for either inpatient or out-

patient services

2 church service hospital patients were at least as

likely as private pay patients to have been eligible for and hadllad

medicare reimbursement to the hospital when all patients are

considered relatively fewer church service than private pay

outpatients were determined to be eligible for medicare reim-

bursement but differences were still less than statistically

significant

3 average medicare reimbursement to two of the

hospitals tends to be less for the church service patient than

for the private pay patiepatient with expense to the church being

correspondingly higher

98
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4 supplementary data seem to indicate that church

service outpatients at LDS hospital make a greater number of

clinic visits per unit of time than do similar patients at the other

hospitals or at private clinics and tend to utilize a greater num-

ber of prescriptions at greater cost

conclusions

the information presented above allows the following

conclusions to be made

1 some elderly members of the church were found in

a precarious economic situation partly because of inadequate

income due to the death of a spouse and loss of social security

income and to low lifetime earnings many of those who were

unable to personally or through other available resources meet

medical expenses in later years did not or were not able to

accumulate assets such as an owned home a savings account

or insurance programs As a result they required church

financial assistance to meet hospital expenses these persons

differed from those who did not need church financial assistance

in that they had higher average housing expenses more had a

lower education and fewer owned a car home other property

or private or group hospital insurance they tended to have moreiore
illness madeladeii more visits for medical care and were less likely

99
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to have a private physician they were more approving of taking

family or church financial help and not as opposed to accepting

government welfare

2 elderly church service patients studied in this re-

search project were covered by medicare to at least as great a

degree as were private pay patients

3 church service patients incurred greater hospital

expense on the average than did private pay patients this was

true for both inpatients and outpatients they also incurred more

expenses that were not reimbursable andor not collected at two

of the hospitals the net result of these conditions was an excess

billing to the church of many thousands of dollars

4 church service patients were equally willing to enroll

for medicare but did not do so in the case of part B SMI those

who were not enrolled disclaimed knowledge of this voluntary

program or claimed they lacked funds to pay the monthly premium

there was no reluctance to receiving earned benefits

5 more a great majority of church service patients

were found in salt lake city because of a combination of factors

the most important of which seemed to be the provision of freefree11freeli

care at the LDS hospital outpatient clinic

a
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discussion

the findings suggest that the system of medical welfare

in the church wherein payments were made to hospitals cen-

trally was inadequate to control for possibly unneeded and

unwarranted medical expenses for the elderly poor this was

especially true where hospitals or others might wishvish to provide

a direct service payment for which was not a personal responsi-

bility of the needy elderly whether because the poor could not

resist utilizing free services that were available whether that

service filled an unmet nonmedicalnon needmedical or because hospital

personnel provided care more liberally to those for whom the

church paid than to other payers the result was that the church

faced expenditures above those incurred in areas where such

services were unavailable

interviews with the patients discussions vithvath hospital

personnel and visits with priesthood leaders lent credence to the

belief that preventionprevent ofiioLlolloh financial dependence would have been better

than cure perhaps if those who became the needy poor had been

helped to more adequately plan their retirement finances to find

and hold a betterpayingbetter jobpaying to have purchased a home in employed

years and to have received attentionattenatton neededtion following retirement

andor the death of a loved one the health andalid attitude of thetho elderly

would have been improved expensesE tohonsesponses the church might have

possibly

reti fernentrernent

with

mish
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consequently been reduced the current study is quite limited

in concluding the cause of the plight of the elderly poor in the

church this study concerned itself with the here and now of

select hospital patients and not with the events which led to their

need for financial assistance from the church

at the same time we are unable to determine to what

extent unneeded services were actually being provided at the LDS
hospital outpatient clinic versus the possibility that the elderly

