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Abstract

Background: Concerns abour health and health care disparities have led some groups to promote better communication of medical
information as a potential means of empowering patients to overcome barriers to health care and to practice healthy behaviors. We examined
the independent effect of racelethnicity on perceptions of the usefulness of different sources of health information.

Methods: We analyzed data from a cross-sectional telephone survey of black, Latino, and white adults (n = 515) in Durham County,
North Carolina, in 2002. Respondents rated the usefulness of medical information sources, nonmedical information sources, and media. We
used logistic regression to determine the effect of racelethnicity on ratings of information sources, adjusting for demographic, socioeconomic,
and health status factors.

Results: Compared to white respondents, Latinos and black respondents were more likely to perceive as useful the local health department,
ministers/churches, community centers, television, and radio. Latinos were less likely than white and black respondents to report the pharmacy
as a useful source of medical information.

Limitations: Some findings may be particular to Durham County, especially those based on the Latino subgroup. Also, the response rate
(43%) suggests that nonresponse bias may have affected our results. Finally, perceived usefulness may affect ones intent to act on information
but may not correlate with the benefit gained from a particular source.

Conclusions: There are substantial raciallethnic differences in perceptions of certain medical information sources. Medical information
designed for minority populations may be more effective if disseminated through particular sources.

Key Words: Attitude to health; ethnic groups; health services accessibility; mass media; North Carolina; public opinion; social perception;
social support

Racial/ethnic minorities experience a greater burden of
preventable morbidity and mortality and poorer quality
of care than white patients in the United States even after
controlling for access-related factors."* Concerns about health
and health care disparities have led some groups to promote
better communication of medical information as a potential
means of empowering patients to overcome barriers to health care
and to practice healthy behaviors."** Improved dissemination of
medical information may lead to greater demand for and

receipt of preventive care and other services; greater awareness
and understanding of risk factors, screening tools, and treatments;
greater patient and provider satisfaction; and better health
outcomes.*” Several studies have focused on patient-provider
communication, but less is known about patients’ atticudes and
beliefs about other sources of medical information.'®" Because
the amount of information, the number of channels employed
to disseminate information, and the skills necessary to access
information are increasing, enhanced understanding of
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patients’ perceptions of information sources is critical.'*"®

The source of a message and the medium used to deliver the
message are key elements of effective communication.'"
Furthermore, previous work has suggested there may be
race/ethnicity-specific preferences for sources of medical
information.”*® These studies have suggested that higher
proportions of racial/ethnic minorities use medical personnel
and electronic media (ie, television and radio) as information
sources whereas higher proportions of white persons use print
media (ie, newspapers, magazines, and books). Previous studies,
however, have some limitations. First, previous studies have
investigated the frequency of use of medical information
sources but not the usefulness of those sources. Although
frequency of use may reflect usefulness, frequency may also be
influenced heavily by exposure to information sources. Second,
previous studies have evaluated a narrow set of traditional
sources of medical information. Given the rapidly increasing
use of the Internet as a source of medical information as well as
the variety of other information sources such as churches, family,
and friends, it is important to analyze responses to these
sources. Third, previous studies typically focused on persons with
specific medical conditions (usually acquired immunodeficiency
syndrome or cancer) and compared only 2 racial/ethnic groups.

If efforts to educate and empower patients are to succeed in
helping to eliminate disparities, providers and public health
practitioners must consider patients’ use and perceptions of
various sources of medical information. Minorities’ perceptions
of information sources are important because they are related
to trust. Previous studies have shown connections between
race/ethnicity, trust, and interactions in medicine and medical
research.””?* Given new sources of information and recent
demographic and health care trends in North Carolina, health
practitioners would benefit from studies of medical and
nonmedical information sources in a wider spectrum of
racial/ethnic groups and asymptomatic individuals. The objective
of this study was to investigate independent associations
between race/ethnicity and perceptions of the usefulness of various
sources of medical information.

