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Abstract:

Objective: To examine the demographics, attitudes, subjective norms, and perceived behavioral
control (PBC) associated with the intention to seek and utilize primary healthcare in Thailand’s
border areas.

Materials and Methods: A cross-sectional study was conducted from July to September 2025
among primary healthcare users in six border districts of Ubon Ratchathani Province. Using
multistage sampling, 580 participants were recruited. Data were collected through a structured
questionnaire assessing sociodemographic characteristics, Theory of Planned Behavior (TPB)
constructs, intention to use primary healthcare (PHC) services, and self-reported utilization. Data
were analyzed by using descriptive statistics, chi-square tests, negative binomial regression, and
multivariate linear regression.

Results: Most participants were female (82.1%) and covered under the Universal Coverage
Scheme (UCS) (90.9%). PBC had the highest mean score among TPB constructs (4.10+0.76)
and was significantly associated with both past PHC utilization (IRR=1.27, 95%CI=1.01-1.60,
p-value=0.043) and future PHC intention (=0.27, 95% CI=0.52-1.59, p-value<0.001). Chronic
disease status and shorter travel time were also significantly associated with past utilization. In
addition, ages 40-59 years, marital status, and insurance type were associated with future PHC
intention. Beneficiaries of the UCS reported a higher intention to seek care at sub-district health-
promoting hospitals (p-value<0.001).

Conclusion: PBC, travel time, and chronic disease were associated with PHC utilization. These
findings suggest that improving accessibility, strengthening primary care pathways, and
supporting confidence in PHC services may be relevant for PHC utilization among border
residents, including working-age and married groups.

Keywords: Primary healthcare, utilization, border areas

Introduction

Primary Health Care (PHC) provides health system equity, sustainability, and efficiency.
It is crucial for health promotion, disease prevention, primary care management, and
rehabilitation. It also links community, secondary, and tertiary hospitals and supports continuity
of carel3. Strong PHC systems can reduce morbidity, minimize unnecessary hospitalizations,

promote equal access to services, and improve health system performance*®. These functions are
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consistent with the global health agenda described in Sustainable Development Goal 3 (SDG 3)
and Universal Health Coverage (UHC), both of which prioritize primary healthcare as a
foundation for enhancing population health and reducing disparities®. Thailand's primary
healthcare system has been expanded through sub-district health-promoting hospitals (SHPH),
community health centers (CHCs), and family doctor clinics, increasing service accessibility and
reducing out-of-pocket health expenditures, particularly in rural areas’. Under the UHC scheme,
this PHC-led structure functions as the first point of care through district health networks®.
Inequitable PHC utilization does, however, continue in urban, rural, and border areas. Residents
who live in remote regions face barriers such as long travel distances, limited transportation
options, and workforce shortages, which cause many of them to bypass primary care facilities and
seek care at hospitals for even minor illnesses®!°. Over time, this tendency leads to hospital
overcrowding, higher medical costs, and inequitable resource allocation!®1!,

Border regions, especially in provinces like Ubon Ratchathani, encompass a vast area and
comprise numerous communities that are remote from health facilities and have a limited health-
system infrastructure. These areas also reflect considerable linguistic, ethnic, and cultural
diversity, all of which influence health-seeking behaviors in ways that differ from urban settings
with a higher service density®2. In these areas, challenges extend beyond service availability and
access; socio-cultural determinants, such as local health beliefs, reliance on family decision-
making, and varying levels of trust in primary care services, also play major roles in PHC
utilization'®4, Evidence from studies in Thai border and rural communities shows that individuals
with higher incomes and education often bypass primary care!®, while family support plays a key
role in facilitating service use.® The Theory of Planned Behavior (TPB) has been applied in health
research to understand a range of health behaviors, including vaccine-acceptance decisions and
participation in disease surveillance, as well as the determinants of adherence to clinical
recommendations™®7. At the core of the framework is intention, including attitudes, subjective
norms, and perceived behavioral control (PBC), which is used in this study as a guiding
conceptual framework. Compared with behavioral models that emphasize either individual beliefs
or structural access alone, the TPB integrates perceived behavioral control and social influences,
making it suitable for border settings where access constraints, cultural norms, and social
expectations intersect'®, The TPB was selected over other models, such as the Health Belief

Model, because it explicitly includes the construct of PBC. This framework allows for an

Journal of Health Science and Medical Research 3 J Health Sci Med Res



assessment beyond personal health perceptions to include how individuals perceive their ability to
manage practical external barriers typical of border areas, such as traveling long distances through
difficult terrain or overcoming transportation hurdles, which are often primary factors in decisions
to seek care. This study examined the demographics, attitudes, subjective norms, and perceived
behavioral control associated with the intention to seek and utilize primary healthcare. The results
are expected to provide empirical evidence that can guide policies to strengthen sustainable and

equitable PHC, as well as guide the design of context-appropriate, people-centered PHC services.

