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PREFACE

The seventy organizations which sponsored the Bridge to Health Survey are pleased to
present the results contained in this Summary Report. This survey represents a unique,
collaborative effort among health organizations in sixteen Northeastern Minnesota and
Northwestern Wisconsin counties to better understand the health status of the region’s
population.

Existing data indicate that heart disease, cancer, stroke, pulmonary disease and injuries are
the primary causes of death in this region. However, there is a gap in local information on
several critical indicators of health status, such as disease prevalence, health risk behaviors
(smoking, seat belt non-use, substance abuse), and health care access. The Bridge to
Health Survey attempts to fill this gap with information on many of the causative factors that
impact health.

The name, Bridge to Health Survey, was chosen for several reasons. First, the “bridge”
symbolizes the connection between various geographies that comprise this northern health
care region. Second, the bridge theme describes the collaborative effort among
representatives of various facets of the health system that joined together to conduct the
survey. Finally, the “bridge” connotes the direct relationship between a healthy lifestyle and
improved health and well-being.

Health organizations from throughout the region spent over one year working on the Bridge
to Health Survey project. During this time, members of various work groups along with
project staff and consultants spent countless hours establishing a survey methodology,
designing a customized survey instrument, implementing a communications plan, and
analyzing the data. St. Mary’s Medical Center, Duluth, Minnesota, underwrote the cost of
the study and provided staff support, while many organizations contributed in-kind resources.

The Bridge to Health Survey augments existing data to provide a more complete picture of
the population’s current health status. The survey information belongs to the organizations
and communities of this region who are interested in elevating the population’s overall health
status. The challenge now is to put the information into action. A broad range of
constituencies is needed to accomplish this task. The goal of creating healthier communities
can be achieved when all parties - government agencies, medical providers, educational
institutions, social services, church communities, interested lay and professional people -
take an active role together to improve our community’s health and quality of life.
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EXECUTIVE SUMMARY

The Bridge to Health Survey was designed to gather population-based, health status data on
residents in a sixteen-county region in Northeastern Minnesota and Northwestern Wisconsin.
The goal of the project was to “provide information that will enable communities to better
understand the health and well-being of residents in Northeastern Minnesota and Northwestern
Wisconsin.”

The survey process was a unique, collaborative effort involving seventy health organizations,

representing public health, tribal health services, hospitals, clinics, and educational institutions
with a health care focus. The impetus for cooperating in the survey effort was the gap in local
information on several critical indicators of health status. The Bridge fo Health Survey augments
existing data to provide a more complete picture of the region’s current health status.

Residents of the region were surveyed using a mixed methodology involving both mail and
telephone survey techniques. Completion of the data collection effort yielded a 64% response
rate, 6229 completed surveys. The data set was weighted to approximate the 1990 census
population distribution for age and gender for the region.

In analyzing the results, five major themes emerged focusing on the topics listed below. Further
elaboration and specific examples of these are included on the following pages of this summary.

. Health Risk Behaviors
One of the objectives of the study was to obtain quantitative local data on life-style factors
- which impact health. There are notable differences among many of the age, gender,
education, and income variables.

. Impact of Poverty
There is a distinct relationship between poverty and chronic disease, involvement in
health risk behaviors, lack of participation in preventive screenings, and lack of health
care access.

. Health Care Access
Health care access, particularly health insurance coverage, continues to be a problem for
many residents in Northeastern Minnesota and Northwestern Wisconsin.

. Health Status of the Older Population (age 65 and older)
This northern region has a higher percentage of older people than either of the respective
states. Since the older population is generally more frail and has higher rates of chronic
iliness, the in growing numbers are a concern for providers who are challenged to meet
the growing need and demand for services.

. Regional and Urban/Rural Differences
It was anticipated that there would be some differences in response patterns for the urban
and rural areas of the region and differences between the two states. Overall, the
differences were minimal, possibly due to the way these geographics were defined.
However, there are some exceptions, especially regarding insurance coverage and some
health risk behaviors.




Health Risk Behaviors

. The regional rate for smoking is 23.2 percent of respondents over 18. Smoking is more
prevalent among the younger populations, particularly females age 18-34 (31%).
Twenty-nine percent of male respondents age 35-44 currently smoke. Current smokers
are more likely to have lower educational attainment and lower incomes. Over half of
those who currently smoke tried to quit some time during the previous year (50.6%).

. According to the Body Mass Index, well over one-third of the survey population are
overweight (37.9%) while 58.9 percent classified as being at a healthy weight.

. Regarding nutrition, just over one-half of the survey population (53.7%) is currently
avoiding fatty foods. Females are much more likely to avoid fatty foods than males
(63% vs. 43.8%). Inadequate food supply is an issue for 3.2% of the respondents,
primarily for young women age 18-44.

. Less than one-half of the respondents participates in stretching exercises at least
three times a week (43.8%). Considering that back problems and joint problems
were the most prevalent chronic conditions reported in this study, stretching exercises
could relieve or prevent aspects of these conditions.

. Approximately 80% of the population complies with posted speed limits and uses
seat belts, either while driving or as a passenger. Men, particularly age 18-34, are
least likely to comply with speed limits and to wear seat belts. Those with higher
education and higher income are more likely to wear seat belts, but less likely to comply
with posted speed limits.

. Regional alcohol consumption patterns reveal that 25.2 percent of respondents are
classified as acute or binge drinkers (consumed more than five drinks on a single
occasion in the previous month). In analyzing alcohol consumption patterns, only for
people who reported drinking in the past month, over one-third are acute or binge
drinkers (38.3%). Misuse of alcohol is a significant issue for males. Nearly one-half
(48.4%) of the males who reported drinking in the past month are classified as acute
or binge drinkers.

. Almost one in five respondents (19.7%) reported being either a victim of crime
involving property or violence caused by another person. Males were more likely
to have been a victim of a crime involving property than females (16.4% vs. 12.9%).
Females were more likely to have been a victim of violence caused by another person
(8.6% vs. 7.2%).
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Impact of Poverty

For the Bridge to Health Survey, poverty is defined as an annual income 200% below the
US Department of Commerce 1995 Poverty Threshold.

. Respondents below 200% of poverty were more than twice as likely to rate their
health status as Fair or Poor than those at or above the poverty threshold (7.2%
vs. 18.9%).

. Among the eighteen chronic and medical conditions included in the survey, those

below 200% of poverty were much more likely to report having a specific condition
than those above poverty. (Exceptions were allergies, asthma, and high
cholesterol.)

. Respondents below the poverty threshold were much more likely to have impaired
functional status. Those below poverty were twice as likely to have a limiting
condition in performing routine Instrumental Activities of Daily Living and over two
times more likely to be classified as Frail than other respondents.

. Respondents below 200% of poverty are less likely to wear seat belts while driving
(24.7% vs. 17.3%) or as a passenger (26.3% vs. 19.5%).

. Smoking is more prevalent among those below 200% of poverty compared to
those above (27.2% vs. 20.2%). Over one-half of the respondents who reported
trying to quit were below poverty (54.4% vs. 48.7%).

. There is no significant difference between respondents below and above the 200%
poverty level and alcohol consumption patterns.

. Being below the 200% poverty threshold is a significant factor related to health
insurance coverage. Respondents below poverty were over 3 times more likely
to report being without health insurance during the previous year (11.1% vs. 3.4%).
Over one in five respondents (21.9%) below 200% of poverty did not have health
insurance at some point during the previous year compared to those above this
threshold (6.9%).

. Respondents below poverty were much less likely to have the appropriate
preventive cancer screenings than those at or above 200% of poverty. With
mammograms for example, the percentage of women below poverty receiving the
appropriate screening is 43.6% compared to 65.9% for those above the threshold.
Those with lower levels of education also were less likely to receive the appropriate
screenings.
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Health Care Access

In the State of Minnesota, 8.9 percent of the population reported having no insurance coverage
for some portion of the previous year; for the State of Wisconsin, the number is 12 percent.
In this northern region, the results indicated that 11.6% of Minnesota residents and 15.4% of
Wisconsin residents lacked insurance coverage for some portion of the previous year.

. Overall, 6.5 percent of the respondents reported having no health insurance in the
past 12 months. Over one in ten (12.6%) respondents indicated that they were
uninsured for some portion of the previous year.

. Males age 18-34 were 2 times more likely to have no insurance in the previous year
compared to females of the same age. Females age 45-64 were twice as likely to have
no insurance compared to males of this age.

. Poverty is a significant factor related to insurance coverage. Respondents below 200%
of poverty were 3 times more likely to be uninsured at some point during the past
12 months that those at or above 200% of poverty and slightly less than four times
more likely to have no insurance in the past year (11.1% vs. 3.4%).

. A large majority (85.7%) of all respondents reported having a specific doctor or health
care professional for medical routine care. Females were much more likely to have
a provider than males (91.4% vs. 74.3%).

. Overall, 2.3% of the respondents reported using an emergency room or urgent/walk-
in care center for routine medical care. Males age 18-34 (8.8%) and respondents with
incomes of less than $10,000 (4.3%) were the most likely to report using this setting for
routine care.

. Over one-quarter of the respondents (25.9%) reported that there was a time in the past
12 months that they thought they needed medical care, but did not get it or delayed
getting it. The primary reasons for not getting or delaying care was Didn’t Think it was
Serious and Costs too Much. Cost was much more of an issue for females age 45-64
than for men of this age.

. Fifty-one percent (51.0%) of those below 200% of poverty who did not receive or
delayed getting medical care indicated that it was due to cosf; 61.8 percent of
respondents below this threshold also cited Costs foo Much as a reason they failed to
fill a prescription in the past 6 months.

. Nearly one-third (33.4%) of the respondents postponed dental work in the past year.
Females were more likely to postpone dental work than males. The major reason was
Cost too Much reported by 63.5% of those who postponed work.

. For cancer and cardiovascular screenings, respondents with higher incomes and
higher educational attainment were most likely to have the appropriate screenings.
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Health Status of the Older Population (age 65 and older)

The region comprising Northeastern Minnesota and Northwestern Wisconsin has a high
percentage of older residents. According to the 1990 census, 17 percent of the region’s
population is age 65 and older. Compared with 12.5% of the State of Minnesota and
13.3% for Wisconsin. Population projections for the year 2000 indicate that the 75 and
older population in this region will increase 19.4%, from 7.6% of the total population in
1990 to 9.1% in the year 2000.

Respondents age 65 and older were more likely to perceive their health status as
Fair or Poor. Approximately one in three of the respondents age 75 and older
reported their health as Fair or Poor (males 27.6% and females 31.5%).

For most of the eighteen chronic and medical conditions included in the survey,
prevalence was much higher in the older populations. (The exceptions are
allergies, asthma, back problems, high cholesterol, headaches, and mental health).

Approximately, 10 percent of all respondents were classified as Frail. Nearly one-
half of the respondents (48.5%) age 75 and older reported having at least one
limiting condition from the list of Independent Activities of Daily Living. A higher
percentage of the Frail respondents live in the rural areas (11%).

Respondents age 65 and over were the least likely to be currently smoking.
Approximately one-half of the older smokers have tried to quit in the past year.

Alcohol consumption is the lowest among the older populations. Older
respondents were more likely to report not having any alcoholic beverages during
the previous month than the younger age populations.

Older respondents were the most likely to have health insurance coverage
compared to other age cohorts; less than two percent reported having no
insurance during the previous year and only slightly more reported being
uninsured at any time in the past 12 months.

Over 85 percent of the respondents over 65 years of age reported having Medicare
coverage. Nearly one-half of the respondents age 65-75 reported having Private
Insurance. Males (age 65-74) were more likely to have private policies than
females (52.5% and 45.3% respectively). A smaller percentage of those age 75
and older had Private Insurance, (males; 43.8% and females: 33.1%).
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Regional and Urban/Rural Differences

Northeastern Minnesota includes: Aitkin, Carlton, Cook, Itasca, Kanabec, Koochiching,
Lake, Pine and St. Louis Counties

Northwestern Wisconsin includes: Ashland, Bayfield, Burnett, Douglas, Iron, Sawyer, and
Washburn Counties

Urban is defined as respondents living in the Duluth/Superior area. Rural includes all
areas outside Duluth/Superior in the counties listed above.

. A greater percentage of rural respondents classified their health status as Fair or
Poor than respondents in the urban (Duluth/Superior) area, 12.5% in rural
Northeastern Minnesota and 14.5% in Northwestern Wisconsin vs. 9.6% in the
urban area.

. Urban residents were more likely to wear helmets while participating in a variety of
recreational activities than rural respondents.

. Residents of Northwestern Wisconsin were less likely than Northeastern Minnesota
residents to wear seat belts when driving and while a passenger. Urban
respondents were less likely to require passengers to use a seat belt.

. Urban residents more often reported feeling unsafe In their Neighborhood and
Going out after Dark than rural residents. In addition, urban respondents were
much more likely to report being a victim of crime involving property and
violence caused by another person than those in the rural areas (24.4% vs. 17-
18% in the two rural areas).

. Rural respondents were more likely to report trying to quit smoking during the
previous year than urban residents (52-53% vs. 43.7%).

. Urban residents were more likely to report acute or binge alcohol consumption
patterns than rural residents (40.9% vs. 36-38%). Rural residents were more likely
to report chronic drinking patterns than those in the urban area (8.8-9.8% vs.
6.2%).

. Compared to Northeastern Minnesota residents, Northwestern Wisconsin
respondents were twice as likely to have no health insurance during the previous
year (WI:10.0% vs. MN:5.4%), and were more likely to be uninsured for some
portion of the year (WI:15.4% vs. MN:11 6%).
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INTRODUCTION

The Bridge to Health Survey was designed to gather population-based, health status data
on residents in a sixteen-county region in Northeastern Minnesota and Northwestern
Wisconsin (population approximately 465,000). The goal of the project was to “provide
information that will enable communities to better understand the health and well-being of
residents in Northeastern Minnesota and Northwestern Wisconsin.”

The survey process was a unique, collaborative effort involving seventy health
organizations, representing public health, tribal health services, hospitals, clinics, and
educational institutions with a health care focus. The impetus for cooperating in the survey
effort was the gap in local information on several critical indicators of health status. The
Bridge to Health Survey augments existing data to provide a more complete picture of the
region’s current health status.

Lack of Local Information on Lifestyle Factors

While existing data indicates that heart disease, cancer, stroke, pulmonary disease and
injuries are the primary causes of death in this region, there is an “information gap” on
several critical indicators of health status. Valid, local information on health risk behaviors
(smoking, seat belt non-use, substance abuse, etc.), disease prevalence, and health care
access is unavailable. The Bridge to Health Survey attempts to fill this gap with data on
many of the causative factors which impact health.

There are several sources of existing health status data, most notably vital statistics data
from birth and death certificates and the Behavioral Risk Factor Surveillance system which
are available from state and national data sources. The leading causes of death are often
cited as key indicators of health status. However, mortality information alone does not fully
describe the current health status of a population.

In 1991, representatives of the Healthy People 2000 project developed a consensus set
of eighteen health status indicators to assist communities in assessing their general health
status.” (See Appendix B). Several of the indicators focus on risk factors, utilization of
screenings, and preventive measures. Health risk factors are those behaviors that
increase the probability of either negative health events or negative physiological
conditions.?

! Consensus set of Health Status Indicators for the General Assessment of Community Health Status, Morbidity
and Mortality Weekly Report, July 12, 1991; Vol. 40; No. 27.

2 “Behavior Risk Factor Surveillance in Minnesota, 1986-1992”, Center for Health Statistics, Minnesota
Department of Health, 1995, pg. 1.
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In a noted article, “Actual Cause of Death in the United States”, McGinnis and Foege
examine the relative contributions of various external factors to mortality including health
risk behaviors such as smoking, poor diet, lack of exercise, alcohol abuse, possession of
firearms, and others. These external conditions are responsible for approximately one-half
of the nation’s deaths. The researchers determined that tobacco use alone accounted for
19% of all deaths in the United States in 1993.

Much of the existing data on disease prevalence and lifestyle factors are derived from
statewide surveys, such as the Behavioral Risk Factor Surveillance Survey. The sample
size of statewide surveys is typically inadequate for small area analysis at the county or
community level. There is also concern that such surveys may not sufficiently represent
rural areas, such as Northeastern Minnesota and Northwestern Wisconsin. This particular
region is more sparsely populated and is demographically older than either state.

The desire for reliable, local data that would provide an accurate picture of a community’s
health status was thus the major impetus for health care organizations to collaborate on
the Bridge to Health Survey.

History of the Project

In March 1995, health organizations from throughout Northeastern Minnesota and
Northwestern Wisconsin first gathered to explore the idea of working together to collect
local information on the population’s health status. There were several reasons that
influenced health organizations to participate in a region-wide survey process:

. Organizations were not always confident that statewide data adequately reflected the
populations they served.

« Local organizations could individually and collectively use the results to address
community health concerns.

« Accurate information could assist in targeting resources to more effectively improve the
health status of the region’s population.

- The initial survey results could serve as a baseline to measure changes in health status
over time.

« The survey process could encourage cooperation among healith organizations.

. The information could be a catalyst for creating healthier communities throughout the
region.

A year long process ensued. Three work groups were established to direct the survey
process: 1) the Data Team determined the survey methodology, reviewed survey tools,
and designed a customized survey instrument, 2) the Communications Team was
responsible for internal communications among project sponsors as well as external
communications to the general public (e.g., media relations, newsletters, and press

3 McGinnis MJ and Foege WH, “Actual Causes of Death in the United States”, Journal of the American Medical
Association, 1993;270:2207-2212.
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conferences); and 3) the Steering Committee reviewed recommendations from both of the
Teams and served as the final decision-making body.

A consultant, Mike Finch, Ph.D., from the Institute of Health Services Research and Policy,
University of Minnesota, Twin Cities Campus, was hired to facilitate the process and
provide research expertise. Representatives from the Minnesota Department of Health,
Wisconsin Division of Health, the University of Minnesota, and the Duluth Clinic also
provided technical assistance. St. Mary’s Medical Center underwrote the cost of the study
and provided staff support, while many of the participating organizations contributed in-kind
resources.

Timeline

The time-line for the Bridge to Health Survey process is listed below:

1994
December Pre-planning for a region-wide survey process
1995
March Initial meeting of potential collaborators
Decision to undertake a region-wide health status survey
April - Determination of survey methodology
September Design of survey instrument
Internal and external communication
October - Data Collection
December First mailing - written survey instrument
Postcard reminder
Second mailing
Telephone survey involving those who did not respond to the
written survey
1996
January - Data Analysis
March
April Release of regional survey findings
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METHODOLOGY

Sampling

The agreed upon design of the sample attempted to satisfy four areas deemed important
by Bridge to Health Survey committee members: 1) provide data specific to the 16-county
region as a whole, with sufficient sample size to detect small differences over time; 2) allow
for comparison of the Northeastern Minnesota region and Northwestern Wisconsin region;
3) permit comparison of urban versus rural residents; and 4) have the ability to view county
level statistics with agreed upon precision (+/- 5.7 percentage points).

Eighteen geographic strata were selected: 1) the 15 counties; 2) the largest County (St.
Louis) split into a northern and southern strata; and 3) an urban (Duluth/Superior) area.
For all but two of the eighteen strata, sampling procedures were designed to generate an
approximately equal number of respondents per strata. The two remaining strata were
designed to over sample the Duluth and Superior area in order to permit a reliable urban
versus rural comparison, i.e., the Duluth/Superior area compared to the rest of
Northeastern Minnesota and Northwestern Wisconsin.

The sampling frame consisted of regional households with telephones. According to the
1990 Census of Population and Housing, 98 percent of all households within the region
had phones. A randomly generated sample was purchased from an outside vendor for
each of the eighteen strata.

Data Collection

A mixed methodology design was employed that consisted of a three-wave mailing
followed by six weeks of intense telephone follow-up of non-respondents. An introduction
to the project was released to all the regional media notifying the general public about the
survey effort prior to the data collection process. Additionally, survey sponsors were
responsible for designing local efforts to inform their community of the importance of the
project.

The initial questionnaires with a cover letter were mailed to arrive in respondents’ homes
after the regional press conference announcing the survey. A random selection of adults
defined as those eighteen years of age and older received the survey. The survey
instructions directed the adult in the household who most recently had a birthday to
complete the survey. Next, a post card reminder was sent ten days after the initial mailing
to all households in the sample. For those who had not yet responded to the survey, a
third and final mailing which included a different cover letter and another copy of the survey
was sent ten days after the post card reminder. Finally, a local vendor was hired to contact
non-respondents in an attempt to complete the questionnaire via telephone.
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Survey Response

Completion of the data collection effort yielded an initial pool of 6,229 surveys, which
resulted in a seventy-five percent (75%) acceptance rate (25% of those contacted and
reached refused to complete the survey). Overall, sixty-four (64%) percent of the original
sample responded to the survey (the telephone follow-up ceased when no additional
completions were possible after making twelve attempts over a six week period). Local
health survey efforts recently conducted in various parts of Minnesota have resulted in
dramatically smaller response rates (less than 35%)."

Calculation of Weights

A four-step procedure allowed for results of the data to be generalized to the adult
population of the sixteen-county region. The first step involved weighting the cases by the
inverse of the selection probability within the household (i.e., the number of adults 18 years
or older living in the household).

Next, frequency counts were produced for each of the eighteen geographies and a second
weight was applied based on the actual distribution of adults from the 1990 Census of
Population and Housing divided by the actual number of respondents for each geography.
This step adjusts for the specific design of the Bridge to Health Survey and yields the
number of respondents that would have been achieved employing simple random selection
within the region as a single sample.