poor were going without needed care in other communities and

as has been mentioned earlier the conclusions of this study are

limited by the communities and individuals studied

recommendations

finally as a means of resolving some of the problems

noted above it was recommended that the church alter its present

medical welfare system from one in which medical bills are paid

centrally to one where the individual patient and his or her priest-

hood leader are aware of and actually pay the medical care bill

such a program would place the burden of financialgancfinc responsibilityancial

on the individual where it has always belonged it would alsoaiso en-

hance the individualindividua and priesthood line of responsibility wherein

the individual looks to his or hertierilerller ownown resources first for payment

then to the family and finally to the church through proper priest-

hood channels the proper channel of course would be the bishop

L D S

burd n
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the suggested program would differ little from the one

in existence at the time of this study except that instead of the

hospital or the medical care provider billing the central church

medical welfare office the bill would be sent to the individual

if and when the individual needed assistance in paying medical

expenses he or she could then turn to the bishop for assistance

from the fast offering funds medical bills would be paid from

ward funds just as are rent utilities and other expenses

such an approach would also provide the bishop with oppor-

tunity to encourage the individual to work for the assistance

received whereas currently it is much too easy for both the

bishop and individual to shirk that responsibility it could be

anticipated that as patients and their bishops understand the true

needs of the individual and become aware of the magnitude of

medical costs a more reasonable level of church expenditure

would result partly because of the reduction in unneeded care and

perhaps more because of an increase in donated care by physicians

A final consideration for a change in the medical welfare

system was that the thencurrentthen systemcurrent was operable only where

hospitals were willing and able to provide the church service carccare

that had been characteristic of churchownedchurch orowned operated hospitals

in the past the system proposed would be universally applicable

and if implemented following correct principles includinginc theludina

103
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seeking of donated service where possible it could be carried

out in every part of the world without substantially increasing the

total amount of medical welfare expenditures by the church the

needs of the elderly poor would be more adequately met through

home and visiting teachers through their priesthood quorums and

relief society through their priesthood leaders and through the

donated care that could be provided by member and nonmembernon

physicians

member

of the church who would be able to provide such com-

passionate service

these recommendations were accepted by those respon-

sible for medical welfare and the proposed program was

implemented on october 1 1975

suggestions for further research

this suggests that an appropriate topic for a doctoral or

other more sophisticated research study would be an indepth study

of the elderly poor within the church such a study which mightbight

attempt to determine cause and effect as this relates to the currentcutrentcurcut

financial

rent

and medical status of elderly members of the churchchurchy

could provide much more substantial data for developing recom-

mendations andor a church program to prevent financial

dependence in later years since the number of elderly are

increasing in the church as well as the general population and

mi ghtaht

mendat ions

current
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since a reduction in poverty among the future elderly would save

not only much suffering but considerable expense to the church

it is recommended that such a study be encouraged

105
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APPENDIX A

table 61

billing service and amount of hospital reimbursement
by hospital and type of service

patient church
jcode total bill personal insurance medicare welfare

01011
01021
01031
01041
01051
01061
01071
01081
01091
01102
01112
01122
01132
01142
01152
01162
01172
01182
01192
01202
01212

3672
3311

700708
1114v114

267
411
121
607

1752
14059405
1386

387
364

5088
12089208.9208

308
840

79
18
11

101

3496
303611036

1028

84
1662

126
1364

153
31
51

8
52
4

84

114

61
84

240
92

552

183
327

17
458

1165

326
280

4695
1085

247
832

27
14

17

176
275
156
86
84
84

104
65
90

22

11

first two digits indicate hospital 01utah01 valleyUtah
02mckaydee 03lds second two digits identify patient
final digit indicates type of service lchurchchurchachurchlC servicehurch
anon2non church service

106

4we ifa r z
1

11

3 672.672

1

1

1 386.386

1

3

02 mckay dee 0 3 L D S se cond di orits identifidenticy
I1

2 nonchurchnon setsel vice

672

386
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go90
90
43
18

6

93
11

3

45
32
84

1983

insurance

aj4j 484

107

table 61 continued

patient
code

02011
02021
02031
02041
02051
02061
02071
02081
02091
02101
02111
02121
02131
02141
02151
02161
02172
02182
02192
02202
02212
02222
02232
02242
02252
02262
02272
02282
02292
02302