Material and Methods
Study design and population

This article is based on data derived from a broader research project; however, the present
analysis focuses specifically on TPB constructs and primary healthcare utilization among primary
healthcare users in Thailand’s border areas. TPB constructs were examined as conceptual
variables, and mediation pathways were not formally tested. The target population consisted of
Thai residents living in border districts. The sample size was calculated using Cochran’s formula
for estimating proportions®, with a 95% confidence level (Z=1.96), a 5% margin of error
(e=0.05), and an assumed population proportion of 0.50 due to the absence of prior studies in
similar settings. Based on the finite population of 714,347 residents?, the finite population
correction was applied. An additional 20% was added to account for potential non-responses,
resulting in a minimum required sample size of 423 participants. Proportional allocation was then
used to distribute samples across the border districts. A total of 580 participants were recruited.
The final sample size exceeded the minimum required size due to continued recruitment during
the data collection period.

Cross-sectional and multistage sampling were used in this study. First, six out of ten
border districts in Ubon Ratchathani Province were selected to represent the province's northern,
central, and southern border zones. This selection captured geographic variation across border
areas; the remaining districts were excluded due to fieldwork feasibility rather than systematic
differences in primary healthcare organization. Second, three to five primary healthcare facilities
(sub-district health-promoting hospitals or community health centers) within each selected district

were randomly selected from the official registry of health service units. Finally, eligible service
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users within each selected facility presenting during the data collection period were recruited
consecutively until the allocated sample size for each district was reached.

Participants were Thai adults aged 18 years or older who resided in the border areas of
Ubon Ratchathani Province and had utilized primary healthcare services within the preceding six
months. All participants were required to be able to read and write in Thai, as well as provide
voluntary informed consent. Participants with cognitive and mental disorders affecting response
reliability were excluded. Exclusion was based on self-report and interviewer assessment of
participants’ ability to comprehend and complete the questionnaire.

The questionnaire was developed from established theoretical frameworks and prior
empirical research. It consisted of four components encompassing key sociodemographic and
contextual determinants, including gender, age, marital status, education, occupation, income,
types of health insurance, chronic disease, distance and time to the nearest primary care facility,
mode of transportation, and initial point of care. Attitudes, subjective norms, and perceived
behavioral control were measured using multi-item, five-point Likert scales with reverse-scored
items recoded, and mean scores for each construct were interpreted using a five-level
classification: 4.51-5.00 (very high), 3.51-4.50 (high), 2.51-3.50 (medium), 1.51-2.50 (low),
and 1.00-1.50 (very low). Participants’ intention to seek primary care was measured with four
items that covered common acute illnesses, preventive services, and anticipated use of primary
care over the next three to six months, as well as their willingness to recommend these services
to others. For actual primary care utilization, participants reported their most recent care-seeking
episode and the number of primary care visits made in the past six months. They also rated their
likelihood of choosing a primary care facility for future care on a 0—10 numeric rating scale.

Content validity was assessed by three experts in primary healthcare systems, behavioral
science, and research methodology. A pilot test was conducted among 30 participants with
similar characteristics in the study setting to assess the clarity, comprehensibility, and cultural
appropriateness of the questionnaire. The item-objective congruence indices ranged from 0.67 to
1.00. Cronbach's alpha coefficients were 0.969 for attitude, 0.967 for subjective norms, 0.966 for
perceived behavioral control, and 0.967 for intention. Inter-construct correlation analysis
indicated moderate to high associations among TPB variables without evidence of severe
redundancy (r = 0.383-0.798). Exploratory factor analysis showed a high KMO value (0.956)
and a significant Bartlett’s test of sphericity (p < 0.001), identifying a two-factor structure in
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which attitude, subjective norms, and perceived behavioral control loaded on one factor, while
intention loaded on a separate factor. The two factors were correlated (r = 0.727), suggesting
conceptual relatedness rather than substantial measurement overlap. To reduce potential
redundancy, TPB items were carefully worded to reflect distinct theoretical constructs and were

pilot-tested prior to data collection.

