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OHS (1991) also emphasizes the effect of the 1983 PPS in reducing patient

stays at Oregon hospitals and encouraging more out-patient treatment. Portland is
an area where there are higher proportions of managed care (HMOs) than in other
cities in the U.S. which are competing with each other. Moreover, most major
urgent care providers are establishing new insurance schemes for major employers.
Experts predict a growing trend of hospitals directly contracting with employers for
health care coverage, rather than providing coverage through an insurance carrier
(Rocco, 1993).

There are several providers of traditional medical clinics in the Portland
metropolitan area; however, the major providers of UCCs are discussed in Chapter
IV. They include the Sisters of Providence (Oregon), Legacy, Kaiser Permanente,
and Oregon Health Sciences University (OHSU). According to OHS, 1991,
"Competition is rife" between Legacy and Sisters of Providence. These two
providers operate 16 of 52 UCCs in Portland (see Figure 1). The Sisters of
Providence is a non-profit organization which consists of three companion groups of
hospitals: St. Vincent’s Hospital, Providence of Portland, and Providence of
Milwaukee. Legacy, on the other hand, is a not-for-profit health system which
includes Emanuel Hospital, Good Samaritan Hospital, Meridian Park Hospital,
Mount Hood Medical Center, and several Immediate Care Centers throughout the
metropolitan area. A complete survey of existing UCCs in Portland is presented in

greater depth in Chapter IV.



FIGURE 1
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MAP OF THE LOCATION OF ALL PROVIDERS OF URGENT CARE IN

PORTLAND, OREGON, 1990
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Source: Produced by an application of address matching using GIS.
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Theoretical Perspectives On Factors Influencing Urgent Care Center Location

A substantial amount of research has been published on the relationship
between household characteristics and product consumption; however, in health
care, understanding such relations is somewhat difficult (Ghosh and McLafferty,
1987). Researchers agree that there is a relation between demographic
characteristics and health care product consumption, but little has been published on
the subject.

Urban sprawl and shifts of areas of population growth, witnessed today in
many cities of the world, have made siting HCFs a difficult task. According to
Reinke (1988), "Health system research is complicated in another way; because it is
carried out in the community, it includes multiple variables not easily controlled."

Nevertheless, the location of a health care facility is of paramount importance
in determining the efficiency of delivery. The accessibility of such a unit to the
surrounding community and the equity in the distribution of HCFs with regard to
the whole population can be considered a proxy factor for measuring HCF
effectiveness.

Some researchers have already taken major steps in suggesting ways to
achieve greater efficiency in the distribution of urban facilities and HCFs. Prior
research has involved great effort in calculating and projecting future needs based
on population forecasts and many advanced, complex statistical models and

algorithms (Rushton and Goodchild, 1973; Meade, 1974; Wagner and Falkson,
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1975; Spiegel and Hyman 1978; Rushton, 1979; Oppenhein, 1980; Goodchild and

Noronha, 1983; Ghosh and Rushton, 1987; Samet, 1990; Estes, 1991; Keren and
Lewis, 1993). However, most of these efforts have failed to bring about a precise
methodology or definition of the most efficient structure for delivering health
facilities. Planners and health officials have long tried to increase the effectiveness
and accessibility of the health care system, but were always daunted by its
complexity (Mayhew, 1986; Reinke, 1988; Gruca and Nath, 1994; D’ Amico et al.,
1994). This study argues that one basic reason for the fruitlessness of these efforts
is their failure to determine and understand the relative influence or weight of the
major factors affecting HCF location. Therefore, a better understanding of the
influence of each factor in location analysis is very useful in assigning weights to
each factor to gain more precise results in most location allocation and spatial
interaction models.

Hence, the aim of the next section is to explore, from different perspectives,
the problems of UCC location by describing the different planning efforts and
methods used for achieving better HCF location and delineating the HCF service
area. This will smooth the way to understanding the factors affecting UCC location
with respect to population distribution. The intent here is first to examine these
efforts to find their current disposition and why they do not provide an efficient
explanation for HCF location, and, second, to identify the characteristics of UCC

users.
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Estimating Health Service Area (HSA)

Most health care planners agree that a market assessment for any HCF system
must typically include:

1. delineation of service area,

2. a demographic and socioeconomic profile,

3. a competitor profile, and

4, regulatory reviews (Massey and Blake, 1987; Clark and Krentz, 1991;

Nauert, 1992, Zwanziger et al., 1994).