The data set was then conditioned to approximate the 1990 Census figures for gender by
seven age cohort-specific categories. This accounted for any under-representation or
over-representation of the data set by gender and age.

Finally, the last adjustment weighted all cases by a constant which “preserved” the overall
number of respondents in the sample.

Limitations of Findings

There are several sources of bias that can enter into a survey of this nature. Some
possible sources include non-response, respondent related factors, interviewer bias, and
method of administration.

Adults from non-responding households as well as households outside of the sampling
frame (i.e., adults without phones, or without primary residence) may differ in responses
to some characteristics from the sample population. Additionally, on a question item basis,

'Minnesota Center for Health Statistics, Minnesota Department of Health, 1995.
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respondents who refused to provide a response or reported that the topic did not apply
were excluded from the denominator in the calculation of results. Due to this approach,
the assumption was made that non-responding households and respondents with missing
information were not different from those who provided information. Bias resulting from
either of these probably has a small effect on the regional results overall, but can have a
larger impact for population segments where higher rates of non-response were observed.

Further bias considerations related to varied respondent interpretations of questions,
honesty of reporting behaviors, accuracy of recall, and willingness to disclose information
need to be considered when evaluating results.

Methods of survey administration can also affect results such as interviewer bias in
telephone studies. However, this type of bias can be controlled and adjusted in advance
if a problem exists.

Nevertheless, non-response is always a problem faced by survey researchers regardiess
of response rates. However, survey researchers tend to feel more confident when
response rates exceed fifty percent, because generalizations are then made based on the
majority of the sample.

Guide to Interpreting Tables in the Report
Three different types of tables are included in this report:

1) The first type displays results for response categories in column format for a single
question. In this case the valid number of respondents completing the question (n=) is
listed within the table title. For an example of this type of table, see Table 1.1 in Chapter
1.

2) Another type which appears most frequently is multiple questions included within a
single table. A single column for this type reflects a summary for one question (e.g., the
proportion of respondents who indicated “yes” to a question). Additionally, this type may
also reflect several response categories collapsed into a single column (e.g., those who
do not wear seat belts are defined as respondents reporting they sometimes, seldom, or
never use seat belts). The valid number of respondents completing the question (n=) in
this case is listed in the column heading below the topic. Since each column represents
a different question, the number of respondents completing the item may differ. For an
example of this type of table, see Table 1.3 in Chapter 1.

3) The final table design is a combination of both types. Part of the table will include
results for one question for several response categories (e.g., respondents who currently
smoke, used to but quit, and never smoked), while a second part includes a question and
summarize responses in a single column (e.g., respondents who are current smokers that
have tried to quit). For an example of this type of table, see Table 7.1 in Chapter 7.
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Most frequently for table designs 2 and 3, the topics summarized denote the proportion of
respondents who are at risk (e.g., respondents who have diabetes, rather then those who
do not have diabetes). In some instances, the favorable behavior is reported (e.g.,
respondents who are currently avoiding fatty foods).

Profile Measures in the Report

Many of the tables incorporate a standard set of demographic and geographic
comparisons, including gender, gender by age, educational attainment, household income,
poverty status, urban and rural areas of residence, and state geographic regions of
residence (Northeastern Minnesota and Northwestern Wisconsin).

Many of these characteristics share interesting associations among one another. For
example, the respondents’ socioeconomic status, which was examined as both household
income and poverty status, are closely related to the respondents’ educational attainment,
and age. Results observed among respondents with less than a high school education
relate very closely to those observed among the elderly, which in part is due to the
considerably older average age of the respondents with less than a high school education.
Additionally, over one-half of respondents 65 years of age and older are classified as living
below 200% of poverty (53% for 65 to 74 years, and 68.8% for respondents 75 years and
older). Figures A.1 to A.6 illustrate the associations among these characteristics and must
be kept in mind when interpreting results from the study. A description of each of the
characteristics follows below.

A. Gender and Age

Resuits for all tables include a breakdown of results for male and female responses. Many
topic areas covered in the Bridge to Health Survey have wide variation not only for gender
and age but for the interaction of these two variables. Thus, a breakdown appears for six
age cohorts by males and females (18 to 34, 35 to 44, 45 to 54, 55 to 64, 65 to 74, and 75
years and older).

B. Education

Respondents’ highest level of educational attainment appears for five (5) groups based on
subgroup sample size for analytic purposes. The five groups are respondents who have
less than a high school education, are a high school graduate, have some college
education, are a graduate from a vocational or trade school or have an associate degree,
or have a bachelor's degree or higher level of education.
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Educational attainment is inversely related to age up to respondents with a college degree;
thus, respondents with less than a high school education are substantially older as a group
than other educational levels. The characteristics of the sample section that follows report
on this relationship and graphically display it as well.

C. Income

Results are displayed for five (5) levels of varied household incomes, again based on
minimum sample sizes per subgroup. Respondents were coded into one of the following:
less than $10,000; $10-$19,999; $20-$29,999; $30-$49,999; or $50,000 plus.

D. Poverty Status

Respondent poverty status was estimated from the combination of responses from income
and household size. Each respondent was placed in one of two groups, below 200 percent
of poverty, or 200 percent of poverty or higher. Income levels and corresponding
household size were determined by the Preliminary 1995 Poverty Thresholds established
by the U.S. Department of Commerce. Following are estimated thresholds at the 100 and
200 percent level of poverty for households ranging from one to nine persons.

100% threshold 200% threshold
1 $ 7,761 $ 15,522
2 9,935 19,870
3 12,156 24,312
4 15,570 31,140
5 18,407 36,814
6 20,808 41,616
7 23,573 47,146
8 26,148 52,296
9 31,159 62,318

A respondent with a household size of four with an annual household income less than
$31,140 would be classified as living below 200 percent of poverty. The below 200 percent
threshold group approximates those respondents most likely to qualify for various means-
tested programs (e.g., Medical Assistance, food stamps). Because exact household
income was not collected and respondents were classified into income ranges, the poverty
classification provides an approximation rather than an exact designation.
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For all tables, readers may refer to Table A (at the end of this section) for the base number
of respondents within each of the eight (8) demographic and geographic comparison
groups.

E. Geographic Area of Residence

The Bridge to Health Survey Data Team decided on three (3) reporting levels for the
summary report based on geography. (See Map A.1.) Levels included an overall region-
wide summary that encompasses sixteen counties in Northeastern Minnesota and
Northwestern Wisconsin; an urban versus rural comparison [The Duluth and Superior area
is compared to rural Northeastern Minnesota (excluding Duluth) and rural Northwestern
Wisconsin (excluding Superior)]; and a regional comparison of all of Northwestern
Wisconsin (including Superior) with all of Northeastern Minnesota (including Duluth)].

For all comparisons of the above characteristics, findings which are summarized within
each chapter reflect differences tested statistically significant at the (.05) level, meaning
that the chance of the observed difference among the categories of demographic or
geographic characteristics occuring by chance is less than 1 in 20. Statistical tests used
included one-way analysis of variance (ANOVA) and chi-square tests of independence.
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TABLE A .1
CHARACTERISTICS OF THE SAMPLE
1995 BRIDGE TO HEALTH SURVEY
(n=6,034)
Unweighted Weighted
Sample Sample
Demographic (n=6,034) (n=6,034)
Characteristics Frequency Percent Frequency
Gender Male 2,778 46.0 2,919 48.4
Female 3,256 54.0 3,115 51.6
Males by Age 18 to 34 273 45 903 15.0
35to 44 496 8.2 619 10.3
45 to 54 530 8.8 412 6.8
55 to 64 505 8.4 388 6.4
65 to 74 594 9.8 359 6.0
75 and older 380 6.3 237 3.9
Females by Age 1810 34 454 7.5 897 14.9
35to 44 683 11.3 578 9.6
45 to 54 546 9.0 415 6.9
55 to 64 470 7.8 406 8.7
65 to 74 558 9.2 423 7.0
75 and older 545 9.0 395 6.5
Education’ Less than H.S 897 15.0 689 11.5
H.S. Graduate 1,983 331 1,928 32.3
Some College 1,270 21.2 1,361 22.8
Voc./Assoc. Degree 690 11.56 815 13.6
College Graduate 1,147 19.2 1,180 19.8
Income? Less than $10,000 758 13.6 646 11.7
$10-$19,999 1,308 23.5 1,139 20.6
$20-$29,999 1,053 18.9 1,020 18.4
$30-$49,999 1,478 26.5 “ 1,598 28.9
$50,000 plus 970 17.4 1,131 20.4
Poverty status®  Less than 200% 2,200 39.5 2,160 39.0
200% or higher 3,367 60.5 3,373 61.0
Urban/Rural Duluth/Superior 1,443 23.9 1,939 321
Rural NE Minnesota 2,813 46.6 2,954 49.0
Rural NW Wisconsin 1,778 295 1,141 18.9
Region NE Minnesota 3,862 64.0 4,508 74.7
NW Wisconsin 2,172 36.0 1,526 25.3

! 1% were missing data.
2 8% were missing data.
3 8.3% were missing data.
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Figure A1

Figure A.2

Age and Gender Distribution

of Sample
1995 Bridge to Health Survey
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Figure A.3 Poverty Status
by Age
1995 Bridge to Health Survey

Percent
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Figure A.4
Household Income
by Poverty Status
1995 Bridge to Health Survey
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Figure A.5 Educational Attainment
by Poverty Status
1995 Bridge to Health Survey
Percent
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Figure A.6 Household Income
by Educational Attainment
1995 Bridge to Health Survey
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CHAPTER 1
A. PERCEIVED HEALTH STATUS

One standard measurement for evaluating the health status of a population is how a
person perceives his/her health. The Bridge to Health Survey included two standardized
questions used in many validated survey instruments to measure health status. One item
assessed an individual's perception of his/her overall health; another asked respondents
to compare health to other people of the same age.

Perceived Health Status (Table 1.1)

. Overall, 16 percent of the respondents reported their health to be excellent; 12
percent reported fair or poor health. Nationally, 10% of the population report their
health as fair or poor.! (Figure 1.1)

. No significant differences in responses to this item emerged by gender alone,
although perceived health status for both male and female adult respondents varied
with age. Respondents age 18 to 34 years were among those least likely to report
fair or poor health. Respondents age 75 years and older were among those most
likely to report fair or poor health. (Figure 1.2)

. Respondents with less than a high school education were 6 times more likely to
report fair or poor health status than were those with a college education (34.0%
vs 5.5%). The majority of respondents with less than a high school education were
over age 65.

. Lower income respondents were more likely to report Fair or Poor Health.
Respondents with household incomes below 200 percent of the poverty level
were over 2 times more likely to report fair or poor health status compared to those
at or above the 200 percent threshold. (Figure 1.3 and 1.4)

. Geography had little effect on perceived health status. Urban residents (within
Duluth and Superior) reported somewhat better health than the rural population
residing outside of the Duluth/Superior area.

Perceived Health Status Compared to Others (Table 1.2)

. Patterns of response were similar to those for the previously discussed question
with the exception of gender by age. Females in most age categories were more
likely to report their health as fair or poor compared to others their age than were
males.

'National Health Interview Survey, Healthy People 2000 Review 1994. U.S. Department
of Health, Human Services, July 1995.
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Figure 1.1

Figure 1.2
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Figure 1.3

Figure 1.4

Perceived Health Status

by Educational Attainment
1995 Bridge to Health Survey
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TABLE 1.1
PERCEIVED HEALTH STATUS'
1995 BRIDGE TO HEALTH SURVEY
(n=5,977)
Demographic Excellent Very Good Good Fair/Poor?
Characteristics
Male 17.0 38.2 32.7 11.2
Female 15.3 36.1 34.9 12.7
Males by Age 18 to 34 211 41.9 31.6 5.3
35t0 44 20.2 46.3 28.2 4.7
45 to 54 231 40.3 28.8 7.1
55 to 64 11.6 35.2 34.5 17.5
65to 74 8.2 28.0 38.4 24.4
75 and older 4.0 20.3 44 4 27.6
Females by Age 181to 34 246 38.6 31.2 5.0
3510 44 17.6 44.6 30.3 6.9
45 to 54 16.2 422 31.3 10.0
55 to 64 10.5 334 39.6 15.6
65to 74 6.5 31.7 415 19.0
75 and older 4.4 18.9 417 31.5
Education Less than H.S. 7.3 18.7 38.3 34.0
H.S. Graduate 12.7 34.5 39.3 12.3
Some College 17.3 40.9 315 9.5
Voc./Assoc. Degree 18.1 46.7 28.7 6.2
College Graduate 249 40.2 28.9 5.5
Income Less than $10,000 9.5 22.4 37.5 27.6
$10-$19,999 10.7 28.3 41.7 18.3
$20-$29,999 11.0 40.4 34.9 12.9
$30-$49,999 19.9 41.3 32.0 6.3
$50,000 plus 26.6 48.0 22.2 2.8
Poverty status Less than 200% 10.8 29.5 39.4 18.9
200% or higher 20.2 42.8 29.1 7.2
Urban/Rural Duluth/Superior 18.4 36.0 347 9.6
Rural NE Minnesota 14.8 38.3 33.6 12.5
Rural NW Wisconsin 15.7 35.9 33.0 14.5
Region NE Minnesota 16.4 37.7 33.7 114
NW Wisconsin 15.4 355 34.4 13.7

' Proportion of respondents reporting on their general heaith status.
2 Responses of fair and poor were collapsed into a single category.
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TABLE 1.2
PERCEIVED HEALTH STATUS COMPARED
TO OTHERS OF THE SAME AGE'
(n=5,945)
Demographic Excellent Very Good Good Fair/Poor?
Gender Male 19.4 39.7 30.5 10.5
Female 17.4 35.9 334 13.2
Males by Age 18 to 34 211 421 30.1 6.8
35to 44 19.9 441 30.9 5.1
45 to 54 24.2 39.7 26.8 9.3
55 to 64 17.9 37.0 27.2 17.9
65to 74 14.2 35.0 33.6 17.2
75 and older 12.9 30.0 37.8 19.4
Females by Age 1810 34 21.7 35.3 32.3 10.7
35to 44 17.9 43.2 28.8 10.2
45 to 54 20.2 36.6 30.9 12.3
55 to 64 14.4 37.0 35.2 13.4
65 to 74 13.4 32.9 38.5 15.2
75 and older 1.2 27.9 38.5 22.4
Education Less than H.S. 10.5 21.7 416 26.1
H.S. Graduate 14.9 37.2 35.7 12.2
Some Coliege 20.5 40.8 28.1 10.5
Voc./Assoc. Degree 21.2 39.7 31.8 7.3
College Graduate 247 41.5 255 8.3
Income Less than $10,000 12.8 24.4 40.0 22.7
$10-$19,999 13.6 32.6 35.9 17.9
$20-$29,999 15.7 38.0 33.5 12.8
$30-$49,999 21.1 41.9 29.5 7.5
$50,000 plus 27.0 46.1 22.0 4.8
Poverty status Less than 200% 13.5 31.9 36.6 18.0
200% or higher 222 421 27.9 7.9
Urban/Rural Duluth/Superior 19.9 37.2 32.2 10.7
Rural NE Minnesota 17.0 39.0 32.0 11.9
Rural NW Wisconsin 19.1 35.5 31.4 14.0
Region NE Minnesota 18.4 38.4 31.7 11.4
NW Wisconsin 18.2 35.7 32.7 13.4

' Proportion of respondents reporting on their health in comparison to the health of others their age.
2 Responses of fair and poor were collapsed into a single category.
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B. FUNCTIONAL HEALTH STATUS

The examination of physical limitations was included as a measure of health status. Iltems
that correspond to the activities of daily living scale (ADL), and instrumental activities of
daily living scale (IADL) were used to describe frailty in the region. For each of 15 activity
items, respondents indicated whether the activity could be done without any help, with
some help, or the respondent was fully dependent on someone else to do the activity.

Instrumental Activities of Daily Living (IADL) (Table 1.3)

For instrumental activities of daily living (IADL), respondents were classified as having a
limiting condition if they could not perform any one of the following ten activities without
help:

Get medications ready for use Do routine housework
Do laundry Cook own meals
Use the telephone Manage money/finances
Shop for groceries Travel around the community
Take care of appearance Get around the house
. 17.1 percent of respondents reported having a limiting condition in at least one of

the ten instrumental activities of daily living.

. For both males and females the proportion of those having a limiting condition is
highest among older respondents (35.6% for males 75 and older, 48.2% for females
75 years and older).

. Respondents with less than a high school education were nearly 4 times more
likely to have a limiting condition than were respondents with a college education
(37.3% vs. 10.0%).

. Respondents with household incomes of less than $10,000 were 4 times more
likely to at least one IADL limiting condition compared to respondents with incomes
of $50,000 or more (37.3% vs. 9.7% respectively).
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Activities of Daily Living (ADL) (Table 1.3)

Respondents were classified as having a limiting condition if they could not perform any
one of the following five activities of daily living (ADL) without help:

Feed yourself

Dress and undress yourself

Get in and out of bed or chair

Bathe yourself

Get to the bathroom, clean yourself, arrange your clothes

. A total of 2.4 percent of the respondents reported having a limiting condition in at
least one of the five activities of daily living.

. The proportion of those having a limiting condition is highest among respondents
age 75 years and older (10.0%).

. Additionally, a large disparity was observed among the poor (less than $10,000
household income). Here, 8.8 percent of the respondents indicated having a
limiting condition. This compares to 0.3 percent among respondents with incomes
of $50,000 or more.

Frail Population: Eligibility for Community Based Services (Table 1.3)

Furthermore, if respondents reported having limitations in two or more activities of daily
living (ADL), or one activity of daily living along with two or more instrumental activities of
daily living (IADL), the respondent was classified as being functionally eligible for
community-based services (i.e., home care, etc.).

. Overall, 10.5 percent of respondents were classified as having two or more ADL’s
or one ADL along with two or more IADL'’s.

. Frailty rises sharply with age for both males and females, particularly 65 and older.
The proportion classified as functionally eligible for community-based services for
respondents 75 years and older was 26.6 percent for males and 34.8 percent for
females.
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TABLE 1.3
ACTIVITIES OF DAILY LIVING (ADL) AND
INSTRUMENTAL ACTIVITIES OF DAILY LIVING (IADL)
1995 BRIDGE TO HEALTH SURVEY
Has A Limiting Has a Limiting Frail Population
Condition in Condition in (2 or More ADL's or 1 ADL
Demographic IADL' ADL? and More Than 1 IADL's)
|Characteristics (n=5,945) (n=5,977) (n=6,034)
Overallresults 4%
Gender Male 15.0 2.4 9.3
Female 19.0 2.4 11.7
Males by Age 18 to 34 15.2 2.7 7.7
35t0 44 8.3 0.6 5.6
45 to 54 9.1 0.6 5.5
55 to 64 14.0 1.1 8.4
65to 74 20.5 3.6 13.8
75 and older 35.6 10.0 26.6
Females by Age 18to 34 13.0 0.7 7.3
35t0 44 10.5 0.3 5.7
45 to 54 12.2 0.9 6.0
55 to 64 17.9 1.9 9.2
65 to 74 247 3.9 15.6
75 and older 48.2 10.0 34.8
Education Less than H.S. 37.3 8.8 27.4
H.S. Graduate 18.8 2.5 12.2
Some College 13.8 1.5 6.9
Voc./Assoc. Degree 12.2 0.7 46
College Graduate 10.0 0.9 6.6
Income Less than $10,000 375 8.8 25.4
$10-$19,999 22.0 2.8 13.7
$20-$29,999 15.7 1.7 10.0
$30-$49,999 10.6 1.3 6.0
$50,000 plus 9.7 0.3 5.0
Poverty status Less than 200% 24.2 4.1 15.9
200% or higher 12.1 1.2 6.9
Urban/Rural Duluth/Superior 15.6 2.0 9.0
Rural NE Minnesota 17.9 2.4 11.2
Rural NW Wisconsin 17.4 3.3 11.6
Region NE Minnesota 17.2 2.2 10.3
NW Wisconsin 16.6 3.1 11.4

" Proportion of respondents requiring the help of others with one or more Instrumental Activities of Daily Living (IADL). See text explanation.
2 proportion of respondents requiring the help of others with one or more Activities of Daily Living (ADL). See text explanation.
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CHAPTER 2
CHRONIC AND OTHER MEDICAL CONDITIONS

Chronic conditions are a primary cause of disability, death, and diminished quality of life.
Whereas mortality rates reveal the causes of death, disease prevalence is a measure of
the number of people in a given population who currently have a specific health-related
condition. The Bridge fo Health Survey collected information on the prevalence of eighteen
chronic conditions.

In this region, the most common chronic conditions are: Back Problems (32.7%), Joint
Problems (29.3%), Allergies (25.5%), High Blood Pressure (19.5%), and High Cholesterol
(17.9%). (Figure 2.1)

Allergies, Not Including Allergies to Medications (Table 2.1)

. Overall, 25.5 percent of the respondents reported having allergies.

. Female respondents were more likely to report having allergies than males (30.9%
vs. 19.7%).

. Respondents in Northwestern Wisconsin were more likely than those in

Northeastern Minnesota to report asthma (7.8% vs. 5.5%).

Asthma (Table 2.1)

. Overall, 6.1 percent of the respondents reported having asthma.

. Female respondents were more likely to report having asthma than males (7.6%
vs. 4.6%).

