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in rural mental health nursing.- Not too many years ago, rural nursing

appeared simple compared to the multifaceted problems confronting rural

rurses today. Raplggfechnologlcal changes, advances In knowledge and
its +ransfer methodology, and differing jife s.yles of Individuals and
familles have Iintensified the complexity of rural nursing in toto.
Despite the relatively new focus  on ﬁenfal health issues in rural
areas, however,- mental health services remain a stepchild in the over=-

5 all rural health scene.

o~

History (the chart and compass of natlonal endeavor) clearly shows

that rural areas have never received their fair share of financial aid

Do

and Inpuj of human res?urces when compared with nenrural areas. A few.

- years ago, the staff of the Western Interstate Commléslon for‘Higher
Edvcation (QICHE) realized +that many nurses in the West, includirg
“those serving vast, ‘thinly populated rural areass, were having difficul~
ty gaining access to up~to-date professional informatlon. Hoping that
exposure to the latest research would help counter this professlonal
Isclafjon? iﬁgyusupmlffeqia continuing education grant application to
the Psychiatric Nursing Education Branch, National ]nsflfufe of Mental

Health, requesting and ultimately receiving federal funds to conduct

regional contlnuing~education workshops predlcated upon research-based

findings and to publish monographs based on these programs.

v

ERIC 4 6

"Winds of change" seems to__describe pest the recent developments. .. ..
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A |literature review of past researcn on psychiafrlc/men%al health
nursing issues comprised the first ‘phase of the project, with the .
second~ phase focusing on workshops and publlications. The literature
survey emphasized three Imporfénf. and also topical areas: 1) the
epidemiological view of the evidence of psychiatric problems and the
more recenf’fabelingfdf <ome rural” behavicrs as soclal problems; 2) the’
sﬁd?Tage of mental healih personnel and the use of pubiic health and
gener@l hospital nurses as community counselors; aﬁd 3) the identifica-
tion of *factors that seemed fo provide success In the instituting of

mental health programs and the recruitment and retention of staff.

One of the Identifiable successes of this continuing education
project Is' the pubflcafion of this monograph on rural nursing. |t
provides a vehicle for nurse researchers and other investigators to
share +their research interests and Identifies many usablé flndlngé of
current research on mental health Issues in rural America, particuiarly
the rural Wesf,g*haf have not previously been accessible to the nursing

-

profession.

As you read ‘this monograph, Yyou will understand as | did the

potential effects Mental Heaith lssues in Rural Nursing can have for

} » ) ' .
nursing education and clinical practice in highly complex and cften un~ .

derserved rural settings from traditional firming commun Ities 70 modern

boom towns. . L

Jeanette G. Chamberlain, R.N., Ed.D., F.A.A.N,
) Chief

Psychiatric Nurzing Education Branch

Division of Manpower and Tralning Programs
National Institute of Mental Heal th




Special thanks and recognition are given to nurse educators and
~ & - &‘
rural . nurses working 1In mental health facllities and to community

health agencles and general hospitals who have shared in ldentifying
strengths and weaknesses of rural mental health care deiivery and who
have devised methods for addressing these Issues. As generallists, they

practice what urban specialists wish for —- treating the whole belng In

the community context.

., would also like to extend my heartfelt thanks to the unbeatable
monograph team of Margaret Timothy and Lucy Warner. Thelr wit, wisdom,

and caring are reflected In the pages of the monograph.

Karen Babich, Ph.D., R.N,
Edltor
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Durlng fhe ‘course of history; rural America has been rediscovered
many times. In menfal health circles, Its most recent. dlscovery was in
the 19%05. That decade marked a renewed interest In understanding the
éharacfer of the rural bopulaflon and the nature of the mental health
services needed by and provided fpﬂ rural Americans. The rediscovery
was perhaps ‘spurred by fﬁe fact that for. the flréf time in decades non-
metropol itan areas, rather -than losing popalation, experienced a!hlgher
growth rate than metropolitan areas. In fact, towns located some dis-
tance from mefropq!lfah areas grew faster than the nation as a whole

(U.S. Bureau of the Census, 1980). According o Price and Clay (1980),

this shift in the balance of net migration toward nonmetropolitan

growth was a rcflection of fhe Incréased demand for energy resources

and food supplies, the relocation of retail and service Industries to

rural small towns and cities, and an increase In retired people, as
. &

wel| as others, seeking ,the life style .and lower cost of living

!

associated with rural living. .

. _ a
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. A second factor leading to renewed interest -in rural mental heal th

s "the = introduction of " fedéral’ly funded community mentzl heal th

centers in sparsely populafed areas across theacountry. Not only did
. ~ .l‘ .
the community mental health movement bring-about increased awareness -of

* psychiatric problems in rural areas, it also created a new perspective

. on some behaviors not previously labeled as problems, such as "seasonal

elcohol ism" among farmers when Dot actively planting or harvesting, -

problems viewed by many rural residents simply as ways of life.

+

= A Thlrd> facfor was the deslre‘fo focus on  an "“ideal life," a
romanticized vlslon of The rural setting probably Influenced by The
frustration and burn-ouf of dealing with the urban soctal problems of
fhe 60s. The lessons learned from studying the social problems of the

0s were not lost on rural research. For example, researchers were

— 4
ﬁass likely to view poverty (which is often Synonymous with rural llfe)
as resulting from aTTlTudes maintained by the poor (i. e., the culture

- of poverty) and came to recognize that "the values and attitudes of‘TQe
‘poor represented adaptation +; a set of social and economic condlllons:
and that movement out of pover}y depended on chenges in social struc-
;ure rather than on individual attitudes" (Segal, 1973, p. 55). That

is, soclal problems were perceived as the product of complex inter=-

relationships involving the lndlvleual, the cultural environment, and

- —the -structure - and— institutions of soclely.* The indivtdual, while a

-

contributing actor, was not the sele Source.of his/her problems.

e

. 7 In her overview of the problems encountered In del ivering health

. care services to rural eareas, Bachrach (1981, pp. 11-12) has succinctly

stated the eight most commonly cited issues. g o

-

2 *




Althc.gh every community is unique, with its own problems,' its own
patterns ‘of caring for those in need, and Its own special resour-
ces, there is substantial evidence in the |iferature that & common
set of problems generally characterizes the delivery of human ser-
vices In rural portions of the nation. While specific communitles
may not fiit the general picture In all particulars, there is con-
sensus that human services In rural communities tend to be affec-
ted by the following kinds of interrelated ctrcumiiances

1:\ Demographic +tfrends of +he past several acecades have skewed
rural populations  so that they are frequently characterized by
excesses In the dependent age_groups. Because many young

{and/or fit lndlvlduals migrate ‘out of rural communities, there

is a residue of elderly and/or impalred individuals remaining

. . ] In Them. Many ‘rural communities are thus characterized by

disproportionate nmumbers of persons who require help in the

condyct of thelr everyday lives and assistance in gaining ac-
cess to entitlements. - w

2. The recent influx of nonindigenous ~ populations and economic
Interests (suburbanization and Industrialization of rurzl com-
munities) has complicated the demography of rural America.. In
some places, inmigration has produce. social upheavals and/or
environmental problems that the involved communities are ill
equipped to confront. These massive social changes have dis-
rupted existing organic helping patterns and, in many instan-

/q§§\ «£es,; have crea*ed new and unusual human service needs.

3, Rural populations frequentiy have great difficulty galrlng ac-

cess to resources and entitlements. A varlefy -of barriers to
|- - " service dellvery -~ physical, 'social, economic, and at-
titudinal =-- confound the wutilization of service facilities.
In any given rural community, It Is difficult to isolate, and
thus to correct, human service deficlts produced by any single
variable:" service requirements and the conditions that
produce and exacerbate them form & gestalt that is dlfflrulf
to penetrate with service Interventions.

4. There is an overlay of poverty In many rural areas that com-
plicates the problems of those residents who are al ready
highly, dependent by virtue of their demographic characteris-
tics, disabilities, and functional levels. 1n addition,-the
sparseness of population in these commdnifles serves to limit
the number and array of human® servicés «that are economical ly
feasible; the per capita costs of providing special services
to féw people are often prohibitive.

5. Transportation difficulties produce major barriers to service
del ivery in rura! places, and these, in .furn, are affected by
the prevalling ciimatic, geographic, demographic, and economic
conditions 1In rural sreas. Geography has been icentified as
the common denominator of service deficits In riral tom-
munities, whatever their speclfic chéaracter.
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Residents of rural communities who experience human service
needs are frequently unable to advocate on their own behal f.
They tend to be limited by “their own disabilities and oftfen
lack jthe sopnistication and know-how assoclated with gaining
access +to care. Moreover, political power in rural places is
often vesved in an elite portion of the population that is not
attuned to the needs of the underprivileged. In many rural
communities, powerless racial and ethnic minorities experience
human service requirements to which the more affluent and
powerful majority population aré unsympathetic and of which
they are offen not even aware. Access to federal end other
governmental and nongovernmental funding sources Is hampered
both by what. has been "described as a gerneral absence of
"grantsmanship" and by political structures that resist out-

-slice help,

There is an inequitable distribution of human service del iveryw,
personnel In rural areas, Most human service workers ere ur-
ban trained and urban oriented and are employed in urban set-
tings. Even those who choose to worka in rural communities may
soon become "burned out" by the unremitting demands of thetr
jobs.  They lack anonymity, they are often requirec to serve
as "general ists" and effectively forget their specialty train-
ing, their compensation Is frequently not commensurate with
thet¥ training, and they may experience hostility as "out-
siders" in tightly knit communities. As a resuit, staff
recruitfment and retention tend to besmajor problems in rural
human service programs. ‘

Since the majority of Americans live in metropol itan areas and
a majority of human service planners, have urban backgrounds,
there Is a general lack of awareness at policy-making |evel

of the uniqueness of rural human service needs. For exampie,
"mainstreaming®” physicaliy or mental ly handicapped children
tends to be -difficult enough even for urban communities to

achieve, but it may well be impossible in rural places where °

the target population is numerical ly small and thinly spread.
Similarly, "meals on wheels" and other such services fc-
senior cltizens and other dependent persons are difficult to
organize In many rural communifies where weather conditions
and poor roads complicate the deilivery of outreach services.
Again, probilems 3}/bpouse and child abuse may go untreated in
rural places where attitudes and a‘pauclty of service struc-
tures Inhibjt the provision of help in combating such condi-
tions. And day care for working mothers may similariy be ex-
ceedingly difficult to organize. :

-

e

1/

Bachrach notes, these Issues are_ complex and interrelated.

they seem 1o be addressed In three broad categories of

The first category Is research done for the purpose of




Iaen#ifying and determining the nature and characteristics of the rural

Bas!s for

consumer ﬁapulé;ién. fg%heséi-gfudlég have become4j+ﬁé
Idenfi;ylng problems and establ ishing the need for interveniion by men~
+al health professionais. They encompass iiems one, two, and six on
the preceding list. The second major category of studies is those con-
ducted on characteristics of providers. By studying the profiles of
mental health professionals who stay in rural aréas, this research at-
tempts +to predict which sfu&enfs will be successful lnﬁrural work and
to lcentify the knowledge and skills needed fc. rural mental health
"pracflce so that they can be incorporated into curriculum planning.
The goal, as stated in item seven, Is to address and resolve the mal-
distribution of mental hea.th personnel. The last category is research
studies that focus on utiiization of ser;lces. General ly, these
studies Identify the difficulties in prov]dlng services to the popula-
tions identified as having the greatest need (see items three, four,
five, and eight on the preceding |ist). This category also includes

narrative descriptions of programs that seem to work because they ad-

dress both the needs and norms of the community.

'

Before discussing the findings of the studies conducted in-each of
thege categories, a few general comments shouid be made about problems
encountered In conducting and interpreting rural research. In the
| 1terature reviewed, authors agree aimost unanimously that it is d!f-
ficult to define rural, that what is considered rural Is relative to
one's own reference point. To avoid controversy and attempts to "out-
rural® one another, most authors accept (with reservation) federal

agencies! definltions. The U.S. Bureau of the Census (1680) def ines

rural as an area in which 50 percent or more of the population lives in




communitles of 2,500 or less. The Bureau ofu the Budget uses a
metropol itan/nonmetropol itan classification scheme. In this scheme,
Standard Metiropol itan Statistical Areas (S.M.S.A.s) consist of 3 county
or a group of contiguous counties containing at least one city of
50,000 inhabitants or more, or "twin cities" with a combined population
of 50,000 or more. In addition, contiguous counties are included in an
S.M.S.A. if they meet certein criteria pertaining to their social and
economic Integration with the central city. For New England states,
cities and towns are fhe units used to define S.M.S.A.s rather than

counties (U.S. Bureau of the Census, 1978). In 1980, an estimated 63

million people lived in nonmetropolitan areas, a number that represents

28 percent of the nation's population (Beale, 1931).

M.ch of the research done has focused on particular rural groups
(e.g., whites in Appalachia) or on rural populations in a handful of
states (e.g., North Carolina, Tennessee, Maryland, Colorado, and
Montana). BRecause of the unique history. geography, religious and eth-
nic diversity, economic bzse, and socioecoromic ¢ivisions of each of
these populations, it is difficult to general ize the findings to other
rural populations or to consider rural society as a homogeneous popula~

t+ion (Hassinger, 1976).

Flax et al. (1979), authors of the N.I.M.H.‘ publlcation Mental
Health and Rural America; An Overview and Annotated Biblliography, ad-

vise the reader to be aware that statements about the prevalence of
mental disorders In rural areas and rural-urban mental health com=
parisons, |ike most statements on psychiatric epidemiology, should be

made cautiously. They cite research design and methodological problems

6 14




~such as sampling, measurement of cases, source of data, and differences
in types of instruments that may Invalidate meaningful comparisons be-
tween groups. Attention has also been drawn to the bias Inherent in
using standards drawn from urban mental health care models to measure
utilization of rural services (Bachrach, 1977). The urban bias Is
also present In client and community needs assessment fechniques and in

client and program evaluation protocols (Berger, 1980; Zody, 1980).

Despite these difficuities, a rural mentai health mode! Is
emerging that is aisflnéf from the urban model. It has been shaped by
the experiences and research of those working in rural areas. As wlth
~other social research, the "malpstream" learns a good deal about the
implicit assumpfiong on which it bases mental health care by studying

groups whose characteristics and need for services deviate from the

usua'l,

CHARACTERISTICS QOF THE RURAL CLIENT

Yalues

In general terms, values refer to culturally held definitions of
real ity and serve as anchor points In helping us view human relation-

ships and appropriate behavior in varying circumstances (Wagenfeld,

1981). |+ was noted earlier that there is no such thing as a culfure
common to all rural residents. However, there is general agreement
that living |In smali towns or sparsely populated areas creates ex-

periences that contrast with urban |ife and might be considered a rural

way of |ife (Dunbar, 1982a).




The themes most often cited as reflecting rural values Include
sub jugation to nature, fatalism, an orientation to concrete places and
things, a view of human nature as basical ly evil, and an emphasis on
primary relationships and faemily ties (Flax et al., 1979; Task Panel on
Fural Mental Health, 1978). As Rogers and Burdge (1672) note, the
values of Individualism, traditionalism, famil ism, fatalism, and
person-centered relationships found in Ozark and Appalachian whites and
in Southern rural blacks are values also held by the poor in Third
World nations. This, of course, reflects the interactional nature of
values and suggests that they are derived as much from the sociopoliti-

cal environment as they are from epistemologies learned Ir family

settings.