According to Zwanziger (1994, p. 430): "A substantial body of literature has
been devoted to developing and supporting a variety of different approaches to

defining hospital market areas." Estimating an HCF service area lies at the core of
ensuring an efficient supply of health care to consumers (Basu, 1982).
Understanding the characteristics of the targeted areas is an essential step toward
effective use of available resources. Massey and Blake (1987, p. 15) point out that
"to perform this task efficiently, marketing planners should identify the geographic
bounds within which they can reasonably expect to attract clients."

Since 1945, several analyses have been conducted to come up with a measure
of HCF service area. Different definitions were used including geographic
boundaries (state or county lines), administrative boundaries (school or hospital
districts), and empirical boundaries (distance decay or weighted distance boundaries)

(Bay and Nestman, 1980; Basu, 1982; Ross et al., 1984; Massey and Blake, 1987).

The earliest study in this context was conducted in 1945 by Ciocco and Altenderfer.
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Using birth statistics, they studied patient origin-destination in order to establish
"medical trade" areas (Ciocco and Altenderfer, 1945; Bay and Nestman, 1980;
Basu, 1982). A number of efforts since then have been conducted by other
researchers in attempts to develop methodologies for estimating HCF service areas.
However, most of these studies faced unresolved difficulties. According to Bay and
Nestman (1980), these difficulties lie in a lack of data, inappropriately sized
geographic units, and increasing mobility and urbanization. Because it is very
complicated to understand patients’ movement to HCFs, most HCFs do not have
predetermined jurisdictional boundaries (Zwanziger et al., 1994).

Beckham (1984) suggested the use of spatial analysis to specify HCF
geographic area. His peripheral penetration model (PPM) produces two standard
boundaries, core and periphery service areas. The core service area stretches out
five miles from the center, while the periphery may stretch out another five to ten
miles. This standard may be of some help to health care providers, but it does not
make the distinction between the attraction of large hospitals and that of smaller
HCFs (Basu, 1982). The size of the facility is very important to understand before
any service area boundaries can be devised (Massey and Blake, 1987).

Massey and Blake (1987) provided the most reasonable approach to estimating
service area boundaries. Their model includes several factors that determine the
size and attractiveness of an out-patient clinic, such as number of physicians or
beds. Based on Beckham’s (1984) PPM findings, Massey anc Black suggested the

use of the "boundary model," a common gravity approach using breaking distance
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between two facilities based on their relative attractiveness. The service unit
analysis was applied to the pediatric service units of five hospitals in a southeastern
U.S. city of moderate size. Their findings indicate that facility service areas for the
five units vary, according to HCF size, ranging from one to 2.15 miles in diameter.
However, their conclusion was that HCFs vary in their attractiveness to patients
according to the way weights are assigned to each facility. This was supported by a
recent study of emergency centers in Quebec, Canada. The study found that
average weighted distance for attendance at emergency centers varies with age. For
patients over 65, the distance was 0.9 miles, while for those under 65, it was 2
miles (Philibert et al., 1992). Finally, a study was conducted on the spatial patterns
of attendance at general practitioner services (GPS) in Gisborne, a small city in
New Zealand, which found that most trips were within three miles of a GPS.
Similar studies in Aberdeen, Scotland, and Liverpool, England, found that trips to a
GPS to be about two miles (Hays et al., 1991).

In conclusion, HCF service area boundaries are difficult to estimate. Scholars
have suggested several approaches to estimating HCF service areas but were unable
to provide an acceptable measure. Most approaches are classified under political,
administrative, or empirical definitions. The empirical definition is the most
commonly used, since it is more accurate and particular to the size and influence of
the area of attractiveness (Meade, 1974; Mayhew, 1986).

Although the latest four studies estimating HCFs’ market boundaries differ in

their settings and HCF type, they still can be useful in estimating UCC service
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areas. Since the types of facilities in the latter studies are essentially similar in size
and function to UCCs, the average figure can be used regarding UCC service areas.
The average distance in the four studies is 2.5 miles and can be suggested as market
boundaries for UCCs in this study. Once a delineation of service area is completed,

the demographic, socioeconomic, and land use factors should be examined.