Data collection

Data were collected between July and September 2025 using self-administered
questionnaires in either online or paper-based formats. The mode of administration was
determined by participants’ literacy level, digital access, and personal preference, with assistance
provided by trained research assistants when necessary. Written informed consent was obtained
from all participants prior to data collection. To minimize potential selection bias associated with
consecutive recruitment, data collection was conducted across multiple primary care facilities on
different days and at varying times. Participant characteristics, including gender distribution,
were monitored during recruitment to assess sample composition in relation to the primary care

service users in the study area.

Statistical analysis

Data analysis used a statistics program. Descriptive statistics were used to explore
participant characteristics. The associations between category variables were tested using the chi-
square. Factors associated with past primary care utilization were analyzed using negative
binomial regression due to the count nature of the dependent variable and the presence of
overdispersion (variance-to-mean ratio = 4.93), with results reported as IRR, 95% CI. Future
intention was operationalized as a composite score derived from multiple Likert-scale items and
analyzed as a continuous outcome using multivariate linear regression, with results reported as

coefficients B and 95% CI. Statistical significance was set at p-value<0.05.
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Ethical considerations

All questionnaires were anonymized, and data were stored securely with access limited to
the research team. This study was approved by the Ethics Committee of the Ubon Ratchathani
Provincial Health Office, Ubon Ratchathani, Thailand (Approval No. SSJ.UB 2568-04.012).

Results

Most participants were female (82.1%) with a mean age of 51.5 years, and 90.9% were
covered by the Universal Coverage Scheme (UCS). More than one-third had chronic diseases
(35.3%). The median monthly income was 3,000 baht, which fell below the Thailand national
poverty line of 3,078 baht per person per month?? and was significantly lower than the provincial
average income per capita of approximately 5,000-6,000 baht?®, which remains nearly twofold
higher than that of residents in this border area. Regarding geographic accessibility, although
57.6% of participants lived within 3 km of a PHC facility, over half (58.3%) required 10-30
minutes to reach it. This suggested that short distances did not guarantee quick access, likely due
to rugged border terrain and a heavy reliance on motorcycles for transport (65.7%). In terms of
healthcare-seeking behavior, over half of the participants (56.9%) reported that their initial point

of care for a minor illness in the past 12 months was a primary care facility (Table 1).

Factors associated with future intention to seek primary care services

The multiple linear regression showed that future intention to seek primary care services
was significantly associated with age group, marital status, type of health insurance scheme, and
the PBC score. Participants aged 40-59 years had lower intention scores compared with those
aged 60 years or older (f=-0.10, 95% CI=-1.21 to -0.03, p-value=0.039). Those who were
unmarried, widowed, or divorced had higher intention scores compared with married participants
(B=0.10, 95% CI=0.10-1.23, p-value=0.022). Furthermore, those insured under the UCS showed
a higher intention to seek primary care in the future compared to those covered by the SSS
(B=0.10, 95% CI=0.05-2.01, p-value=0.039). Higher PBC scores were also significantly
associated with higher intention to seek primary care services (f=0.27, 95% CI=0.52-1.59, p-
value<0.001) (Table 5).
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Table 5. Multivariate analysis of factors associated with past utilization and future intention to