Methods

Data for this study are from a cross-sectional, community-
based survey designed to assess attitudes, perceptions, and
beliefs about access to and quality of health care among black,
Latino, and white persons residing in Durham County, North
Carolina. The survey contained 40 items addressing a range of
issues including personal health, perceptions of various sources
of medical information, personal experiences in the health care
system, knowledge of racial/ethnic differences in health and
health care, and demographic characteristics. Many of the
items were adapted from a national survey by the Kaiser Family
Foundation.”” Additional survey items were drawn from the
California Health Interview Survey, El Centro Hispano
Survey—Proyecto Life, and a literature review.’*>' We made
further modifications after conducting a provider survey
(administered through a local independent practice association)
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and interviewing community leaders. Finally, we conducted
interviews with Latino and black community members to
assess content validity and to ensure that an exhaustive list of
precoded responses was included in the survey. The survey was
translated into Spanish and back-translated into English to
ensure that the English and Spanish versions were consistent.
Due to the survey’s length, we split the survey into 3 components
(a core survey, a set of questions for split-half sample 1, and a
set of questions for split-half sample 2) and asked all participants
to complete the core survey and 1 of the split-half set of questions.

Sample

Eligible participants were adults aged 18 years and older
residing in Durham County, North Carolina, in households
with telephones. The sample was designed to generalize to the
Durham County adult population and to allow for analyses
stratified by race/ethnicity. Two separate samples were used for
all interviews. The first sample was obtained using a standard,
list-assisted, random-digit dialing procedure. Active blocks of
telephone numbers (area code + exchange + 2-digit block number)
that contained 3 or more residential directory listings were
selected with probabilities in proportion to the number of listed
phone numbers. After selection, 2 more digits were added
randomly to complete the number. The resulting numbers were
compared with business directories, and matching numbers were
removed. Telephone exchanges with greater than average density
of black households were oversampled to increase the overall
sample of black respondents. For the second sample, to achieve
an oversampling of Latino respondents, participants were
recruited by random-digit dialing from a list of households
with Latino surnames. We selected this approach because
Durham has few Latino households.

We used survey weights to adjust for the sample design (ie,
oversampling of black and Latino populations) and for any
nonresponse bias. Specifically, the survey weights helped to
ensure that the study sample resembled the population of
Durham County with respect to age, sex, and education level.
Additional details of the survey weighting process are available
from the authors upon request.

Survey Administration

The telephone interviews were conducted between October
14 and December 16, 2002, in either English or Spanish based
on participant preference. A minimum of 15 attempts were
made to contact a potential respondent at each sampled telephone
number. The interviewers used a standard screening technique
used by major policy research organizations and designed to
obtain the best distribution of male and female respondents.
Interviewers asked to speak to the youngest male at home. If a
male was not available, interviewers asked to speak with the
oldest female at home. Interviewers contacted 2615 people by
phone, and 1415 (54%) agreed to participate. Of the 1415
consenting households, 1175 (83%) met eligibility criteria.
Ninety-six percent (1131/1175) of consenting and eligible
households completed the survey, either split-half sample 1 or
split-half sample 2. The analysis presented here focuses on the
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515 participants who responded to split-half sample 1 and
identified themselves as black, Latino, or white. The institutional
review board of the Duke University Health System approved
the study.

Dependent and Independent Measures

The primary outcome of interest was the perception of the
usefulness of 12 sources of medical information. Participants
were asked, “How useful do you think the following sources are
for medical information for yourself?” Possible responses were
“very useful,” “somewhat useful,” “not too useful,” “not useful
atall.” If participants did not use a particular source, they could
also choose the responses “don’t know” or “refuse to respond.”
The sources of medical information were medical personnel
sources (ie, doctors, nurses, pharmacists, health department
personnel), nonmedical sources (ie, ministers and churches,
community centers, friends and relatives, libraries), and media
(ie, Internet, newspapers and magazines, radio, television).

Self-reported race/ethnicity was the primary independent
variable. Participants were asked if they were of Latino descent
and then asked to indicate their race (Asian, black, white, or
other). Because of small cell sizes, we excluded participants who
indicated that their race was Asian or other. In the remaining
sample, we coded participants of Latino descent as Latino, and
we coded all others as black or white. In addition to
race/ethnicity, we collected data on demographic characteristics,
socioeconomic characteristics, health status, and health care
experience.

Demographic and socioeconomic variables included sex, age,
education level, marital status, employment status, financial
status, facility with English, and country of origin. Financial
status was assessed by asking about participants’ current financial
situation. Possible responses included “having difficulty paying
the bills, no matter what,” “enough money to pay the bills, but
have to cut back,” “enough money to pay bills, but little to
spare for extras,” “bills are paid and still have enough for
extras,” and “don’t know” or “refused to answer.” All participants
who were interviewed in Spanish were asked, “If you have to
speak in English on the telephone, would you say you can
speak in English very well, somewhat well, or not too well?”
Country of origin was coded as United States or other.