Factors Influencing UCCs Location

HCFs are very different in nature from most urban facilities. This explains, in
part, the difficulty researchers faced in identifying the factors affecting their
location. For services where individuals pay directly, they may use supply and
demand economics to evaluate the cost of service. However, in health care, health
insurance and imperfect information among consumers about quality or quantity of
care may distort price signals (Mayhew, 1986; Browning, 1993; Hardon, 1991).
This difficulty stems from the fact that the health care system, especially in the
U.S., is very complicated (Wagner et al., 1994, Zajas, 1994). Several parties are
involved in the process of delivering health care. Those parties include providers,
insurers, physicians, and patients. Each of these parties contribute to the complexity
in understanding the factors influencing HCF location (Schramm, 1987).

According to Browning (1993, p. 208):
Consumers of health care often lack full knowledge about the prices of

different health care services, the quality of care offered by various
providers, and the types and locations of alternative treatment products.
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This was recently supported by Salmon (1995, p. 11) "The ever-increasing
ownership of health service providers, suppliers, and insurers by investor-owned
enterprises presents an unforeseen complexity and diversity to health care delivery."

These issues led Beck and Dempsey (1990, p. 5) to conclude that: "This points
to the fact that there is no standard cost accounting in health care, and health care
services are not as price sensitive as other goods or services."

In conclusion, the health care industry has a number of distinctive aspects that
appear to be different from other urban services. These include (a) the small role
played by both consumers and price in determining the demand for and distribution
of services; (b) the existence of several intangible social and personal externalities
resistant to quantitative measurements; and (c) the relative lack of meaningful data
which are fragmentally scattered among obscure private and public institutional
sources.

A thorough examination of the literature can clearly identify which factors
must be accounted for in the analysis of facility location; however, in a health care
delivery system, these factors may vary in their effect according to HCF type.
Users of UCCs are, to a certain extent, similar to some smaller HCFs such as
emergency clinics or group physician clinics. Therefore, a review of factors
affecting similar clinics will be used to assess which factors are suitable to UCCs in
this research.

As stated earlier, there are both inter- and extraorganizational sets of factors

that affect UCC location. Based on the above discussion, both sets of factors are
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highly complex. Thus this research will focus on the most important
extraorganization factors. According to a review of health care literature, these

factors are demographic, socioeconomic, and land use considerations.

Demographic and Socioeconomic Factors

As stated earlier, the second step for market assessment for HCF systems is to
understand the demographic and socioeconomic profile of the market area (Clark
and Krentz, 1991). This was supported by Hays et al., (1990), "While distance
from the clinic is a powerful explanatory variable, characteristics of the patients are
also important." Nauert (1992, p. 65), also supported this notion when he pointed

out that:

Understanding the environment is an essential element in analyzing
the competition, understanding one’s constituents, and selecting the
proper market niche for an alternative delivery system (ADS) . . .
Descriptive and analytical studies of the environment include: 1.
Community studies; economic, demographic, and epidemiological
profiles and trends of the patient population.

Geographic and demographic segmentation is an important base to the market
segmentation approach. According to Kotler and Clarke (1987, p. 238): "In
demographic segmentation, the market is divided into different groups on the basis
of demographic variables such as age, sex, family size, employment status, income,

type of health care insurance, education, religion, race, and nationality." These

variables seem to encompass the most important variables influencing HCF location.
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However, for UCCs’ locations, these variables will be divided into demographic and

socioeconomic variables.

Demographic Characteristics

Demographic characteristics of the area under study are considered the basic
elements that determine the use of health care (Harrel and Fors, 1985; Wotruba et
al., 1985; Kovner, 1990; Dolinsky and Kaputa, 1990; Cokelez and Peacock, 1993;
Heischmidt et al., 1993). Individuals have different frequencies of use. For
instance, sex and age have been proven to influence the rate of use of HCFs
(Kovner, 1990). Cashman et al., (1991a) in a study for the Health Stop Medical
Management, Inc. (HSMMI), one of the nation’s largest chain of UCCs, have
shown that females use UCCs more than males do. Different age groups of people
will normally have different needs for health care, and their usage will be different
(Cashman et al., 1991a; Wotruba, 1985).

According to Nestor (1992, p. 28), "Demographic forces will be the
underpinning of a further expansion in the consumers’ role in choosing health
services in the 1990s." This prediction is also supported by suggestions taken from
the Oregon health care program and prepared by the Legislative Fiscal Office in

1993:

Demographic factors and migration trends will likely only increase
the number of individuals the state assists with health care under the
current set of programs and eligibility requirements. For example,
the age group most likely to use the long term care program is also
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one of the fastest growing population groups in the state . . . The

primary demographic trend affecting health care expenditures is the

increase in the population median age (Rocco, 1993, p. 39).
Age:

Most research indicates that health care usage increases with age. Browning

(1993) believes that "health care consumption rises sharply with age." Figure 2,
based on the 1991 National Ambulatory Medical Care Survey (NAMCS, 1994) rate

of visits to physicians’ offices by age and sex, shows that the elderly make more

visits to UCCs than other cohort groups.