seek primary health care

Discussion

In this study, perceived behavioral control was associated with intention and actual
primary care utilization, as commonly reported in research applying the Theory of Planned
Behavior. Participants who perceived more control over primary care included the ability to
travel to a facility, manage their time, and navigate service barriers. Similar to prior studies, PBC
was associated with both intention and reported primary care utilization in this border setting®®.
The association between PBC and PHC utilization may reflect that in border regions, an
individual’s confidence in overcoming barriers is as important as service availability. In these
remote areas, seeking care is a complex logistical task where high PBC may reflect a person's
ability to manage logistical hurdles, such as long motorcycle journeys through rugged terrain and
time constraints. Beyond physical access, high PBC may also reflect trust in the health system,
particularly in communities with diverse local health beliefs. This finding is consistent with
studies in other rural contexts; for instance, in rural China, PBC factors such as travel time,
financial affordability, and service access were significantly associated with choosing primary
care as the first point of contact?®. Similarly, studies in Iran showed that higher PBC over self-
care behaviors was associated with both intention and actual utilization?. These findings suggest
that PBC is a significant construct associated with both an individual's intention and primary care
utilization in rural Thai border regions. Although PBC was associated with the outcomes, the
very high internal consistency and high correlations among TPB constructs suggest a limited
separation between them. This indicates some degree of overlap, and these findings should be
interpreted with caution. Furthermore, as this study employed a cross-sectional design, these
results should be interpreted as associations rather than causal pathways; establishing such
temporal or mediation relationships would require further longitudinal research. Additionally, the
characteristics of the study population should be considered, as the female-dominated sample
may reflect underlying utilization patterns or recruitment contexts within primary care settings,
and may also partly reflect socio-cultural factors, such as the traditional role of women as
primary health managers in Thai rural families. While this aligns with higher PHC utilization
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patterns among women, this gender imbalance may be related to TPB constructs, such as social
norms and perceived control, which could differ for men due to distinct work-related barriers.
This imbalance should be considered when interpreting the findings.

Regarding health insurance schemes, UCS beneficiaries reported a higher utilization of
primary healthcare services compared to those under other schemes. This trend is likely due to
the mandatory registration requirements, which typically link beneficiaries to a specific primary
care unit or a local health center within their residential area. Under this system, the PHC facility
serves as the mandated first point of contact to access fully covered services, creating a
gatekeeping structure that channels routine care, preventive services, and minor illness
management to the primary level. This structural design encourages familiarity and continuity of
care between residents and their local providers. These findings aligned with previous studies
showing higher primary care utilization among UCS beneficiaries compared to those covered by
the Social Security Scheme (SSS) or the Civil Servant Medical Benefit Scheme (CSMBS), where
different reimbursement rules may allow for more direct access to higher-level hospitals?:?’,

Intention to seek primary care was also associated with health insurance coverage. Under
the UCS, primary care was reported as the first point of contact more often than under the SSS.
Prior studies suggest that health insurance design and benefit packages may be associated with
where individuals seek initial care, particularly in health systems in which primary care functions
as a gatekeeping tier?®. Repeated use of primary care has also been associated with greater
familiarity and continuity in patient—provider relationships, which may relate to future care-
seeking preferences®¥,

Chronic diseases, travel time to primary care facilities, and perceived behavioral control
have all been associated with past primary care utilization. Participants with chronic diseases
reported more frequent use of primary care services, consistent with studies from rural India
showing that individuals with ongoing conditions regularly return for symptom monitoring,
medication refills, and routine follow-up®. Similar evidence from other rural settings suggests
that primary healthcare facilities are commonly used for recurrent and chronic conditions,
highlighting their role in long-term disease management®.

Participants who lived closer to primary care facilities, based on travel time, reported
lower past utilization compared with those traveling more than 30 minutes. While this result

contrasts with the expectation that proximity increases use, this finding may reflect bypassing
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behavior. In Thai border and rural communities, healthcare decisions are often shaped by socio-
cultural factors rather than distance alone®°. Previous studies suggest that individuals living near
PHC facilities may seek care at higher-level hospitals when primary care services are perceived
as low quality, particularly for complex health problems. This primary care bypassing behavior
has been associated with concerns about quality of care, drug availability, and limited trust in
primary care providers®®. Global research in LMIC settings similarly suggests that patients may
travel farther to facilities they trust, regardless of distance®*.

The lower future intention to seek primary care services among participants aged 40-59,
compared with older adults, may be related to the heavy work commitments and time constraints
typical of this age group. In border communities, these working-age adults serve as the main
breadwinners and may prioritize time-saving care options or self-treatment to avoid missing
work. This trend may be further influenced by higher education and income levels, which are
often associated with increased self-care and the use of private healthcare providers, potentially
reducing reliance on primary care services!®. Furthermore, unmarried participants showed a
higher intention to use primary care facilities, which may be related to reliance on self-
management for health needs. Without a spouse to assist with home care or transportation to
distant hospitals, particularly when facing severe symptoms or limited financial resources,
primary care services may represent a more accessible option. Conversely, married participants
may have more options. A spouse may provide initial care, such as purchasing over-the-counter
medications or monitoring symptoms at home. Moreover, having a partner may facilitate access
to specialized clinics or larger hospitals located further away. This finding is consistent with
previous research suggesting that marital status shapes health-related behaviors®® 3.