. Among respondents age 75 years and older, females were more likely to report

having asthma than males (9.1% vs. 6.3%).

. Respondents with incomes of less than $10,000 were most likely to have asthma
(9.3%) than those with higher incomes.
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Back Problems (Table 2.1)

. Almost one-third (32.7%) of all respondents reported having back problems.
. No significant differences were exhibited by gender (except in the oldest adults).
. In most cases, prevalence increased with age for both males and females. Among

adults age 75 years and older, females were almost 1.5 times more likely to report
having back problems than males (43.2% vs. 32.9%).

. Prevalence was markedly higher among lower income households (39.3% of
those with incomes of $10,000 or less vs. 24.6% of those with incomes of $50,000
or more).

Cancer (Table 2.1)

. Slightly over three percent (3.3%) of the respondents reported having cancer.

. Prevalence increased with age for both males and females. Male respondents age
75 years and older, were nearly 2 times more likely to report having cancer than
females of this age (12.7% vs. 7.2%).

. Respondents in households with incomes of less than $10,000 were 2 times more

likely to report having cancer than were those with incomes of $50,000 or more
(4.4% vs. 2.1%).

Chronic Lung Disease (Table 2.1)

. Over five percent (5.3%) of the respondents reported having chronic lung disease.
. Prevalence increased with age for both males and females.
. Respondents with less than a high school education were almost 3 times more

likely to report having chronic lung disease than those with a college education
(11.3% vs. 4.0%).

. Respondents with household incomes below 200 percent of the poverty level
were over 2 times more likely to report having chronic lung disease than those
above the 200 percent threshold (7.0% vs. 3.4%).

. Respondents in the urban (Duluth/Superior) area were more likely to report this
condition than residents in the rural areas (7.1% vs. 4.2 to 5.1%).
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Diabetes (Table 2.2)

A total of 5.8 percent of the respondents reported having diabetes.
Prevalence increased with age for both males and females.
Respondents in households with incomesof less than $10,000 were almost 3

times more likely to report having diabetes than those from households with
incomes of $50,000 or more (7.0% vs. 2.5%).

Chronic Digestive Disease, Ulcers, Colitis, Etc. (Table 2.2)

Overall 6.5 percent of the respondents reported having chronic digestive disease.

Females were more likely to report having chronic digestive disease than males
(8.4% vs. 4.5%).

Prevalence increased with age for males and females.

Respondents with less than a high school education were nearly 3 times more
likely to report having chronic digestive disease than those with a college
education (11.2% vs. 4.1%).

Respondents with household incomes below 200 percent of the poverty level
were almost 2 times more likely to report having chronic digestive disease than
were those at or above the 200 percent threshold (9.0% vs. 5.0%).

Headaches (Table 2.2)

Nearly one in ten (9.2%) respondents reported having chronic headaches.

Prevalence was more than 2 times greater among females than males (13.1% vs.
5.1%).

For females, the prevalence for chronic headaches was greater between the ages
of 35-64 than those of other age groups. Respondents of both genders in the 45-54
age group had the greatest prevalence of chronic headaches.

Prevalence of chronic headaches was greater in lower income households (13%
in households reporting incomes of less than $10,000 vs. 7.1% in households with
incomes of $50,000 or more).
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Heart Trouble or Angina (Table 2.2)

Nearly one in ten adults reported having heart trouble or angina, (9.6%).
For both males and females, prevalence increased with age.

Respondents with less than a high school education were almost 4 times more
likely to report having heart trouble than were those with a college education
(25.9% vs. 6.6%).

Respondents with household incomes below 200 percent of the poverty level
were more likely to report having heart trouble than were adults at or above the
200 percent threshold (12.4% vs. 7.6%).

High Blood Pressure or Hypertension (Table 2.2)

One in five (19.5%) respondents reported having high blood pressure or
hypertension.

Prevalence among females was somewhat greater than males (22.0% vs. 16.8%).

Prevalence increased with age for both males and females. Among adults age 75
years and older, females were considerably more likely than males to report
having high blood pressure or hypertension (56.5% vs. 40.2%).

Prevalence was inversely related to education. Respondents with less than a high
school education were over 2 times more likely to report high blood pressure or
hypertension than those with a college education (38.5% vs. 14.5%).

Respondents with household incomes below 200 percent of poverty were more
likely to report having high blood pressure or hypertension when compared to those
at or above the 200 percent threshold (23.5% vs. 16.6%).

High Cholesterol (Table 2.3)

One in six (17.9%) respondents reported having high cholesterol.
Prevalence among females was greater than males (19.9% vs. 15.8%).
Prevalence increased with age for both males and females. Among adults age 55

years and older, females were considerably more likely to report having high
cholesterol than males.
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. Prevalence was inversely related to education. Respondents with less than a high
school education were 1.5 times more likely to report having high cholesterol than
were adults with a college education (24.0% vs. 15.8%).

Joint Problems (Table 2.3)

. Three in ten (29.3%) respondents reported having joint problems.

. Prevalence among females was greater than males (34.0% vs. 24.3%).

. Prevalence increased with age for both males and females. Females respondents
age 45 years and older were considerably more like to report having joint problems
than males.

. Fifty percent (50%) of the respondents with less than a high school education

reported having joint problems, more than twice the proportion of those with a
college education (21.8%).

. Respondents with household incomes below 200 percent of poverty were over 1.5

times as likely to report having joint problems than were those at or above the 200
percent threshold (37.4% vs. 23.7%).

Kidney or Bladder Problems, including Prostate (Table 2.3)

. Seven percent (7.0%) of the respondents reported having kidney or bladder
problems.
. Prevalence increased with age for both males and females. Among adults age 65

years or older, males were considerably more likely than females to report having
kidney or bladder problems than females.

. Respondents with less than a high school education were more likely to report
having kidney or bladder problems than were adults with higher levels of
education.

Menopause Related Health Problems - Women Only (Table 2.3)
. Of the female respondents, 6.9 percent reported menopause-related problems.
. Over one-fifth of the female respondents age 45-54 (21.7%) reported problems.

. Prevalence did not vary by educational attainment.
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. Respondents with household incomes below 200% poverty were less likely to
report menopause related problems than those at or above 200% of poverty (5.7%
vs. 8.6%).

Mental Health Problems (Table 2.3)

. Just over 3 percent (3.1%) of the respondents reported mental health problems.

. A somewhat greater proportion of females reported having mental health problems
compared to males (3.9% vs. 2.3%).

. Females 35 to 54 years of age reported the highest prevalence of mental health
problems (5.0% for 35 to 44 years old and 4.5% for 45 to 55 years old).

. Prevalence was over 2 times greater in households with incomes of less than
$10,000 than in those with incomes of $50,000 or more (6.8% vs. 2.6%).

. Geography had an effect on the prevalence of mental health problems. Urban
adults (within Duluth and Superior) were more likely to report having mental health
problems than rural adults, outside of the Duluth/Superior area (3.8% vs. 2.6% or
2.9%).

Other Chronic and Medical Conditions

. A small percentage (0.3%) of the respondents reported having multiple sclerosis;
nearly to 1 percent (0.8%) reported having a sexually transmitted disease; just
over 1 percent (1.3%) reported having stroke-related problems.

Relationship between Chronic and Medical Conditions and Reports of Fair/Poor
Health Status (Figure 2.2)

. Respondents with multiple sclerosis were most likely to report their health status
as fair or poor (65.3%).
. Over one-half of the respondents with stroke-related conditions (55.9%) and

chronic lung disease (50.7%) also classified their health as fair or poor.
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Figure 2.1

Prevalence of Chronic and

Other Medical Conditions
1995 Bridge to Health Survey
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Figure 2.2

Adults Reporting Fair/Poor Health

by Chronic and Medical Conditions
1995 Bridge to Health Survey
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TABLE 2.1
CHRONIC AND OTHER MEDICAL CONDITIONS'

1995 BRIDGE TO HEALTH SURVEY

Males by Age

Females by Age

Education

Income

Poverty status

Urban/Rural

Region

Male
Female

18 to 34
35 to 44
45 to 54
55 to 64
65to 74
75 and older

18 to 34
35to 44
45 to 54
55 to 64
65to 74
75 and older

Less than H.S.

H.S. Graduate
Some College
Voc./Assoc. Degree
College Graduate

Less than $10,000
$10-$19,999
$20-$29,999
$30-$49,999
$50,000 plus

Less than 200%
200% or higher

Duluth/Superior
Rural NE Minnesota
Rural NW Wisconsin

NE Minnesota
NW Wisconsin

Allergies

171
23.9
22.6
21.3
16.6
14.7

30.3
29.1
34.6
36.3
32.1
22.6

16.1
22.7
29.1
25.0
31.2

20.2
255
27.6
251
23.4

26.5
25.3

24.9
25.4
26.7

25.2
26.3

Asthma

455)

4.6
7.6

2.3
44
5.0
6.7
7.5
6.3

6.1
7.0
7.5
10.1
8.6
9.1

8.6
5.0
6.4
6.4
6.2

9.3
6.2
6.9
4.8
5.5

6.7
57

5.7
6.0
7.1

55
7.8

Back
Problems

(n=5,577)

31.6
33.7

254
34.1
33.9
36.6
35.0
32.9

253
30.5
40.4
42.5
34.6
43.2

40.4
34.4
31.0
34.1
27.7

39.3
38.9
35.3
31.3
24.6

37.4
30.3

29.2
34.0
35.0

321
34.3

Cancer

(n=5,448)

31
3.4

0.8
0.7
2.1
2.8
10.9
12.7

0.9
1.3
3.2
6.1
7.7
7.2

6.2
3.9
3.4
1.8
2.0

4.4
5.8
2.2
2.1
2.1

4.1
2.5

3.3
3.3
3.4

3.3
3.4

Chronic Lung

Disease
(n=5,451)

5.5
5.2

5.1
1.0
31
8.4
11.3
12.3

3.9
1.5
3.9
7.2
9.2
10.5

11.3
3.8
4.5
3.9
4.0

11.2
6.5
4.0
2.6
3.7

7.0
3.4

71
4.2
51

53
55

1 Proportion of respondents who reported having 1 or more chronic diseases.
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TABLE 2.2
CHRONIC AND OTHER MEDICAL CONDITIONS'
1995 BRIDGE TO HEALTH SURVEY

Diabetes Chronic  Headaches Heart High

Digestive  (chronic) Trouble Blood
Demographic Disease or Angina  Pressure
Characteristics (n=5,480) (=5,442) (n=5,437) (n=5,514) (n=5,621)

Gender Male 5.8 45 5.1 104 16.8

Female 57 8.4 13.1 8.9 22.0

Males by Age 18 to 34 1.1 2.3 5.4 1.7 1.2

35t0 44 2.2 2.3 3.8 3.6 9.0

45 to 54 3.8 5.5 6.8 8.0 19.5

55 to 64 12.0 8.0 5.7 19.1 31.9

65 to 74 16.9 6.0 3.9 26.6 39.6

75 and oider 14.4 11.1 5.8 34.2 40.2

Females by Age 18to 34 0.2 6.8 10.8 0.7 1.6

35 to 44 2.4 6.2 14.6 1.6 8.0

45 to 54 4.8 8.5 16.9 4.0 21.6

55 to 64 9.7 11.3 15.2 13.4 34.1

65 to 74 14.5 11.0 10.8 19.6 46.9

75 and older 13.6 10.4 12.3 32.7 56.5

Education Less than H.S. 13.2 11.2 11.9 25.9 38.5

H.S. Graduate 6.6 7.6 10.2 9.8 21.7

Some College 5.1 6.4 8.6 7.8 16.4

Voc./Assoc. Degree 3.3 4.7 10.1 4.9 11.8

College Graduate 3.3 41 6.6 6.6 14.5

Income Less than $10,000 7.0 11.0 12.9 17.7 29.5

$10-$19,999 9.4 9.8 11.2 13.7 27.2

$20-$29,999 7.1 7.1 9.2 10.0 18.8

$30-$49,999 34 46 9.0 6.9 15.5

$50,000 plus 2.5 3.4 71 3.9 11.8

Poverty status Less than 200% 7.0 9.0 12.0 12.4 23.5

200% or higher 46 5.0 7.9 7.6 16.6

Urban/Rural Duluth/Superior 54 6.1 9.3 8.5 17.2

Rural NE Minnesota 6.2 6.7 9.3 10.0 20.6

Rural NW Wisconsin 5.2 6.6 8.8 10.8 20.4

Region NE Minnesota 5.8 6.4 9.3 9.1 19.0

NW Wisconsin 5.8 6.8 8.8 11.1 20.9

1 Proportion of respondents who reported having 1 or more chronic diseases.
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TABLE 2.3
CHRONIC AND OTHER MEDICAL CONDITIONS'
1995 BRIDGE TO HEALTH SURVEY

High Joint Kidney or Menopause Mental

Cholesterol Prolems Bladder  Related Health
Demographic Problems Problems® Problems
Characteristics (n=5,510)  (n=5,607) (n=5452)  (n=2,778)  (n=5,444)

Gender Male 15.8 24.3 7.5 . 2.3

Female 19.9 34.0 6.6 6.9 3.9

Males by Age 18to0 34 3.6 8.0 1.2 . 1.9

35to 44 11.9 15.8 25 . 2.3

45 to 54 226 25.1 4.4 . 3.7

55 to 64 28.8 38.9 9.1 . 1.8

65to 74 31.2 49.7 22.1 . 1.6

75 and older 225 53.6 32.7 . 3.6

Females by Age 181to 34 4.6 10.9 25 0.4 4.2

35t044 8.3 19.0 3.6 6.6 5.0

45 to 54 221 36.7 5.2 21.7 45

55 to 64 39.7 54.5 9.5 12.6 2.4

65 to 74 40.5 59.9 13.6 4.5 2.3

75 and older 34.0 65.1 15.1 2.0 4.0

Education Less than H.S. 24.0 50.0 17.7 6.6 5.5

H.S. Graduate 21.2 32.3 6.2 8.4 2.6

Some College 16.3 27.8 7.3 5.9 2.8

Voc./Assoc. Degree 12.0 21.3 3.2 4.5 2.6

College Graduate 15.8 21.8 5.5 7.3 3.5

Income Less than $10,000 17.3 46.6 12.4 5.9 6.8

$10-$19,999 21.2 41.6 10.1 6.9 4.4

$20-$29,999 21.2 29.2 7.8 5.5 2.4

$30-$49,999 15.4 21.9 4.2 9.2 2.6

$50,000 plus 14.9 17.2 3.8 7.9 2.6

Poverty status Less than 200% 17.8 37.4 9.2 57 4.4

200% or higher 17.7 23.7 5.4 8.6 2.7

Urban/Rural Duluth/Superior 16.5 25.1 6.3 5.9 3.8

Rural NE Minnesota 18.5 30.3 6.8 7.8 2.9

Rural NW Wisconsin 18.9 33.9 8.9 6.2 2.6

Region NE Minnesota 17.5 28.0 6.6 6.9 3.3

NW Wisconsin 19.2 33.2 8.4 6.7 2.8

1 Proportion of respondents who reported having 1or more chronic diseases.
2 Women only.
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CHAPTER 3

PREVENTIVE HEALTH PRACTICES

A. NUTRITION

Dietary factors contribute substantially to preventable illness and premature death in the
United States.?2 The major causes of death associated with poor diet are coronary heart
disease, coronary artery disease, some forms of cancer, stroke, and non-insulin-dependent
diabetes. Inadequate food supply is an issue particularly for low-income and isolated
households.

The Bridge to Health Survey includes three items related to nutrition: eating breakfast
every day, avoiding fatty foods, and having an adequate food supply.

Eating Breakfast Every Day (Table 3.1)

Eating breakfast enhances the quality and quantity of an individual’s daily dietary intake.
When an individual skips breakfast, he or she is less likely to consume the number of
servings recommended in the food guide pyramid.

. Two-thirds of the respondents (67.6%) reported eating breakfast every day.

. A greater proportion of females reported eating breakfast every day compared to
males (71% vs. 64%) particularly in the age 35-44 category (45.3% vs. 65.9%).

. Increased age was associated with higher proportions of respondents (especially
males) reported eating breakfast every day. Ranges included 45.3 percent among
35-44 year old males to 96 percent among males 75 years of age and older.
(Figure 3.1)

. There was no discernible difference by poverty status, although differences were
apparent across household income levels. Respondents with a household income
of less than $10,000 were most likely to report eating breakfast everyday compared
to those with household incomes of $50,000 or more (73.6% vs. 61.1%) (Figure
3.2).

2Healthy People 2000 Review, 1994, U.S. Department of Health and Human Services,
Hyattsville Maryland, July 1995, p.11.
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Avoiding Fatty Foods (Table 3.1)

A diet high in fat contributes to being overweight, increased risk of heart disease, and
increased risk of certain cancers. The Bridge to Health Survey results correlate with
national trends that Americans are eating less fat and cholesterol-rich foods than in the
recent past.

. Over one-half of the respondents reported avoiding fatty food (563.7%).

. Over six in ten females reported avoiding fatty foods, a considerably greater
proportion than males (63% vs. 43.8%).

. Avoiding fatty foods is directly related to age. Both males and females reported
avoiding fat as they age. However, the oldest respondent (75 years and older)
were slightly less likely to avoid fat compared to those 65-74 year. (Figure 3.3).

. Respondents with incomes of less than $20,000 reported avoiding fatty food more
often than those with higher incomes.

Inadequate Food Supply (Table 3.1)

While the availability of food on a per capita basis is sufficient to prevent inadequate
nutrition and deficiency-related disease, the data indicates that not all Americans are
getting enough to eat. Approximately 1 in 10 people living in low-income households or
families experience some degree of food insufficiency.’

. Males age 35-44 (5.5%) and females age 18-34 (5.3%) were most likely to have
used a community food shelf in the past year.

. Respondents with less than a high school education (5.2%) were much more likely
to report using a community food shelf than those with higher educational
attainment.

. As expected, respondents with incomes of less than $10,000 and below 200%

of the poverty level most often reported using a community food shelf.

3Third Report on Nutrition Monitoring in the United States, U.S. Department of
Agriculture and Health and Human Services, 1995.
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Figure 3.1 Currently Eat Breakfast Everyday

by Age and Gender
1995 Bridge to Health Survey
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Figure 3.3

Figure 3.4
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TABLE 3.1
PREVENTIVE PRACTICES AND NUTRITION'
1995 BRIDGE TO HEALTH SURVEY
Eat Avoid In The Past Year
Breakfast Fatty Used A Community
Demographic Everyday Foods Food Shelf
Characteristics (n=5,886) (n=5,835) (n=5,944)
Gender Male 63.5 43.8 2.8
Female 71.3 63.0 3.6
Males by Age 18 to 34 55.9 28.8 2.3
35to 44 453 36.0 55
45to 54 57.4 454 1.9
55 to 64 78.0 53.3 2.7
65to 74 86.6 721 0.6
75 and older 96.0 64.2 2.5
Females by Age 18to 34 56.4 48.3 5.3
35to 44 65.9 59.6 41
45to 54 67.7 57.3 2.9
55 to 64 79.2 78.4 2.9
651to 74 87.1 79.4 2.2
75 and older 94 .1 76.1 2.2
Education Less than H.S. 78.7 58.4 5.2
H.S. Graduate 66.0 53.0 3.9
Some College 65.3 55.0 2.6
Voc./Assoc. Degree 56.1 456 4.3
College Graduate 73.1 57.1 0.8
Income Less than $10,000 73.6 56.4 9.5
$10-$19,999 68.8 58.2 55
$20-$29,999 67.2 51.9 2.5
$30-$49,999 64.8 51.0 1.3
$50,000 plus 61.1 51.9 0.8
Poverty status Less than 200% 67.8 54.4 6.2
200% or higher 65.3 52.8 1.3
Urban/Rural Duluth/Superior 67.7 51.2 3.1
Rural NE Minnesota 67.5 54.3 3.0
Rural NW Wisconsin 67.6 56.3 41
Region NE Minnesota 68.0 52.9 3.0
NW Wisconsin 66.4 56.0 3.8

' Proportion of respondents who report current preventive practices and nutrition related activity.
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B. WEIGHT STATUS (Table 3.2)

Being overweight is a recognized risk factor for many chronic conditions, e.g.,
hypertension, cardiovascular disease, some forms of cancer, non-insulin-dependent
diabetes, osteoarthritis and gall bladder disease.

Self-reported height and weight data were used to calculate Body Mass Index (BMI). BMI
is defined as weight (kilograms) divided by height (meters) squared. Overweight for men
is a BMI of greater than or equal to 27.8kg/m?. For women, overweight is defined as
greater than or equal to 27.3kg/m?.*

Reliability studies indicate that on average men tended to over report their height by .57
inches and their weight by .91 pounds; women tended to over report their height by .23
inches and under report their weight by 22.8 pounds.® The information included on Table
3.2 is not adjusted for possible mis-reporting.

The Healthy People 2000 goal for weight control is to reduce the prevalence of overweight
to no more than 20% among persons 20 years and older.

. According to the Body Mass Index, 58.9 percent of the respondents are currently
at a healthy weight. (Figure 3.5)

. Respondents most likely to be at a healthy weight were: females over age 75
(67.7%), those who are college educated (63.7%), and those with incomes over
$50,000 (64.7%).

. Well over one-third of the respondents (37.9%) are overweight.

. In regard to gender, approximately 50 percent of male respondents age 45-74 are
overweight. Over 40 percent of females age 45-74 are overweight.