FIGURE 2

ANNUAL RATE OF VISITS TO OFFICE-BASED PHYSICIANS BY
PATIENT’S AGE AND GENDER: UNITED STATES, 1991
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Source: The National Ambulatory Medical Care Survey: 1991 Summary. U.S.
Department of Health and Human Services (1994).



25
The NAMCS (1994. p. 3), 1991 survey indicated that "visit rates tended to

increase with age after age of 24. Persons 75 years of age and over had the highest
visit rate of the six age categories analyzed, at 6.0 visits per person." Clark and
Krentz (1991), identified age and gender as the most valuable information for
estimating potential markets for HCFs. Recognizing the elderly as the major users
of health care is very logical and expected. Therefore, the location of UCCs should
respond to the elderly.

Phillips et al. (1994) point to the fact that the elderly population is increasing,
both as a consequence of better medical care and general demographic trends.
Phillips et al. (1994) concluded that technological advancements in health care
combined with good habits and hygiene will reduce disease at all age levels, thus
causing people to live longer. This longevity will lead to large increases in the
number of elderly, which will result in greater| periods of chronic disability and
more use of UCCs among this group. According to Spotts and Schewe (1989, p.
36), the elderly population is growing "twice as fast as the general population." The
U.S. population is growing, its median age is rising, and the demand for health care
is increasing (Sykes, 1991; Browning, 1993). The 1990s is witnessing the aging of
the baby boomers. The baby boom generation will dramatically increase the
demand for health care (Plane and Rogerson, 1991; Morrill, 1993).

According to Kovner (1990, p. 126), "During 1981 the frequency of physician
visits increased with age from an average 4.1 visits per year for patients under 17

years of age to 6.3 visits per year for patients 65 years of age and over." Kovner
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suggested that the increment is higher than the nation’s average of 4.6 physician

visits per year.

Gender:

As stated earlier, age and gender are more important than other demographic
factors in estimating the HCF market. According to Wotruba (1985), age and sex
have been found to be directly related to the utilization of medical services. As
shown in Figure 2, and as most researchers believe, females are more frequent users
of HCFs than men are. According to the NAMCS (1994) report, females made
about 60 percent of all physician office visits during 1991. They also accounted for
a higher percentage of visits than male did in most age categories.

Flexner and Berkowitz (1979) found that women were primarily concerned
about obtaining an appointment right away. UCCs are very suitable for this "right-
away-appointment” aspect. Cashman et al. (1991a) also found that females
constituted 53 percent of the total users of UCCs. Harrell and Fors (1985) claimed
that women had not been targeted by either traditional and recent medical delivery
systems. They suggest that the changing role of women in American society and
their enrollment in the work force require providers of UCCs to enhance their
accessibility. These findings suggest that women are more frequent users of UCCs
than men and that providers may consider locating UCCs in areas where more

women live or where they are accessible to women.
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Marital Status and Number of Children:

Lancaster and Boissoneau (1990) found an interesting difference in the
demographic profile of consumers selecting a physician’s office. According to their
findings, consumers tended mostly to be married, older, female with one or two
children under 18 years, with the head of the household holding a managerial or
technical job.

The increased number of married couples in an area and family size is believed
to influence HCF location. This is supported by the findings of Lumpkin and
Tudor in 1990. Dant et al. (1990) found that the number and age of children in a
family affects the facility choice. Clark and Krentz (1991) point out the importance
of understanding the distribution of targeted populations by their family structure.

The 1980 National Medical Care Utilization and Expenditure Survey (NAMCS,
1980, p. 5 ) indicated:

Generally, a positive association can be seen between larger family size

and the percent of families ever using each of the health care services

(most notably, hospital inpatient care, hospital outpatient and emergency

room care, and dental care.

Race:

Shannon and Dever (1974) point out that the racial composition of an area has
an effect upon physicians’ location preferences. In general, physicians prefer to
locate in predominately white-populated areas. Shannon and Dever indicated that

"physicians do avoid practice in black areas." More recently, Reisman (1993)