Health status and health care experiences were assessed by
self-reported health (excellent, very good, good, fair, poor),
diagnosis of 5 chronic diseases (diabetes mellitus, hypertension,
lung disease, heart disease, cancer), type of health insurance,
possession of a usual source of care, and time since last physician
visit (within the past year, more than 1 year and up to 2 years,
more than 2 years and up to 5 years, and more than 5 years).

Statistical Analysis

Weighting was used to adjust for features of the sample
design (oversampling of black and Latino populations) and for
bias that may have resulted from nonresponse. To determine
whether an information source was perceived as useful, the
outcome variable was dichotomized. Responses of “very useful”
and “somewhat useful” were collapsed into “useful,” and
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responses of “not too useful” and “not useful at all” were
collapsed into “not useful.” Responses of “dont know” and
“refused” were excluded from further analysis due to small cell
sizes. We dichotomized age (less than 40 years, 40 years or
older), education level (less than high school degree, high
school degree or more), marital status (married, other), and
employment status (employed, unemployed). We dichotomized
financial status as less wealthy (participants reporting difficulty
paying bills or those able to pay the bills with cutbacks) and
more wealthy (those with “enough for extras” or “little to spare
for extras”). We dichotomized health status as more healthy
(excellent or very good) and less healthy (good, fair, poor),
insurance status as insured (private and Medicare/Medicaid)
and uninsured, and time since last physician visit as more
recent (within 1 year) and less recent (all responses greater than
1 year).

We then performed univariate analyses to assess differences
by race/ethnicity in perceptions of medical information
sources. Chi-square tests were used to compare the groups.
Next, we performed bivariate analyses to test associations
between respondents’ race/ethnicity and the perceived usefulness
of information sources, calculating unadjusted odds ratios. We
also tested for associations between covariates and perceptions
of medical information sources.

We then developed multiple logistic regression models to
assess the independent association between race/ethnicity and
the perceived usefulness of medical information sources. Before
conducting multivariate analyses, we assessed collinearity of
variables and developed groups of meaningful predictors. We
used a sequential modeling approach and arrived at 2 models.
The first model included the variables for age, sex, education,
marital status, employment status, and financial situation. The
second model included the factors above along with perceived
health status, insurance status, possession of a usual source of care,
and time since last physician visit. Data analysis was performed in

STATA (StataCorp, College Station, TX).

Results

Table 1 gives the demographic, socioeconomic, and health
characteristics of the survey respondents by race/ethnicity. The
sample included roughly equal proportions of black, Latino, and
white respondents. The Latino subgroup was younger, had a
higher proportion of men, and had less formal education than the
black and white subgroups. Most respondents were employed at
the time of the interview. The proportion of respondents who
reported excellent or very good health was highest for white
respondents. The prevalence of chronic conditions was similar
among the subgroups. Black and white respondents were more
likely than Latinos to have health insurance and a usual source of
care.

As shown in Table 2, all subgroups perceived doctors and
nurses as useful sources of information. Perceptions of other
sources of information varied. For example, black and Latino
respondents more often perceived ministers and churches,
community centers, and television as useful sources of medical
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Table 1.

Characteristics of Survey Respondents by Race/Ethnicity’