@

Hassinger (1976), In his review of a number of studies comparing

rural and urban value differences, concludes that the two populations

do differ slightly in value sets held. He notes that rural people tend .

+o be more conservative, rellgicus, oriented to the Protestant work
ethic, intolerant of nontraditional bel iefs, authoritarian, eth-
nocentric, and family centered. Rural |ife is characterized by spatial
isolation, by an agricultural orientation (an orlenfafléh to seasons
and the land), and By community and social organizations that focus on

informal face-to-face . negotlations with the town being the center of

trade and the church and schools being the center of social activity.

Such values Influence both what Is considered mental il lness and
mental h=zalth and the treatment sought. In addition, difference In
cultural norms affect labeling of behavior as pathological and have

bearing ,én the significance of epidemiological studies contrasting the




mental heal+h of rural reslidents with that of urban residents. Some
for+y years ago, sociologist Kingsley Davis (1938) pointed out that the
mental health movement was largely a purveyor of white, middle~class
values disguised as mental health or medical 'values. He went on to
state +That psychliatry could become a scientific rationalization for
making moral Jjudgments about the whole social system and especially
those who deviate from the urban mainstream. Used approprlately,
however, epidemiologicai studies can provide Important data for

developing and evaluating mental health delivery systems.

Epidemiological Studles

In trying to ascertain the prevalence of psychiatric problems in

77Fﬁréf “afeas, researchers have approached fhé pfébléh by measuring the

"treated prevalence (those who have actually used the health system
for mental problemsf or by trying to extrapolate "true pievalence" from
survey findings that focus on determining the mental health of the

population,

Perhaps the most quoted of the treated prevalence studies |s the
work done by Mazer (1976). He used data from a town's community mental
health center and physicians to describe the incidence of emotlional
problems among the full-time residents of Martha's Vineyard, a rural
summer resort on an island off the coast of Massachusetts. Using three
separate zources for collecting data, he arrived at three different
rates of prevalence. |In one survey he contacted general practitioners
on the island and found that 8 percent of their caseloads consisted of
persons who had diagnoses of psychoneurosis, psychophysiological

disorders, and personality disorders. Of this group alcoholism ranked




highest as the presernting problem for males, and anxiety, depression,
and hypochendriacal reactions constituted the highest percentage of
cases labeled psychoneurotic reactions. Based on these data, he con-
cluded that one out of every twenty persons contacted a general prac-

titioner for a psychiatric condition.

Prevalence rates for those treated at the community mental health
center totaled épproxlmafely 2 percent of the community!s population.
Personal ity dlsorders, psychoneuroses, alcohol ism, and psychoses were

- the major diagnostic categories treated.

In a third survey he reviewed the community registry and |isted
the prevalence of stress events or what he termed "parapsychiatric
events." He reasonedir%ﬁaf such eveﬁfsias going ;;7ja{l, having a
driver's |icense suspended, school discipllInary problems, juvenile
del inquency charges, and divorce and separation are really psychiatric
disorders but are not labeled as such by nonpsychiatric agencies.

Twenty-two percent of the popul ation had exper ienced stresses that fit

into this category.

Using three different definitions of psychiatric disorders,
Mazer's prevalence rates varied from 2 to 22 percent of the population

as requiring psychiatric help.

In a recent study conducted in Colorado, Grosser and Winfrey
(1981) examlIned admission rates in community mental health centers and
state hospitels to determine the utilization rate for rural and urban
countles. One of their most interest!ng concluslons is that "in

certain ways the most rural areas may have more attributes in common

13




with the most urbanized portions of the state than with suburban and

midsize communities" (p. 21). Their data showed the highest
utilization rates In northwest Denver, #ollowed by rural ereas. Unlike

what has been found in other studies (Dohrenwend and Dohrenwend, 1971),

“the highest rates of admission for psychotic disorders were from the

urban area; this +trend was also true for a!cohol abuse. Northwest
Denver is comprised of the downtown area, skid row, and some highly Im-
poverished residential nelghborhoods. .GThis catchment arez has high
rates of suicide and unemployment and seems to attract transients and
the chronically mentally 1ill., This raises the question of +the
relationship between mental illness (or the labeling of mental il lness)

dnd soclioeconomic and political factors that have infTuence on the

Dohrenwend and Dohrenwend (1671) analyzed nine urban/rural
prevalence rate studies. |In one study the rate of mental illness was
higher for rural residents, in one there was no dl?ference, and In the
other seven urban areas had the highest rate of mental 1llness. In ex-
amining the data more closely, they suggest that the higher urban rate
Is an artifact of combining neurosis and personal ity disorder diag-
noses, which are more common than psychoses. |f the comparisons are
made according to dlagnosis, rural areas have more admissions for psy-
choses, whereas urban areas have higher Incidences of neurosis and per-

sonal ity disorders.

Der+ (1973) notes, however, that the Selecfl&e Service rejection

rate for psychosis among urban recruits was 3.1 per 1,000 as compared

to 4.5 per 1,000 among rural recruits and that this same trend appeared

13




for rejection rates because of neurosis (37 and 44 per 1,000 for urban

and rural youth respectively).

In attempting to determine the true prevalence of mental illness

in urban and rural ereas, a number of studies have assumed that disor-

dered behavior is reflective of stress. The most commonty used Instru-
ment for measuring stress is the twenty-'tem Health Opinion Survey

(H.0.S.) developed by Leighton and others (1963). Basically the

symptomatology measured by the H.0.S. Is psychoneurotic and psy-

chophysiologic. The H.0.S. has concurrent valldity with D.S.M.

diagnoses.

.

Uslng +he H.S.0. to measure rural residents in Nova Scotia, Edgerfon

et aI. (1970) found fhaf fhree-fourfhs of fhe populaflon could be con-

sidered well, 14 percent were "probable" psychietric cases, and 10 per-

cent were definite cases. The target, or high-risk, group consisted of
blacks, the elderly, single or divorced peopie, and low S.E.S. groups.
There was aiso a slightly higher incidence for rural ereas than for

smal| towns. Similar findings on the Inverse relationship between

M

population and size of area and psychiatric disorder are also reported

by SéFWab, Warheit, and Holzer (1572) and Srole (1977). |In their study

of an area of Florica undergoing rapid change, Schwab et al. also noted

an interezting Inverse relationship between the size of the town of

origin and the probability of needing psychiatric help. In their sur-

vey, persons from rural populations of less fhan,2,500 were five times

more |ikely to have high stress scores than residents of towns over

500,000. Although the sample sjzes used for comparisons are small,

their analysis also suggests that those with rural roots seem-to fare




more poorly on the H.0.S. regardless of whether or not they have moved

2

tc an urban area.

While these findings are Interesting, their significance te
progran planning 1Is not clear. As Flax et al. (1979) point out, the
H.0.S. and other such instruments tend to be hichly reliable in measur-’
ing +traits similar to traditional psychiatric categories; however, it
still is not clear exactly what is being measured. Stated another way,
it may be that the measures of mental health derive their norms from
urban populations and that rural Eesldenfs, especial ly the poor, elder-

Ely, and ethnically diverse, who hold rural value sefé, will always ap-

pear deviant on these measures.

CHARACTERISTICS OF THE RURAL MENTAL HEALTH PROVIDER

Iraits and Tasks of the Provider

Recruiting and retaining mental health personnei in rural areas
have always been difficult problems. The person choosing to work in
the rural setting must confront issues that his or her urban counter-
part can easily avoid or doe; not face. |t is not overstating the case
» féA'séy that the rural mental health professional must be a general]é@dlu.;ﬁ S
in working with all age groups on a myriad of presenting problems while
at the same time being a specialist in community organization and
developménf. In addition to being a +treatment generalist gnd a

community-organization specialist, the rural professional must deal

with high visibility In the community and know that his or her profes~ |
“slonal. competence must be proven through the personal ancd professional

roles performed every day.




In discussing the steps required in making a transition from urban
to rural practice, Bischoff (1976) outiines four tesks confronting the
therapist. These Include: 1) conducting a formal community assessment
on how policy Is made and by whom and also noting subjective views of
the ambiance of the community; 2) sel f-assessment -= viewing one's
ability to be versatile, adaptable, sensitive, and willing to be
involved in the community; 3) dealing with the paradox between one's
own lack of privacy in the community and the need to maintain confiden=-

tiality of client information; and 4) understanding the distinctions

between professional and personal relationships, issues inherent in

treating "friends" and working with other professionals.

A number of books and articles are aveilable that provide anecdo-
tal accounts of the joys and pains of becoming acculturated to fhe
rural community (Mazer, 1970; Pentlarge, 1975; Riggs aﬁd Kugel, 1976;
Crow, 1971). These  accounts are valuable sources of information
regarding the processes and Issues confronted by mental hezlth profes-
sionals. A systematic review of +he similarities and differences be~
tween urban and rural practice based on these accounts might shed some

- —{tght--on fhe~s¢ages—of-accuLiuraftonﬂand provldenusefulWJntormaflggkjn
designing curriculum and orienting new personnel to rural mental health

settings.

Profiles ‘ of rural mental health workers =— their attitudes, work
i
conditions, and living situations -~ are also valuable sources of in-

formation in determining program needs for retaining rural professions.

-

in reporting their findings on the characteristics of the work place

and workers in mental health settings In Washington, Oregon, |daho, and

14 2
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Alaska (N = 127), Dunbar, McKelvy, and Armsfrong (1980) note that rural
practitioners planned to remain in the rural setting despite the usual
problems of being fairly isolated and without many referral sources,
and serving as a generalist conducting & range of activities from ad-
ministration to therapy to community development. Their data show that
the decislon to stay or leave is usually made In the first year of work
in a rural iefflng and that those who want +to leave do so within a

three~year period.

In examinirg the characteristics of mental health professionais
who chose rural practice, they found that:

* the largest group of those planning to remain in the rural zrea
(81 percent) had grown up in towns with populations under 30,000.
Definition of oneself as a rural person was significantly related
to intent to remain in the rural area;

* people who had a spouse or significant other living with them in-
dicated that they planned to stay in rural areas more often than
those who did not have a partner. Having children did not seem to
be a facter.

Two-thirds of +the respondents in this study lived and worked in
+owns of less than 10,000, and over half worked with a total staff of
three people. In commenflng on the problems encountered, the authors
note (p 11), "The |lack of appropriate resources for referrals and
nrofessional Isolation are the major sources of stress in working in
rural areas. Narrowness of community attitudes and ideas was cited by

11 percent of the respondents, and 18 percent mentioned the stress

created because of lack of privacy.”

When asked how adequately thelr professional education prepared

-

them for what they were doing, over half felt that they had been




/

adequately prepared. Suggested areas for further education ranged from
more +training In psychoanalytic theory and practice (24 percent) to
. : “

more training In grants, funding, and management (1 percent).

P

Based on +this preliminary data, the authors have Identified the

fol lowing needs (p. 19): 3

1) the development of continuing educationali opportunities; 2)

mutual support and communication nefworks among practitioners; 3)

general Ist education; 4) practicums and internships in rural com=-

munities; 5) seiection of people for rural practice who have life

experience In rural areas and a commitment to "ruralness"; and 6) .
selection of practitioners who appreciate isolatlon and the .er-

vironmental advantages of less populated areas and who en joy out-

door recreation and participatory sports.

Although the majority of respondents in the study cited above were
psychologists (45 percent) and social workers (29 percent), the same
issues =-- professional isolation and lack of educational mechanisms 1o

update knowledge, and the sense of being "on cal I" twenty-four hours a

day to respond to a wide range of cllents! and neighbors! physical end

emotional needs -- are |isted as problems confronting the rural nurse
as well (Fletcher, 1981). The Fletcher study showed that rural nurses
were also very Interested in having more information on what factors

would help to recrult the type of nurse who would be satisfied with

|iving and working In a rural area.

in trying to address th!s question, the Unlversity of Northern
Colorado School of Nursing has been collecting data on students!
employment sites after graduation and studying factors that influence

their- decision *o work in a rural area. From the prel iminary data, It

appeérs that two-thirds of the students who chose to work in a rural

area were not from a rural area. However, 83 percent of these students L7

6 - ,
| : . < s
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had spent a three-month nursing preceptorship‘in a2 rural community with

3

a population under 13,000 (Christensen, Drennan, and Kerns, 1981).
~ ”

Thus, both exposure to rural areas and the confideﬁce that they had the

knowledge and skills fdlbe general ists seemed to be key factors In nur-

ses! decisions to_practice in rural areas.
Curriculum

targrove and Héwe (1981), in discussing their rural mental heal th
training program for psychologists, note fhaj the ﬁaslc assumption un-
derlylngpfhelr curriculum is the belief fh;¥ the psychologist wil | seek
and stay 1in a job that s/he has been best trained for and feels com-,
fortable with. Hence, if +the curriculum can anticipate the skills
required Iin rural mental health dellvery and provide ;%ese on both a

theoretical and experiential .basis, more psychologists will locate in

rural areas.

In discussing the characteristics of rural mertal health practice,
they note that psychologists, as well as nurses, psychlafrlsfs,\and so~

cial workers, are both generalists within their particular disciplines

and mental health generalists. At the present time, however, most of

their training occurs in urban settings where the major focis -is on ac~

quiring skllléfénd tends to isolate them from the interactive role be-

tween the agency and the community--- an extremely important component
. - {

of the rural mental heaffh professional role.

3

Dunbar (1982b, p. 9), In discussing the general Ist curriculum,
states: "The abillfj tb assess community dynamics, culture, structure,

politics, and resources Is one basic requirement for preparation for

-

,\
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/£ .
. ‘//rural practice." She goes on to point out that the generalist must see
S~

the Individual within the con%ekf of the total environment and the
r? . . . i
sociel factors that impinge wupon that individual's life. "This

<
L)

involves more than understanding their lnfernal«reallfles and responses

to the Immediate environment. -flt includes the know ledge of how the so-

cial system 'shapes that inner reality"® (p. 16). The generalist cur-

riculum, then, should have the following components:

I+ begins with the social context and moves to the indivicual
within that .context, seeing the (individual within the context of
the ,ful! environment and the social factors Impinging upon that
individual. e

I+ teaches a general method of intervention for all situations and
age groups rather than specialized therapies for specialized
groups, Exposure to specific therapeutic methods Is_provided but
i not ‘the majcr focus.

I+ helps students to compartmental ize roles rather than relation-
ships Ir working with people In smal | towns who may be nelghbors
as well as clients.

I+ views all presentlng problems as potentially needinrg
-therapeutic intervention at any level (i.e., individual, group,
organization, famlly: community, society) and helps _tudents
develop familiarity with a wide range of presenting problems and
the human service .system that addresses them. . )

: . 3
It Introduces basic gkills in administration, supervision, plan~
ning, and politics.