This study has several limitations. First, the cross-sectional design and reliance on self-
reported data limit causal inference and may introduce recall or social desirability biases. To
minimize these, we restricted the recall period for healthcare utilization to the preceding six
months to ensure more accurate reporting and minimize recall bias. Additionally, to reduce
social desirability bias, we utilized standardized, pilot-tested questionnaires, ensured total
participant anonymity, and employed neutral wording to encourage honest responses. Second,
although our findings are context-specific to a single border province, potentially limiting the
generalizability to regions with different socio-cultural or geographic characteristics, they offer

valuable insights for similar remote and underserved areas. Third, although multistage sampling
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was applied, consecutive recruitment at healthcare facilities may introduce selection bias, as
individuals who did not seek care during the study period, including those who bypass primary
care, were not captured; therefore, the findings primarily reflect determinants among current
primary healthcare users. The sample was predominantly female, and it is unclear whether this
reflects the actual primary care utilization patterns or recruitment. This imbalance may affect
TPB constructs and healthcare utilization. To minimize this bias, data collection was conducted
across different days of the week and varied times of day (morning and afternoon) to capture a
more diverse range of service users. In addition, TPB constructs and prior primary healthcare
utilization were measured concurrently, and the observed associations may partly reflect prior
care experiences. Finally, the very high internal consistency of the TPB scales may indicate
overlapping item content, and the use of a single self-reported questionnaire may introduce
common method bias. However, we attempted to reduce this risk by ensuring anonymity and

using clear, distinct wording for each construct to maintain content validity.

Conclusion

PBC, travel time, and chronic disease status were associated with primary healthcare
utilization. Consistent with an associative framework, PBC was also associated with both
intention to seek and the actual utilization of primary healthcare. These findings highlight the
factors associated with primary healthcare utilization and may inform future research focusing on
working-age and married individuals, as well as those with chronic conditions, particularly in

border settings.
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Table 1. Number and percentage of variables divided by characteristics (n=580)

Variables n %
Gender

Male 104 17.9

Female 476 82.1
Age, min-max, (meanz S.D.) 21-87, (51.54£10.11)

<39 69 11.9

40-59 397 68.4

> 60 114 19.7
Marital status

Single/Divorced/Separated 144 24.8

Married 436 75.2
Education

No education/ primary school 220 37.9

Secondary school 335 57.8

Diploma/bachelor’s degree or higher 25 4.3
Occupation

Unemployed 282 48.6

Employed 298 51.4
Health insurance

UCS 527 90.9

CSMBS 36 6.2

SSS 17 29
Chronic disease

Non-chronic disease 375 64.7

Having a chronic disease 205 353

Income (Baht/month)
Median (range) 3,000 (2,000-5,000)
< 3,000 334 57.6
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Variables n %
3,001-10,000 213 36.7
> 10,000 33 5.7
Distance to PHC (kilometers)
<1 84 14.5
1-3 250 43.1
3-5 122 21.0
5-10 83 14.3
>10 41 7.6
Time to PHC (minutes)
<10 161 27.8
10-30 338 58.3
30-60 65 11.2
> 60 16 2.8
Mode of transportation
Walk 15 2.6
Bicycle 139 24.0
Motorcycle 381 65.7
Car / Public transportation 45 7.7
Initial point of care — last minor illness (12 months.
Primary health care 330 56.9
(SHPH/PCU/CHC/FDC)
District/General hospital 179 30.9
Private hospital 3 0.5
Community pharmacy 38 6.6
Unable to recall 30 5.2

UCS=Universal Coverage Scheme, CSMBS=Civil Servant Medical Benefit Scheme and
SSS=Social Security Scheme, PHC=Primary Healthcare, SHPH=Sub-district Health Promoting
Hospital, PCU=Primary Care Unit, CHC=Community Health Center and FDC=Family doctor

clinic
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Table 2. Mean scores and distribution of Theory of Planned Behavior (TPB) constructs among

participants

Construct Mean + S.D.