. A small percentage of individuals are classified as underweight (3.2%) according
to the BMI index. Respondents most likely to be underweight are males and
females 18-34 years of age (6.1% and 6.3%), and those with less than a high
school education (8.1%).

. Respondents in the lowest income bracket, less than $10,000, were 4 times more
likely to be underweight than those with incomes of $50,000 or more (9.9% vs.
1.5%).

‘Harrison GG. Height-weight tables, Annals of Internal Medicine, 1985; 103:989-994.

SNational Institutes of Health Consensus Development Panel, Health Implementations of
Obesity: National Institutes of Health Consensus Development conference statements, Annals of
Internal Medicine, 1985; 103:1073-1077.
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Figure 3.5 Weight Status
1995 Bridge to Health Survey
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TABLE 3.2

Males by Age

Females by Age

Education

Income

Poverty status

Urban/Rural

Region

Female

18 to 34
35to 44
45 to 54
55 to 64
65to 74
75 and older

18 to 34
35to 44
45 to 54
55 to 64
65to 74
75 and older

Less than H.S.

H.S. Graduate
Some College
Voc./Assoc. Degree
College Graduate

Less than $10,000
$10-$19,999
$20-$29,999
$30-$49,999
$50,000 plus

Less than 200%
200% or higher

Duiuth/Superior
Rural NE Minnesota
Rural NW Wisconsin

NE Minnesota
NW Wisconsin

3.6

6.1
1.4
1.0
1.4
0.4
3.0

6.3
2.7
1.5
2.0
2.3
42

8.1
27
3.8
1.7
1.8

9.9
3.4
1.7
1.6
1.5

5.3
1.5

3.4
3.4
24

3.5
24

62.2

63.5
54.7
48.3
48.3
50.3
57.7

71.1
61.9
54.5
53.2
547
67.7

47.3
591
60.5
56.7
63.7

58.4
54.5
55.3
58.3
64.7

55.6
60.0

60.1
57.7
59.7

58.8
59.0

WEIGHT STATUS'
1995 BRIDGE TO HEALTH SURVEY
(n=5,902)
Healthy
Demographic Under Weight Weight Over Weight

|Characteristics

lGender Male 2.8 55.3 41.9

34.2

30.4
44.0
50.7
50.3
49.3
39.4

22.6
35.4
44.0
44.8
43.0
28.1

447
38.2
35.7
41.6
34.5

31.7
421
43.0
40.1
33.8

39.2
38.5

36.6
38.8
37.9

37.7
38.6

! Proportion of respondents reporting current weight and height. Calculations for weight status are based on Body Mass Index (BMI).

Overweight: >85th percentile BMI; Healthy Weight: >15th and <85th percentile BMI; Underweight: <15th percentile BMI.
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C.

SLEEP (Table 3.3)

Sleep is not merely a “time out” from daily life. It is an active state essential for physical
and mental restoration. Yet more than 100 million Americans of all ages regularly fail to
get a good night's sleep.®

D.

Nearly eight in ten of the respondents reported getting enough sleep regularly
(79.6%).

Younger adults reported not getting enough sleep more often than older adults.

EXERCISE (Table 3.3)

Physical activity is widely recognized as an important preventive measure against chronic
disease, death and disability. Stretching and a regular exercise routine maintains normal
range of motion and joint mobility, prevents postural problems, and decreases muscle
soreness. Maintaining muscle through regular activity helps to keep older people feeling
well and reduces the risk of falls and fractures.

Nearly forty-four percent (43.8%) of all respondents reported doing stretching
exercises at least three times a week for muscle and tone flexibility.

There was not a discernable difference among females and age. However, males
age 55 and over were more likely to do stretching exercises.

Urban residents (Duluth/Superior area) were less likely than rural residents to
perform stretching exercises (41.7% vs. 45%).

CPR (Cardiopulmonary Resuscitation) TRAINING (Table 3.3)

Nearly one-quarter of the respondents reported taking CPR training within the past
two years (23.6%).

The prevalence of respondents who have taken CPR training decreased with age,
ranging from 27 percent among males 18 to 34 years of age to 3 percent for males
75 years and older. Among females prevalence ranged from 35 percent to 4
percent respectively for these same age groups.

Respondents with higher educational attainment and higher incomes were more
likely to report having taken CPR training.

1988.

6 American Sleep Disorders Association, 1610 14th Street NW, Suite 300, Rochester, MN,
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TABLE 3.3
PREVENTIVE PRACTICES'

1995 BRIDGE TO HEALTH SURVEY

Gender

Males by Age

Females by Age

Education

Income

Poverty status

Urban/Rural

Region

Regularly
Get

Enough
Sleep
( 68)

Male 79.4
Female 79.9
18 to 34 69.4
35to 44 75.3
45 to 54 81.7
55 to 64 89.4
65 to 74 92.7
75 and older 88.8
18 to 34 71.9
35to 44 77.9
45 to 54 79.1
55 to 64 86.3
65to 74 88.9
75 and older 86.8
Less than H.S. 84.0
H.S. Graduate 79.5
Some College 78.2
Voc./Assoc. Degree 74.2
College Graduate 82.3
Less than $10,000 76.9
$10-$19,999 80.3
$20-$29,999 78.8
$30-$49,999 76.0
$50,000 plus 82.6
Less than 200% 77.5
200% or higher 79.8
Duluth/Superior 79.9
Rural NE Minnesota 79.3
Rural NW Wisconsin 80.2
NE Minnesota 79.7
NW Wisconsin 79.4

Stretching
Exercises at
Least 3 Times
Per Week
(n=5,818)

44.0
43.6

43.2
394
39.7
45.2
55.6
47.8

43.0
41.5
421
458
47.9
42.9

441
42.4
441
41.7
456

46.0
40.3
421
42.9
44.0

413
43.7

417
449
447

43.9
43.5

Have You Taken
CPR? Within

The Last
Two Years
(n=5,802)

254
21.8

27.3
37.3
36.3
20.4
6.1
2.9

35.8
30.7
217
12.5
3.6
3.5

13.7
18.6
255
321
29.2

14.4
13.9
16.4
31.5
34.2

16.3
28.4

24.5
24.9
18.5

25.1
19.1

' Proportion of respondents who report current healthy practices activity.

2 Cardiopulmonary Resuscitation.
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CHAPTER 4

PREVENTIVE SCREENINGS

A. Cancer Screenings: Male and Female

B. Cardiovascular Risk Screenings
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CHAPTER 4
PREVENTIVE SCREENINGS

The number one cause of death nationally and in this region is cardiovascular disease.
The second leading cause is cancer. Reducing risk factors and early detection can prevent
premature deaths in both of these areas. The Bridge to Health Survey asked respondents
to report whether they had appropriate screenings to detect signs and symptoms related
to cancer and cardiovascular disease.

The American Cancer Society's recommended screening guidelines’ for items included in
the Survey are listed below:

Test or Procedure Gender Age Frequency

Mammogram F Over 40 Every 1-2 Years
Over 50 Every Year

Pap Test F 18 and over Every Year

(sexually active)

18 and over After 3 years of
normal exams, at
the advice of a

physician.
Breast Self-Exam F 20 and over Every Month
Prostate Exam M 50 and over Every Year
Testicle Self-Exam M 18 and over Every Month
Digital Rectal Exam M&F 40 and over Every Year

Healthy People 2000 recommends the following screenings for cardiovascular disease:

Screening Test Gender Age Frequency
Blood Pressure M&F 18 and over Every 2 years
Check

Cholesterol M&F 18 and over Every 5 years
Measured

7American Cancer Society, Guidelines for Early Detection of Cancer in People Without
Symptoms, February 1993.
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A.

CANCER SCREENING

Women: Mammogram, Pap Test, Breast Self-Exam (Tables 4.1, 4.2, 4.3) (Figures

4.1 -4.5)

The Healthy People 2000 goal for appropriate mammogram screening is 80% of the female
population age 50 and over. The goal for the appropriate pap test is 95% of all females
over age 18.

Over one-half (54.5%) of the female respondents over age 40 reported having the
appropriate mammogram screening for their age.

Over three-quarters (77.4%) of the female respondents over age 18 had yearly pap
test screenings. Older females were less likely to have an annual pap test than
younger women.

Under one-half (48.3%) of the female respondents over age 18 performed a breast
self-exam in the past 3 months.

For all three mammogram, pap test, and breast self-exam screenings, older
females were more likely to have appropriate screenings than younger women.

Female respondents with a higher educational attainment were more likely to have
appropriate screenings than those with lower levels of education.

Female respondents with higher incomes and at or above 200% of poverty were
considerably more likely to report having the appropriate screenings than those of
lower economic status.

There is more disparity between low income and high income females who report
having the appropriate cancer screenings versus low and high income men who
had the recommended screenings for their gender.
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Figure 4.1

Figure 4.2

Mammogram Screening

Age 40 and Older by Educational Attainment
1995 Bridge to Health Survey
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Figure 4.3 Pap Test Exams (Females Age 18 and older)

by Educational Attainment
1995 Bridge to Health Survey
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Figure 4.4 Pap Test Exams (Females Age 18 and older)

by Household Income
1995 Bridge to Health Survey
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Figure 4.5 Time of Last Breast Self Exams

(Females Age 18 and Older)
1995 Bridge to Health Survey
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Figure 4.6 Digital Rectal Exams: Within the Past Year

(40 years and older) by Age and Gender
1995 Bridge to Health Survey
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TABLE 4.1
PREVENTIVE SCREENING: MAMMOGRAM (WOMEN ONLY 40 YEARS AND OLDER)
1995 BRIDGE TO HEALTH SURVEY
(n=1,973)
Never Had Appropriate
Demographic Exam’ Screening?
Characteristics
Females by Age 40to49 201 70.3
50 to 59 11.3 60.2
60 to 69 10.5 50.7
70 and older 171 38.5
Education Less than H.S. 22.1 36.7
H.S. Graduate 16.0 53.8
Some College 12.4 57.3
Voc./Assoc. Degree 17.0 68.2
College Graduate 13.8 61.6
Income Less than $10,000 21.4 36.7
$10-$19,999 16.3 471
$20-$29,999 16.8 54.9
$30-$49,999 11.0 67.6
$50,000 plus 9.1 72.8
Poverty Status Less than 200% 19.8 43.6
200% or higher 10.6 65.9
Urban/Rural Duluth/Superior 14.3 56.8
Rural NE Minnesota 16.2 53.2
Rural NW Wisconsin 17.3 55.0
Region NE Minnesota 15.0 54.2
NW Wisconsin 16.4 55.6

1 Proportion of female respondents 40 years and older who reported never having a mammogram.
2 proportion of female respondents 40 years and older who reported having had a routine mammogram within the appropriate time period.
i.e., within two years for women 40-49 years old and within one year for women 50 years and older.
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TABLE 4.2
PREVENTIVE SCREENING: PAP TEST (WOMEN ONLY)
1995 BRIDGE TO HEALTH SURVEY
(n=3,115)
Never Had Had Appropriate
Demographic Exam’ Screening®
Ch teristi
Females by Age 181029 7.8 87.6
30to0 39 2.3 90.6
40 to 49 3.8 83.2
50 to 59 8.7 81.4
60 to 69 9.1 69.7
70 and older 13.7 52.0
Education Less than H.S. 15.0 54.9
H.S. Graduate 7.7 74.9
Some College 7.2 81.1
Voc./Assoc. Degree 4.3 88.5
College Graduate 4.9 84.3
Income Less than $10,000 12.5 60.9
$10-$19,999 9.1 721
$20-$29,999 5.0 82.6
$30-$49,999 3.7 88.3
$50,000 plus 52 84.6
Poverty Status Less than 200% 9.1 70.9
200% or higher 4.9 85.0
Urban/Rural Duluth/Superior 6.3 79.9
Rural NE Minnesota 8.0 75.2
Rural NW Wisconsin 8.1 78.9
Region NE Minnesota 7.3 76.9
NW Wisconsin 8.1 78.8

1 Proportion of all female respondents who reported never having a Pap test.

2 proportion of female respondents who reported having a Pap test within the past two years.
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TABLE 4.3
PREVENTIVE SCREENING: BREAST SELF EXAM (WOMEN ONLY)
1995 BRIDGE TO HEALTH SURVEY
(n=3,115)
Never Had Breast Self Exam Within:
Demographic Had Past 3 Past Past 1-2
Characteristics Breast Self Exam'  Months? Year? Years?
verall re
Females by Age 181029 12.4 48.8 24.4 8.8
30to 39 10.5 55.5 18.2 11.1
40 to 49 9.0 55.8 23.4 56
50 to 59 8.4 50.2 23.4 7.0
60 to 69 10.3 45.9 16.0 12.6
70 and older 21.9 29.7 12.9 10.2
Education Less than H.S. 18.2 311 14.3 11.1
H.S. Graduate 14.0 447 20.8 9.7
Some College 11.8 51.5 20.5 8.3
Voc./Assoc. Degree 7.2 56.6 23.2 8.4
College Graduate 7.4 57.1 21.0 9.2
Income Less than $10,000 16.9 36.9 17.8 8.1
$10-$19,999 14.0 42.2 19.4 14.1
$20-$29,999 11.0 51.1 19.8 8.1
$30-$49,999 7.0 571 23.6 6.8
$50,000 plus 9.6 54.7 22.2 7.5
Poverty Status Less than 200% 14.9 41.9 19.56 10.8
200% or higher 8.4 55.0 21.9 7.6
Urban/Rural Duluth/Superior 11.1 48.4 21.4 9.6
Rural NE Minnesota 11.9 48.3 19.9 9.3
Rural NW Wisconsin 13.6 48.4 20.0 8.7
Region NE Minnesota 11.6 47.8 20.7 9.6
NW Wisconsin 13.0 49.8 19.5 8.3

1 Proportion of women 18 years and older who never performed self breast exam.
2 proportion of women 18 years and older who performed self breast exam.

Recommendation of the American Cancer Society - every female 20 and over perform breast self exam every month.

page 59




Men: Prostate Exam, Testicle Self-Exam (Tables 4.4, 4.5) (Figures 4.7 and 4.8)

. Under one-half (46.4%) of the male respondents 50 and over reported having a
yearly prostate screening.

. Only 17 percent of male respondents over age 18 performed a testicular self-
exam in the past 3 months.

. Male respondents with higher educational attainment were more likely to have
appropriate screenings than those with lower levels of attainment.

. Male respondents with higher incomes and above 200% of poverty were more
likely to have appropriate screenings than those of lower economic status.

Both Male and Female: Digital Rectal Exam (Table 4.6) (Figure 4.6)

The Healthy People 2000 goal for all persons age 40 and over to have an annual digital
rectal exam is 40%.

. Over one-quarter of respondents (27.2%) age 40 and over reported having a digital
rectal exam within the past year.

. Males were more likely to have the appropriate screening than females (30% vs.
24 .8%).
. Males and females age 40-44 were least likely to report having a digital rectal

exam within the past year (18.2% and 16.2%). A low percentage of females age

75 and over also had a small percentage reporting the appropriate screening
(20.2%).

. Respondents at or above 200% of poverty were more likely to have the
appropriate screening than those below 200% poverty (31.0% vs. 22.7%).

. Urban respondents (Duluth/Superior area) were more likely to have the appropriate
screening than those in the rural areas (30.5% vs. 25 - 26%).

page 60




Figure 4.7 Prostate Exams (Men 50 years and Older)
by Household Income
1995 Bridge to Health Survey
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Figure 4.9 Women Who Never Had Cancer

Screening Exams by Type of Exam
1995 Bridge to Health Survey
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Figure 4.10 Men Who Never Had Cancer

Screening Exams by Type of Exam
1995 Bridge to Health Survey
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TABLE 4.4
PREVENTIVE SCREENING: PROSTATE EXAM (MEN)
1995 BRIDGE TO HEALTH SURVEY
(n=1,161)
Never Had Appropriate

Demographic Prostate Screening In
Characteristics Exam’ Past Year?
Males by Age 50 to 59 23.8 37.2

60 to 69 14.7 49.9

70 and older 15.6 50.9
Education Less than H.S 21.4 44.9

H.S. Graduate 18.1 42.6

Some College 18.2 47.2

Voc./Assoc. Degree 18.9 46.0

College Graduate 12.2 54.0
Income Less than $10,000 30.8 26.6

$10-$19,999 20.7 47.3

$20-$29,999 17.0 452

$30-$49,999 12.9 52.6

$50,000 plus 13.8 46.8
Poverty status Less than 200% 23.3 425

200% or higher 14.5 48.5
Urban/Rural Duluth/Superior 17.6 48.2

Rural NE Minnesota 17.3 46.2

Rural NW Wisconsin 19.2 44.3
Region NE Minnesota 17.2 46.7

NW Wisconsin 19.4 45.6

! Proportion of male respondents who reported never having a prostate exam.
2 Proportion of males 50 years and over having a prostate exam in the past year.
Recommendation of the American Cancer Society - men 50 years and over annually.
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TABLE 4.5
PREVENTIVE SCREENING: TESTICLE SELF EXAM (MEN ONLY)
1995 BRIDGE TO HEALTH SURVEY
(n=2,919)
Never Had Had Testicle Self Exam Within:*
Demographic Testicle Past 3 Past Past 1-2
]Characteristics Self Exam' Months Year Years
Gender Males 18 to0 29 68.8 11.5 9.7 6.2
30to 39 56.5 17.4 8.4 9.2
40 to 49 43.7 19.5 14.0 12.2
50 to 59 36.7 20.1 15.2 9.2
60 to 69 26.9 16.9 20.6 10.4
70 and oider 20.4 16.9 14.4 8.8
Education Less than H.S. 32.0 9.7 12.5 9.1
H.S. Graduate 453 12.7 13.1 12.9
Some College 52.3 19.9 10.3 7.2
Voc./Assoc. Degree 46.0 17.3 15.8 9.7
College Graduate 41.0 23.9 15.0 7.5
Income Less than $10,000 61.3 10.0 4.1 6.7
$10-$19,999 41.0 11.5 13.2 8.7
$20-$29,999 38.2 17.5 13.8 11.9
$30-$49,999 48.9 17.4 13.6 8.7
$50,000 plus 37.7 241 13.7 11.5
Poverty status Less than 200% 50.0 11.0 10.1 7.3
200% or higher 411 20.3 14.1 10.9
Urban/Rural Duluth/Superior 46.5 17.7 13.0 9.2
Rural NE Minnesota 431 16.6 13.1 9.6
Rural NW Wisconsin 453 16.6 13.4 9.2
Region NE Minnesota 44.4 17.4 12.9 9.3
NW Wisconsin 45.5 15.5 13.8 9.6

! Proportion of male respondents who reported never having a testicle self exam.
2 Proportion of male respondents 18 years and over having a testicle self exam.
American Cancer Society Recommendation - 18 years and over every month.
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TABLE 4.6
PREVENTIVE SCREENING: DIGITAL RECTAL EXAM
(MEN & WOMEN 40 YEARS AND OLDER)
1995 BRIDGE TO HEALTH SURVEY
(n=3,718)
Never Had Had Appropriate
Demographic Digital Rectal Exam Within
Characteristics Exam'’ The Past Year?
Overall results
Gender Male 31.7 30.0
Female 37.4 24.8
Males by Age 40 to 44 51.8 18.2
45 to 54 39.1 22.8
55 to 64 28.6 33.3
65to 74 16.0 41.9
75 and older 17.9 36.1
Females by Age 40 to 44 58.3 16.2
45 to 54 471 256
55 to 64 34.6 30.7
6510 74 26.0 29.6
75 and older 25.0 20.2
Education Less than H.S. 26.7 29.7
H.S. Graduate 35.9 23.4
Some College 40.4 26.0
Voc./Assoc. Degree 38.6 27.2
College Graduate 31.3 33.4
Income Less than $10,000 30.6 21.9
$10-$19,999 33.3 25.4
$20-$29,999 346 294
$30-$49,999 35.3 31.9
$50,000 plus 36.4 27.5
Poverty status Less than 200% 35.6 22.7
200% or higher 33.6 31.0
Urban/Rural Duluth/Superior 31.1 30.5
Rural NE Minnesota 36.4 25.7
Rural NW Wisconsin 36.0 26.5
Region NE Minnesota 34.6 27.2
NW Wisconsin 356.3 27.4

! Proportion of male and female respondents who reported never having a digital rectal exam.
2 Proportion of male and female respondents who reported having a digital rectal exam within the past year.
American Cancer Society Recommendation - Males and Females 40 and over every year.
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B. CARDIOVASCULAR RISK SCREENINGS
Blood Pressure (Table 4.7) (Figures 4.11 and 4.12)

The Healthy People 2000 goal is 90% of the population (age 18 and over) having their
blood pressure checked in the previous 2 years.

. Overall, 86.8 percent of the respondents had their blood pressure checked in the
past two years.

. Females overall and especially those age 45-54 were slightly more likely than
males to report the appropriate screenings for blood pressure (87.3% vs. 92.6%).

. Female respondents age 75 and older were the least likely to report having their
blood pressure checked in the past 2 years.

. Respondents with higher educational attainment and higher incomes were more

likely to have their blood pressure monitored than those with lower educational
attainment and lower incomes.

Cholesterol Measured (Table 4.7) (Figures 4.11 and 4.12)

. Overall, 63.3% of the respondents had their cholesterol measured in the past 2
years.
. Females were slightly more likely than males to have their cholesterol measured

(65% vs. 61.5%).