P
CHARACTERISTICS OF RURAL MENTAL HEALTH PROGRAMS

\
The profiles of professionals and needs of consumers as Identified

by rural reséarch often influence the cesign of rural mental health

programs, and ideally the three Issues are closely.related. Research
. L T T / ]

on rural mental health programs conslsfs“largéT§ of descriptive reports

on specific mental health centers and generally'reflecfs the adapting

and molding of a program fo fit the needs of particular groups, such as




£

programs for Vietnam veterans 1in Appalachia (Giles, 1981) or the t;

chronically mentally iIl ir Vermunt (Huéssy, 1981). The case hListery

approach does have the advantage of reporting what occurred at each

k4
stage of development and provides the reader with concrete information /

on programs and approaches to use. However, case histories do not lend?

themselves to meaningful comparisons with other agencies. Such com=

parisons would be helpful in identifying and planning resouréés

g
required, for rural mental health centers.

For exampie, it would be important +to know whet services a rural

-

" psychiatric nurse provides and how her parfrsular skills and knowledge

might best be utilized. In the literature there are'degprlpflons of

the kinds of acflvlfles and services provided by psychiatric nurses in

<

?ural emergency care settings (Marshall, 1971; Carter, 1973)3'ln rural

éﬁy-éare treatment programs (Janzen, 1974), and in lialson roles with

other agencies such as nursing homes and public health agencies (Duran, -

'J70). In an effort to better understand how the psychiatric nursing

role was perceived by the staff and nurses \af rdral mental health

centers, Forrest (1973) designed a study fo examine the leadership be- -

havior of community psychlafr!c/%enfal health nurses in the rural .

Midwest . Her’flndlngs indicate that psychiatric nurses percelve fhé%-

selves: ancd ure perceived by others as assuming leadership in all areas

of work in whléh the centers are engaged. Nurses! Ieadership ranked

highest in providing consultation on patient. care to nursing homes,

hogpitals, and public health agencies and- in providing educational

s

programs to nursing personnel In these agenclies. Nurses were seen hy

other staff +to.deal mainly with symptoms rather than with underlying

dynamics when dolng therapy, to be ineffective 1in using col laague.

19
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" consultation, and to have difficulty relating to psychiatrists and

psychclogists as peers.

I+ ‘weld be most Interesting to replicate the study to see If
there aée geographic variations as well as differences over time. The
findings would be most useful in program planning. For Instance, if

_the consultative and educative roles of the mental health center are
best served by psychietric nurses who have a natural aetwork with
hospital, nursing home, and public health nurses, then nu- ses Qould be
excel lent designers and developers of new programs that require com~

munity support and programs that focus on prevention of mental Il Iness.

From a QI%ferenf perspective, 1t would be interesting to study
more closely the psfﬁhiairlc nurses'~relationships with col leagues. I f
the finding Is true that the nurse’ls perceived as being different (not
a peer and less effective at using consultation than others), then does
s/he experience more professional Isolation than others in frural set-
tings? How meny nurses are employed In rural mepfal heal th settings,
and what are the turnover rates? Areas of leadership for other mental

health professionals’would also be of Interest and would be useful Ir

capitalizing on the strengths of each mental health dlscipline.

There appeérs to. be Ilttle doubt both from the subjective-

.

experiential view and from the more objective but [|imlted research view
that rural mental healtp programs and personnel differ from their urban
.counterparts. For most Yural areas, the Issues can be summarized as

too much space wlth too few people to provide many services. And as

. Dunbar (1982a) notes, the smallness, the visibility of the provider and

the consumer, and the personal nature of the relationships within the

20 28




rural community influence how and what can be provided by the mental
health center. Llack of resources, transportation problems, a high-risk
population that is political ly powerless, and personnel performance ex-
pectations that are based on an urban mental health care del ivery mrodel

are all issues confronted by rural mental health personnel (Bachrach,

1981),

-

In a national study of 120 community mental health centers, Jones,
Wagenfeld, and Robins (1976) investigated rural versus urban mental
health workers! attitudes toward 1) community involvement and outreach
ef forts; 2) the staff perceptions of the role of the center; and 3) the
degree of commitment +to the ideology of community mental health. Rural
workers endorsed community mental health Iideology and perceived their
centers as belng | ike social agencies rather than medical agencies to a
significantly greater extent than the urban workers. They also en-
dorsed the highest levels of both organizational &nd personal activism

(and showed the least discrepancy between the two).

Using the same data, Wagenfeld and Robins (1975) reported on com-
parisons between social workers employed ir settings varying from
inner-city urban to highiy ru-al. Based on a sample of 140 respon-
dents, they found the greatest similarity in endorsement of community

mental health Ideology between inner-city and rural social workers.

’The rural social workers perceived their mental health organization as

requiring activism and as being a social agency, whereas the Inner-city
social workers saw themselves more strongly than cheir agency as belné
the activists. It is possible that the similarity may be based on the

fact that both catchment areas are composed of esonomical ly deprlved

%




pppulations; thus 1In both cases, mental health workers are forced to
+ake on activist roles. O0f course, not all rural areas are poor, but
Davis and Marshal | (1979) estimate that while only cne-fourth of the
American popufaflon |ives In rural areas, one-half of the nation's poor

five in rural areas.

A ¢isproportionate number of rurai poor are ethnic peopie of color
(Bachrach, 1981). Sensitivity to cultural diversity and class dif-
ferences are also Important educational components, if the mental

heal th worker Is to be effective in helping the rurai poor.

Understanding the differences between rural and urban mental
health needs and programs and grasping the dynamics by which rurai
agencles become advocates for social change are not m@f;ers of academic
Interest alone. Wth the new federalism and the instituting of block
éranf%, i+ Is mandatory that rural nurses and other mentai health
prOfe§slonaIs be active in understanding the political process at the
state level and that they sit on decision-making boards for al iocation
of blpck-granf funds. |f the heaith professionals do not assume the
advocacy roie for the well-being of the rural community, there is Iit-
tie chance that the gains made in rural health care services wiil sur~

vive the competition with urban centers for the decreasing resources

évallable.

'

SUMMARY

The research on the characteristics of rural consumers, providers,
and programs needs to be interpreted with caution. Most of the studles

focused on particular unique populations, and the methodoiogy used




N requires refinement +to aveld urban bias. With that warning in mind,
the tollowing are the highl ights of research on the consumer, provider,

and mental heal+th progranm.

o Rural populations tend to be fatalistic, to believe in subjugation -
to nature; to see human nature as basicaliy evil; to be oriented
to concrete places and things. They are often conservative,
religious, work oriented, intolerant of nontraditional beliefs,
author itarian, ethnocentrlc, and’ family centered. Social or-
ganization focuses on informal face-~to-face negotiation.

o Ten percent of the populations surveyed were probably in need of
psychiatric heip. Little is known about the actual help-seeking
behaviors of rural residents or of the informal networks in rural
communities that provide counsel ing and support:

» An Inverse relationship exists ..between prevalence of psychiatric
disorder and Iimpairment and sccioceconomic status. Psychiatric
disorders seem to be correlated with poverty and unemployment. A
positive relationship exlsts between age, race, and psychiatric
disorder when disorder Is measured ay stress (H.0.S. Instrument).
The poor, the elderly, and ethnic minorities appear tc measure
higher on stress tests.

* Findings on admissions to mental health centers in Colorado sug-
gest that there may be more similarities between the residents of
the most rural and the most urban (inner-city) portions of the
state than +there are between rural and suburban or mid-sized
communities.

o Mental health professionals in rural settings must confront issues
that their urban counterparts do not face. Referral resources are
often lacking, and there are few opportunities for continuing
education. Outsiders are viewed with suspicion. Privacy is often
difficult to obtain == both for the client and for the mental
health worker =-- and personal and professional roles can easily
become blurred. Workers In rural settings report feeling that
they are "on cal " twenty-four hours a day.

» Research shows that mental health workers who choose to settle in
rural areas either grew up in small communities or had some field
experience 1In such a setting. Those who |ive with a spouse or
significant other seem to make a better adjustment to rural prac-
tice +than those who |ive alone. To prepare nurses and other psy-
chiatric workers for such practice, a general ist curriculum seems
to be in order, including instruction in community dynamics, cul=
ture, structure, and politics.

* Research on rural mentai health programs consists largely cf
descriptive reports on programs designed to meet the needs of
special populations in particular settings. While it is difficult

23 . '
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to ‘gemeral ize from such case histories, there seems to be little
douti¥ that rural programs differ strikingly from thelir urban
equivalents. Programs tend to b2 smal ler, more visible, ahd more
personal in character. Resources are scarce, transportation’ of ten
difficult, and the population served poorer and more powerless
than in more densely settled areas. The most rural and most
densely urban areas seem to have common characterictics, perhaps
because of the low socioeconomic status of the populations they

treat.

Workers in rural areas tend to endorse community mental heal th
ideology more strongly than urban workers and see themselves and
their organizations as actlivists involved in social change. That
activist mental ity may become critical over the months ahead, as
urban and rural programs have to battle for resources under the

block-grant system.
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" framework that accounts for:such health beliefs and thus may help us to

relevant in rural nursing practice. In rura! sections of the country,

 USING HEALTH BELIEFS IN A NURSING ASSESSMENT MODEL

by

Lauren S. Aaronson, R.N., M.N.
Doctoral Cendidate
Department of Sociology e
University of Washington
Seattle, Washington

Our role as’nurses Is deeply affected by the heal.th beliefs of the
people we treat, by everything from thelr attitudes toward hygiene,
nutrition, and exercise to their feelings about when to seek profes-
stonal help and whether or not to follow professional advice. Such -
heal th bglkpfs must be acknowledged, understood, and +treated ;lfh

respect. |t is the purpose of this paper to presenf a general model or

be mére effective in assisting our clients to achlqve a heal thier flfe.

The use of a general .odel +to guide our practice is particularly

physician. services are scarcer and must be ailocated with more careful
attention to the need for such services. The nurse is often the primary

.
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health care professional in rural communities. Consequently, s/he can
best ldentify what role the health beliefs of clients play In their
subsequent health behavior. Thus, the rural nurse occupies a ceﬁfrql

position for Influencing the health behavlor and, in turn, the heaith

of rur-al populations.

Before iIntroducing this framework, some general comments are
necessary. Too often we are quick to present our theor ies” and act on
them wlthout careful ~attention—-to-our--underlying__assumptions or to

research evidence. Consequently, | will start by identifying some of

. the baslc‘assumpflons underlying the model that will be presented.

'

Nursing science has come a long way from the days of trlal-and=-
error methoddi and word-of-mouth recommendations about what works and
what does not work in a myrlad of sl%uaflons. Most of us have come to
real ize that a general framework for guiding our nursing practice more
oiten results ‘in the deslred outcome than if we treat each new patient,

.

client, sor situation as unlque. The framework that Ifwlll descrlbe as
a means f;} understanding the role of health beliefs in seekIng heal th
care Is a general model of health behavior. My first assumption is
that the health behavior of people is central %;-nurslng practice. My
;econd assumption Is that {he process of decidlng on a heal th-relevant
behavior Is rational, although the content of the decision may not ap-

pear to be. | wlll dlscuss each of these assumptions In turn.

Beyond what we do fur and to our patients, often in times of acute
dlsability or iIncapacity, nursing Is concerned with asslsting and
teaching patients to act In a manner which 1s consistent with good

health practices. These practices cover a broad range of activlties

30 )
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and behavlors from basic hygiene, nutrition, and amplz exercise == all
of the things that make for a healthy iife style -- to seeking
appropriate health care for the prevenflon, ggzecflon, and/or treaiment
of diseasg. Tied to these latter activities is the Important Issue of
an individual's general adherence to heal th recommendations and treat-
menf regimes. Hundreds of studies have addressed just this péoblem -
whé{hgr and to what extent’ people comply with recommended treatments.

For example, do people take the full course of prescribed medlcafloné?

Much to +the surprise of physicians, though perhaps not of nurses,

varlous sfudles ‘have "found -that _anywhere from 13 to 72 percent of
Q e

patients do nof fully comply or follow through with their freafmenf

regimes (Stimson, 1974). Many of these studies addressed the treatment

of nfections and looked at whether or not the full course of a

/
prescribed antibiotic had been taken. In psychiatric nursing, faKlng

prescribed medication Is particularly critical. Frequently, a month or °

so after a patient has decided +to cease +aklng medications, s/he once

again appears at the doors of a treatment agency in a decompensated-

state. Ail the advances in medical Techﬁoloéy and research are to no

avail if a treatment program.or health behavior is not carried out.

What do | mean by health behavior? Some authors use the term in a

véry narrow sense in an attempt to distinguish it from i1 1ness behavior

°

or sick-role behavior. According +o Kasl aqd Cobb (1966, p. 246),
healfé behavior is "“any activity underquén by a person believing him~
self to be healthy for the purposes of preventing disease or detecting
it at an asymptomatic stage." They then define illness behavior as
"any activity undertaken by a person who feels 111, to define the.state

of his health and to discover a suitable remedy." Sick-role behavior

4

By,




?

I

13

is "any activity undertaken by fhose who consider themselves 111 for

-~

«  =the purposes of getting well." o : -

| do not find these distinctions entirely satgsfactory. First of

all, they fall to-encompass the broad range of behaviors and activities

s , t .
.

which sé%ve~peoprb's health. In particular, psychological ly oriented
) heal th behavlors‘are harrd to Include in thesgjézzlnlflons. Second, |
o ; i ,
detect a medlcal-mOUel blas. nfglfh Is. seen merely as the absence of .

disease or the opposite of dlisease: and healfh behavlor as avoiding,

v

prevenflng, defepflng, and freaflng disease. . Third, +hese deflnlflons

often 1mp|y that health behavior Is synonymous wlfh fheﬁuflllzaflon of .

heal th servlces. In fact, between 70 and 90 percenf of self ~recogn lzed- )
episodes of slckness may be handaed oufslde of fhe formal, heal th care - )
system (Kleinman, Eisenberg, and Good,"978). Add to this the numérous

behaviors of a healthy life style, and one can see that health service

util ization TIs only a small part of potential health behaviors.: |f we,

i)

want a.' complete |list of health behaviors, we need to add a few more

categories to Kasl and Cobb's frllogy. | would suggest six subsets or !
AN K ¥
categor ies of health behavior: ; ’ :

»

1). Health Enhancement == These behaviors directed at improvlné-

v, 7.
one's hea!th (e.g., exercise, med itation);
1€.9 : s \

2) Health® Maintenance —- Those‘pehavlors directed at maintaining

one's healfh'(e.g., adequpte .sleep, bafénced diet);

3) Disease Prévenflon -~ Thase behaviors directed at preventing .

disease (e.g., Immunlzaf}ons,'hand\yashlng3;




4) Disease Detection == Those behaviors directed at detecting
disesase In an asymptomatic stage (e.g., Pap tests, breast

sel f-examination);

5) Health Restoration == Those behaviors directed at restoring
onels ?Eéyfh (e.g., taking prescribed medications, staying

s s
home when i11);

6) Health Detriments -~ Those behaviors known to endanger one's
Y

health (e.g., smoking, excessive drinking). -

None of these categories, bv definition, requires the use of for-
mal health services. The examples were selected to illustrate this

point. Rather, health services utilization may occur under any of

these categories.