Characteristic Race/FEthnicity r
White Black Latino
(n=197) (n = 155) (n = 163)
Age, mean (SD), year 45.7 (1.4) 43.3 (1.7) 349 (1.4) <.001
Female 54.2 59.7 42.4 .16
Education <.001
Less than high school diploma 6.0 25.0 68.9
High school diploma 19.1 26.4 17.1
Some college 23.2 27.9 5.9
College degree 51.7 20.8 7.6
Married 52.1 29.9 49.0 <.001
Employed 62.8 62.5 71.2 .56
Financial status <.001
Bills paid, extras 50.0 34.7 9.4
Bills paid, little extras 34.5 33.8 39.3
Bills paid, cutbacks 10.2 10.1 24.7
Difficulty paying bills 3.5 19.3 20.3
No answer 1.8 2.1 6.3
Facility with English language®
Very well 4.3
Somewhat well 16.4
Not too well 79.3
Born in United States 94.9 97.0 4.8 <.001
Self-reported health <.001
Excellent 26.7 14.8 11.7
Very good 41.7 30.4 13.5
Good 22.8 30.4 37.6
Fair 4.1 21.5 34.1
Poor 4.7 29 3.2
Diagnosis
Diabetes mellitus 4.8 13.2 9.0 .03
Hypertension 24.6 30.7 20.7 31
Lung disease 13.0 16.6 3.3 .10
Heart disease 6.9 6.7 3.5 .59
Cancer 5.7 5.6 0.6 .38
Health insurance status <.001
Private 75.7 53.6 28.3
Medicare/Medicaid 15.8 21.0 1.7
Uninsured 7.7 22.2 69.8
Uncertain/no answer 0.7 3.2 0.2
Has usual source of care 90.5 90.9 73.3 .01
Time since last doctor visit .09
Less than 1 year 82.0 86.1 62.0
1 to 2 years 8.7 7.8 17.2
2 1o 5 years 4.2 3.5 10.7
More than 5 years 5.1 2.6 10.1

* Values are expressed as weighted percentages unless otherwise indicated.
t For some variables, sample size varies due to nonresponse.Total sample size ranged from 511 to 515.
$ Facility with English was assessed in the 138 respondents who chose to complete the interview in Spanish.
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.Il;:g:)eofiion of Respondents Perceiving Medical Information Sources as “Very Useful” or “Somewhat
Useful” by Race/Ethnicity’
Information Source Race/FEthnicity r
White Black Latino
(n=197) (n = 155) (n=162)
Medical Source
Doctors 95.9 98.8 96.7 25
Nurses 87.9 95.5 84.9 .04
Pharmacy 88.5 94.8 73.9 .002
Health department 43.6 68.0 88.8 <.001
Nonmedical source
Minister or church 23.2 63.4 70.1 <.001
Community center 26.8 60.5 86.4 <.001
Friends or relatives 69.9 74.7 77.9 43
Library 65.8 72.5 76.4 23
Media
Internet 66.1 63.8 59.5 .68
Newspapers/magazines 69.1 80.4 68.1 .05
Radio 34.9 62.7 74.8 <.001
Television 52.3 81.4 81.5 <.001
* Values are expressed as weighted percentage unless otherwise indicated.

information, compared to white respondents. Perceptions of
print media and the Internet did not vary substantially.

Unadjusted associations between respondent characteristics
and perceived usefulness of information sources were also
examined. The pharmacy was perceived as useful by respondents
who had more education, and the health department was cited
as useful by respondents who were younger, less educated, less
healthy, and uninsured. The odds of perceiving a minister,
church, or community center as a useful source of information
were higher for respondents without a high school diploma and
those who were less wealthy, less healthy, and uninsured. Radio
and television were seen as more useful by respondents who had
less education and poorer health and those who were uninsured.
Interestingly, respondents with less education and wealth, poorer
health, and without insurance found most of these sources
(excluding the pharmacy) to be useful as compared to their better
educated, wealthier, healthier, and insured counterparts.

As shown in Table 3, controlling for demographic and
socioeconomic characteristics and health status, significant
differences persisted in the ways Latinos and black respondents
perceived the health department, the pharmacy (for Latinos
only), ministers and churches, community centers, television,
and radio, as compared to white respondents. In most cases, the
model controlling for demographic and socioeconomic variables
accounted for part of the racial/ethnic difference (data not
shown). The model controlling for both demographic and
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socioeconomic characteristics and health status also did not
fully explain the racial/ethnic differences observed in univariate
analyses.

Discussion

Although there have been suggestions that we can reduce
health disparities by educating and empowering persons from
racial/ethnic minority groups, there is little information on the
effect of perceptions of the tools used to educate and empower.
This study found persistent racial/ethnic variation in perceptions
of several sources of medical information. Compared to white
respondents, Latinos and black respondents were more likely to
rate health departments, ministers, churches, community
centers, television, and radio as useful sources. In addition,
Latinos were less likely to report pharmacies as useful sources.
These differences remained after controlling for demographic,
socioeconomic, and health-related factors.