03011
03021
03031
03041
0305103061
03061

1

total

9

bill

3 6

1100
4642

91
273
502
433

3914
3059

310
6027

121
469

35
21

400
871
430

1728
414

1053
497
605

12249224.9224
12069206.9206

59
154
180

41
58

799

1002
2Z 465

348
3

1326
313

personal

1011ioli
4484

2940

4 160

84
84
84

156

19
94

medicare

405

934

233

66
380

781
340

1601
312
963
404
594

1068
1119illgilig

14
122

96
41
39

705

32

5
2

791
221

church
welfare

89
158

91
273

97
433

2980
119

77
18679867

55
89
35
21

400

84

970
482
343

1

535
92

1 100.100 1
9.9 011olioii

2 940

6 027.027 1

1 728.728 19 601goiool

1 053.053

1 1 068
1 1 119

1 002.002

IP
1 983

loo

027

728

053

9224

9206

002
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table 61 continued

patient
code

03071
03081
03091
03101
03111
03121
03131
03141
03151
03161
03171
03181
03191
03201
03212
03222
03232
03242
03252
03262
03272
03282
03292
03302
03312
03322
03332
03342
03352

totatotal

3

1

2

2

2

J

1

1

1

2

2

1 bill personalpersona

628
165
305
9089908.9908

530
530
396
441
503
227
846
853
490
429
637
653 97
381
528
644
218
753
659
525
814
610
817 70
520
220 60

1 insurance

100

97

92
92

92
92
92
97

123
92

142
92

92
92

medicare

285
6

89
2631

200

196
1344
2310

91
2751

709
398
337
545

2566
1289

436
552

1121
635

1536
433

2672
518

2747
428

6861

church
welfare

343
159
216

12779277.9277
330
530
200
107

93
136

95
47
92

118

church service 44

nonchurchnon servicechurch 42

TOTAL 86

mediicare

Z 631 1

344
Z 310

2 751

1
j 289

10 121

1659 1 536

2814 Z 672

2817 2 747

9

.94419441 1

9503.9503

9653.9653
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APPENDIX B

121 ward2 code
343 name4 code
5 classification

MEDICAL AND SOCIAL NEEDS OF THE AGED LDS CHURCH MEMBER
questionnaire

explainEx tolain respondent

I1 have been asked to visit you so that we might learn more about the
needs and concerns of retired people do you mind if we spend a few minutes
together and I1 ask you some questions

6 type of housing is househous 1

apartmentap 2A

room 6- 3

boarding house 4
other 5

7 after entering the home and seating yourself remark

you have a very lovely comfortable compact interesting home
do you own it 1

rent it 7- 2
buying it 3

nursing home other 4

8108 may10 I1 ask how much you are paying monthly on rent or mortgage
write in amount use 999 if no expense 8108 10

11 arelareiare you single 1

married 11- 2

widowed 3

divorced 4

12 mark male 12- 1

female 2

131413 you14 seem to be carrying your age very well do you mind if I1
ask your approximate age 1314

age

15 are you from here originally 11 if yes circle jh if no
ask the following where were you born

same city 1

same county 2
same state 15- 3
same country 4
other country 5

109
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1
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ehiefiehn ough

partipartl1 cular

APPENDIX B continuedcontinued11

2

161716 how17 many years ago did you move to this particular neighborhood
write the number of years 161716

years
17

18 do you have any living children or married grandchildren
if the answer is none skip to question 24.24

none 18- 1

yes 2

192219 how22 many of your children still living reside write in the number
within about 50 miles 19
within about 100 miles 20
within about 200 miles 21
over 200 miles 22-