In contrast to vlteng illness behavior and sick-role behavicr as
normative, these constructs consider such behaviors as part of health
restoration, which includes all the behaviors directed at restoring
06;\5 health in flmés of illness. Kasl and Cobb's deflnlflgns do not
account for health enhpncemenf or health malnfenénq#; nor do they dis-
tinguish between ,dls;ase prevention and defecpﬁon. Their three-
category formulation also “ignores health defrlﬁénfs. These are \he-
haviors that we know to*be harmful +to our heal%h, such as smoking qnd
excessive drinking. In this category, the heaifh behavior consists of

not dofrg harmful things, rather than- doing beneficial things. The

process Is presqubly similar to the more actlve pursuits described IQ

“the first five categories. T

-
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Tnese six categories or subsets of health behavior improve on Kasl
and Cobb's definitions by providing a more comprehensive consideration
of the potential health behaviors nurses are concerned with in their
practices. They broaden our perspective beyond the limited scope of

the medical mode!, with Its nearly exclusive focus on disease and the

‘use of medical services. They ldentify a fuller range of motivations

and goals with respect to health, and health Is not restricted to the
physical sphere. Finally, they lead us fo an overrldlng(deflnlflon of

health behavior. Health behavior Is any actiyity which has as one of

1+s consequences_an effect on the Individual®s health.

This definition clearly implies that the only thing that distin-
guishes health behavlor from any other form of behavior is its effect
on heélfh. While this reasoning may sound simplistic, It al lows us to
extrapolate from theorles of human behavior which have been articulated
in the social=science |iterature fur years and for which there Is a
fair amount of /fesearch evldence. | see no reason why nurses must
relnvent the wheel. Indeed, | believe %haf our unique contribution
iles In our ablli{y to take fheor}és generated by the social, biologi~

cal, and physical sciences and apply them to heaith care.

If the processes that lead to variou galth pehaviors are no dif-
ferent from ;hOSe that help explalndaﬁ§7\t::;—;; human behavior, then
our task Is to look at theories of * human behavior and to choose the
perspective that we find most useful [% appl ication to health-relevant
acts. The perspective that | have chosen Is a cognitive behavicral

one. This approach combines the principtes of behavioral theory with a

bhenomenologlcal or cognitive perspective. In its most elementary
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form, Béhayloral theory asserts that people will tend to do those

A /
things that have been reinforcing or rewarding in the past and will |
tend not to do those things that either have been punishing or have
failed to result in a desired reward. A phenomenological or cognitive
approach asserts that the perceptions of the individual have a central

organizing role in defining these situations and in determining what is

rewarding and what Is punishing. «

In-other words, we are not black boxes, all responding to the same//
stimuli In the same manner. Rather, we add our own unique perspec-
tives, perceptions, and interpretations. By combining the cognlflvexér
perceptual element with the tenets of behavioral theory, we do not have
to accept the assumption that all behavior is rational In Its content.
Nurses and laymen alike know that heal th behaviors are often lrraflon-
al. Is I+ rational. for people to smoke? For diabetics not To.adhere
to their d]efs? Of course not. Yet people do smoke, and dl?beflcs
don't always follow their diets. By allowing for indiviaual pe(Fep~
tlons, we only have to accept the assumption that the process of decid-
ing to act one way or anqther is rational. The content need not be

b

‘épé, Indeed, often is not.

An example that 1illustrates this distinction between rational
process and rational content comes from my clinical experience in a
psychiatric setting. Shortly after her admission to the hospital, a

paf]enf was discovered in her room, sitting on the floor, encircled by

her own feces. Some days later, when she was more approachable and a
little more verbal, we talked about that episode. What emerged was

that she was frightened of people and felt a strong need to keep them




4

-

away. The only thing she could +hink of to achieve this end was to
surround herself in feces. In terms of the process, she had a goal,
and she came up with a means that achieved that goal. But In terms of
content, we would not call her behavior rational -- there are better

ways to let it be known that you want to be left alone.

. review, | am asking you to accept two assumptions: 1) the
health behavior of people as defined here is central to nursing prac-
tice; and 2) the process, but not necessarily the content, of peoplets
decisions whether or not to engage In any health-relevant behavior is

raf!onal,

A GENERAL MODEL OF HEALTH BEHAVIOR

The conceptual model of health behavior in Figure 1 represents
This process of deciding whether or not to engage in a particular
health behavior. | do not mean to Imply that each act !s consclously
and del iberately thought out. Rather, It we were to probe such a dec =
sion, the model represents what might go on in a person's head.
Basically, this model says that a person will weigh *e benef Its and
the costs of a particular behavior -- for example, getting a dental
checkup, having a Pap test, exercising, seeking psychotherapy -- and
will engage in the behavlsr if the benef its of doing so appear to out-
weigh the costs. This point Is fairly straightforward. What._is impor=-
tant to remember is that the percelved benefl;s and the percelyed costs
are at issue, not the logical or factual assessment of objective
benefits and costs. Health beliefs play a major role in these

perceptions.




FIGURE 1: A CONCEPTUAL MODEL OF HEALTH BEHAYIOR
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We are not concerned for the moment with whether or not a Pap test
can detect cancer in the earlyf‘sfagqs or whether or not psychotherapy
leads to higher seif-esteen or a happier life. Rather, the question is

whether or not a particular patient or client belleves that detecting

cancer In the early stages Is Important or that a happier life and

higher self-esteem are desirabie.

Although perceiving the beneflts of performing a health behavior
Is necessary, It 1Iis not sufflclenf: Agalnst these perceptions of’
benefit¥s, we must weigh the percelvgg cosfé - é.g., the discomfort of
a pelvic exam or the embarrassment of discussing one's problems with a
psychofheraplsf; Even though one mayl perceive many beneflits In a

heal th behavior, 1f the perceived costs are sufficiently high, the be~

havior may still not be performed. . ) '

I+ should be stressed that perceived costs do not refer to actual
dollar costs or time costs. These factors enter elsewhere Into the
model. At Issue here aru the Individual's sub jective assessments.
Thosey famlliar with the hea!fh behavior |iterature will ;ecognlze the
model presented here as similar. to f%e Healfh!gelief Model == a model
which has recelved considerable affenfién avef the past twenty years
(see Beéker, 1974; Klrscht and Rosenstock, 1979). The general model of
health behavlior proposed her- was dévgloped, in part, from my critique
of 1t%e Hea}fh Bel lef Model (Aaronson,’1980).< In that statement | iden-

"+ifled the ways In which the nearly exc]uslyely social-psychological

focus of the Health Beljef Model !imited research evidence support for

t+hat model. Our present task Is to demonstrafe how this general model
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of health behavior can be used as a nursing assessment tool. |t Is to

this task that our attention now turns.,

ASSESSING PERCEIVED BENEFITS AND COSTS

There are several dimensions or aspects to percelved benefits and
perceived costs which can be organized into a series of assessment
questions. Nurses can ask these questions of themselves and of their
clients as well as use them to assess the slfuatjon to determine the
individual's perceptions of the costs and benefits in practicing the

particular health behavior.

1
The first four questions address the behavior itself. We need to

assess aspects of actually engaging in the behavior or, in the case of

heal th' detriments, of not engaging in the behavior. These are:‘
1) How easy or difficult Is the health behavior for this person?

2) How comfortable or uncomfortable is +the health behavior for

this person?
\
3) How pleasant or wunpleasant is the health behavior for this

person?

4) How Important or unimportant is the health behavior for this

. person?

£ .
By asking these questions, we may discover, for example, that an

elderly person skips medlcations on days when arthritis makes opening




the medicine bottle difficult and painful. Such questioning helps us
‘focus on the barriers to heal th béhavlor for a particular indivigual.
Once these are identified, we have information with which to intervene
in a given situation. Fonkexamﬁle, for the arthriiic, we m}gﬁf cbtain !

-

¢ ~pitl containers that are easy to open.

The "lmpo}fance“ and "dlfflculfy“ dlmenslons of percelved costs
and - benefits’ addressed by Questions 1 hnd 4 are more cognitive than
the dimensions fapped by the other f@é questions., However, they are
sfllf subJecflve. For example, we may think the behavior is very Tm=
portant, but what does the patient or cllenf thirk? Does s/he know why

« s/he is being lnsfrucfed in.a particular health behavlcr? Rssessing

> "lmporfance" directs our affenflon to fhe heal th teaching needs of our

clients.
“\

Assessing ndifficulty" similarly identifies the need#for Iinterven-

+ion. The aspects of perceived costs and perceived benefits tapped by
Quesflons 2 and 3 are more clearly affective. They invoive sub jective
feel Ings and attitudes toward the behavior itself. Assessing these is-

. sues Is one way nurses identify clients! needs for éupporf.

Perceptions 6f costs and benef Its also entail an assessment of the

consequences of the behavior. Once again, we must address the in-

dividual 's perceptions, not necessarily objective facts. Questions one

would ask Include:

1) How valuable or worthless are the consequences *of the heal th

behavior to this person?

o 18
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2) How rewarding or punishing are the consequences of the heal th

behavior to this person?

3) How beneflcial or harmful are the consequences of the health

behavior to this person?

>

4) How important or unimportant are the consequence§ of the

health behavior to this person?

]
>

The consequences of a health behavior are not all hzalth related.
For example, Sraham (1976) investigated why some pregnagf women did not
stop smoking durlng pregnancy desplfé their knowledge of scientific
evidence that supported the recomaendation to stop, not on;y for ths
sake of their (oanhealfh bqfiaiso for that 6} their unborn‘lnfanfs.
Variations on the same theme repeatedly emerged. "If | éulf smoking, |

would be so 'grouchy and so Irritable that 1It's going to allenate my

relationship with my husband," or "I'm not going to be a very good

mother +to my other children if | try to quit," or "| can't handle that

now.® We must be sensitive to and aware of such non-heal th-related

consequences of health behaviors when assessing their contribution to

-an individual's perceptions of benefits and costs.

The last major assessment question directed at identifying the in-

dividual's perceptions of benefits and costs Involves the subjective

.efficacy of the behavior. That Is, does the person believe the heal th

behavior will lead to the desired h&alth outcomes for him or hersel f?

People are obviously unlikely to follow advice that they do not think

-

will work.

e
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To summailze thus far, in égsesslng percelved costs and benefits,
we want fto know what this person sees as good about the health behavior
and 1ts consequences and what s/he sees as bad. To the extent that we
can Identify *these  attitudes, we-wlli be better eqdfbped to determine

- what lsllmpedlng the person from actual ly carrying out ths behavior and

to intervene agpropriately.

Alt of the other elemenff in the model are the factors that in-
fluence the individual's assessment of the percelved benefits and per-
celved costs of carrying out the healfh'behavler. This influence, is
represented lﬁ Figure 1 by arrows drawn from these factors to the per-
‘celved benefits and costs boxes. Each of these factors also needs to

"be assesseds

HEALTH SAL IENCE

Health salience refers to a Qqeneral individual predisposition to

’

attend to health concerns. When we assess this factor, we also ask a

series of questions.
1) How Important Is health to this Individual?

2) Does +the Individual belleve s/he can control his or her

©

health?

~

3) How susceptible to health threats does the individual believe

himself or herself to be?

4) How seriously does s/he take these threats?

42 vy
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First, .does the individual value health very highly? Few people
wtll' say, "No, | don't care.abouf my health." However, the issue is
not so simpie. We do not hold all of our values In lsglaflon. ¢ When
researchers ask people to rank health in competition with other values,
such as spiritual needs, comfort, financial security, and a good famll;
I1fe, health does not always céme first (8.g.; Wallston, Maides, and

Wallston, 1976).

2

In assessing heal th salience, we also want to know whether an in-
dividual believes that he or she can control his or her own heal th. 'Ij_
}s. very hard to convlnée people to behave-in a particular manne; when-

_they do not belleve that anything they do is going to have an effect.
They may believe that fate or chance or other people control what hap-
pe;s‘fo them. They may say, '"Look, if I'm golhg to get sick, !'m going
to get sick; 'fhe(e is nothing | caH do aboqf it." From a researcﬁ
perspecfive, the multidimensional Health Loéus of Control Scaies

(Wal Iston, Wallston, and De Vellis, 1978) are useful for measur ing this

aspect of health salience.

Last, to gssess-healfh sal ience, we want to a§k how susceptible
the person be{j;%es s/he 1s to various heal th threats and how serious
these threats appear. These—quesflons direct us to the specifics of
. the particular health behavior we are concerned about. For example, if
‘we are promgflng~vacclqgftons'agalnsf measles, how susceptible does the
indlvidual believe s/he 1s to measles? How Serious would it be for him
or her to actually get measles? The answers to these questions will

inform us about how likely that Individual Is to perceive benefits in

obtaining the vaccination.




These concepts of seriousness and susceptibil ity are‘derlved from

‘fhe Health Belief Model developed by Kirscht and Rostenstock (1¢79),
Becker (1974), and others. . However, the path of fnélr influence on

'healfh behavior 1is distinctly different in '+hls model. -Rather than
'sfandlng alone as concepts, they are considered, along with the rela-
tive value of health and health tocus of control, as indicators of

‘health salience. Thus, to say that health is salient to someone is to

say that s/he values healfh*hlghly; relative to other values; that s7he

believes s/he can éffecf his or her hea]fh; and, in some instances,

fhéf/ s/he bel leves s/be may be susceptible to a health fhreatr;ﬁ%%

wouid be serious. In the general mOQeI presented here, If health is

sallient, then the individual Is more likely to perceive benefits in

cérrylng out a health-relevant behavior (seesFiigure 1).

HEALTH STATUS -

-

People do not arrive at ;These beliefs with respect to health
sallence In & vacuum. One factor which affects fheJr perspectives Is
health status. Health status is fairly straightforward. If someone
feels sick or 1is 1In pain ¢r.has a history of a particular healfh'
problem, then these things serve t+o make health more sallient, at least

for a +tIme. Dental care is a good example. The perceived costs of

going tc the dentist are very high for some people. However,'lf one

has a,bad toothache, suddenly -the satfence of that pain, or the
decﬁ%ase In one’s‘lmmed}afe heal th status, results in an increase in

perceived benefits which may override those initial high costs.'

3




NORMAT IVE EXPECTATIONS
3 ’ ‘ -~

A second factor that influences health sallience Is normative ex-
pectations. As can be seen In Figure 1, normative expectatlons affect
not only health sal fence but also both perceptlons of benef its and per-

ceptions of costs.

4

-

Mormative expectations derive from relafldns:wlfh\one';‘frlenQS,‘

’ faﬁlly, and heal th care bfb§lders, and from‘general culfural'or subcul-
tural 'Hérlefs. They represent the social group'é Influence on the in-.

) : dlvlaual as well as fhe’collec}lsg heal th bellefs of an Indlvldualus
social milieu. Normative expectations can be measured by further as-

3
sessment questions.

1) Do family members and friends practice the health behavior?

. ® 2) Do famlily members, friends, and health care providers en-
. ’ courage the Individua! to practice the health behavior?
3) Do family members, friends, and health care providers support
the Indlvidual for practicing the health behavior?
‘ . ’ N 5‘
4) What are the individual's subcultural beliefs and practices
. ™ . with respect to the health behavior? - )
. ‘For example, do family membg{s and friends get Iimmunizations, ex-
’ ercise regularly, quit -smoking, seek 'psychotherapy? A" number of N

research studies have found that if one person In a’family practices a

" particular behavior (e.g., obtains.a vaccination agalnst polio, gets

o

preventive dental checkups) then It Is.more likely that the other

‘ 53 .




d&w) members of the famlly wij | do the sahme (Tyroler, Johnson, and Fulton,

©

1965; Freeman and Lambert, 1965; Plcken and Ireland, 1569).