In the literature on race/ethnicity and sources of medical
information, most studies have surveyed respondents with
specific health conditions and have examined the actual use of
information sources rather than perceptions of those sources.
Still, these reports have been somewhat consistent with our
findings in that they also detected racial/ethnic variations for
certain sources of information. Cunningham et al** found that
black respondents were more likely than white respondents to
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Table 3.
Proportion of Respondents Perceiving Medical Information Sources as “Very Useful” or “Somewhat
Useful” by Race/Ethnicity’

Information Source Black Respondents Latino Respondents
Unadjusted Unadjusted
OR OR
(95% CI) Model 17 Model 2* (95% CI) Model 17 Model 2*

Medical source

Doctors 3.4(0.5-23.3) | 2.3(0.2-23.3) | 2.1(0.2-23.7) | 1.2(04-43) | 0.7(0.2-2.5 | 0.4 (0.0-5.4)
Nurses 29(1.0-87) | 26(0.887) | 24(0.688) | 0.8(04-1.7) | 05(0.1-1.5) | 0.3(0.1-1.1)
Pharmacy 24(09-64) | 22(0.8-64) | 1.9(0.6-5.6) | 0.4(0.2-0.8)° | 0.2(0.1-0.4)° | 0.1 (0.0-0.3)°
Health department | 2.8 (1.64.7)° | 2.3 (1.3-4.0)° | 2.0 (1.1-3.5)° |10.3 (5.7-18.4)°| 5.9 (2.6-13.3)° | 3.7 (1.4-9.4)°
Nonmedical source

Ministers/churches | 5.7 (3.3-9.9)° | 5.4 (3.0-9.6)° | 5.0 (2.8-9.1)° | 7.8 (4.3-14.0)° | 6.6 (2.8-15.6)° | 4.7 (1.7-12.6)°
Community center | 4.2 (2.5-7.1)° | 3.6 (2.1-6.3)° | 3.2(1.8-5.6)° |17.4(9.0-33.3)°| 9.3 (4.0-21.8)° | 6.4 (2.4-16.9)°
Friends/relatives 13(0.7-2.2) | 1.4(0.824) | 1.3(0.7-2.3) | 1.5(0.8-3.0) | 24(0.8-6.8) | 1.7(0.6-4.8)
Library 1.4 (0.82.4) | 1.6(0.9-2.9) | 1.4(0.828) | 1.7(1.0-3.0) | 15(0.7-3.3) | 1.1(0.4-2.7)
Media

Internet 0.9(0.5-1.5) | 1.1(0.6-1.9) | 1.1(0.62.1) | 0.8(04-13) | 0.7(0.3-1.7) | 0.9 (0.3-2.4)
Newspaper/

magazines 1.8 (1.0-3.3)° | 2.0(1.0-4.0)° | 1.7(0.9-3.4) | 1.0(0.5-1.7) | 1.2(0.5-2.9) | 0.8(0.3-2.1)
Radio 3.1(1.9-52)° | 34(2.0-59)° | 3.2(1.8-55° | 55(3.29.6° | 6.4 (3.0-13.7)° | 4.6 (2.0-10.5)°
vV 4.0 (2.3-7.0§ | 4.1(23-73)° | 3.9(2.1-7.2)° | 40(23-7.1)° | 47 (2.0-11.1)° | 4.0 (1.6-10.7)°

* Values are expressed as odds ratio (95% confidence interval). White respondents served as the reference group for both sets of comparisons.
1t Model 1 included the variables for age, sex, education, marital status, employment status, and financial situation.
$ Model 2 included the variables for age, sex, education, marital status, employment status, financial situation, perceived health status,

§ P<.05.
OR indicates odds ratio; and Cl, confidence interval.

insurance status, possession of a usual source of care, and time since last physician visit.

report using religious organizations, public health agencies,
government sources, family, and friends for information about
acquired immunodeficiency syndrome. Surveying black and
Hispanic respondents, O’Malley et al*' found variation in the
use of health providers and radio as sources of information.
Nicholson et al®® found differences between white and black
women in the use of print news media, computer-based
resources, and health policy organizations. Other studies
dealing with individuals’ perceptions of sources of medication
information for human immunodeficiency virus, cigarette
smoking messages, and cancer treatment have also found
racial/ethnic differences.*#%%

Although some of our findings are similar to those of previous
studies, the present study offers a number of contributions in
this area. First, instead of using frequency of use as a measure
of usefulness, we asked about the usefulness of the information
sources directly. This allowed us to measure individuals’ attitudes
toward the sources. Second, we were able to measure an
independent effect of race/ethnicity by controlling for
demographic, socioeconomic, and health-related factors.
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Third, our study examined a broader spectrum of individuals
and types of information than have other studies. We compared
individuals from 3 racial/ethnic groups with different health
status and asked about medical information in general rather
than about information on one particular disease or health
issue. Fourth, we included a wide range of information sources
including some newer sources of medical information.