. Male and female respondents, age 18-34 were the least likely to have their
cholesterol measured in the past 2 years (42.9% and 49.3%). Respondents age
55-74 were the most likely set of respondents to have their cholesterol measured.

. Respondents with higher educational attainment were more likely to have their
cholesterol measured.

. Respondents with higher incomes and above 200% poverty were more likely to
have their cholesterol measured than those of lower economic status.
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Figure 4.11 Blood Pressure and Cholesterol Screening

Within Past 2 Years by Household Income
1995 Bridge to Health Survey
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Figure 4.12 Blood Pressure and Cholesterol Screening

Within Past 2 Years by Educational Attainment
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TABLE 4.7
PREVENTIVE SCREENINGS: BLOOD PRESSURE AND CHOLESTEROL
MEASURED (MEN & WOMEN)
1995 BRIDGE TO HEALTH SURVEY
(n=6,034)
Blood Pressure: Cholesterol:

Demographic Never Had Screening In Never Had Screening In
Characteristics Past 2 Years® Exam’ Past 2 Years

Gender Male 7.6 85.3 255 61.5

Female 5.9 88.3 23.0 65.0

Males by Age 18 to 34 11.9 82.3 452 42.9

351044 5.5 86.6 28.7 58.2

45 to 54 4.0 87.3 16.2 71.2

55 to 64 4.6 89.2 8.8 81.7

65 to 74 5.9 86.2 10.0 76.4

75 and older 11.1 82.3 9.8 67.9

Females by Age 181to 34 7.5 89.8 456 49.3

351044 3.9 89.2 24.5 63.0

45 to 54 2.4 92.6 14.3 76.6

55 to 64 4.9 89.6 7.1 82.9

65to 74 44 89.8 7.3 81.0

75 and older 11.4 75.8 11.6 55.5

Education Less than H.S. 9.0 81.2 23.7 59.2

H.S. Graduate 7.0 86.2 24.9 61.7

Some College 8.5 86.3 26.3 63.7

Voc./Assoc. Degree 5.4 87.9 26.7 62.5

College Graduate 3.9 911 20.3 69.9

Income Less than $10,000 13.8 77.4 26.2 55.8

$10-$19,999 8.3 85.6 25.8 60.3

$20-$29,999 7.4 85.0 29.5 59.7

$30-$49,999 5.1 89.4 23.2 67.0

$50,000 plus 2.8 91.5 18.3 71.0

Poverty status Less than 200% 10.1 82.5 29.0 56.9

200% or higher 4.6 89.6 21.2 68.2

| Urban/Rural Duluth/Superior 71 85.6 23.9 62.6

§ Rural NE Minnesota 6.4 87.4 23.8 64.2

| Rural NW Wisconsin 6.9 87.4 25.8 62.1

Region NE Minnesota 6.8 86.6 242 63.1

NW Wisconsin 6.6 87.6 24.3 63.8

! Proportion of female and male respondents who reported never having either a blood pressure or cholesterol measured.
2 Proportion of respondents measured. Healthy People 2000 recommendation: Age 18 years and over, every 2 years.
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CHAPTER 5

SAFETY

. Non-Compliance with Posted
Speed Limits

. Seat Belt Non-Use

. Helmet and Life Preserver Non-Use

. Home Safety Equipment
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CHAPTER 5

SAFETY
A. NON-COMPLIANCE WITH POSTED SPEED LIMITS (Table 5.1)

The region’s age-adjusted and sex-adjusted rate for motor vehicle deaths (1989-1993) is
considerably higher than state and national rates. The region’s rate is 20.6 per 100,000
versus a rate of 14.2 in Minnesota, 15.6 in Wisconsin and 15.9 nationally.®

Non-compliance with posted speed limits can be a cause of motor vehicle accidents. Non-
compliance includes respondents who indicated sometimes, seldom or never when asked
if they comply with posted speed limits.

. Over one-fifth of all respondents (21.1%) are classified as not complying with posted
speed limits.
. Females are more likely than males to comply with posted limits (17.2% non-

comply vs. 24.9% non-comply).

. Younger respondents age 18-34 of both genders are least likely to comply with
speed limits (35.6% for males and 29.8% for females) (Figure 5.1).

. Respondents with higher incomes and higher educational attainment are less
likely to comply with posted speed limits than those with lower incomes and lower
levels of education (Figure 5.2).

$Minnesota Department of Health, 1989-1993; Wisconsin Division of Health, 1989-1993;
“Regional Health Profile”, St. Mary’s Medical Center, Duluth, MN, 1994.
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Figure 5.1

Figure 5.2

Respondents Who Do Not Comply With

Posted Speed Limits by Age and Gender
1995 Bridge to Health Survey
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TABLE 5.1
DRIVER SAFETY
1995 BRIDGE TO HEALTH SURVEY
Do Not Comply With
Demographic Do You Drive' Posted Speed Limits®
Characteristics (n=6,001) (n=5,496)
Gender Male 97.1 249
Female 88.8 17.2
Males by Age 18 to 34 95.8 35.6
351044 98.5 31.6
45 to 54 98.6 259
55 to 64 99.3 16.1
65t0 74 98.1 7.5
75 and older 90.9 3.7
Females by Age 18to 34 96.7 29.8
35t044 96.8 20.3
45 to 54 97.3 15.1
55 to 64 91.2 6.6
65 to 74 80.5 2.3
75 and older 557 2.2
Education Less than H.S. 79.0 7.0
H.S. Graduate 91.0 18.0
Some College 94.9 23.2
Voc./Assoc. Degree 97.8 24.3
College Graduate 98.3 28.2
Income Less than $10,000 76.4 17.6
$10-$19,999 89.8 14.3
$20-$29,999 95.9 204
$30-$49,999 98.2 227
$50,000 plus 99.1 30.8
Poverty status Less than 200% 87.8 16.7
200% or higher 97.5 24.9
Urban/Rural Duluth/Superior 91.8 22.8
Rural NE Minnesota 93.3 20.6
Rural NW Wisconsin 93.4 19.6
Region NE Minnesota 92.8 21.2
NW Wisconsin 92.9 20.7

! Proportion of respondents who drive a motor vehicle.

2 Proportion of respondents who drive and do not comply with posted speed fimits. (Includes the response categories:
sometimes, seldom and never).
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B. SEAT BELT NON-USE

Seat belt use is a lifestyle behavior that can minimize the risk of crash injury and death.
Laws in Minnesota and Wisconsin require that all drivers and passengers wear seat belts
while driving and riding in a motor vehicle. All children under four years of age are required
to be properly restrained in an approved child safety restraint system. The fines for non-
use of adult and child restraints while traveling vary by county.

The Bridge to Health Survey included four items related to seat belt usage involving the
driver, passenger, child safety seats, and requiring passengers to wear a seat belt. Seat
belt non-use includes the response categories of sometimes, seldom, or never use seat
belt or child restraint system. The almost always response has been omitted in reporting
the results.

Seat Belt Non-Use While Driving (Table 5.2)

. Almost one in five (19.5%) of all respondents reported non-use of seat belts while
driving. In contrast, 60% indicated that they always wear a seat belt while driving.

. One-fourth (25.7%) of males reported not using seat belts, almost twice the
percentage as females (13.1%). Furthermore, 49.7 percent of males and 70.6
percent of females reported that they always wear seat belts.

. The prevalence of respondents not using seat belts while driving decreased with
age for males only. Among young adults aged 18 to 34 years, 35.3 percent of
males and 16.8 percent of females reported not using seat belts. However, among
the oldest respondents age 75 years and older, 8.8 percent of males versus 13.5
percent of females reported non-use (Figure 5.3).

. Respondents with less than a high school education were nearly 2 times more
likely to report seat belt non-use while driving than were those with a college
education (21.2% vs. 11.6%) (Figure 5.4).

. Almost three in ten (28.1%) of the respondents with a household income of less
than $10,000 reported not using seat belts while driving. This was nearly twice the
proportion reported by adults having $50,000 or more in household income
(15.4%).

. Respondents of Northwestern Wisconsin were less likely to wear seat belts
compared to Northeastern Minnesota residents (21.5% vs. 18.8%).
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Non-Use of Child Safety Seats (Children Under 4)

Overall, 1.9 percent of the respondents reported non-use of child safety seats. The
Healthy People 2000 goal for children properly restrained while riding in a motor vehicle
is 95%.

Not Requiring Others to Wear a Seat Belt (Table 5.2)

. Three in ten (30.8%) of the respondents reported that they do not require others to
wear a seat belt while they are driving. In contrast, 47.5 percent of aduits reported
that they always require others to wear them.

. Thirty-seven percent (37.1%) of males reported not always requiring others to wear
a seat belt, a considerably greater proportion than females (24.3%).

. Prevalence of not requiring passengers to use seat belts decreased with age.
Among respondents aged 18 to 34 years, 51.2 percent of males and 32.8 percent
of females reported not always requiring others to wear a seat belt. For those age
75 years and older, the proportions were 18.8 percent for males and 17.9 percent
for females.

Not Wearing a Seat Belt When a Passenger (Table 5.2)

. Over one-fifth of the respondents (21.8%) reported not always wearing a seat belt
when they are a passenger.

. Males were nearly twice as likely to not wear a seat belt while a passenger
compared to females (28.8% vs. 15.2%).

. Generally, as people age, they are more likely to wear seat belts when a passenger.

. Respondents in households with incomes of $50,000 or more were more likely to
wear seat belts when a passenger than those in lower income categories.

. Respondents in Northwestern Wisconsin were less likely to wear seat belts when

a passenger or require others to buckie-up than Northwestern Minnesota
residents.
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Figure 5.3 Seat Belt Nonuse

by Age and Gender
1995 Bridge to Health Survey
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TABLE 5.2
DRIVER SAFETY - SEAT BELT NONUSE'
1995 BRIDGE TO HEALTH SURVEY
Do Not Do Not Require Do Not Wear
Wear Seat Belt Others To Wear Seat Belt When
Demographic While Driving Seat Belt A Passenger
Characteristics (n=5,522) (n=5,406) =5,824)
Gender Male 25.7 37.1 28.8
Female 13.1 24.3 15.2
Males by Age 18 to 34 35.3 51.2 40.1
35to 44 25.9 34.3 28.8
45 to 54 226 32.6 25.2
55 to 64 25.1 34.0 27.1
65 to 74 15.8 25.1 17.4
75 and older 8.8 18.8 8.9
Females by Age 18to 34 16.8 32.8 19.6
35to 44 12.7 24.1 17.4
45 to 54 9.0 19.2 12.2
55 to 64 14.9 23.3 13.9
65to 74 7.2 12.8 8.4
75 and older 13.5 17.9 13.7
Education Less than H.S. 21.2 23.2 18.0
H.S. Graduate 23.2 33.4 252
Some College 211 32.3 23.4
Voc./Assoc. Degree 20.3 32.7 251
College Graduate 11.6 25.1 14.2
Income Less than $10,000 28.1 36.5 23.7
$10-$19,999 22.3 33.9 26.5
$20-$29,999 20.8 30.7 22.9
$30-$49,999 18.7 30.9 22.8
$50,000 plus 15.4 26.8 15.0
Poverty status Less than 200% 247 34.5 26.3
200% or higher 17.3 29.1 19.5
Urban/Rural Duluth/Superior 19.4 34.5 21.9
Rural NE Minnesota 19.1 27.5 20.6
Rural NW Wisconsin 20.8 32.9 24.8
Region NE Minnesota 18.8 29.8 20.5
NW Wisconsin 21.5 33.5 256

! Proportion of respondents who drive and do not comply with seat belt safe driving practices. (Includes response categories:
sometimes, seldom, and never.)
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C.

HELMET AND LIFE PRESERVER NON-USE (Table 5.3)

Although safety helmets can reduce the risk of head injuries, neither Wisconsin nor
Minnesota laws require persons over age 18 to wear safety helmets while riding a
motorcycle, motorized recreational vehicle, bicycles or when participating in other
recreational activities.

Safety Helmet Non-Use (Table 5.3)

When riding a bicycle, 85.2 percent of the respondents who ride a bicycle reported
that they do not wear a helmet; 8.8 percent indicated they always do. The Healthy
People 2000 goal for bicycle helmet use is 50%.

When riding a horse, 92.2 percent of the respondents who ride a horse reported
that they do not wear a helmet, while 4.5 percent indicated they always do.

When inline skating, 89 percent of the respondents who inline skate reported that
they do not regularly wear a helmet, while 7.4 percent indicated they always do.

When riding a motorcycle, 36.6 percent of the respondents who ride a motorcycle
reported that they do not wear a helmet, while 49.3 percent indicated they always
do. The Healthy People 2000 goal for motorcycle helmet use is 80%.

When riding a snowmobile or an all terrain vehicle (ATV), 32 percent of the
respondents who ride a snowmobile ATV reported that they do not wear a helmet,
while 53.1 percent indicated they always do.

Life Preservers Non-Use (Table 5.3)

Less than one-half (41.2%) of the respondents reported that they do not wear a life
preserver while in a boat, while 42.5 percent indicated they always do.

Younger respondents reported they do not wear life preservers more often than
those age 65 and older.

Respondents with higher educational attainment and higher incomes were the
least likely to wear a life preserver.
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HELMET NONUSE AND LIFE PRESERVER NONUSE'

TABLE 5.3

1995 BRIDGE TO HEALTH SURVEY

Demographic
Characteristics

Gender

Males by Age

Females by Age

Education

Income

Poverty status

Urban/Rural

Region

Those Who Do Not Wear Helmets While:

Riding A Riding A
Bicycle Horse

Male
Female

18 to 34
35t044
45 to 54
55 to 64
65to 74
75 and older

18 to 34
35to 44
45 to 54
55to 64
65to 74
75 and older

Less than H.S.

H.S. Graduate
Some College
Voc./Assoc. Degree
College Graduate

Less than $10,000
$10-$19,999
$20-$29,999
$30-$49,999
$50,000 plus

Less than 200%
200% or higher

Duluth/Superior
Rural NE Minnesota
Rural NW Wisconsin

NE Minnesota
NW Wisconsin

(n=2,488)

85.8
84.5

88.4
87.8
83.5
77.8
70.0
87.1

86.8
86.1
85.1
71.9
771
74.5

81.6
89.1
86.8
92.6
74.8

83.8
88.9
87.5
86.9
78.3

89.4
82.8

80.2
88.3
86.8

84.5
87.5

(n=813)

94.4
90.2

97.2
97.6
84.5
91.3
79.1
76.7

92.3
93.1
89.3
72.9
78.0
71.7

83.8
95.3
97.4
97.6
79.2

90.0
92.5
96.3
956.5
84.8

94.2
90.9

86.1
94.3
95.4

91.3
94.6

Does Not
Use Life
Inine  Snowmobile Riding PreserverIn
Skating or ATV Motorcycle A Boat
(n=723) (n=2,468)  (n=1,322)  (n=4,793)
90.0 33.3 40.8 46.0
87.7 29.9 30.2 35.9
92.2 23.8 43.5 48.7
90.7 41.4 37.3 56.2
83.1 41.0 44.3 49.3
82.6 38.9 33.0 44 .4
69.6 41.0 375 28.4
79.8 46.6 52.8 21.8
90.7 29.0 33.8 47.9
90.4 29.6 23.2 376
88.1 27.2 18.8 35.5
67.0 31.8 19.3 256
66.2 41.3 48.1 18.0
65.1 49.7 57.3 13.4
84.3 277 26.0 21.9
88.3 329 47.8 37.6
91.3 32.4 41.0 411
97.9 32.7 311 50.6
80.5 33.4 25.0 49.1
74.0 30.1 30.9 30.1
92.6 38.9 48.2 33.0
88.9 326 39.7 442
90.8 35.4 425 42.8
87.4 26.9 247 53.7
88.4 34.3 412 34.5
87.5 32.3 36.2 46.9
85.4 23.3 292 43.3
90.9 34.3 38.4 37.8
94.5 38.3 44.8 46.7
88.6 30.0 35.2 39.7
90.8 38.2 40.8 457

1 . . . . .
Proportion of respondents who report not wearing a helmet or a life preserver. (includes the response categories: sometimes, seldom,

and never.)
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D. HOME SAFETY EQUIPMENT (Table 5.4)

Working Smoke Detector in Home

. Just over 94 percent of the respondents reported having a working smoke detector
in their home.
. Among respondents with household incomes of less than $10,000, 90 percent

reported having a working smoke detector, considerably less than those with
incomes of $50,000 or more (97.1%).

. Urban adults (Duluth/Superior area) were the most likely to report having a working
smoke detector (96.3%). Rural Northwestern Wisconsin adults were least likely
to have a working smoke detector (91.2%).

Fire Extinguisher in Home (Table 5.4)

. Over three-fourths (77.6%) of the respondents reported having a fire extinguisher
in their home.

. The youngest respondents 18 to 34 years of age, and the oldest, aged 75 years
and older, were the least likely to have a fire extinguisher (72.3% and 71.3%,
respectively).

. Respondents with household incomes below 200 percent of poverty were less
likely to report having a fire extinguisher in their home compared to adults at or
above the 200 percent threshold (69.9% vs. 82.1%).

. Urban adults (Duluth/Superior area) were the least likely to report having a fire

extinguisher (73.5%). Rural Northeastern Minnesota residents were the most
likely to have a fire extinguisher (79.9%).

First Aid Kit in Home (Table 5.4)

. Three-fourths (75.7%) of the respondents reported having a first aid kit in their
home.

. The youngest respondents 18 to 34 years of age, and the oldest, aged 75 years

and older, were the least likely to have a first aid kit (67.2% and 71.3%,
respectively).
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TABLE 5.4
SAFETY EQUIPMENT IN HOME'
1995 BRIDGE TO HEALTH SURVEY
Working Smoke Fire First Aid

Demographic Detector Extinguisher Kit
(n=5,977) 5,921)

Gender Male 94.1 79.7 78.1
Female 94.1 75.5 73.4
Age 18 to 34 95.1 72.3 67.2
351044 94.9 80.1 78.6
45 to 54 94.4 82.4 79.8
55 to 64 92.2 83.2 82.0
65 to 74 93.6 79.9 83.8
75 and older 91.9 71.3 71.3

Education Less than H.S. 94.4 74.6 75.1
H.S. Graduate 93.5 76.5 74.0
Some College 93.5 78.7 78.9
Voc./Assoc. Degree 94.4 77.5 74.4
College Graduate 95.5 79.5 75.9
Income Less than $10,000 90.0 66.8 66.2
$10-$19,999 89.7 70.9 73.2
$20-$29,999 954 74.8 71.8
$30-$49,999 96.0 81.2 77.8
$50,000 plus 971 86.6 81.4
Poverty Status Less than 200% 91.8 69.9 71.6
200% or higher 95.6 82.1 77.4
Urban/Rural Duluth/Superior 96.3 73.5 72.8
Rural NE Minnesota 93.7 79.9 78.0
Rural NW Wisconsin 91.2 78.7 74.7
Region NE Minnesota 94.6 78.8 76.5
NW Wisconsin 924 741 73.5

! Proportion of respondents who report having safety equipment in their home.
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CHAPTER 6

FEELING UNSAFE AND VIOLENCE

A. Activity Limitation Due to
Feeling Unsafe

B. Victims of Crime Involving Property
and/or Violence Caused by Another
Person
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CHAPTER 6

FEELING UNSAFE AND VIOLENCE

The issue of violence has received increasing attention as a major public health issue. In
addition to the obvious severe impact violence has on personal and family lives and
people’s economic circumstances, violence also causes severe consequences for the
health care system and drives up overall health care costs.’

The survey included two questions on perceptions of personal safety and whether
respondents had been a victim of violence in the past year. Feeling unsafe may be due
to the perceived risk of violence or other causes, e.g., physical and mental functioning or
environmental factors.

A. ACTIVITY LIMITATION DUE TO FEELING UNSAFE
Inside the Home (Table 6.1)

. Overall, 4.5 percent of the respondents reported restricting their activities during the
past year because they did not feel safe in their home.

. Respondents 75 years of age and older were among those most likely to report
they had restricted their activities (10.8% for males and 16.7% for females).

. Respondents with less than a high school education were over 2 times more
likely to report restricted activities than were those with a college education (11.7%
vs. 4.7%).

. Respondents with household incomes below 200 percent of poverty were nearly

3 times more likely to report they had restricted activities compared to those at or
above the 200 percent threshold (7.6% vs. 2.6%).

In the Neighborhood (Table 6.1)

. Overall, 6.7 percent of the respondents reported restricting their activities during the
past year because they did not feel safe in their neighborhood.

. Females were over 2 times more likely than males to restrict their activities in the
neighborhood (9.6% vs. 3.7%).

9"The Violence Epidemic; The Role of Minnesota’s Health Care Organizations and
Professionals in Prevention and Treatment,” Governor’s Task Force on Violence as a Public
Health Problem; 1996
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. Females age 18 to 34 and age 75 and older were most likely to have restricted
their activities in their neighborhoods (11.3% and 16.2%). Nearly one in ten males
75 years and older also reported restricting activities in their neighborhood (9.2%).

. Approximately one in five (18.1%) of the respondents with household incomes of
less than $10,000 reported restricting their activities in their neighborhood. This is
over nearly 4 times the proportion reported by those having incomes of $50,000
or more (4.1%).

. Urban respondents (within Duluth/Superior) were more likely to report restricting
activities in their neighborhood (9.2%) in contrast to Rural Northeastern Minnesota
(5.5%) and Rural Northwestern Wisconsin (5.7%).