23 how often do you see any of your children or married grandchildren lt

daily or almost daily 1

weekly 2

once or twice a month 23- 3

requentlyinfrequentlysequently 4
never or almost never 5

242524 how25 many years of schooling have you completed
write in number 242524

years
25

26 you seem to be getting along fairly well at home do you live
alone 1

with spouse 2

with spouse and child or 26- 3

children
with child or children 4
with others 5

nursing home 6

27 do you have a car yes 27- 1

no 2

28 As far as income is concerned do you

find it impossible to make ends meet 1

have just enough to get along 28- 2

have more than enough to meet daily needs 11 3

0

inf

11

24

othe r s
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OI01L her

followifollowsng

az4z 43

APPENDIX B continued

3

are you presently employed part time I1
employed fullfuli timeilmelime 2
unemployed but seeking work 29- 3

retired 4
dont know or no responseresponcespon 5

would you identify your present monthly income from 303330
all

33
sources tl

what employment did you engage in most of your life 34
write in code

do you presently receive income from any of the following

social security railroad veterans or other pension yes I11
no 35- 2

DKNRDK 3NR

income from trusts annuities insurance or yes I11
savingss noavin 36- 2gs

DKNRDK 3NR

income from real estate stocks or other yes 1I
investments no 37- 2

DKNRDK 3NR

contributions from family yes 1

no 38- 2
DKNRDK 3NR

public assistance old age aid to the blind yes I11

disability food stamps other no 39- 2

DKNRDK 3NR

about how many days have you been sick during the last year
no sickness 1

less than 10 days 40- 2

between 10 and 20 days 3
more than 20 days 4

do you have a private doctor or one that you visit regularly
other than at the hospital yes 41- 1

no 2

about how many times have you seen a doctor during the last year ll11

write in the number 4243

29

se

3033

34

35

36

37

38 f rom familfabiiy

39

40

41

42 43

30 33

4243
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APPENDIX B continuedcontinued11

4-

44 your reason for seeing the doctor was
routine visit or examination 1

illness or pain 2

accident or injury 44- 3

more than one of above 4
dont know cant remember 5

45 did you go to the hospital this last year as either an outpatient
or an inpatient which it went as an outpatient only 1

went as an inpatient only 2

went as both in and outpatient 45- 3

didndidntdian go 4

cant remember 5

46 what did you go to the hospital for
routine visit or examination 1

surgery 2

treatment for accident or injury 3

treatment for illness 46- 4
more than one of the above 5

dont know cant remember 6

4717 are you enrolled to receive MEDICARE hospital benefits
yes 1

no 47- 2

dont know 3

48 are you enrolled for part B of medicare the part for which you
pay a monthly premium and which pays for some of the costs of
medical care outside the hospital or for outpatient services

yes I11
no 48- 2

dont know 3

49 itif you are not enrolled for part B of medicarmedicaremedical why is that
didnt know about it 1

just havent enrolled 2

dont know how to enroll 3

cant afford premium 49- 4

dont believe in icit or counseled 5

against it
other 6

z

t

A

e

11



www.manaraa.com

APPENDIX B continuedcontinued1

5-

50 what if you got sick now could you afford to pay the medicare
deductible of 84 or would you need some help
skip if notnott enrolled question 49.49

yes could pay all 1

yes could pa some but would 2
need help with balance 50

no could not pay without help 3

dont know no response 4

51 if you need help with medical expenses can you ask for and receive
help from your children or family

yes I11
no 2

could not ask for help 51- 3

dont know no response 4

do you have any cash or assets you could use for medical assistance
such as

52 bank or other savings account
yes could use 1

own couldnt use 52- 2

dont have 3

53

54

55

56

57

automobile or other vehicles
yes could use 1

own couldnt use 53- 2

dont have 3

house or other property
yes could use I11
own couldnt use 54- 2

dontdon have 3

stocks bonds or other investments
yes could use I11

own couldnt use 55- 2

dont have 3

business or shares in a business
yes could use I11
own couldnt use 56- 2

dont have 3

other assets 11

yes could use I11
own couldnt use 57- 2

dont have 3

113
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APPENDIX B continuedcontinued11