-
b ]

- Because many heal th ﬁehavlo?s are not appllesble to other family
'mehbers, we also want to Inqulre about whefﬁer famlly members, frlends,

and health care providers encourage and suppord the health behavlor.

»

Encouragement may be Inapproprlate ]f fhe'lndlvlduaj Is practliclng the
heal th Tehavlor. It mlght even be vlewed as nagglng° If carrled to eg-

tremes. ] Support, on the ojhér hand, Is nearly always poslf]ve and

o

relnfordling,  Schmldt (1§77) of fers research evldence that support and

encourag ent from family members are assoclated wlth higher rates of

. - : T
complladce wlth treatment reglmes. - \E .

-

To the extent that the answers to Questlons 1 through 3 are-yes,

{

! \ ) \ N
fhen the Indivlaual should percelve greater benef Its for practlicling the

_healfh behavlor than If the answers are less afflrmaflve. Normat|ve

~

expectations have this Influence for two rea s Qne, we | |kg to do
( ~
the fhlngs that people Important to us do. And!two, when we do-thlngs
.

< ,/, r o
that please people quorfanf to us, they rgward us wlth thelr approval,

thelr Iove, and ofﬁér posltive E forcements. However, |f these
s .

péople do not pracflce fhe healfh behavior or do not encourage us or
support ﬂ/rln doling so, then the percelved-cosfs of fhe behavior wll!
~go up for correspondlng reasons. “First, It |s very hard to do some=
thing that our frlends and.famlly do not do. Secgnd,~lf'ls even harder
to go agalnst what everyone who Is Important to us thlinks we ought or
ought not to do.” For e%gmple, a current health recommendation for

pregnant wonen Is fo abstain from all alcohol. [f, however, a woman's

entire soclal ,plrcie frequently Indulges and frequently offers her a

* o>
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) |
drink, It Is very hard for her ‘o pracflcé the appropriate health be-
havior, to absvain from alcohol consumption. It would help 1. élcoﬁol
were less accessinle, but that is often unrealistic. The suppcrt and
encouragement of friends and femily, If present, should help the preg~

nant woman perceive greater benef its in abstaining.

Normative expectations have their roots in cultural or subcu!tural
bel ilefs. For example, | grew u; belleving In the curative powers of
chicken soup. Now, when | get sick, fﬁe'flrsf thing . <o Is make some
chicken soup | believe it's good for me, | think it's going to help,

and | perceive all sorts of substantial benefits from it. Because | am
» .

unaware of any scientific evidence that would lead me to believe that

- TV .
chicken soup Is contraindicated, i do not have too much difficulty with

this health belief and behavior.

Sometimes, however, subcultural beliefs may, on scientific
-grounds, be contraindicated. (When that is the case, our job Is much
harder. We cannot just say, "Don't do it." We need to attend to the
difficulty, that such contradictions present for the individual when
everyone s/he knows is giving the opposite advice. For example, pica
is practiced by some groups during pregnancy. The best we can do, at
times, and it is often very helpful, is to explore with the person how
difficult it is not to do what everyone expects you to do. Even [f the
individua! understands what you say and comes to see the benefifs of
folluwing a recommencation that goes against friends and family, s/he
does Incur costs. By perceiviag and experiencing higher costs than a

person whose social group Is nut 2!ienated by the behavior, the in-
¢
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dividual must percelve correspondingly greater benefits In order to

choose to behave in the "healthy" manher.

Although the existence of different culturally based health
beliéfs “is acknowledged by Thfs ﬁodel, i+ does not address The content
of such bellefs. Nurses must acquire a worklng knowledge of culturally
based health belliefs and practices among the populatlions they serve.
When we bring this information to the situation, we can assess the ex-
tent to which fﬁe individual subscribes to the subgroup's bellefs and

practfces and use this knowledge to determine whether sucn pressures

create facllitative or inhibitlve normative expectations for the

individual.

ACCESS TO RESQURCES

v 14
Many complex soclal tactors confront us when we address a topic

| ike health behavior. One of the Issues that greatly concerned me when
| started 1in ‘Thls field was its susceptibility .o a vlcfim-blamlng
ldeoiogy. Such an attitude says, "|4+'s your fault if you're not prac-
ticing the right health behavior. There is no one to blame but your-
self." | beileve that perspective is not only damaging, it is also in

error.

The last element in the model, access to resources, accounts fc.r-

many social factors beyond the indiviaual 's control. Heaith.beliefs
have the least Influence on access to resources. This element
represents the }nfluence of the social s*rucfure ¢ the individual's
decision. The components of access +o resources are: Iincome, health

insurance, educatlon, having a regular source of health care, travel

S6
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time and distance to hsalth care facl[lfles, waiting time to see a

heal th care provider, and the individual's past behavior and habits.

The : jobs we hold, the money we make, and the amount of formal
schooling we obtain are all greatly lnfluenéed by the soéial sfruéfu}é:”
That health behavior Is positively associated with income and education
does not mean that we can simply advise people to get better jobs, make
more mo;ey, or get more education. These factors are rcoted in the so-
clial ‘sfrucfure, and that is where intervention must be directed if we
are to alter the damaging effects of poverty and its associated ills on
large numbers of people. The social structure does not always al low
the Individual +o act in his or her own Interests. Many of the com-
ponents of access to resources can be reduced to availability or lack

of availability. I+ is difficult to obtain health care if it Is not

available for economic or other reasons.

Access to resources does not entail +the kind of assessment ques-
tlons-we asked of the paflenf under the other components of this model.
Rather, we must focus on—fhe situation. It is not the indiviaual who
determines where health centers are located, or how they are equipped.
These decisions are made by a larger social system. Health resources
cost money. Those people without money will have less access to such
resources. It is difficult to buy nutritionally adequate meals‘lf you
do not have enough money. |t is difvicult to buy sporting equipment
and find recreational facilities for ail those activitles that keep us
fit. Health insurance may serve as a substitute for money to purchase
health services. However, health insurance is not al ways a matter of

personal choice. Most of us, although not all, get our health
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‘insurance through our jobs. Thus, the unemployed are in double
jeopardy. Not only do they lack Jobs that offer health Insurance, but

. they have no money to purchase heatih care and other resc -cess

Another variable under access to resources Is having a regular
source of health care. The literature trumpets the finding that people
are more |lkeiy to use health services if they have a,regular source of
health care. By itself, such a finding does not of fer us much insight.
The model presented here asserts that if you have a regular source of
health care to go‘?o when you are sick, your access is greater. This
greater access results in lower perceptions of costs, which in turn
make It more llikely for you to go to a heal th care provider. |f you do

" not have such a source, you will be less |ikely to go to a health care

provider when you need one for corresponding reasons. Your restricted

access will result in your perceiving greater costs in dolng so.

Some aspects of access to resources do involve the indiviaual more

directly. Travel time and distance and walting time can be objectively

measured. However, such costs are differential ly evaluated. Because

people respond difterently to the time and distance factor, they ex-

perience differences in thelr perceived costs. Lact, the individual's

own past-behavior or habits also iavolve access. |f you have practiced

a behavior, your future access to it is more readily available. You do

not need to learn a new behavior, a process that would increase your

perceived costs.

in sum, all of the access variables In the general model af fect

perceived costs. Having money or a regular source of health care, for

example, does not mean one will perceive greater benefits In a heal th

i
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behavior. I+ does, however, mean that one's perceived costs will be

decreased.

N Access to resources Is particularly critical for rural nursing.

In the United States, rural rggidenfs have a lower median education and
a greater frequency of Incomes below poverty levels than do residents
of urban areas (U.S§. Census, 1970). A larger percentage of rural resi-
dents +than of urban reslden%s are not covered by any health insurance
prog;am, Including Medicald, and rural areas (have fewer thslclans.
dentlists,~. and nurses per’ population base than do urban areas (U.S.

Department of Health, Education, and Welfare, ]978).

The rural nurse is faced with a formidable task. S/he must work
with a poéulaflon that s Initlally disadvantaged by low access to
health resources. Thls restricted access creates higher perceptions of
costs. Rural reslidents need to percelve substantial beneflts In prac-
ticing -a health behavior If they are to override thelr perceptions of
costs and behave in the recommended manier. |f the rural nurse attends
tc the issues and asks fHe quesflons raised, If s/he uses the general
model of hgalfh behavior presented here as an assessment tool, s/he may
be more successful in assisting people to master and to perform desired

heal th behaviors.,
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ANTRODUCT ION_ AND BACKGROUND

The ascaessment of community needs for nursing services represents
a vital component of nurslﬁé practlce fthat Iépacfs on a varlety of
éspecfs of care. Cerfalnlyvassessmenf data are critical In the plan-
ning, Implemenfaf]on, and evaluation of community-relevant nursing ser-
vices. The planning process Involves program deveuopmenf, staff dls=-
tribution, and training. Nursing needs assessments are élso extremely
gseful in nursing education, providing the student with concrete Infor-
mation on the "real world" nursing chal.:nges s/he may face In prac-
tice. The assessments should serve to guide curriculum planning, thus
insuring a community-sensitive, dynamlc nursing educatlion pfogran.

Finally, nursing needs assessments tan serve a much-needed function as

a primary tool In nursing research. Using such a tool, nursing needs

and care can be sclientifically tested and evaluated, providing & way of
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empirically measuring the nursing process. Such research can serve to

better define and justify the strengths and uniqueness of nursing

. practice. .- Thus, the concept of the nursing needs assessment has broad

impl ications In nursing practice, educatlion, and research.

- To date there are a |imlted number of avallable nursing needs as-
sessment tools. Traditionally, community needs assessments often take
a medlcal, disease-oriented approach, addressing such paraméfers as in-
cidence and prevalence rates, provider/population ratios, and morbicity
and mortality rates. Thls approach is ycerfélnly valuable but is
| imited. Missing are both the nursing/health-orlented perspective and °

the critical and often neglected consumer view.

1

’

The nursing needs assessment tool to be descr,ibed in this report
was developed In part In response to the need for a consumer- and
nursing-oriented measurement tool. The devel opment of the methodology

took place within a larger project aimed at assessing the need for

public health nursing services in the state of Wyoming. A major goal

of the project was o develop‘a model for estimatling comprehensive
staffing needs in publlc health nursing. Along with the use of the
nursing needs assessment, interviews were conducted with nursing ad-
ministrators, nursing staff, and other relevant communlty health and
human service providers including physicians, school nurses; soclal
workgrs, and hospital adminlstrators. Thls one-year project was funded
by +the Wyoming State Department of Health and Human Services and con-
ducted by the U&lverslfy of Wyoming School of Nursing and the Col lege

of Human Mediclne.
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nThe nursing needs assessment presented here Is built on a concep~

tual framework that views people and health in a holisticfashion

within the total environment. It is designed.-to Idén?lfy what nursing

R

contributes or can contribute toward a health-promoting Interaction
pattern. It is hoped that this needs assessment tool may serve as a
point of departure for others in the field of health care who wisi. {0

’

do similar measurements on their own populations.

Thé tool Is bas?d on three approaches. First, leldlng on an eth-
noscience approach, it takes disruptions in daily living as indicators
of levels of health and wel Iness fLelnaner, 1978 and 1979)." Previous
research by two of the authors had used the more traditional approaéh
of asking questions about Individual health problems. There were gross
discrepancies between the data generated with this "problem! orienta-
tion and later reporting of visits to health-care providers-and less
structured observations of the interviewers. Peopie tended to seek

help for phenomena that they had not reported as problems.

Thé decision to ask about events that interfere with daily living
was an attempt to better reflect the world of our sub jects. Using this
conceptual approach, then, one goal”of our lnyesTlgéflon was to test
the methodology, to see if Iinformation regarding alterations in dailly

living could be gathered accurately and effectively and if it could be

useful in describing health and nursing needs in defined populations.

The second conceptual tenet of this tool ‘ls the Importance of
se|f-care. Orem (1971} and others have examined self-care and its
relevance to contemporary nursing. In that our tool was developed to
be used in a largely rural state, such practices are particularly
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criticat. In isolated and underserved areas, the use of self-care

knowledge on the part of consumers has been a long tradition as well as

a necessity. |t was velt that onelway to plan effective and culturally

relevant nursing services was to discover and analyze the existing
sel f=care practices of a client population and to establish nursing
services congruent with this natural pattern, designed to facilitate,
accelerate, and perhaps alter existing practices. Thus, an additional
goal of our methodology was to determine 1f self-care patterns could be

identified and if they proved useful in the planning of community nurs=

ing servic s, .

A
1

Theyﬁfhlrd conceptual basis of the nursing needs assessment is the
consumerist approach of assessing potential clients' knowledge and at-
titudes: their concepts of health, their estimates of levels of'heajfh
in their® communities, and their views on the role and %uncflons of the
public health nurse. This approach involves - measuring the levei of
publ}c know ledge of available nursing services and defermlplng market=
ing strategies that promote high levels of public knowledg;. 'In work-
ing toward the'overal | goal of the project -~ estimating staffing needs
-- the assessment put greé+ stress on consumer estimates of public
health nursing néeds based on thelr understandings and perceptions of
the public ‘healfh nursing role and potential In their communities.
This consumer-oriented perspective serves 1o strengthen the val idity
and relevance of the nursing needs assessment to the communities

served.

{
In summary, the nursing needs assessment was developed as a

methodological tool to measure community health patterns and nursing

‘h
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needs. Based on +the concepts of disruption in daily "activity,

self-care, and consumer knowledge, this tool was designed to guide and
facilitate nursing practice, education, and research. The purposes o{
this paper are to describe methods of data col lection and analysls\and
to make suggestions for how the tool might be utilized by others In"the

fleld of nursing.

DATA COLLECT ION METHOD

.

The nursing needs assessment profocoI (See Appendix) was designed
‘acrurdlng '%o the above tenets by the authors In collaboration with
ﬁurslng administrators, staff, educators, and others. Protocols were
used_ in ninety~nine in-person interviews. Written consent from respon-

dents was obtalned, and replies remained anonymous.

ldeal ly, questioning should have followed a strict paffegaz first
an open-ended Inquiry with the response recorded vérbaflm, then a more
structured question using specific probes. Thls procedure would have
allowéd analysis of the first response as well as systematic analysis
of specl}lc factors. Unfortunately, a systematic interviewing process

was not used. More closely controlled flield work could overcgme the’
. b

| imitations of the method used.

Initially, demographic data were collected on the respondents'
families, iIncluding Information on residence patterns and family sup-
port systems. These data were felt to be vital In a rapidly changlng,
highly mobile state such as Wyoming. Next, the respondents were ques-
tiored on their personal definitions of health. Differences béfween

how they viewed health in men, women, and children were sought. Third,
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the respondents were asked to Identify events that had altered their
faniliest daiily a;flvlfies during the-past year. The Interviewers
probed for heal th-related events that might potential ly disrupt dally
activities (éccldenfs, iife crises, alcohol overuse, Illness, séc}alf
Isolation, conflnuéus low-level anxiety, and pregnancy). These
categories of events were derl@ed from séveral data sources: state
morbidity and horfallfy statistics, the authors' ethnographic observa-
tions, and.fhe'éplnlpns of public healith nursing supérvlsors. Yaried
perspectlves were combined to develop a |ist of disruptions thought to

have a high occurrence among Wyémlng residents and to be relevant to

the practice of public health nursing.