Going Out After Dark (Table 6.1)

. Nearly one in five (18.2%) respondents reported restricting their activities during the
past year because they did not feel safe going out after dark.

. Females were nearly 4 times more likely than males to report restricting their
activities after dark (28.0 vs. 7.8%).

. Respondents 75 years of age and older were the most likely to report restricting
their activities after dark (18.8% for males and 42.2% for females). Females age
18 to 34 and age 65 and over also had high percentages of restricting their
activities after dark (Figure 6.1).

. Over one-third (34.6%) of the respondents with incomes of $10,000 or less
reported restricting their activities after dark, over twice the percentage of those
having incomes of $50,000 or more (14.2%).

. Almost one-fourth (23.2%) of the Urban respondents (within Duluth/Superior)
reported restricting their activities after dark, over 1.5 times the proportion of those
in Rural Northwestern Wisconsin and Northeastern Minnesota (14.1% and
16.5%, respectively) (Figure 6.2).
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Figure 6.1 Not Feeling Safe Going Out After Dark

by Age and Gender
1995 Bridge to Health Survey
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TABLE 6.1
ACTIVITY LIMITATION BECAUSE OF NOT FEELING SAFE'
1995 BRIDGE TO HEALTH SURVEY
in Your In Your Going Out After
Demographic Home Neighborhood Dark
Characteristics , =
Gender Male 4.0 3.7 7.8
Female 4.9 9.6 28.0
Males by Age 18 to 34 5.0 41 10.4
351044 2.1 2.5 5.4
45 to 54 1.3 1.9 3.7
55 to 64 2.8 3.0 4.1
65to 74 4.9 4.4 7.6
75 and older 10.8 9.2 18.8
Females by Age 18 to 34 3.9 11.3 31.1
35to 44 3.2 7.8 19.1
45 to 54 1.3 5.9 22.8
55 to 64 2.3 6.7 23.1
65to 74 6.1 9.5 314
75 and older 16.7 16.2 42.2
Education Less than H.S. 11.7 11.0 30.0
H.S. Graduate 4.0 59 18.9
Some College 3.4 6.6 16.3
Voc./Assoc. Degree 12 5.6 16.3
College Graduate 4.7 6.8 15.4
Income Less than $10,000 16.0 18.1 34.6
$10-$19,999 46 7.7 22.9
$20-$29,999 3.4 54 14.5
$30-$49,999 2.5 5.3 13.2
$50,000 plus 2.3 4.1 14.2
Poverty status Less than 200% 7.6 10.2 24.8
200% or higher 2.6 4.9 13.8
Urban/Rural Duluth/Superior 4.9 9.2 23.2
Rural NE Minnesota 4.3 55 16.5
Rural NW Wisconsin 4.4 5.7 141
Region NE Minnesota 46 6.9 18.9
NW Wisconsin 4.3 6.2 16.2

! Proportion of respondents who do not feel safe and the locations where they restrict their activity due to not feeling safe.
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B. VICTIMS OF CRIME INVOLVING PROPERTY OR VIOLENCE CAUSED BY
ANOTHER PERSON (Table 6.2)

. Almost one in five respondents (19.7%) reported being either a victim of crime
involving property or of violence caused by another person.

. Crimes against property (14.6%) were noted more often than violence against
another person (7.9%).

. Males were more likely to report having been a victim of a crime involving property
than females (16.4% vs. 12.9%).

. Females were slightly more likely to report having been a victim of violence caused
by another person than males (8.6% vs. 7.2%).

. Being a victim of either crime against property or violence caused by another person
was more common among younger populations, especially males and females age
18-34 (30.8% and 26.9%). The older population, age 65 and older, were the least
likely to report being a victim of crime or violence (Figure 6.3).

. Respondents with less than a high school education were least likely to be
victims of either crimes against property or violence caused by another person.

. Income and poverty status do not appear to be factors in whether a respondent
was a victim of crime or violence.

. Respondents in the urban area (Duluth/Superior) were more likely to report being
victims of crime involving property and violence caused by another person than
those in rural areas (24.4% vs. 17-18% in the rural areas) (Figure 6.4).
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Figure 6.3

Figure 6.4

Victims of Crime Involving Property or Violence

Caused by Another Person by Age and Gender
1995 Bridge to Health Survey
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TABLE 6.2
VICTIMS OF CRIME INVOLVING PROPERTY OR
VIOLENCE CAUSED BY ANOTHER PERSON
1995 BRIDGE TO HEALTH SURVEY
Victims of Victims of Violence Victim of: Property
Crime Involving Caused By Damage or Violence
Demographic Property’ Another Person? By Another Person®
Characteristics 6) (n=5,956)
Gender Male 16.4 7.2 20.9
Female 12.9 8.6 18.5
Males by Age 18to 34 235 11.6 30.8
3510 44 18.3 8.2 22.4
45 to 54 13.3 7.9 19.0
55 to 64 14.8 3.5 17.3
651074 6.7 1.7 7.6
75 and older 7.1 04 7.3
Females by Age 181to 34 18.9 13.7 26.9
35to 44 16.7 12.6 25.2
45 to 54 12.3 1.7 214
55 to 64 6.6 2.7 8.9
651074 7.6 1.5 8.7
75 and older 5.8 1.0 6.1
Education Less than H.S. 9.8 5.5 13.2
H.S. Graduate 12.3 8.1 18.3
Some College 17.0 8.5 221
Voc./Assoc. Degree 15.6 8.1 20.5
College Graduate 18.3 8.5 23.0
Income Less than $10,000 16.7 8.5 217
$10-$19,999 10.9 8.0 16.4
$20-$29,999 14.8 6.8 18.8
$30-$49,999 15.9 7.1 19.8
$50,000 plus 16.5 8.9 22.4
Poverty status Less than 200% 13.9 7.5 18.9
200% or higher 15.5 7.9 20.1
Urban/Rural Duluth/Superior 19.7 9.1 244
Rural NE Minnesota 12.1 7.0 17.4
Rural NW Wisconsin 12.7 8.2 17.7
Region NE Minnesota 14.6 7.8 19.8
NW Wisconsin 14.7 8.1 19.4

! Proportion of respondents reporting being a victim of any one of the following: theft/burglary, property damage/vandalism.
2 Proportion of respondents reporting being a victim of violence (physical or intimidation) caused by another person.
% Includes all respondents who had one or more instances of being victimized or physically injured etc.
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CHAPTER 7

TOBACCO USE

Smoking

Smoking in the Home with

Children Present: Impact of Second
Hand Smoke

Smokeless Tobacco
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CHAPTER 7

TOBACCO USE

The affects of cigarette smoking and tobacco use on health are well documented.
Smoking is a significant risk factor for coronary heart disease, cancers (especially lung
cancer), and pulmonary diseases (bronchitis and emphysema). Smoking during pregnancy
is associated with low birth weight, spontaneous abortion, fetal death and neonatal death.
Second hand smoke also poses health risks for children and non-smokers.

The Healthy People 2000 goal for smoking is 15% of the population. Nationally, 25% of
the population over 20 years old smokes; the rate for females is 23% and 28% for males.

A. SMOKING (Table 7.1) (Figure 7.1)

. Nearly one-fourth (23.2%) of the respondents reported they currently smoke.

. Nearly one-half of the respondents (47.7%) reported never having smoked.

. Nearly one in three respondents (29.1%) reported that they used to smoke but
quit.

. The prevalence of current smoking among the respondents decreases with age.

Females age 18 to 34 years were more likely to be current smokers than males
(31.0% vs. 24.8%) (Figure 7.2).

. Respondents with less than a high school education were over 2 times more
likely to report they currently smoke, compared to those with a college education
(25.3% vs. 12.2%) (Figure 7.3).

. Rural areas (both Northeastern Minnesota and Northwestern Wisconsin), had a
higher smoking prevalence than the urban area (Duluth/Superior area), 24% vs.
20.7%, respectively (Figure 7.4).

. One-half (50.6%) of current smokers reported that they have tried to quit within the
past year. There were no clear response patterns by gender, age, or education
for this question.

. Respondents with lower incomes and below 200% of poverty reported trying to
quit smoking more often than those at or above the 200% threshold (Figure 7.5).

. Respondents in rural Northeastern Minnesota were among those most likely to
have tried to quit smoking in the past year (53.8%). Urban respondents (within
Duluth and Superior) were among those least likely to have tried to quit (43.7%)
(Figure 7.6).
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Figure 7.1

Figure 7.2

Smoking Prevalence
1995 Bridge to Health Survey
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Figure 7.3 Smoking Prevalence

by Educational Attainment
1995 Bridge to Health Survey
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Figure 7.5

Figure 7.6

Propensity to Quit Smoking

by Household Income
1995 Bridge to Health Survey

Percent
70.0

58.5 59.0
60.0

49.3

50.0

40.0

30.0

20.0

10.0

0.0
<$10,000 $10-$19,999 $20-$29,999 $30-$49,999 $50,000 plus

Propensity to Quit Smoking
by Geography
1995 Bridge to Health Survey

_ 53.8
Rural NE Minnesota

. . 52.6
Rural NW Wisconsin

Duluth and Superior

I | L i ) | ; I : | . J

0.0 10.0 20.0 30.0 40.0 50.0 60.0
Percent

page 93




TABLE 7.1
SMOKING
1995 BRIDGE TO HEALTH SURVEY
(n=5,885)
Yes { Used No i Current Smokers
I To But Never Who Tried To
Demographic Smoke' | Quit® Have® Quit in Last Year*
Characteristics (n=1,286)
Gender Male 23.3 324 44 .4 51.5
Female 23.1 26.0 50.9 49.8
Males by Age 18 to 34 24.8 13.0 62.3 51.3
35to 44 28.6 22.2 49.2 54.9
45 to 54 296 34.3 36.1 48.5
55 to 64 20.5 46.8 327 53.9
65to 74 14.0 63.6 22.5 43.9
75 and older 10.0 62.2 27.8 50.8
Females by Age 18to 34 31.0 21.4 47.6 51.8
35to 44 27.0 23.9 491 46.9
45 to 54 24.0 32.2 43.8 48.7
55 to 64 18.8 325 48.7 57.3
65 to 74 15.6 29.7 547 43.9
75 and older 8.8 22.3 68.9 50.5
Education Less than H.S. 25.3 39.4 35.3 47 1
H.S. Graduate 29.8 27.9 422 50.4
Some College 224 29.4 481 52.0
Voc./Assoc. Degree 236 28.9 47.4 52.2
College Graduate 12.2 257 62.1 50.3
Income Less than $10,000 25.9 27.1 47.0 58.5
$10-$19,999 27.4 324 40.2 59.0
$20-$29,999 26.4 32.7 40.9 459
$30-$49,999 20.5 28.6 50.9 46.3
$50,000 plus 17.1 27.2 55.7 49.3
Poverty status Less than 200% 27.2 29.1 43.8 54.4
200% or higher 20.2 301 497 48.7
Urban/Rural Duluth/Superior 20.7 29.1 50.2 43.7
Rural NE Minnesota 24.3 28.6 47 1 53.8
Rural NW Wisconsin 242 30.5 453 52.6
Region NE Minnesota 22.9 28.9 48.2 50.8
NW Wisconsin 23.9 29.8 46.3 50.1

! Proportion of respondents who currently smoke.
2 Proportion of respondents who used to smoke but quit.

3 Proportion of respondents who never smoked. 4Proportion of current smokers who tried to quit in the past year.
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B.

SMOKING IN HOME WITH CHILDREN PRESENT (Table 7.2) (Figure 7.7)

Impact of Second-Hand Smoke

C.

Over one-quarter (28.6%) of the respondents reported having someone who
smokes in the home (Figure 7.7).

Of all respondents who stated someone smokes in their home, nearly one in six
(16.1%) also indicated there were children under five in the home. For those with
children ages 5-17, the presence of a smoker in the home increases to 35.6
percent.

In households where someone regularly smokes in the home, close to 40 percent
of female respondents age 18-34 stated that someone smokes in the home where
children under 17 are present.

Households below 200% of the poverty threshold are more likely to have

someone smoking in the home and have children under age 17 present.

SMOKELESS TOBACCO (Table 7.3)

The Healthy People 2000 goal for use of smokeless tobacco is 4% of the population.

About one in twenty (5.8%) of the respondents reported current use of smokeless
tobacco such as snuff or chewing tobacco. The Healthy People 2000 goal for
smokeless tobacco use is 4% or less.

Males age 18 to 34 years were most likely to report using smokeless tobacco
(19.5%).

Respondents most likely to use smokeless tobacco are those with household
incomes of $50,000 or more (7.1%).

College graduates are the least likely to use smokeless tobacco (2.9%).

page 95




Figure 7.7

Smoking in the Home: Impact of Second-Hand Smoke

by Presence of Others in the Household
1995 Bridge to Health Survey
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TABLE 7.2
SMOKING IN THE HOME: IMPACT OF SECOND-HAND SMOKE
1995 BRIDGE TO HEALTH SURVEY
Regularly Presence of Other's in Home:*
Smoke Inside Other Adults Children <5  Children 5to 17
Demographic The Home' Live in House  Livein House  Live In House
Characteristics (n=5,641) (n=1,611) = 1,611
Gender Male 26.6 89.5 10.5 36.0
Female 304 86.5 20.6 35.3
Males by Age 1810 34 32.5 91.6 15.9 38.6
351to 44 255 88.7 13.6 68.2
45to 54 31.8 86.1 8.7 36.1
55 to 64 25.7 89.9 0.9 10.2
65to 74 19.3 89.0 1.4 0.8
75 and older 10.5 86.1 0.0 0.0
Females by Age 18to 34 39.8 94.7 40.2 39.1
35 to 44 33.1 91.3 19.2 73.8
45 to 54 31.7 85.4 7.0 25.3
55 to 64 28.0 84.5 2.5 9.1
65to 74 18.6 68.7 0.0 3.8
75 and older 17.8 54.9 0.9 2.5
Education Less than H.S. 30.8 82.2 10.1 29.2
H.S. Graduate 36.3 89.4 14.7 38.9
Some College 28.0 88.0 19.6 36.4
Voc./Assoc. Degree 24.3 86.0 26.0 38.8
College Graduate 16.4 87.8 13.7 32.8
Income Less than $10,000 316 70.2 19.8 16.5
$10-$19,999 34.8 82.9 17.3 34.7
$20-$29,999 26.7 89.1 20.2 33.2
$30-$49,999 24.5 93.2 14.8 44.0
$50,000 plus 23.3 95.6 12.8 43.3
Poverty status Less than 200% 324 84.8 22.3 39.7
200% or higher 24.6 89.2 12.0 32.8
Urban/Rural Duluth/Superior 27.3 88.4 16.4 324
Rural NE Minnesota 29.5 88.5 15.4 38.9
Rural NW Wisconsin 28.4 85.2 17.3 32.3
Region NE Minnesota 28.6 88.8 15.2 36.1
NW Wisconsin 28.5 85.1 18.7 34.3

k Proportion of respondents who report someone regularly smoking inside the home.
Proportion of respondents reporting other adults and/or children residing within their home.
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TABLE 7.3
SMOKELESS TOBACCO'
1995 BRIDGE TO HEALTH SURVEY
(n=5,924)
Yes | Use Smokeless | Used To | Have Never Used
Demographic Tobacco' But | Quit? Smokeless Tobacco®
Characteristics
Gender Male 10.5 18.0 71.5
Female 1.2 3.7 95.1
Males by Age 18 to 34 19.5 18.1 62.4
35to 44 9.3 14.3 76.4
45 to 54 5.9 15.4 78.8
55 to 64 5.6 16.1 78.3
65 to 74 4.8 23.5 7.7
75 and older 4.2 26.3 69.5
Females by Age 18 to 34 1.5 3.7 94.8
35to 44 1.2 2.2 96.6
45 to 54 0.3 2.7 96.9
55 to 64 1.6 4.5 93.9
65to 74 2.1 4.3 93.6
75 and older 0.3 5.5 94.2
Education Less than H.S. 5.0 17.0 78.0
H.S. Graduate 5.9 11.0 83.0
Some College 6.0 10.2 83.8
Voc./Assoc. Degree 6.3 10.6 83.2
College Graduate 29 7.3 89.8
Income Less than $10,000 2.5 10.8 86.7
$10-$19,999 5.8 12.2 81.9
$20-$29,999 4.8 13.2 82.0
$30-$49,999 4.6 10.6 84.7
$50,000 plus 71 9.0 83.9
Poverty status Less than 200% 5.0 11.0 84.0
200% or higher 5.3 11.2 83.5
Urban/Rural Duluth/Superior 6.4 11.2 82.4
Rural NE Minnesota 5.5 10.1 84.4
Rural NW Wisconsin 5.4 11.2 83.4
Region NE Minnesota 6.2 10.5 83.4
NW Wisconsin 4.6 11.2 84.2

! Proportion of respondents who report using a smokeless tobacco.
2 Proportion of respondents who used a smokeless tobacco, but who quit.
3 Proportion of respondents who never used a smokeless tobacco. page 98




CHAPTER 8

ALCOHOL USE

. Alcohol Consumption Patterns:

All Respondents

. Alcohol Consumption Patterns:

Respondents who Drink

. Alcohol Consumption:

Drinking and Driving
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CHAPTER 8

ALCOHOL USE

Alcohol misuse is closely associated with several leading causes of death, e.g., cirrhosis
of the liver, motor vehicle and other accidents, suicides, and homicides. Heavy
consumption of alcohol is associated with an increased risk of cancer, cardiovascular
impairments, depression, aggression, and abuse. During pregnancy, heavy use of alcohol
contributes to adverse birth outcomes such as low birth weight, fetal death, and fetal
alcohol syndrome. Alcohol misuse is of particular concern among young adults, especially
young males.

The Bridge to Health Survey contained questions relating to the following indicators of
alcohol use:

Abstaining from alcohol use: No alcoholic beverages in the past month.

Acute or binge drinking: Defined as having consumed five or more drinks on a
single occasion at least once in the previous month.

Chronic or heavy drinking: 60 or more alcoholic drinks per month.

Drinking and driving or riding in a motorized vehicle: Respondents indicated
that they were the driver or a passenger in a vehicle “when you thought the
driver had too much to drink.

The results on alcohol use are reported two ways: Table 8.1 indicates alcohol use and type
of use for all survey respondents; and Table 8.2 demonstrates the type of alcohol
consumption patterns only for those who reported that they have consumed at least one
alcoholic beverage in the past month.

A. ALCOHOL CONSUMPTION PATTERNS: ALL RESPONDENTS (Table 8.1)
(Figure 8.1; Figures 8.3-8.8)

. Over one-third (34.2%) of the respondents reported no alcoholic consumption in the
past month (Figure 8.1).

. Respondents who abstained from alcoholic beverages during the past month were
more likely to be females (41.5%) compared to males (26.5%) (Figure 8.3).

. Abstaining from alcohol over the past month increased with increasing age for both
genders (Figure 8.4).

. One-fourth (25.2%) of the respondents are classified as acute/binge drinkers
(consumed five or more drinks on a single occasion).
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. Malerespondents were over twice as likely to report acute/binge drinking compared
to females (35.6% vs. 15.4%, respectively) (Figure 8.5).

. Over-half (53.9%) of males age 18-34 are classified as acute/binge drinkers.

. Acute/binge drinkers tend to be younger males, those with a vocational or
associate degree, have incomes at or greater than 200% of poverty and reside
in the urban (Duluth/Superior) area. The tendency to participate in acute drinking
decreased with age for both males and females.

. Respondents with household incomes greater than $20,000 were more likely to
be acute/binge drinkers.

. Urban respondents (Duluth/Superior area) were more likely to be acute/binge
drinkers than rural respondents (28.6% vs. 22.8% for Northeastern Minnesota and
25.6% for Northwestern Wisconsin).

. A total of 5.5 percent of the respondents reported being chronic drinkers (60 or
more alcoholic beverages in the past month).

. Males were over 5 times more likely to be chronic drinkers than females (9.5%
vs. 1.8%).
. Rural respondents were more likely to be chronic drinkers than urban residents

(Duluth/Superior area) (4.4% vs. 6.1% for Northeastern Minnesota, 5.9%
Northwestern Wisconsin).

B. ALCOHOL CONSUMPTION PATTERNS: RESPONDENTS WHO DRINK (Table
8.2) (Figure 8.2)

. Of those who reported consuming at least one alcoholic beverage in the past
month, over one-third (38.3%) are classified as acute/binge drinkers, they are

primarily younger men ages 18-44, and respondents in lower income categories.

. Over two-thirds (64.9%) of the males age 18-34 who drink are classified as acute
drinkers compared to (40.4) percent of the females in this age category.

. Males who drink are over 4 times more likely than females to report being chronic
drinkers (12.9% vs. 3.0%).

. Respondents who are college graduates and those with less than a high school
education who drink are the least likely to be chronic drinkers (6.3% and 7.2%).
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C. ALCOHOL CONSUMPTION: DRINKING AND DRIVING (ALL RESPONDENTS)
(Table 8.1 & 8.2)

. Malerespondents were more likely to drive or ride in a vehicle when the drivers had
too much to drink than females (16.3% vs. 11.6%).

. Males and females age 18-34 were more likely to drink and drive or be a
passenger with a driver who had too much to drink. (Figure 8.1)

. Respondents over 200% of poverty were more likely to drink and drive or be a
passenger with a driver who had too much to drink.