Attitude toward PHC 3.69+0.56
Subjective norms 4.03x+0.80
Perceived behavioral control (PBC) 4.10x0.76

Table 3. Association between intention to seek primary care and actual primary care utilization

) ) Used PHC Did not use PHC
Intention to seek primary care p-value
% n %
Low intention 9 429 12 57.1 <0.001
Moderate intention 51 38.1 83 61.9
High intention 270 63.5 155 36.5

Table 4. Association between expected Primary Health Care Unit as first contact and type of

health insurance

Variables Types of health insurance
UCsS CSMBS SSS
p-value
n % n % n %
Expected Primary Health Care Unit <0.001
as first contact
SHPH 427 932 15 3.3 16 35
Non-SHPH 100 82.0 21 172 1 0.8
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Table 5. Multivariate analysis of factors associated with past utilization and future intention to seek primary health care

Past PHC utilization 2 Future PHC intention ®
Predictor variables
IRR(Exp(B)) 95% ClI p-value Coefficient(B) 95% CI p-value
Gender
Male 0.89 0.68-1.17 0.400 -0.01 -0.66-0.58 0.899
Female 1.00 1.00
Age
<39 0.94 0.62-1.40 0.748 0.04 -0.54-1.34 0.400
40-59 1.10 0.84-1.43 0.486 -0.10 -1.27--0.03 0.039"
>60 1.00 1.00
Marital status
Single/Divorced/Separated 0.91 0.71-1.16 0.445 0.10 0.10-1.23 0.022"
Married 1.00 1.00
Education
No education/Primary 1.10 0.60-1.99 0.765 -0.02 -0.61-0.40 0.679
Secondary 1.33 0.75-2.37 0.335 -0.02 -1.52-1.01 0.690
>Diploma 1.00 1.00
Occupation
Unemployed 1.02 0.83-1.26 0.844 -0.02 -0.64-0.35 0.563
Employed 1.00 1.00
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Past PHC utilization 2 Future PHC intention ®
Predictor variables
IRR(Exp(B)) 95% ClI p-value Coefficient(B) 95% CI p-value
Health insurance
UCS 0.69 0.37-1.28 0.236 0.10 0.05-2.01 0.039"
CSMBS 0.52 0.25-1.08 0.080 -0.02 -2.11-1.30 0.644
SSS 1.00 1.00
Chronic disease
Non-chronic disease 0.76 0.62-0.94 0.011" 0.04 -0.29-0.73 0.402
Having a chronic disease 1.00 1.00
Income (Baht/month)
<3,000 1.01 0.65-1.57 0.960 -0.02 -0.67-0.36 0.562
3,001-10,000 0.87 0.56-1.37 0.553 0.03 -0.63-1.48 0.432
> 10,000 1.00 1.00
Distance to PHC (kilometers) 1.10 0.76-1.61 0.602 -0.06 -1.40-0.41 0.283
<1 1.15 0.90-1.48 0.271 -0.08 -1.10-0.12 0.119
1-5 1.00 1.00
>5
Time to PHC (minutes)
<10 0.67 0.48-0.93 0.019" 0.08 -0.06-1.10 0.076
10-30 0.66 0.49-0.89 0.005" 0.06 -0.22-1.22 0.169
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Past PHC utilization 2 Future PHC intention ®
Predictor variables
IRR(Exp(B)) 95% ClI p-value Coefficient(B) 95% CI p-value
>30 1.00 1.00
Mode of transportation
Walk 1.52 0.73-3.17 0.259 0.04 -0.92-2.24 0.412
Bicycle 1.40 0.92-2.13 0.113 0.03 -0.33-0.79 0.416
Motorcycle 1.14 0.77-1.68 0.505 0.04 -0.46-1.34 0.338
Car/public transportation 1.00 1.00
Attitude toward PHC 0.96 0.79-1.17 0.689 0.06 -0.13-0.81 0.159
Subjective norm 0.91 0.74-1.12 0.389 -0.05 -0.68-0.30 0.452
Perceived behavioral control 1.27 1.01-1.60 0.043" 0.27 0.52-1.59 <0.001"

4 Negative binomial regression

b Multiple linear regression

*Statistically significant at p-value<0.05

Multicollinearity was acceptable (VIFs < 5). For linear regression models, standardized residuals were within acceptable ranges (-3.25 to 2.30),
and results were robust to outlier exclusion.

IRR = Incidence Rate Ratio; p = standardized beta coefficient; CI = Confidence Interval
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