The actlvities of daliy life that were identified and used In the

probing process Included: sleeping or restlng, eating or appeflfe,.

mobiiity, elimfnation, work/schooi attendance or performance, social
activity, and Interactions with friends or family. Discussion of
sexual activity was not included because I+ was felt to be a socially
seﬁslflve area fhaf'mlghf destroy ° the lﬁfervlewer's’rapporf with sub-
jects. ) Having mentioned a |ife-svyle~altering evgnf, the respondent
was then asked to identify the type of activity dlsrﬁpfed, what the af-

fected person did or did not do about the disruption, what other people

di¢ about the problem, and, finally, If the dlsruption was solved and |

how 1t was solved. Figure 1 iilustrates -a typical response: to this

question.

Respondents were next asked to describe typical |ife-altering
s
events In their communities. They were asked to ﬁdenflfy these events,

the type of disruption produced, the kinds of people affecied, what the
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3‘ FYGURE 1t A TYPICAL DESCRIPTION OF FAMILY DISRUPTION

PN A

©

¥

S

“EVENT WHAT DID S/HE

HOW WAS THE--

- INITIALS OF . TYPE OF ACTIVITY WHAT DID OTHERS
- FAMILY MEMBER INTERFERING DISRUPTED - DURATION. DO _ABOUT IT? DO _ABOUT IT? PROBLEM SOLVED?
é.B. Pregnancy/> Quit work Ate small meals  Husband helped with Baby delivered’
Childbirth Nauseated Took naps housework, feeding Baby now S.eeps
Too tired to do Nurse advised on through night
housework ,
~ - Got up at night nausea, helped
to feed baby prepare for .
e ) . B childbirth and .-
- : infant -care
. Y "
— D -
. FIGURE 2! A TYPICAL DESCRIPTION OF DISRUPTION IN THE COMMUNITY <
i KINDS OF PEOPLE AFFECTED ,
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Seek counseling
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coping methods
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expression of _
#'  feelings

.




affected people did about the problem, and what others did. Figure 2
illustrates a typical response to this question. To obtain further
specific Informatlon on health care utitizatlon patterns, respondents
were asked to identify all encounters between any famlly member and any
heaifh care provider over the past year and the circumstances of those

encounters., Figure 3 il lustrates a response to this question.

FIGURE 3: A SAMPLE DESCRIPTION OF HEALTH CARE UTILIZATION

NUMBER OF NUMBER OF ADMISSIONS,
FAMIL{ VISITS TOTAL DAYS, PROBLEMS,
MEMBER PROVIDER SPECIALTY PER YEAR SURGERY, SERVICE, OTHER

B.B. M.D. 0b..Gyn. 20 Full-Term Pregnancy

B.B. .H.N. 10 Expectant Parents Classes

B.B. .D.S. Check-up

A.B. . i Check Glasses

C.B. .D. Pediatrician Well Baby Check-up

C.B. .H.N. Immunizations

T latter part of the protocol deals with consumer knowledge and
attitudes. First, the respondent was asked about ‘typical activities
that community members engaged In that promoted health. Next, the
respondent was questioned regarding family contacts with public health
nursing. If a contact had been made, Impressions of the qual ity of
care were explored. The respondent was then asked to give his or her
view of what public health nurses should do. Exploring community

needs, s/he was asked %o Identify the major health problems In the




community. The responses sometimes overlapped those describing
community disruptions. In relation to thcse problems, the respondent
was asked whaj a public health nurse could do and to estimate the num=
ber of publle health nurses needed In the community. The Interviewer
probed +to document what criteria or paraﬁefers fﬁe respondent used in
formulating that estimate. Next, the respondent was asked whether cer-
talin publlc health nursing programs/services were available in the cem-

munity, and, if so, how the respondent knew about them. Finally, the

respondent was asked to identify which, If any, of those programs the

family bad utilized In the past year.

Several subjects were Interviewed In each county of Wyoming,
total Ing nlnety-nine respondents. They were selected at random through
Won-the-street" Interviews. This sampling method assumes that any

resident of a small, rural community 1Is similar enough to other resi-

dents and knowledgeable enough about all aspects of community iife that
s/he can accurately define variables. In this study, for example, it
Is assumed that a respondénf can accurately list the major health
problems of his/her community. Fur some purposes \methodological and
exploratory analysis), this sample can legitimately be defined as a
popu!ziion. However, the lack of systematic samplIng-from a deflIned
population preciudes direct generalization to any other defined popula-
tion. The Interviews took approximately fifteen to thirty minutes to

complete. They were conducted by three interviewers over a period of

four months.
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SAMPLE ANALYS1S PATTERN

In that the focus of this report is to describe the methodological
development and utilization of a community assessment of rursing needs.
results presented will be brief and for the specific purpose of
cemonstrating the feasibillty of the tool. Readers interestea inr
fuller elaboration of the results of the study are referred to the
technical report by Kennedy and Taheri (1S81) from which all of the

following tables and data are drawn.

Selected Events and Thelr Interference with Daily Activities

In the study, it was possible to obtain data reiated fo the cccur-
rence of selected events (accidents, crises, alcohol overuse, il Iness,
social isolation, low-level anxiety, pregnancy, chronic conditions) and

to specify types of activities disrupted by these events.

0f the 315 people comprising the total population sample, 89.5
percent were accident free, 8.9 percent had had one accicent, and 1.6
percent had had a maximum of fwo accidents. In terms of the percentage
of people who Indicated that this caused a disruption in aheir daily
activities, 0.3 percent, or one person, lndlcaféd a disruption of four

usual daily activities, and two cited Interferences with two usual dai-

ly activities. Six percent stated that the accident had only disrupted

[4
one activity, and the majority said that the accident had not caused

any difficulty In carrylng out daily activities..

As shown In Table 1, these accidents resulted primarily in disrup=

tions to mobility and work/school activities. Accidents are of

particular concern In Wyoairg, where they are the leading overal | cause
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of death In some age groups. Data describing the frequency of other
events varied. As might be expected, illness contributed significantly
+o disruptions in daily living. Methodologically, it is important to
mention +that In analysls we separated acute and emergent illness from
chronic <conditions, because it was felt that the Impacts of the two
categories on dally life and on nursing services were quite different.
Respondents simultaneously reported chronic conditions such as
arthritis a fair number of times. This might be an even more sal ient

category in other, older populations.

TABLE 1: INTERFERENCE IN SPECIFIC ACTIVITIES OF DAILY LIFE
CAUSED BY ACCIDENTS

(N = 34)
INTERFERENCE NUMBER PERCENT™
None 12 ] ) ,35'3
Mobility N 32.4
Work/School 9 26.5
Elimination 2 5.9
Social Activities 2 5.9

*These percentages are based on a denominator of 34, the total number of accidents
reported. Any one respondent could supply multiple responses.

If the Intended process of 1) asking the open question; 2) record-
ing the exact response; 3) uslné the probes; and 4) recording the
responses to +the probes separately had been consistently followed in
the field, further ethnoscience analysis of these data would be pos-
sible. Although coding such data through content analysis is a com-
plex, tIime-consuming process, It may be valuable. The research method
used was designed to be consistent with a clinical emphasis on cul-

turally prescribed nursing. Use of the method in research not only
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contr ibutes to development of an emerging culturally relevant methodoi-
ogy and data base but, In tsel f, represents convergence between

research and practlce.

Sel{-Care Health Promotion Activitles

Consumer knowledge of community health dynamics was addressed In
several questions. Responses to the question on health=promoting be-
haviors commonly practiced In the respondent!s community are presented
in Table 2. This table Illustrates a set of acflvl%les overwhelmingly
comprised of health~promoting sel f-care behaviors. A few people (six)
mentioned use of public health nursing services, though the type of
service was not specified. Twenty-one respondents (22.1 percent) men-

+loned use of medical services or llliness care as a way of staying

heal thy.
TABLE 2: HEALTH PROMOTION ACTIVITIES OF PEOPLE
IN WYOMING COMMUNITIES (N = 95)
NUMBER OF PERCENT OF
RESPORDENTS RESPONDENTS
TYPE OF ACTIVITY CITING BEHAVIOR CITING BEHAVIOR*
Exercise 40 42.1
Qutdoor Activity 39 41.0
Use of Medical Services br I11ness Care 21 22.1
Other Preventive Behaviors 18 19.0
Nutrition 14 14.7
Social Activities 7 7.4
Public Health Nursing Services 6 6.3
Other 19 20.0

*These percentages are based on a denominator of 95, the total number of persons
responding. Any one respondent could, and most did, supply multiple responses.

=~
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Health Problems of Communities

Another kind of data useful as a basis fdr cultural ly relevant
nursing services Is the client population's perceptions of community
health problems. Beca;se the data were drawn from responses to open-—
ended questions, categories were de&eloped through content analysis.
These data were reported in more detailed categories in the technical

report: only the summary +table (Table 3) |Is presented here for

i1 lustration.
TABLE 3: PERCEPTIONS OF MAJOR COMMUNITY
HEALTH PROBLEMS (N = 83)

NUMBER OF PERCENT OF

RESPONDENTS RESPONDENTS
PROBLEM CITING PROBLEM CITING PROBLEM*
Ovart Physical Pathology 44 53.0
Substance Abuse 3] 37.3
Primary Prevention 22 26.5
Environment 16 19.3
Psychosocial 14 16.9
Care Accessibility 4 4.8
Generalized Care 3 3.6
Other 12 14.5

*These percentages are based on a denominator of 83, the total number of persons
responding. Any one respondent could, and most did, supply multiple responses.

The most frequently mentioned community health proolems were
physical pathologies, with cardiovascular problems, cancer, and assort-
ed minor 1llnesses such as colds being cited most often. The next most

frequently mentioned category was substance abuse.

A more detalled bfeakdown of the data shows that alcohol abuse wac

by far the most frequently mentioned single health problem. It was
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cited by 35.5 percent of respondents, The next most sal ient complaints

were cardiovascular problems and cancer, each mentioned by 19.7 percent

of respondents.

White this finding is important in Itself, It also has
methodological significance when considered in combination with other
observations. In the data reporting events lnTerferlqg with activities
of daily living, only 4 of the 315 subjects were reported to have any
problem with alcohol abuse. Perhaps alcohol consrmption'was seen as a
problem that dic not interfere with dally Iife. Perhaps our respon-
dents were tel ling us that they and thelr famll!eg had no problems with

alcohoi, but that a lot of other people did, to the extent that alcohol

abuse was clted as the majcr community health problem. The discrepancy
may be due to the fact that questions dealing with one's own heaith
problers are more difficult to answer than those discussing other
people. To ask a person if s/he or anyone close to him/her has a
"problem" s culturslly sensitive. A response that says "l have no
problems and my femily has no problems, but other people do" would fit

with +the popular (though not wel I-documented) ldea of a macho self-

rel fance among Wyoming people. The statistical discrepancy illustrates

the Importance of examining one's tools and interpreting data within a

cultural context.

Perceptlons_of Public Health Nurses

Immediately following the question on major health problems of the

community, respondents were asked what they thought public heal th

nurses could do to help alleviate these problems. The first, most

obvious overall question to be addressed from the spontaneous responses
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TABLE 4: PERCEPTIONS OF THE ABILITY OF PUBLIC HEALTH NURSES - -
TO HELP WITH COMMUNITY HEALTH PROBLEMS (N = 99)

-~ CAN P.H.N. HELP? NUMBER OF RESPONSES PERCENT OF RESPONSES

Yes 48 - 48.5
No 5 5.1
Maybe 1 1.0
Don't Know 6 6.1
No Response 39 39.4

Is whether or not -a public health nurse was seen as able to help.

Table 4 examlnes this issue.

Only about half of the respondents definitely fhough} public
health nurses could help, and 5 percent thought they could not.
Unfortunately, Interpretation Is clouded by the fact that there was no
response recorded for 39 percent of the respondents; it Is not c{ear
whether this category reflects the fact that the person was not asked
the question, that s/he responded *negaflvely,'or that the interviewer
simply did not record the responsz. It Is possible, however, to review
the cénfenf of the responses of those who did think public health
nurses could help. The roles these respondents perceived for publlc’
health nurses are presented in Table 5. Prevention of Illness Is the
most frequent response, with a caring role second and direct services

third. o T

In the +technical report (Kennedy and Taherl, 1981), these data
were organized In part for comparative analysis. Consequently, some of

the categories have very few or no positive responses.
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* TABLE 5! PEﬁCEbTIONS OF WHAT ROLES WYOMING PUBLIC HEALTH NURSES
COULD PLAY TO HELP WITH COMMUNITY HEALTH PRGBLEMS (N = 68)

NUMBER OF PERCENT OF
RESPONDENTS RESPONDENTS
ROLE ' CITING ROLE CITING ROLE*

Prevention of Illness 24 35.
Caring (as Psychosocial Concept) 12 17.
Direct Care 10 14.
Referral 5 7.
Maintenance of People at Home
“Filling in" for L ther Care Providers
Specific Services lelated to Program
Providing Cost-Effective Service
Other

w

— 0O O U ;B B N

*These percentages are based on a denominator of 68, the total number of persons
responding. Any one respondent could supply multiple responses.

%

What people dld not say was almost as interesting as what they did

say. In contrast with nurses themselves, consumers did not mention

“programs," and only one respondent mentioned either “filling in" or
malntaining people at home. This comparison of nurses' and consumers'

views Is documented In Tabie 6.

TABLE 6: COMPARISON OF CONSUMERS' AND NURSES’ PERCEPTIONS
OF PUBLIC HEALTH NURSING

CONSUMERS NURSES
(n = 78) 3 (n = 90)
ROLE Number Percent* Number Percent**

Direct Care 29 37.2 54 60.0
Prevention of Illness 38 48.7 47 52.2
Specific Services Related to Programs 19.2 39 43.3
Maintenance of People at Home - 6 7.7 26 28.0
Referral 5 6.4 Z 23.3
Caring (as Psychosocial Concept) 27 34.6 20 22.2
"Fil1ling in" for Other Providers 3 3.9 8 8.9
Providing Cost-Effective Care 0 0.0 5 5.6
Other 8 10.3 13 14.4

*These percentages are based on a denominator of 78, the total number of consumers
responding. Any one respondent could, and many did, mention multiple roles.

**These percentages are based on a denominator of 90, the total number of nurses
responding. Any one respondent could, and many did, mention multiple roles.
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Both nurses and their potential clients were aware of the concepts
of direct care, preventive care, and a more diffuse caring. |t can and
should be noted, however, that these roles are ranked differently by
the two groups. Consumers do not think In terms of "programs" as do
the nurses. It is particularly interesting that the consumer view of
public health nursing emphasizes the textbook definition of a nursing
role through generalized caring and preventive care more strongly than
does the view of the nurses. Nurses see themselves primarily as

del iverers of direct care.

¢ In summary, this section describes responses of seiected community
residents expressing their view of their communities! major health
problems and thelir perceptions of the public healfh]nurse’s role In al-
leviating these problems. |In that consumer awareness and acceptance
are critical in the pIannIné and del Ivery of qual ity nursing servlces,’

this consumer perspective is of great importance.