. Respondents in the urban area (Duluth/Superior) were more likely to drink or drive
or ride with a driver who had too much to drink.
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Figure 8.1 Alcohol Consumption Among All Respondents
1995 Bridge to Health Survey
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Figure 8.3 Abstained from Alcohol Use During the Past Month

by Gender
1995 Bridge to Health Survey
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Figure 8.4 Abstained from Alcohol Use During the Past Month

by Age and Gender
1995 Bridge to Health Survey
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Figure 8.5 Binge Drinking Within the Past Month

by Gender
1995 Bridge to Health Survey
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Figure 8.6 Binge Drinking Within the Past Month

by Age and Gender
1995 Bridge to Health Survey
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Figure 8.7 Chronic Drinking

by Gender
1995 Bridge to Health Survey
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Figure 8.9 Driving or Riding in a Vehicle When Driver

Had Too Much To Drink by Gender
1995 Bridge to Health Survey
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Figure 8.10 Driving or Riding in a Vehicle When Driver

Had Too Much To Drink by Age and Gender
1995 Bridge to Health Survey
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TABLE 8.1
ALCOHOL CONSUNPTION AMONG ALL RESPONDENTS'
1995 BRIDGE TO HEALTH SURVEY
Abstained Drinking & Driving*
Demographic From Alcohol Binge?  Chronic® (Driver or Passenger)
Characteristi
Gender Male 26.5 35.6 9.5 16.3
Female 415 15.4 1.8 11.6
Males by Age 1810 34 16.9 53.9 9.3 29.5
35t044 26.6 425 11 18.2
45 to 54 25.0 30.1 11.1 13.4
55to 64 34.8 23.1 9.8 7.8
65to 74 34.2 14.9 8.5 2.9
75 and older 407 8.3 4.4 1.7
Females by Age 18 to 34 30.9 27.9 1.9 243
35to 44 37.3 18.8 1.8 14.1
45to 54 354 13.4 2.4 8.0
55t0 64 42.9 8.3 2 4.4
65to 74 53.7 4.1 2.1 2.7
75 and older 64.4 2.6 0.3 0.0
Education Less than H.S. 55.7 12.0 3.2 4.0
H.S. Graduate 39.1 25.9 6.1 12.6
Some College 29.7 24 4 6 16.1
Voc./Assoc. Degree 26.1 32.8 6.7 16.5
College Graduate 25.7 25.2 4.7 17.9
Income Less than $10,000 49.3 20.7 3.7 9.8
$10-$19,999 43.4 19.6 45 8.9
$20-$29,999 36.1 27.4 7.5 15.4
$30-49,999 26.4 28.6 6.2 16.2
$50,000 plus 22.7 27.2 6.1 18.3
Poverty status Less than 200% 43.2 224 4.4 10.5
200% or higher 27.4 27.2 6.7 16.6
Urban/Rural Duluth/Superior 29.9 28.6 4.4 17.2
Rural NE Minnesota 376 22.8 6.1 12.0
Rural NW Wisconsin 32.7 25.6 5.9 13.3
Region NE Minnesota 34.6 251 5.2 13.7
NW Wisconsin 33.1 255 6.5 14.6
! Proportion of all respondents who drink. (Denominator is all respondents.)
2 Proportion who had 5 or more drinks of alcohol on one occasion, during the past month.
3 Proportion of respondents who report an average consumption of sixty or more alcoholic beverages in a month.
4

Proportion of respondents who have driven or rode when they thought the driver had too much to drink,
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TABLE 8.2
ALCOHOL CONSUMPTION AMONG RESPONDENTS WHO DRINK'
1995 BRIDGE TO HEALTH SURVEY
(n=3,947)
Drinking & Driving
Demographic Binge® Chronic®  (Driver or Passenger)*
lCharacteristics
Overaliresults 5. gan (o4
Gender Male 48.4 12.9 21.0
Female 26.3 3.0 16.6
Males by Age 18 to 34 64.9 11.2 33.6
35t044 57.9 15.0 23.2
45 to 54 40.2 14.8 16.5
55 to 64 35.4 15.0 11.5
B65to 74 22.6 12.9 42
75 and older 14.0 7.3 2.6
Females by Age 18to 34 40.4 2.7 30.4
35t044 29.9 2.9 17.3
45 to 54 20.8 37 10.9
55 to 64 14.5 3.5 5.5
65 to 74 8.8 4.5 5.3
75 and older 7.4 0.8 0.0
Education Less than H.S. 27.1 7.2 6.7
H.S. Graduate 42,5 10.0 18.3
Some College 34.7 8.5 20.4
Voc./Assoc. Degree 44.3 9.1 216
College Graduate 34.0 6.3 21.9
Income Less than $10,000 40.9 7.3 17.4
$10-$19,999 346 7.9 14.7
$20-$29,999 429 117 23.1
$30-49,999 38.9 8.4 19.9
$50,000 plus 35.2 7.9 20.7
Poverty status Less than 200% 39.4 7.7 17.0
200% or higher 37.5 9.2 20.8
Urban/Rural Duluth/Superior 40.9 6.2 221
Rural NE Minnesota 36.5 9.8 17.0
Rural NW Wisconsin 38.0 8.8 18.5
Region NE Minnesota 38.3 7.9 18.8
NW Wisconsin 38.1 9.7 19.8

Proportions reflect only those respondents who drink and who had 1 or more drinks of alcohol during the past month.
Proportion who had 5 or more drinks of alcoho! on one occasion, during the past month.

Proportion of respondents who report an average consumption of sixty or more alcoholic beverages in a month.
Proportion of respondents who have driven or rode when they thought the driver had too much to drink.
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CHAPTER 9

HEALTH CARE ACCESS

A. Insurance Coverage
B. Routine Medical Care

C. Failure to Receive Medical Care or
Fill a Prescription

D. Dental Care
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CHAPTER 9

HEALTH CARE ACCESS

Lack of access to health care services can have a significant affect on an individual’s
overall health status. Individuals who lack access to health care generally do not receive
preventative screenings, early intervention, or routine care. They also tend to delay
receiving care for a variety of reasons, most commonly lack of health insurance and cost.
When a person who has delayed care eventually seeks a medical professional, his/her
condition has typically progressed and opportunities for treatment may be reduced. When
a person delays receiving health care services, additional health care resources are often
required. Cost to the health care system could have been reduced if earlier treatment had
been sought.

Health care access is generally measured by current health insurance coverage, gaps in
insurance coverage, distance and transportation issues that limit access, availability of
health care professionals, and cost. Items addressing limited access to medical care and
dental care are included in the Bridge to Health Survey results.

A. INSURANCE COVERAGE (Table 9.1) (Figures 9.1-9.6)

A 1994 statewide Minnesota study of the uninsured reports that 3.8 percent of the
population lacked health insurance for the entire year, and 8.9 percent were uninsured for
a portion of the year.'® Bridge to Health Survey data from the Northeastern Minnesota
region reports a considerably higher rate of those without health insurance for the entire
year (5.4%) and part of the year (11.6%).

According to a 1993-94 statewide Wisconsin survey, 12 percent of the population elther
had no health care coverage for the previous year or coverage for only part of the year."!
Northwestern Wisconsin data from the Bridge to Health Survey indicates that 15.4 percent
of the region’s population lacked insurance part of the year and 10.4 percent were without
health insurance for the entire year.

. Overall, 6.5 percent of all respondents reported having no health insurance in the
past 12 months (Figure 9.1).

. Over 1 in 10 respondents (12.6%) indicated that they were uninsured for some
period of time during the previous 12 months (Figure 9.2).

19\ finnesota Health Care Insurance and Access Survey, University of Minnesota, Institute
for Health Services Research and Policy, 1995.

"County and Regional Estimates of Behavioral Risk Factors and Health Screening
Practices, Wisconsin, Wisconsin Division of Health, Center for Health Statistics, 1995.
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. Young males, age 18-34 were most likely to have no insurance during the past year
(16.1%) and were more likely to be uninsured at some point during the previous 12
months (28.5%) (Figure 9.3).

. Females age 35-64 were much more likely than males to be uninsured for all or a
portion of the previous 12 months (Figure 9.4).

. Among female respondents, those age 18-34 (8.5%) and too young for Medicare,
age 55-64 (7.3%), were more likely to have no insurance the prior year.

. Poverty is a significant factor related to health insurance coverage. Respondents
below above 200% of poverty were over 3 times more likely to be without health
insurance during the past year compared to of those, at or above 200% of poverty
(11.1% vs. 3.4%) (Figure 9.5).

. Over one in five respondents (21.9%) below 200% of poverty were uninsured at
some point in the previous 12 months compared to 6.9 percent of those at or
above 200% of poverty.

. Most respondents with no health insurance during the past year had household
incomes below $20,000. The highest percentage of respondents with a gap in
insurance coverage during the past year was among income categories below
$30,000 per year.

. Respondents with a high school education were the most likely to have no
insurance during the past year (8.7%).

. Over 14 percent of the high school graduates, those with vocational and
associate degrees and those with some college reported having a gap in
insurance coverage some time during the past 12 months.

. Rural Northwestern Wisconsin respondents were much more likely to have no
insurance during the past year (11.1%) and have a gap in insurance coverage
(17.0%) than Rural Northeastern Minnesota (5.8%), and urban residents
(Duluth/Superior area) (5.0%).
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No Insurance During the

Figure 9.1

Entire Past 12 Months
1995 Bridge to Health Survey

Uninsured At Any Time
During the Past 12 Months

Figure 9.2

1995 Bridge to Health Survey

Yes
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Figure 9.3

Figure 9.4

No Insurance During the

Entire Past 12 Months by Age and Gender
1995 Bridge to Health Survey
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Figure 9.5 No Insurance During the

Entire Past 12 Months by Poverty Status
1995 Bridge to Health Survey
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Figure 9.6 Uninsured At Any Time During the

Past 12 Months by Poverty Status
1995 Bridge to Health Survey
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TABLE 9.1
INSURANCE COVERAGE
1995 BRIDGE TO HEALTH SURVEY
No Insurance Uninsured Any Time
Demographic Past 12 Months' In Past 12 Months?
Characteristics (n=5,942) (n=5,756)
Overall results -
Gender Male 7.6 13.3
Female 5.6 12.0
Males by Age 18to 34 16.1 28.5
351044 7.1 10.7
45 to 54 3.1 6.4
55 to 64 3.7 6.6
65to 74 0.7 2.7
75 and older 0.6 0.9
Females by Age 18to 34 8.5 22.4
35t0 44 5.8 13.3
45 to 54 6.0 10.2
55 to 64 7.3 9.7
65to 74 0.6 2.2
75 and older 1.7 1.0
Education Less than H.S. 7.0 7.3
H.S. Graduate 8.7 15.5
Some College 7.0 15.5
Voc./Assoc. Degree 71 14.7
College Graduate 21 6.4
Income Less than $10,000 12.2 19.1
$10-$19,999 12.3 25.1
$20-$29,999 6.4 14.0
$30-$49,999 3.7 6.9
$50,000 plus 0.8 3.8
Poverty status Less than 200% 111 21.9
200% or higher 3.4 6.9
Urban/Rural Duluth/Superior 5.0 12.7
Rural NE Minnesota 5.8 10.8
Rural NW Wisconsin 11.1 17.0
Region NE Minnesota 5.4 11.6
NW Wisconsin 10.0 15.4

! Proportion of respondents who had no health insurance during the past 12 months.
2 proportion of respondents who were uninsured at some time during the past 12 months.

page 117




Type of Insurance (Table 9.2)

Respondents were instructed to report all types of insurance they currently carry. Many
indicated more than one form of coverage.

. Over two-thirds of the respondents (65.2%) had private insurance; nearly one-
quarter (22.6%) had Medicare, and 9.2 percent had Medical Assistance.

. Less than one-half of those less than 200% of poverty (45.1%) had private
insurance compared to 81.3% at or above 200% poverty.

. Urban respondents (Duluth/Superior area) were more likely to have private
insurance than rural residents (70.8% vs. 60-63%).

. Females were more likely to have Medical Assistance compared to males (11%
vs. 7.3%). Respondents with a high school education or less were most likely to
be covered by Medical Assistance.

. Females age 18-44 were twice as likely to have Medical Assistance coverage than
males in this age cohort. Males were more likely to have Medical Assistance
coverage at age 65 or older.

. One-third (33.7%) of the respondents who receiving Medicare are below 200% of
the poverty threshold compared to 14.2 percent at or above 200% of poverty.

. Respondents in rural Northeastern Minnesota were more likely than respondents
in other geographies to have Medical Assistance (10.7%).
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TABLE 9.2
INSURANCE TYPES'
1995 BRIDGE TO HEALTH SURVEY
(n=5,942)
Other
Demographic Private Medicare  Medical Assistance Public
Characteristics
Overall result
Gender Male 69.7 212 7.3 2.7
Female 61.1 23.9 11.0 2.1
Males by Age 18 to 34 68.5 3.5 7.5 0.3
35t044 79.1 2.0 6.4 1.1
45 to 54 84.2 2.8 2.6 3.8
55 to 64 73.8 10.7 4.5 5.7
B65to 74 52.5 88.8 13.2 6.1
75 and older 43.8 85.7 12.3 41
Females by Age 18to 34 64.0 1.8 16.9 2.7
35t044 73.1 16 11.3 1.8
45 to 54 75.9 3.7 8.0 3.5
55 to 64 65.9 6.3 4.8 1.5
65 to 74 453 87.8 7.6 1.9
75 and older 33.1 77.3 10.4 0.8
Education Less than H.S. 38.1 57.7 14.5 3.6
H.S. Graduate 58.0 24.8 12.6 1.8
Some College 66.9 18.5 9.3 3.0
Voc./Assoc. Degree 76.5 8.8 7.2 1.6
College Graduate 86.1 13.2 2.0 2.7
Income Less than $10,000 245 45.3 23.2 49
$10-$19,999 48.5 41.0 13.7 2.4
$20-$29,999 66.2 22.1 10.7 2.8
$30-$49,999 81.8 10.8 3.4 2.0
$50,000 plus 90.5 4.4 1.3 1.8
Poverty status Less than 200% 451 33.7 18.2 3.1
200% or higher 81.3 14.2 2.8 2.2
Urban/Rural Duluth/Superior 70.8 19.4 7.8 21
Rural NE Minnesota 63.4 23.5 10.7 2.8
Rural NW Wisconsin 60.7 257 7.7 2.0
Region NE Minnesota 65.7 21.9 10.0 26
NW Wisconsin 63.9 24.8 7.0 1.8

! Proportion of respondents who report having a specific type of health insurance during the past 12 months.
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ROUTINE MEDICAL CARE (Table 9.3) (Figures 9.7, 9.8)

Overall, 85.7 percent of the respondents reported having a specific doctor or health
care professional whom they usually see for routine care.

Females are much more likely to have a health provider for routine care than males
(91.4% vs. 79.6%). There are wide gender differences for Males up until age 55
and over (Figure 9.7).

Younger males, age 18-34 are least likely to have a health care provider for routine
care among respondents of both genders; just 67.8 percent reported they have one
(Figure 9.8).

Of those who reported having a health care provider, 94 percent stated they obtain
routine care primarily in a doctor’s office.

Respondents least likely to obtain their routine care at a doctor’s office are males
age 18-34 (94.2%), and respondents with incomes of less than $10,000 (88.9%).

Respondents most likely to use a hospital emergency room or an urgent/walk-in
center for routine care are males age 18-34 (8.8%) and those with incomes of less
than $10,000.

Males are twice as likely as females to use an emergency room or urgent/walk-in
center for routine care (3.4% vs. 1.5%).

Urban respondents (Duluth/Superior) area are more likely to use an emergency

room or urgent/walk-in center for routine care than rural respondents (3.0%
compared o 2.1% and 1.8% for the 2 rural areas).
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Figure 9.7 Respondents Who Have a Doctor or Health

Care Professional for Routine Care by Gender
1995 Bridge to Health Survey
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Figure 9.8 Respondents Who Have a Doctor or Health

Care Professional for Routine Care by Age and Gender
1995 Bridge to Health Survey
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TABLE 9.3
ROUTINE CARE
1995 BRIDGE TO HEALTH SURVEY

Has a Doctor or Other
Health Care Professional

For Routine Doctor's
Demographic Care' Office
(n= 6,005)

Characteristics

Gender Male .
Female 914 94.5
Males by Age 18 to 34 67.8 88.2
35 to 44 791 96.4
45 to 54 771 94.3
55 to 64 91.1 95.1
65 to 74 93.0 94.2
75 and older 914 94.5
Females by Age 18to 34 88.4 93.5
35to 44 90.0 95.2
45 to 54 92.5 96.0
55 to 64 90.9 93.1
65 to 74 96.3 96.1
75 and older 94.6 94.0
Education Less than H.S. 87.9 94.2
H.S. Graduate 86.2 94.3
Some College 86.5 93.0
Voc./Assoc. Degree 84.2 97.0
College Graduate 82.9 95.4
Income Less than $10,000 82.6 88.9
$10-$19,999 85.4 93.8
$20-$29,999 85.1 94.0
$30-$49,999 87.9 95.8
$50,000 plus 85.4 96.3
Poverty status Less than 200% 84.4 921
200% or higher 86.6 95.8
Urban/Rural Duluth/Superior 86.9 94.3
Rural NE Minnesota 85.0 93.9
Rural NW Wisconsin 85.5 93.5
Region NE Minnesota 85.9 93.8
NW Wisconsin 85.0 94.3

Routine Care Is Primarily In:*

Emergency Room
or Urgent Care/
Walk-In Care

Cente

1.5

8.8
2.1
14
0.6
0.8
23

2.0
1.2
0.7
1.3
0.9
2.5

1.1
21
1.7
1.6
1.6

4.3
2.0
1.4
1.2
1.5

2.7
1.3

3.0
2.1
1.8

2.6
1.4

! Proportion of respondents who see a specific doctor or health care professional for their routine heaith care.

2 Proportion of respondents who report where they obtain routine primary care.
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C. FAILURE TO RECEIVE MEDICAL CARE OR FILL A PRESCRIPTION (Table 9.4
and 9.5) (Figures 9.9 - 9.16)

Medical Care (Table 9.4)

. Over one-quarter (25.9%) of the respondents reported that there was a time in the
past 12 months that they thought they needed medical care, but did not get it or
delayed getting it (Figure 9.9).

. Female respondents were more likely to not receive or delay medical care than
males (27.6% vs. 24.2%). The greatest percentage difference was between
females and males age 55-64 (25.7% vs. 18.2%) (Figure 9.10).

. Over one-third (33.8%) of those below 200% of poverty did not receive or delayed
medical care compared to 22.6 percent of those at or above 200% poverty (Figure
9.11).

. Rural respondents (27%) were more likely than urban respondents (22.9%) to
report not receiving or delaying care (Figure 9.12).

. The primary reasons for not receiving or delaying care was Didn’t Think it was
Serious (45.6%) and Costs Too Much (41.7%) (Figure 9.13).

. Males were more likely than females to indicate the reason Didn’t Think it was
Serious (53.8% vs. 38.9%).

. Females were more likely to not receive or delay medical care than males because
It Costs Too Much (44.0% vs. 38.9%), particularly for females age 18-34 and age
45-64. Costwas a reason given most often by males age 18-34 (53.4%) for not
receiving or delaying care.

. Cost of care was more frequently cited by those respondents below 200% of
poverty (51.0% vs. 33.9%) (Figure 9.15).

. Cost of care was cited much more often by Rural Northwestern Wisconsin
residents as a reason for not receiving or delaying care versus Rural Northeastern
Minnesota or urban residents (52.5% vs. 39.7% and 37.5%) (Figure 9.16).

. Over one-half of the college graduates and those with incomes of $50,000 or
more were most likely to give Didn’t Think it was Serious as reasons for not
receiving or delaying medical care.

. Almost one in five of the respondents (18.5%) who did not receive or delayed
getting care indicated that it was because of Inconvenient Time. Respondents with
higher incomes and higher education were more likely to cite inconvenience as
a reason.
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Figure 9.9 Respondents Who Needed Medical Care But Did Not

Receive or Delayed Getting it
1995 Bridge to Health Survey

Figure 9.10  Respondents Who Needed Medical Care But Did Not

Receive or Delayed Getting it by Age and Gender
1995 Bridge to Health Survey
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Figure 9.11

Figure 9.12

Respondents Who Needed Medical Care But Did Not

Receive or Delayed Getting it by Poverty Status
1995 Bridge to Health Survey
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Figure 9.13 Reasons for Delaying or

Not Getting Medical Care
1995 Bridge to Health Survey
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Figure 9.14  Delayed or Didn't Get Care Because of High Cost

by Age and Gender
1995 Bridge to Health Survey
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Figure 9.15 Reasons for Delaying or Not Getting

Medical Care by Poverty Status
1995 Bridge to Health Survey
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Medical Care by Geography
1995 Bridge to Health Survey
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TABLE 9.4
FAILURE TO RECEIVE MEDICAL CARE
1995 BRIDGE TO HEALTH SURVEY
Needed Care But Reasons:*
Did Not Get
or Delayed Didn't Think It Cost Too Inconvenient
Demographic Getting Care' Was Serious Much Time
Characteristics (n=5,973) (n=1,550) (n=1,550) (n=1,550)
~269% = _ a1 =
Gender Male 24.2 53.8 38.9 20.4
Female 27.6 38.9 44.0 17.0
Males by Age 18t0 34 27.1 50.4 53.4 13.8
35to 44 325 55.7 36.8 29.4
45 to 54 25.7 52.9 26.6 34.3
55 to 64 18.2 59.3 31.0 8.0
65to 74 12.6 56.8 31.7 11.8
75 and older 16.0 54.6 13.3 10.5
Females by Age 18to 34 33.2 40.5 54.9 20.5
35t0 44 35.8 371 36.8 20.4
45 to 54 28.1 36.6 50.1 17.8
55 to 64 257 28.1 443 13.3
65to 74 13.8 46.1 26.9 5.9
75 and older 18.0 51.1 20.8 46
Education Less than H.S. 21.5 35.3 38.6 8.7
H.S. Graduate 26.2 46.0 43.9 14.2
Some College 271 41.6 50.4 222
Voc./Assoc. Degree 301 45.0 451 21.3
Coliege Graduate 24.5 56.5 24 .6 24.3
Income Less than $10,000 34.3 35.6 43.9 9.6
$10-$19,999 33.5 411 52.0 18.6
$20-$29,999 28.5 45.8 52.9 15.1
$30-$49,999 24.7 53.8 37.3 24.0
$50,000 plus 18.2 57.6 16.9 20.3
Poverty status Less than 200% 33.8 39.0 51.0 14.3
200% or higher 226 54.4 33.9 222
Urban/Rural Duluth/Superior 229 471 375 19.1
Rural NE Minnesota 27.2 46.9 39.7 18.3
Rural NW Wisconsin 27.9 40.4 52.5 18.4
Region NE Minnesota 25.5 46.1 38.0 18.8
NW Wisconsin 27.2 443 51.7 18.0

! Proportion of respondents, in the past year, who thought they needed medical care but did not get it or delayed getting it.
2 Proportion of respondents who reported why they did not get or delayed getting medical care, in the past year.
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Prescriptions (Table 9.5)

A small percentage of respondents (6.4%) failed to fill a prescription in the last
6 months.