This study has some limitations that may affect the
generalizability of the results. First, the study design sought to
create a sample that was representative of one county’s population
rather than of the United States. Thus, some response patterns
may be particular to Durham County. Conclusions based on
the Latino subgroup are particularly vulnerable to this limitation.
The arrival of large numbers of Latinos to Durham County is
a relatively recent trend.”” Ninety-five percent of Latinos in this
study were born outside of the United States, compared to
49% in the national study by the Kaiser Family Foundation.*
Due to recent “hypergrowth” in the Latino population in Durham
County, there may not be an adequate supply of culturally and
linguistically appropriate resources. In addition, Durham’s
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Latinos may be less acculturated than Latinos in other areas.
Second, we tried to reduce confounding by controlling for
demographic, socioeconomic, and health-related factors, but
these factors are complex and some residual confounding
certainly remained. For example, previous research has suggested
that the correlation between self-reported health status and
health indicators is less valid in Latino populations.®® Third,
although the response rate in this study was within the range of
similar surveys of this type, the response rate increases the
likelihood of some degree of bias in the results.** We attempted
to correct for nonresponse bias by assigning weights to key
demographic variables to arrive at a sample that more closely
resembled Durham County’s population. Finally, perceived
usefulness may affect one’s intention to act on information but
may not always be correlated with the actual benefit gained
from a particular source.

Using cross-sectional survey data, we found racial/ethnic
differences in perceptions of the usefulness of various sources of
medical information. Health professionals have struggled to
construct high-quality informational messages that reach
minorities, augment their health knowledge base, and alter
their behaviors. When constructing messages designed for
minorities, health professionals have begun to realize they
should consider race/ethnicity when creating the format and
content of the message. The present study suggests that
race/ethnicity should also be considered when selecting the
source that will be used to disseminate the message. Sources
deemed useful by minorities should be used to spread messages
that are particularly relevant to these groups. As an example,
health practitioners seeking to reach minorities might consider
forming new or stronger partnerships with churches and ministers

because both black and Latino respondents seem receptive to
health messages from these nontraditional sources of medical
information. Health practitioners might also consider increasing
the use of media to deliver health messages because these also
seem to be trusted sources in some minority communities.
The subject of race/ethnicity and the transmission of medical
information is a fertile area for further investigation that has
received little previous attention. In our study we found
racial/ethnic differences in perceptions of sources of medical
information. Future studies should investigate the types of
messages received and how these messages are integrated into
health behaviors and beliefs about health care services. NCM]
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In 1983 the North Carolina General Assembly chartered the North Carolina Institute of Medicine as an independent,
nonprofit organization to serve as a nonpolitical source of analysis and advice on issues of relevance to the health of
North Carolina’s population. The Institute is a convenor of persons and organizations with health-relevant expertise, a
provider of carefully conducted studies of complex and often controversial health and health care issues,and a source
of advice regarding available options for problem solution.The principal mode of addressing such issues is through the
convening of task forces consisting of some of the state’s leading professionals, policy makers, and interest group
representatives to undertake detailed analyses of the various dimensions of such issues and to identify a range of
possible options for addressing them.
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The Duke Endowment
The Duke Endowment, headquartered in Charlotte, NC, is one of the nation’s largest private foundations.
Established in 1924 by industrialist James B. Duke, its mission is to serve the people of North Carolina and South
Carolina by supporting programs of higher education, health care, children’s welfare and spiritual life. The
Endowment's health care grants provide assistance to not-for-profit hospitals and other related health care
organizations in the Carolinas. Major focus areas include improving access to health care for all individuals,
improving the quality and safety of the delivery of health care,and expanding preventative and early intervention
programs. Since its inception, the Endowment has awarded $2.2 billion to organizations in North Carolina and

South Carolina, including more than $750 million in the area of health care.
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