LIMITATICNS

Limitations of +the tool as developec became apparent during the
course of ‘the project. The need for systematic sampling has been men-
tioned, if data are to be generalized to a large popu}aflon. Also, the
interview protocol consists primarily of open-ended questions that
promote free evpression of responses, but such responses can be time~
consuming to complle and analyze 1f large samples are used. Possible
bias In relation to selective reporting ot socially sensitive health
events -~ for example, alcohol overuse == has been dlscusseg.

Furthermore, controcl over field work Yo assure that questions are asked




in a way that allows for both exploratory, ethnoscience data and for

more structured data is essential.

Finally, iIn rélaflon to the reporting of chronic versus acute con-
ditions, we recopmend that in further use of the instrument, clear dif-
ferentiation should be made between . acute and chronic illnesses. The
disruptions in daily 1living and need for specific services differ
greatly depending on the acuteness or chronicity of the condition, thus

justifying this differentiation.

CONCLUSIONS AND NURSING IMPLICATIONS

The project described in this report demonstrates the feasiﬂillfy
and value of a consumer-oriented nursing<{_ needs assessment., This as-
sessment has provided a wealth of valuable information to the nursing
professior regarding the heal+h status- -and attitudes-of Wyoming resi-
dents. |t also provides planning bodies with lnslgH%s into the role of
community nursing serv.ces and the need for such services. The tool
has a wide range of applications to nursing practice, education, and
research. In nursing practice, the nursing needs assessment can help

to

1

1) identify public definitions of health and health-promoting

behaviors;

2) pinpoint | ife~altering events from the consumer perspective as
a way to Identify hlgh-rlsk groups for = preventive

intervention;
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3)

4)

i : 5)

6)

7)

Ll 8)

i
4

y
M

9)

i
i

Indicate consumers' knowledge of self-care and/or therapeutic

care activitles and thelr perspectives on +the roles of

-

professionals and nonprofessional s;
Identlfy formal and Informal support systems as well as pat-

terns of caring within a community;

outline health care patterns;

clarify fhe- public view of the public health nurse and of

his/her potential usefulness in particular areas of practice;
identify community health problems as consumers perceive them; -

determine +the most effective forms of publicity to use in in-

forming consumers of avallable nursing services;

provide concrete data based on consumer reports for defininrg
the scope and determining staffing and funding needs of com-

munity nursing programs.

i

In reiation to nursing education, the nursing needs assessment
serves 1o .
/ 1) clarify +the consumer definition of health as contrasted with
) ~ ‘
?; contemporary nursing theory. Does +the heal+th~promoting
4
ﬁ phlilosophy of nursing correlate with public views?
X ‘
v
2) realistically prepare nurses to practice, particularly in

rural and small communities, by

<
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a) conveying public conceptions of community nursing
practice; ' 7
P
b) identifying perceived health problems;

c) Indicating formal and informal coping strategies

and interventions utilized py community reéldenfs; /

3) guide curriculum planning so that i+ remains relevant and sen-
sitive to the dominant health concerns and needs of the

community.

L3

Finally, by using the nursing needs assessment as a primary tool
in nursing research, the development of nursing science wili be

enhanced. Concrete identification and description of the uniqueness of

professional nursing practice from a consumer-or lented perspective Is

~ essentlal. Such a ool advances the field of nursing researcg by
translating contemporary nursing theory into a sensitive measurement Of

nursing practice.  Such conflnﬁea research will serve to enhance the

planning, implementation, and evaluation of nursing practice and educa-

+ion as well as to expand the body of knowledge In nursing science.

As nursing continues to deQeIop a communlfy(grlenfaflon wl+h con=
sumer advocacy and health promotion as primary goals, the bofenflal for
use of the nursing needs assessment concept will likewise grow. A con;
éépfual tool Ilnklng-pracflce; education, and- research will serve to

strengthen the profession and enhance the qual ity of health services In

the long term.




. : APPENDIX

i . - PUBLIC HEALTH NURSING STUDY

/

Protocol »

Iﬂfroduction and Purpose of th€ Study

Hello, I'm from the University of Wyoming. Faculty at the University have
received a grant from the state to conduct a study of public health nursing and public health nursing needs.
The purpose of the study is to develop a new procedure for estimating the need f-or public health nursing
staff and services in the counties and communities of Wyoming. The study includes describing current
practices, identifying health care problems and needs, and obtaining ideas or suggestions for improving
public he:lth nursing services in Wyoming. In addition, we need your help in understanding how pecple of
this community think about health, what they do about iv, and what kinds of healt i~related evenis interfere
in daily activities.

~3
w

Interview Procedures

s

1. The information ycu provide will be kept confidential and will not be published in such a way as to
identify you personally.

2. Your participation is entirely voluntary. You may refuse to answer any question that makes you feel
uncomfortahle. You may siop the interview at any time. . ‘ !

Do I have your consent to continue? Yes No

Signature Date

'



FAMILY DATA

1. Place of inte.viewee's residence (i.e., in town or outside town)

2. How loag have you lived here

3. Where did you live prior to moving here? (Give town and state.)

4. Please describe who lives at your house. (Use initials, not names of family members.)

INITIALS| SEX| AGE| RELATIONSHIP EDUCATION (YEARS) | FT/PT EMPLOYER JOB
~ )
3 |
. i
| |
! | |
: s
| | |
5. Do you have relatives living in this area? ___ How many?
Date of Interview Place of Interview
8 i Inter iewer

Community Name




~
~

1. We're first interested in how people define health. What does a person look like or do
think he or she is healthy?

Would you look for different things in men and women?

- Men

- Women

What about children? Do you look for different things in children?

s

") C

1
e~
U

that makes you

JE——
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2. In the past year, what kinds of events have interfered in daily activities of people in your family?

Probe specifically for the following daily activities, i.e., what about problems with:

v

1. sleeping/resting 8. pregnancy - pre and post
2. eating or appetite 9. accidental injury
3. mobility 10. crisis - family separation/life change
4. elimination 11. overuse of alcohol
5. working, going to school, working around the house 12. 1illness
6. participation in social activities 13. social isolation
7. contact with or relati-nship with family and friends 14. continuous low-level anxiety
INITIALS OF N
FAMILY EVENT TYPE OF ACTIVITY WHAT DID S/HE WHAT DID OTHER HOW WAS THE
MEMBER INTERFERING | DISRUPTED - DURATION| DO ABOUT IT? PEOPLE DO ABOUT IT| PROBLEM SOLVED?




3. In general, what kinds of events happea to people of this community that interfere in their daily
activities?
KINDS OF PEOPLE
AFFECTED (BY
TYPE OF ACTIVITY AGE AND SEX OR WHAT DO THEY WHAT DO OTHER PEOPLE
EVENT DISRUPTED OCCUPATION, ETC.) DO ABOUT IT? DO ABOUT IT?
~ |
© i
i
i
| b S
!
|
.’—_’:
(Please rdcord in the words of the respordent.)
91
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ith physicians, nurses, and other health care providers or
lease describe their use of services during the past year.

4. Now, we want you to desrribe the contact w
services for each person in the family. P
(Here is a card listing health care services.)

-
NUMBER O¢ ! NUMBER OF ADMISSIONS, TOTAL DAYS, !
WHO PROVIDER SPECIALTY VISITS/YEAR PROBLEMS, SURGERY, SERVICE, OTHER




l8

ERIC

Aruitoxt provided by Eic:

!

5. What are the most important’ things people in this community do to maintain or promote good health? .

"

6. Have you or anyone in your family ever been in cortact with a public health nurse? For what purpose?

(If a care situation, probe for impression of quality of care.) -
T

7. What do you think public health nurses should do? ’ i

.
RS

8. What are major health problems in this community? ) '

'd ¥ -

9. What do &ou think public health nurses could do to help with these!

¥
-

! N -
' . [N

o
(VIR




11. Are you aware of the following nursing services available in this community? (Use card listing
services available in community. Cross out any listed below not available and add any others
unique to this community.) #®

How did you hear about this service?

AWARENESS
TYPE OF SERVICE Yes No INFORMATION SOURCE

Immunization clinic
Pre-natal classes
Home health services
Newborn infant
Crippled children's service
Well child clinic
Pap smear screening
Family planning clinic
Sickle-cell screening

Have you or anyone in your family used any of these services in the past year? (Y) (N) (PK) (NA)

Which services?




<~
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VIEWING HEALTH AND HEALTH NEEDS THROUGH
MANY EYES: THE ETHNOGRAPHIC APPROACH

by

Jacquel ine Teylor, R.N., Ph.D.
Professor
Montana State University
Bozeman, Montana

,Af Montana State University, several research projects are yield~
lné useful and sometimes surprising Information about perceptions of
health and health care needs In this sparsely populated Western state.
For oveé three years, the graduate program of the School of Nursing, of
which 1 am director, has been conducting research aimed at assessing
rural health care needs. In additicn, a survey of community leaders In
Montana and several master's theses examining minority groups in the

state have helped to round out the picture. Some surprising prelimi-

nary findings of this research have resuited. Among them:

1) Montanans general Iy perceive themselves as healthy, even though

they may have a chronic disease or disability.

2) Most citizens believe that they have adequate access to heal th
care faciljties, even though +the distance to hospitals or

speciaiists Iis often great. Most people organize periodic




félps +o the city for other needs and tie in vlglfs to doctors
and clinics with those. Mental health facilities, In fact, are
sometimes seen as too close, posing a threat to privacy. In
contrast, community leaders tend to see a need for more

physicians and health care facilities.

3) Alcohollsm is a frequently cited health care problem. Others
include child abuse, teenage pregnancy, suicide among youth,

mental il lness, and violence.

4) Coordination between Iocal'healfh care personne} and more dis-

tant speclalized facilities is seen as poor.

5) Among Montana's minorities, special areas of concern include a
high incidence of depression in Hutterite colonies, especially
among the women; alcoho!ism on Indian reservations; and disrup=

tion of the family hierarchies of Hmong immigrants.

S

~ The graduate program of the Montana State University School of
Nursing centers around rurai health care, with a research-based focus
almed at developing a theoretical approach to rural nursing. Needs.as-
sessment and other data collection form the basis for the program, In-
fluencing course content and clinical experience for all graduate stu-

dents, regardless of specialty area.

Data gathered for this long-term project focus on health and
health care In general rather than on any particular aspects of health
or 1llness. Mental health, being one aspect of health that affects all
others, 1is a frequénfly * addressed topic. The first stage of data

col lection for +the graduate program project is not yet completed.

' 1
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Statistical analysis is prellmlnary and incomplete, and descriptions of
rural populations remain tentative. These Impressions have been
derived over three years, during which +ime data were col lected from
four afgés of Montana: +the environs of Missoula, .Billings, Bozeman,

and Great Falls. - ‘

An ethnographic approach has been used to elicit specific informa-

tion about people's perceptions of health. Students learn the basic

technique of data col]ecfion in class, practice In and out of class,
and are supervised by a nurse-anthropologist and a psychietric nurse.
In the first year'g of the two-year pr  ram, students interview sub-
populaflons or cultural groups, families, and Iindividuals as part of
their cllnlcai practice. The ethnographic approach provides the lnvés~
. tigator, in this case a nurse, with direct Information about people's
perceptions of their world in their own words, with minimal injection

of bias by the investigator. initiating the study at the descrigtive

level was deemed essential because of the :ack of research-based infor-

mation on rural health care and rural nursing in the West.

4

&

One of our main concerns in establishing the program was the dis-
tribution of nurses, physicians, hospitals, and health care facili‘ies
_in rural areas. Montana State Health Department reports and stetistics
revealed maldistribution of both nurses and physiclans,bwlfh about 80
percent of the state's physicians concentrated in six of its fifty-five
counties. Both health care facilities and heal+th care professionals
were entirely absent from some sparsely populated counties. While some
nurses lived In thinly settled areas, few of them were active in nurs-

ing (Montana State Bureau of Records and Statistics, 1975).

87
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A review of the literature on rural nursing revealed that little
was being reported on the issue and that few nursirg programs at that
time specifically focused on rural healh care. |n the fall of 1980,
the University of Wyoming began a master's program in rural family

health nursing. In addition to gainirg skills in advenced rurel com=-

. munity nursing, the students are also educated to become family nurse

practitioners.

Most rural health projects appeared to be in the East and Scuth.
Programs to provide care in Appalachia and the rural South had been in-
[tiated In the 70s (Hassinger and Whiting, 1976). For examplé, the
Health Services Research Center of the University of Morth Carolina and
the North Carolina Office of Rural Health Services joined forces in a
series of projects which culminated in the Rural Health Center
Development Series (Hege, 1979). Differences in the areas and pcpula=
tions served suggested that such programs were developed to meet dif-

ferent needs and hezlth care problems than those existing In the West.

Rural areas In the West tend to be more sparsely populated than
are those In the East. Characteristics of populations also differ.
Westerners who live In rural areas are not necessarily poorer or less
well educated +than urbar residents. Tiey Include farmers, ranchers,
miners, forestry and railroad employees, squI puélnessmen, and retired
people. ~ The West represents a unique ethnic mix, with Native
Americans, both on and off the reservation, Mexican-Americans, and

other minorities less commonly found in the East.
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(n Aeslgnlng the M.S.U. program, we hoped to define Montana's
unigue needs In order to develop health care programs specifically
appropriate to the stete. An analogéuéislfuaflon Is that cf community
mental health centers, whict had to adopt new approaches not needed In
the oI@ state hospitals, moving from }ndlvldual to group, family, and
communlfy-orfenfed treatment. In rural health care, similarly, there
is a need to adapt urban programs In view of the total environmental
context =-- the characteristics of the population; regional and occupa-
tional groups, their distritution and perceptions of their own needs;
political and social attitudes; and ethnic varliations. Government

funding and regulations often do not encourage the flexibil ity needed

to meet such needs.
MONTANA®S DEMOGRAPHY

The United States Bureau of the Census (1975) defines rural areas
as nonmetropolitan arcas with populations under 50,000, A Standard
Metropol itan Statistical Area (S.M.S.A.), as defined by the same docu-

ment, Is a city of SQ,OOO population with a total population of city

and immediate environs exceedirg 100,000, According to these defini~

/

tions, Montana has no large metropolitan areas and no S.M.S.A.s. In
fécf, it has only two urban centers over 50,000: Great Falls and
Billings =-- and several smaller cities considered urban by Montana

standards because they serve large .areas surrounding then.

Mc  wna represents the typical ly Western range of occupations and
ethnic groups described above. There are a number of Indian reserva=-

tions and a variety of other ethnic groups represented chiefly in the
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mining towns. Each, of course, has Its own cultural legacy and unique

set of healty bel lefs.

[

There are many elderly people |Ilving 1in small towns across
Montana. They tend to be politically conservafive.r Western indepen—
dence’ is often sfresséa along with a "boot-strap" philosophy that dls-
délns hefp. The elderly tena not to want to leave work to go to the
doctor. They also Tendofo be suspicious of government programs, in-

cluding subsidized health care, despite the féc% that there Is a long

history of subsidized {armlng and ranching in Montana.

Causes of death In Montana fol iow the national pattern, but ﬁlning
areas tend f; have é 7hlgher {ncldence of respiratory diseases and
mal ignancies.  The incidence of alcoholism 1Is very high, and élcohol-
related éccldenfs and illnesses are common occurrences (Montana State
Bureay of Records and Statistics, 1975). Respiratory diseases and
dépresslon are thought to occur .with high frequency among rural

Montanans, Including farm and ranch families (conversations and inter—

views with public health nurses).