Females were more likely to not have prescriptions filled in comparison with male
respondents (8.2% vs. 4.6%).

Respondents with vocational/associate degrees and some college were more
likely to not have a prescription filled than those in the other educational categories.

Respondents below 200% poverty were nearly twice as likely to not have a
prescription filled than those at or above 200% poverty (9.6% vs. 5.0%).

Respondents in rural areas were less likely to have prescriptions filled than urban
(Duluth/Superior area) residents (Rural Minnesota: 7.4%, Rural Wisconsin: 6.5% vs.
5.0%).

Of those reporting that they failed to have a prescription filled in the past 6 months,
cost was the dominant reason reported by 56.3 percent of the respondents.
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TABLE 9.5
FAILURE TO FILL A MEDICATION PRESCRIPTION
1995 BRIDGE TO HEALTH SURVEY

Failed To Fill Prescription Reason:

Demographic In The Last 6 Months' It Cost Too Much?
Characteristics (n=5,986 ) (n=386)

Overall results

Gender Male 4.6 59.2
Female 8.2 54.7
Males by Age 18 to 34 3.0 64.2
3510 44 8.3 73.8
45 to 54 5.5 28.8
55 to 64 34 51.8
65 to 74 2.5 44.2
75 and older 4.7 62.1
Females by Age 18 to 34 10.4 45.1
35to 44 9.0 51.0
45 to 54 8.7 65.9
55 to 64 6.2 48.8
65 to 74 7.5 81.7
75 and older 3.9 541
Education Less than H.S. 6.1 66.7
H.S. Graduate 5.9 68.8
Some College 7.6 46.6
Voc./Assoc. Degree 8.5 65.1
College Graduate 49 32.2
Income Less than $10,000 10.3 44.7
$10-$19,999 9.8 76.1
$20-$29,999 6.3 56.5
$30-$49,999 5.3 58.3
$50,000 plus 4.3 30.2
Poverty status Less than 200% 9.6 61.8
200% or higher 5.0 51.7
Urban/Rural Duluth/Superior 5.0 53.3
Rural NE Minnesota 7.4 55.6
Rural NW Wisconsin 6.5 62.3
Region NE Minnesota 6.6 54.5
NW Wisconsin 6.0 61.9

1Proportion of respondents who failed to fill their medication prescription(s) during the past 6 months.
Zproportion of respondents who failed to fill their medication prescription(s) during the past 6 months because of cost.
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Figure 9.17 Respondents Who Postponed

Dental Work In the Past Year
1995 Bridge to Health Survey
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Figure 9.18 Respondents Who Postponed Dental Work

in the Past Year by Age and Gender
1995 Bridge to Health Survey
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Figure 9.19 Respondents Who Postponed Dental Work

in the Past Year by Poverty Status
1995 Bridge to Health Survey
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1995 Bridge to Health Survey
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TABLE 9.6
DENTAL CARE
1995 BRIDGE TO HEALTH SURVEY

Problems Postponed Reasons:’
With Teeth Dental Work Costs Too Nervous or
Demographic and Gums' In Past Year® Much Afraid

(n=2.001)

Female 10.1 35.3 66.4 22.3
Males by Age 18 to 34 7.6 42.2 55.8 19.9
35to 44 9.1 35.7 67.3 14.8
45 to 54 8.6 31.8 52.6 15.3
55 to 64 71 20.2 75.6 10.1
65to 74 6.1 18.7 56.6 8.8
75 and older 4.4 14.8 60.2 2.5
Females by Age 18to 34 12.9 49.3 63.7 25.9
35to 44 13.5 46.1 70.7 19.8
45 to 54 6.4 33.9 65.1 26.2
55 to 64 7.9 25.2 60.9 20.3
65to 74 5.0 15.8 74.5 9.5
75 and older 10.3 19.8 68.8 17.5
Education Less than H.S. 11.2 28.4 55.7 14.3
H.S. Graduate 10.4 34.2 67.3 22.0
Some College 10.6 35.7 70.0 19.7
Voc./Assoc. Degree 7.0 37.7 65.7 204
College Graduate 4.8 30.3 51.0 16.0
Income Less than $10,000 13.4 39.0 65.0 15.0
$10-$19,999 13.4 39.2 78.5 16.1
$20-$29,999 8.8 38.4 71.5 18.4
$30-$49,999 7.2 31.4 64.4 20.4
$50,000 plus 5.8 28.6 37.0 25.4
Poverty status Less than 200% 13.8 40.8 73.2 17.0
200% or higher 6.3 30.7 57.2 21.0
Urban Duluth/Superior 8.6 32.8 57.9 20.9
Rural NE Minnesota 7.9 32.9 65.8 19.4
Rural NW Wisconsin 11.8 35.7 66.7 16.5
Region NE Minnesota 7.9 32.4 62.2 19.2
NW Wisconsin 11.6 36.4 66.8 19.6

"Proportion of respondents who avoid eating or have trouble eating or drinking certain foods because teeth or gums hurt.
2Proportion of respondents who postponed dental care in the past year.
3Proportion of respondents who postponed dental care in the past year with reasons for postponing care.
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CHAPTER 10
PHYSICAL AND MENTAL HEALTH

COMPONENT SUMMARY
MEASURES
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Chapter 10

Physical and Mental Health
Component Summary Measures

Background

Over the past 15 years, there has been increased attention given to the individual's point
of view in measuring and monitoring health care outcomes.! The individual is typically the
best judge of whether the goals of intervention have been achieved. The preservation of
physical functioning and well-being is a prime concern in effective intervention.*®

One of the most useful measures for diverse populations is that which addresses general
health components not specific to age or disease. Primarily, these measures are used to
compare the relative burden of diseases, conditions, and benefits of treatment options.®
These general surveys have not been useful for large scale administration, e.g., to a
community, due to the length of items and the completion time required. A possible
solution is the development of an alternative form which utilizes the domains of health
status identified in the lengthier version but has an abbreviated format.

The Medical Outcomes Study (MOS) represents an observational study of variations in
functional status and well-being from individuals involved in various systems of care.” The
36-item short-form survey, known as the SF-36 utilized during the Medical Outcomes Study
(MOS), measures eight domains of health status: physical functioning, role limitations due
to physical health problems, bodily pain, general health perceptions, vitality
(energy/fatigue), social functioning, role limitations due to emotional health, and general
mental health (psychological distress and well-being). The content of the questions has
existed for over 20 years, and is widely used in health surveys not only across the United
States but throughout the world. To date, there are over 300 published articles that
reference the SF-36 instrument.

Application for Bridge to Health Survey

The Bridge to Health Survey includes a short segment of questions pertaining to the
general health concepts mentioned above. Questions were included from the SF-36 tool
that encompass the eight domains of health status, with a single question or a small group
of questions per domain. Results cited here summarize two aggregate summary measures
identified in the literature as being very stable in the Medical Outcomes Study (MOS) and
in the general U.S. population. The items selected for inclusion in the Bridge to Health
Survey were aggregated to form a physical health component summary (PCS), and a
mental health component summary (MCS).
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Norm-based methods were used to score the two components such that the region-wide
mean score was set equal to 50 with a standard deviation of 10. Advantages of this
scoring allow for a direct comparison of the two components, as well as the comparison
of population segments (counties, elderly, low income, etc.) to the region as a whole.
Additionally, each has great statistical value with a straight forward interpretation. For
example, a given segment of the region’s population receiving an average score of 30
would equate to a value which falls two standard deviations below the region-wide mean
of 50. The actual scoring of the components is complex and involves the standardization
of each of the eight scales on an individual case level which incorporates the means,
standard deviations, and factor score coefficients to form region-wide statistics.®.  The
scores were calibrated with the worst possible health score equal to “0" and the best
possible health score equal to 100.

The Physical Health and Mental Health Component Summary Measures are defined using
the following scales:

Physical Health Component (PCS)

Physical Functioning  Limited in lifting or carrying groceries, climbing several flights of stairs,
walking several blocks.

Role-Physical Difficulty in doing work or regular daily activities due to physical health.
Bodily Pain Level of bodily pain during past 4 weeks.
General Health Perceived general health status ranging from excellent to poor.

Mental Health Component (MCS)
Vitality Extent of having a high level of energy.

Social Functioning Extent of physical health or emotional problems interfering with normal
social activities involving family, friends, neighbors, or other groups.

Role/Emotional Extent of accomplishing less than one would like in work or regular daily
activities due to emotional problems.

Mental Health Extent of feeling calm and peaceful, feeling downhearted and blue, sense
of happiness.
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Results

Results are summarized below by differences observed by demographic and geographic
characteristics. Additionally, summary scores are compared across respondents with
specific chronic or other medical conditions. As an illustration of how these measures can
be analyzed by relating them to various topics covered in the Bridge to Health Survey, see
Figures 10.1 and 10.2.

Physical Component Summary Measure (PCS) (Table 10.1)

. There were no discernible differences by gender.

. Males age 18 to 34 had considerably higher scores than males age 75 years and
older, 53.4 and 42.6 respectively. The same trend was observed for females, 52.6
and 40.2 respectively for the same age groups.

. Respondents with less than a high school education scored 10 points lower than
those with a college education. This is not surprising due to the older average age
of respondents with lower educational attainment levels.

. Respondents of lower economic status scored considerably lower than those from
higher income households.

. As cited earlier, the usefulness of summary measures such as these is to compare
the relative burden of disease from an individual’'s perception. Thus, in Figure 10.1,
the chronic and other medical conditions list from chapter two appears rank-ordered
by the respondent’s physical component summary scores. As the figure indicates,
respondents indicating that they have none of the conditions scored 5.5 points
higher than the region overall (55.5% vs. 50.0%, respectively). In contrast,
respondents with the lowest scores were those with Multiple Sclerosis (33.9%) and
Stroke-related problems (28.3%).
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Mental Health Component Summary Measure (MCS) (Table 10.1)

. Considering demographic characteristics, the only apparent difference of substantial
magnitude was for household income. Respondents with incomes less than
$10,000 were among those most likely to have lower mental health scores than any
other group.

. Interestingly, in Figure 10.2 the pattern observed across the conditions list is quite
different than observed for physical measures. Respondents with Multiple Sclerosis
rated 3.0 points higher than respondents with no conditions present. The lowest
scoring condition, as expected, was for respondents who indicated they had mental
health problems (37.4). A further interesting note is the ranking of sexually
transmitted disease; while this condition received the highest physical component
score, it ranked second to last with the mental health component measure (43.1).

Endnotes
1. Geigie R. Jones S.B., “Outcomes Measurement: A report from the front,” Inquiry 1990:27:7.
2 McDermort W., “Absence of indicators of the influence of physicians on a society’s health,” American

Journal of Medicine, 1981:70:833.

3. Cluff L.E. “Chronic Disease: Function and the Quarry of Care,” Journal of Chronic Disease
1991;34:299.
4, Tarlov A.R., “Shartucx lecture: the increasing supply of physicians, the changing structure of the

health services system, and the future practice of medicine.” New England Journal of
Medicine 1983:308:1235.

5. Schroeder S.A., “Outcome assessment 70 years later: are we ready?” New England Journal of
Medicine, 1987:216:160.

6. Ware J.E., “Tech Notes: Generic Versus Specific Health Status Measure.” Medical Outcomes Trust
Bulletin 1994:V2:No.2.

7. Tarlov A.R., Ware J.E., Greenfield S., et al. “The Medical Outcomes Study: An Application of

Methods for Monitoring the Results of Medical Care.” Journal of the Medical Marketing
Association, 1989; 262-925.

8. A technical appendix will be made available at a later date describing the methodology and validity
assessment of the customized measures (PCS) and (MCS).

- Special thanks to Mark Kosinski, M.A. at The Health Institute, New England Medical Center in Boston,
MA, for his assistance in helping develop the scoring routines for this section.
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Figure 10.1

Physical Component Summary (PCS) Measure

by Chronic and Medical Conditions
1995 Bridge to Health Survey
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Figure 10.2

Mental Health Component Summary (MCS) Measure

by Chronic and Medical Conditions
1995 Bridge to Health Survey
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TABLE 10.1

PHYSICAL AND MENTAL HEALTH COMPONENTS - SUMMARY MEASURES'
1995 BRIDGE TO HEALTH SURVEY

(mean score)

Physical Health Mental Health
Demographic Component Component
Characteristics Measure Measure

Overall results _.

Gender Male 50.8 50.3
Female 49.2 49.7
Males by Age 18 to 34 53.4 49.1
35to 44 53.2 48.7
45 to 54 51.7 50.0
55 to 64 47.9 52.5
65 to 74 46.6 53.4
75 and older 42.6 51.7
Females by Age 18to0 34 52.6 48.2
35to 44 52.4 47.2
45 to 54 495 49.5
55 to 64 47.0 52.1
65 to 74 455 53.8
75 and older 40.2 ' 51.0
Education Less than H.S. 42.3 51.0
H.S. Graduate 49.4 50.2
Some College 51.1 49.4
Voc./Assoc. Degree 51.7 50.1
College Graduate 52.5 49.9
Income Less than $10,000 437 47.5
$10-$19,999 47.4 48.7
$20-$29,999 49.8 50.3
$30-$49,999 51.9 50.0
$50,000 plus 53.8 51.0
Poverty status Less than 200% 47.3 48.3
200% or higher 51.8 50.6
Urban/Rural Duluth/Superior 50.9 49.5
Rural NE Minnesota 49.8 50.2
Rural NW Wisconsin 49.2 50.3
Region NE Minnesota 50.2 50.0
NW Wisconsin 494 50.0

! Selected items chosen from the Short Form Health Status Questionnaire (SF-36) Health Status Survey.
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Appendix A

BRIDGE TO HEALTH SURVEY
Committee and Team Members

STEERING COMMITTEE

Derryl Block, University of Minnesota - Duluth

Bonnie Bovold, Falls Memorial Hospital

Doug Britton, St. Louis County Social Services

Greg Date, Northland Medical Center

D.D. Davison, Mental Health Therapist

Kate Dooley, Aitkin County Public Health

Mike Duffy, Community Healty Services Board

Mark Eckman, M.D., Duluth Clinic

Michael Finch, Ph.D., Institute for Health Services
Research

Ruth Frederick, Women’s Health Center

Don Haynes, University of Minnesota - Duluth

Nancy Hodsdon, Douglas County Health Department

Ann Kinney, Ph.D., Minnesota Department of Health

Diane Larson, St. Luke’s Hospital

Peggy Maloney, Miller-Dwan Medical Center

Marie Margitan, Minnesota Department of Health

Carleen Maynard, Ph.D., College of St. Scholastica

Geri McHugh, St. Louis County Department of Public
Health & Long Term Medical Care

Paul Miller, St. Mary’s Medical Center

*Wende Nelson, Duluth Community Health Center

Barb Norbeck, St. Mary’s Medical Center

Nancy Ojard, First Plan HMO

Corrine Olson, Sawyer County Health Department

*Barb Peickert, Hayward Area Memorial Hospital

Jenny Peterson, St. Mary’s Medical Center

Mary Rapps, P.S. Rudie & Associates

Randy Rehnstrad, Community Health Services Board

Jean Sedin, Northstar Physicians Plan

Jim Skoog, St. Louis County Department of Public
Health & Long Term Medical Care

Deb Smith, Fond du Lac Human Services

Jean Stauber, Mercy Hospital

Larry Sundberg, St. Louis County Department of Public
Health & Long Term Medical Care

Terri Timmers, Wisconsin Division of Health

Robert Vokes, St. Mary’s Medical Center

Tina Welsh, Women's Health Center

*Co-Chairs

DATA TEAM

Derryl Block, University of Minnesota - Duluth

D.D. Davison, Mental Health Therapist

Mike Duffy, Community Health Services Board

Michael Finch, Ph.D., Institute for Health Services
Research

Ruth Frederick, Women’s Health Center

Don Haynes, University of Minnesota - Duluth

Doreen Johnson, Polinsky Medical Rehabilitation

Susan Kaye, North Wood Community Health Center

Ann Kinney, MN Department of Health Care Commission

Peggy Maloney, Miller-Dwan Medical Center

Marge Martin, North Wood Community Health Center

Geri McHugh, St. Louis County Department of Public
Health & Long Term Medical Care

Paul Miller, St. Mary’s Medical Center

Wende Nelson, Duluth Community Health

Barb Norbeck, St. Mary’s Medical Center

Barb Peickert, Hayward Area Memorial Hospital

Jenny Peterson, St. Mary’s Medical Center

Mary Rapps, P.S. Rudie & Associates

Jim Skoog, St. Louis County Department of Public
Health & Long Term Medical Care

*Larry Sundberg, St. Louis County Department of Public
Health & Long Term Medical Care

COMMUNICATIONS TEAM

Susan Herboldt, Itasca Medical Center/C&NC Unit

Signe Hill, Lake County Health Department

Jo Ann Hoag, St. Luke’s Hospital

Nancy Hodsdon, Douglas County Health Department

Pam Hoechst, St. Louis County Department of Public
Health & Long Term Medical Care

*Peggy Maloney, Miller-Dwan Medical Center

Carol Morgan, Hayward Area Memorial Hospital

Corrine Olson, Sawyer County Health Department

Jenny Peterson, St. Mary’s Medical Center

Ellen Quinn, St. Louis County

*Jim Skoog, St. Louis County Department of Public
Health & Long Term Medical Care

Robert Vokes, St. Mary’s Medical Center
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Appendix B

HEALTHY PEOPLE 2000
CONSENSUS SET OF HEALTH STATUS INDICATORS

Table 1 - Consensus set of indicators for assessing community health status
and monitoring progress toward the year 2000 objectives - United States,

July 1991

. Race/ethnicity-specific infant mortality, as measured by the rate (per 1,000 live
births) of deaths among infants less than one year of age.

. Death rates per 100,000 population for:

Motor Vehicle crashes
Work Related Injuries
Suicide

Lung Cancer

Breast Cancer
Cardiovascular Disease
Homicide

All Causes

Reported incidence per 100,000 population for:

Acquired Immunodeficiency Syndrome
Measles

Tuberculosis

Primary and Secondary Syphilis

. Risk Factor Indicators:

a.

Source:

Incidence of low birth weight infants as measured by percentage of total
number of live-born infants weighing less than 2,500 grams at birth.

Births to adolescents (age 10-17) as a percentage of total live births.

Prenatal care, as measured by the percentage of mothers, delivering live

infants, who did not receive prenatal care during first trimester.

Childhood poverty, as measured by the proportion of children less than 15

years old living in families, at or below the poverty level.

Proportion of persons living in counties exceeding U.S. Environmental
Protection Agency standards for air quality, during the previous year.

Consensus set of Health Status Indicators for the General Assessment of

Community Health Status United States. Morbidity and Mortality Weekly
Report. Centers for Disease Control, July 12, 1991, Volume 40, Number

27.
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Table 2 - Priority data needs to augment the
consensus set of health status indicators.

Indicators of Processes:

a.

Proportion of children 2 years of age who have been immunized with the

basic series (as defined by the Immunization Practices Advisory
Committee)

Proportion of adults aged >65 years who have been immunized for
pneumococcal pneumonia and influenza

Proportion of women receiving a Papanicolaou smear at an interval
appropriate for their age

Proportion of women receiving a mammogram at an interval appropriate
for their age

Proportion of the population uninsured for medical care

Proportion of the population without a regular source of primary care
(including dental services)

Age-specific Risk Factors:

Cigarette Smoking
Alcohol Misuse
Obesity

Hypertension
Hypercholesterolemia

Confirmed abuse and neglect of children

Indicators of health status outcomes

a.

Percentage of children <5 years of age who are tested and have blood
lead levels exceeding 15 ug/d|

Incidence of hepatitis B, per 100,000 population

Proportion of children age 6-8 and 15 years with one or more decayed
primary or permanent teeth
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