6

if an elderly member of the church faced medicaleffical expenses and
could not pay the hospital bill do you think that member should
circle all that apply one per number

58 borrow money to pay the bill
yes 1

no 58- 2

dont know 3

59 ask the children to help
yes I11
no 59- 2

dondont know 3

6060 apply for welfare assistance
yes 1

no 60- 2

dont know 3

61 ask the bishop for help
yes 1

no 61- 2

dondont know 3

62 when you need routine medical care what do you normally do
excluding emergencies and serious illness

62
code

63 when a medicaledicalni emergency or a serious illness arises tell me
how you would normally obtain medical care

63
code

64 are you presently taking any medications and if so what for
treatment for illness I1

prophylaxis to control or prevent 2Z

a condition such as hypertension
heart disorder 64

insomnia or other nervous problem 3

one or more of the above 4
not taking medications 5

other reason 6

114

m

t

t
C

11
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APPENDIX B continued

7-

65 have you sought medical care from anyone other than a medical
doctor or chiropractor during the past year such as a naturopath
practitioner of radiesthesiaradi oresthesia other such person n

yes 1

no 65- 2

cant remember 3

66 if the answer to question 65 is no go on to question ff67

if the answer is yes ask did that person or persons resolve your
medical problem satisfactorily

yes 1

no 66- 2

not sure or dont know 3

677067 say70 I1 know that medical care is getting expensive these days and a
lot of older people are having trouble with medical bills about how
much money do you think you have spent on medical treatment or
medications during the past year out of your own pocket
write amount 677067 70

71 has medicare paid on any medical bills torforfoztoz you
yes
no
dont know

I11
71- 2

3

72 has any private or group health insurance such as blue cross blue
shield travellersTrav orellers other paid on any medical bills for you

yes 1

no 72- 2

dont know 3

73 have your children or other members of your family paid on
any medical bills for you

yes I11
no 73- 2

dont know 3

74 hasi1asriasidas the state or county welfare office medicaid paid on any
medical bills for you y s I11

no 74- 2

dont know 3

75 has the church paid any medical bills for you
yes 1

no 75- 2
dont know 3

115

67
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don it

don it
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APPENDIX B continuedcontinued11

8-

76 are you able to get out to any church meetings how often rl

weekly or more often 1

once or twice monthly 76- 2

infrequently 3
never or inactive 4

77 the dominant respondent in this household was

the husband 1

the wife 2
single man no spouse 77- 3

single woman no spouse 4
other person present 65

788078 say80 I1 have appreciated so much the opportunity to talk with you As
you can see I1 am especially interested about your health and about how
you pay for any medical care you may need from time to time Is there
anything else you want to tell me about this write response verbatim

response

say thank you so much for your time I1 am sure this information will
be most helpful as we attempt to help older people get along well
goodbye

much

11
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socioeconomic AND MEDICARE STATUS differences
BETWEEN ELDERLY CHURCH SERVICE AND LDS

PRIVATE PAY HOSPITAL PATIENTS

edward L soper

department of health science

M S degree april 1976

ABSTRACT

the purpose of this study was to determine the kind and
degree of differences that existed in the socioeconomic status and
access to financial resources of elderly members of the church of
jesus christ of latterdaylatter saintsday and to determine if differences
existed between church service and private pay elderly hospital
patients in economic status type of housing housing costs mari-
tal status sex number and degree of access to children savings
and other assets

certain elderly members of the LDS church were found
to be significantly deficient economically because of inadequate
income low lifetime earnings and high medical expenses findings
suggest the present system of medical welfare is somewhat inade-
quate especially where hospitals provide direct service church
service individuals should be helped to more adequately plan their
retirement finances
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