Do they? Are depressed people turning to alcohol? Is there more

men*al [llness in rural than urban areas? How do people ccpe with dis~
tance from medical centers and acc'ss to specialists? How'are mental
health problems recognized and treated outside of citles, where there
is |imited access to private psychiatrists? |s drug abuse a problem in
rural areas as It Is In urban areas? What Is the role,of nursing in :
rural health care? Whaf roles can be deveioped to better meet heal th

needs In sparsely populated areas? These questions and others nof

previously covered by research were instrumental In formlng the

| : /
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development of M.S.U.'s graduate program in nursing. While the
. preliminary flndlngs address some of these questions, maﬁy remain to be

énswereé.
In summary, the M.S.U. program has been designed to obtain:
1) knowlédge of needs as clients pgrcelve them;
‘2) knowledge of needs as caretakers perceive fhem;‘

3) knowledge of +the environment In which care is needed, sought,

and provided; and

4) understanding of the sociocultural context of care, the culture
In which people's health and iliness beliefs are embedded.

IHE M.S.U. PROGRAM

~

The M.S.U. graduate program in nursing is a two-year master's de-
gree progtam developed to utilize all five campuses of the School o

Nursing: the main campus at Bozeman and extended campuses in Billings,

Butte, Great Félls, and Missoula. Rotation foraffferenf campuses makes
the program accessible to nurses unable to move or commute to other
parts of the statec and provides the opportunity for broad-based data

col lection. The prbgram is funded by a U.S. Public Health Service

tralning grant.

- Specialty-area courses in the second year are available in com-
munity health, maternal-child nursing, and medical-surgical nursing. A
' separate N.l.M.H. Psychiatric Nursing Education Branch grant has
supported the preparation of psychiatric/community mental heal th

Q ¢ | n 165
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furses. The."gradba¥é of'fhl;‘program Is referred to as & mid-level
clinical specialist. Preparation Includes advanced clinical practice
witpﬂ ser{ously ill patients as well as participation in teachirg, ad-
ministration of consulfafion; and some aspects of the organization §Ad

delivery of health care. Experience emphasizes both, rurgl and urben

settings.

Plans %o collect data on rural health care and health needs of

rhral populations were projected for five years. Aiter rotation to

Missoula, Billings, and Great Falls, the program returned to Missoula
for the 1981-82 academic year, with plans for rotation to Butte the
following year. During the first year of program rotation, students

participated In a health needs assessment under the auspices of the

>

Five Valley Rural Health Inlflat%v‘, which covered a three~county

area —- Missoula, Ravalli, and Mineral counties. Students administerec

a heal th needs assessment questionnaire, kept field no?es, and recorded.

£
contacts with individuals, interviews, and other responses nct included

in the formal survey. These %leld noIes were & rich source of data,
although they varied considerably from student to student. Due {o
problems in Qorking with another - agency with different goals, faculty
decided after the first quarter +to concentrate on descrifptive studies
and abandoned the questionnaire. Ethnographic data collécfldn becamé
the vehicle for a series ‘of assignments throughout the two-year
program. Du:lng the first year of the program, the emphasis Is on
learning how rural peoﬂle view their health needs, how they perceive
access to care, what kind of support systems they use, what kind of

help they seek, and what resources extst in rural areas. During the

S RV
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second vyear, students focus more specifically on research while

preparing their theses.

Student aSsignmeﬁfs In the first-year courses are coordinated.
For example, the same community may be the focus of & community study,
an investigation of é particular subculture's i.ealth needs, an outline
of health care systems and their |inkages to larger communities, and an
infenélve examlnéflon ® of \ health care in a particular family.
Smal I~hospital sd}veys are also done in the communities that have such

facilitles.

The additional work done .by.mary second-year graduate nursing stu-

1

dents, both ir cl!nical assignments and in.theses, has provided further

data. Extenslons Of data collection Ivto the second year relate to

3

. . M.
special ty-oriented problems, such as how home anlysls patients help
~— .

each other.’
- ~

' 7

fhere has been sysfe@éflc feedback into the program each quarter
as students gain knowledge ofolocal and regional health care needs and
report +thelr '%lndlngs .ln seminars. éome changes have been made in
course content as a result. The process of ethnographic data collec~
T!Q; wll[ continue with the gradual addition of more refined tools to

col lect quantiflable data.
TJHE_ETHNOGRAPHIC_APPROACH

Before looking at the findings, a word needs to be said about the

,fools: our study has used. The ethnographic approach is a method of

,data collection used in anthropology which aéknowledges limitations of

- B

the ‘observer in understandiny the behavior and social rules of another
>
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culture or ;:;::T?bre. The emphasis of anthropological studies has
traditional ly been on participant observation and description, with
diligent attention to keeping field notes. In the 60s and 70s, such
techniques were refined, with greater use of systematic questioning and
attention +to llngulsflc/lssues (Frake, 1964; Goodenough, 1970; Tyler,
1969). Spradley (1679) has provided an excel lent guide for teaching

students to interview strangers with minimal bias.

Our study attempts to describe culture as much in the terms of the
people themseives as possible. Observers i1st be cware that even
within American society, many practices will appear strange or alien

and that researchers must be careful to keep their own biases out.

In our study, subjects are asked to describe what they are doing
in their own words and to define their terms. Tape recorders are often
used with additional wriiten T{eld notes' compiled for descrigtion,
clarification, and recording of Iimpressions. Repeated observation and
questioning are reqylred. Terms, definitions, and'lnferprefaflons are

checked-with key informants (other members of the population).

Selection of a key informant is a process which 1Is initiated on
entry Into a new community or subculture. A key Informant val}dafes
dafé collected from other informants. Detalls of the sub ject being in-
vestigated may be missed in other interviews btut can be supplied by a
key Informant with whom the ethnographer has esfabllshéd rapport.
Terms, definitions, and interpretations are cross-checked. A range of
meanings emerges from this process which approachés t+he complex dimen-
sions of the cultufe. Care must be 1éken in selection of a key

informant Tbgjﬂﬂgggfgln;,QLJIBEJE__anenmetéf central-tty—1ir the group,
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knowledge of many aspects of the culture, ability f; communicate, and
personal characteristics which enhance communication with the
ethnographer. A good key Iinformant in a rural area ‘s often the
postmaster or mistress., Spradley (1979) provides a good discussion of
considerations and problems lpvolved In the selection of key

informants.

In an ethnography, it is preferable for the observer to enter the
slfuaflon’és a stranger. It Is easier to be biased in situations where
people are known beforehand. For example, when students practice eth-
nographic interviewing on family and friends, they often anticipate
responses, omit questions, and feel silly about asking some things.
Their prior knowledge distorts the interview situation. A stranger may
elaborate on and discuss questions which familiars would not respond to

in the same way (Spradley, 1979).
JHE INTERVIEW

Ethnographic interviewing requires preparation. Graduate students
practice classroom interviews and seek out individuals they do not know
wel |l for further practice oufsl&e of class. The interviewer's opening
statement Is especially lmpprfanf. Since thefe is no such thing as an
unbiased interview, it is critical to consider what to present first

and¢ how to say It.

Introductions must be consistent. They convey crucial information

about oneself and the purpose of the study. Our graduate students

develop Introductions +they are comfortable with, such as: "I am a




nurse. As a nurse, | want to know how people perceive health and

health problems -=- it will help me In planning care."

The Interviewing then proceeds with the questions. The initial
inquiry must also be careful ly phrased. For example, "Could you give
me your definition of health?" The follow-up question requests
elaboration: "What does health mean to you?" Further questions may
request further refinement: "Would you explain what you mean by 'feel-
ing good'?" "What do you mean by 'having a good attitude!?" "How do you
define ‘'mental well-being'?" A good example of this approach is

provided in Bush, Uliom, and Osborne (1573).

Even 1f +the Interview is tape-recorded, It is necessary to make
some notes at the tlme or Immediately afterwards, describing expres-
sions, body aititude, and the context or situation. Interviews
requesting Information about people's health perceptions usually take

an hour but can take longer.

The Interviewer may return to a key Informant periodically
throughout the interview period. He or she should know many people In
+he community or subculture and be a source of referrals and assistance

with locat’'ng people.

Most students make at least five or six trips to an outlying com-

munity and Interview eight to flfteen individuals. That is usually a
iarge enough sample in a sparsely populated area that uniformities

among group members and differences between groups become apparent.
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On completion of interviews during the fall quarter, graduate
students write a paper describing the group under study and analyzing
their responses. Further questions often arise related to health
practices of a family or a segment of  the population. These may be
followed up Intensively +the following quarter, when +the focus is on

health assessment of rural families.

These papers, which describe, enumerate, and analyze heal+th per=
cepticns of groups of people, have been a valuable source of data for
both faculty and students. The time-consuming process of analysis and
interpretation of ail the information is only the beginnirg, with con-
tent analysis as the first step. Interpretation of +the findings
(papers on health perceptions of sparsely populated areas) will proceed

simultaneously with development of survey and hypothesis-testing tools.

JHE FINDINGS

Graduate students found +that most people were willing to talk
about +their own health. Informants often brought up someone they knew
who had poor health as a contrast to their own situation. People
generally saw themseives as healthy, and most commented on the impor-

tance of good heal th.

People generally felt healthy or perceive themselves as heal thy
even though they may have had a chronic disease or disability. Many of
the informants defined health in mental rather than physical terms, as

having a positive attitude or outlook, feeling good about themselves.

Some elderly people spoke in terms of still being able vo get around,




of stiil belng able to care for themselves, or of being better off than

others.

¢

Perceptions of access to care and of distance to speclalists or
special ized care facilities were not as expected. Most people believed
they had adequate access to care and were not too distant from hospi-
tals and physician special ists. Snyder (1979) tound In a study of kic¢-
ney dlalysis patients in Montana that distance from the home dialysis
center was not seen as a problem. Patients developed their own support
network for Immediate needs such as dialysis solution and spare parts
for their machines. With thelr emergency needs taken care of, the
dialysis center, which was usually in another state, did not seem too
oistant. Some rural people sald they would |Iike to have heal th care
facilities nearby, but most people planned their trips to the doctor,
hospital, or clinic to coincide with reguiar trips into the city where
they boughf'grocerles, clothing, and other requirements. Even elderly
people who were dependent on others for transportation said they per-

celved care as accessibie.

The only mental health problem which was brought up repeatedly was
alcohol ism. People from ail of the areas of Montana surveyed saw al=-
coholism as @ major health probiem. Some talked egbout the number of

bars In +the small towns they lived in, others about people they knew

who overindulged.

Project 80, a recent study completed by M.S.U. Cooperative
Extension Services (1980) asked community leaders in all of Montana's

fifty-five counties to assess changes which have occurred in the last
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twenty-five years; to identify problems and opportunities at local,
district, and state levels 1in relation to problems ot contemporary
life; and to determine ways to make Montana a better place In which to
live. Many of the probiems identified In this survey were related to

mental heal th.

Disruption of +the family was a major subject of concern to
Montanans. Changed work patterns were cited -- notably wives and
mothers working away from home -- as was extensive use of television,
especlally by children, resulting in families' spending less fime
together. These disruptions of family patterns were seen to interfere
with the transmission of moral and spiritual values. Famillies! reeds
identified- included preparation for family |ife, such as pre- and
postmarital courses Ir parenting. Ongoing education for families to
help +them teach moral values, provide sex education, and generally im-
prove communication among family members was also identified as a need.
The study recommended that families need to be informed about alcohol
use and abuse; that to prevent mental health problems, parents need as-
sistance in learning how to Improve the self~images of their children;
and that programs In stress management need to be made available

through mental health agencies. o

Other problems identified In Project 80 as well as in ethnographic
Interviews and state heal+h statistics Include child abuse, teenage
pregnancy, suicide among youth, mental 1illness, and violence. Incest
and gambling, not discussed in the ethnographic study, were both icen-

tified in the Project 80 survey.
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Despiie Montana citizens! apparent complacency about distances to
health services, community leaders interviewed by Project 80 wanted

more physicians and health care facilities available focally.

One major problem agreed upon by studies and supported by the
{iterature (Hassinger and Whiting, 1976; Roemer, 1976) is the lack of
coordination of services in rural areas. There i's poor feedback to lo-
cal physicians, clinics, and public health nurses regarding transfers
and community reentry for patients who have received special ized care
at a distant facility. There Is little communication with those who
have provided emergency care and stabilization for TranspOTT. If these
problems are great in reiation to physical care, they m&gj be paral-
leled in mental health care. The individual's right fo privacy creates
some tension between provisions for adequate care and adequate protec-

tion of families and community me@bers. . o

Another speciflc menfar/healfh problem should be mentioned, as I+
s common in rural Montana and probably in other areas. The placement
of mental health centers in small towns takes place without consicera-
+ion of residents! need for privacy. In interviews in a number of
areas of Montana, Individuals expressed their dismay at the fact that a
mental health center had been |ocated In the center of town, where all
the +townspeople could monitor the arrival and departure of clients.
Many people said they would never go +o the local mental health Cehfer
or tzke a member of their family there. If their reed for mental
heal th care were great enough, TheQ would go out of‘Town; preferably tfo

a large city, where privacy would be insured.




MONT MINOR

Cultural groups who differ from the dominant society in ethnic or
religious background and way of |ife are often mlsundérsfcod by health
personnei and others. M.S.U. student and faculty studies cf three dif-
ferent Montana groups il lustrate some of the problems which may be in-
trinsic to the culture or precipitated by interaction between cultural

groups.,

There are several Hutterite colonies located in Montana's agricul-
tural areas east of the Rocky Mountains. A study of child-rearing
practices (Hickey, 1980) revealed that discipline is very strict,
children are dealt with consistently, and their behavior is expected to
be controlled from early in childhood. Children learn early in |ife

that thelr needs are secondary to those ofrfhe ;g}ogx, The very strict

coﬁformlfy required of colony residents may be a factor Ir the
p;evalence of depression among the Hutterites and especial ly among
women. Hutterite women have less freedom than the men. Does the
dominant male role and preference for male children devalue women and
function as a factor In depression? Or is fﬁe concern over subordinate
roles of women a cultural bias of Anglo-Americans? Can depression

among Hutterites be traced to endogenous factors? Even if endogenous

factcis can be established, can contributory environmental factors be

- isolated?What happens to Hutterites who leave the colony? These

questions, raised by Hickey, remain to be answered.

Native Americans, iike other visible ethnic groups, encounter many
situations in _growing-up which promote low self-esteem and feel ings of

lack of control over their own |Ilife situations. Indian hospitals and
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health * programs have not general ly recognized the enduring values and
traditions of the Native American tribal groups. A study of the heal th
beliefs of pregnant Crow women was done to learn what practices couid
be recognized and accommodated by hosp}fal and heal th caretakers during
prenatal care, labor, and delivery (Harding, 1981). This study
represents a small step toward defining and al levieting the heaith care

problems which are exacerbated by discrimination and  poor

communication.

Aicohoi abuse Is a factor in many accidents leading to death or
serious Injury, suicide, and homicice among Indian groups. The roots
of this probiem, as with depression -among Hutter ites, must be examined
in thelr cultural context. For example, what aspects of cuiture con=

tribute +o homicide and suicide in wurban Indian groups as compared* to

those who |ive on the reservation? How many Native American one-person
automobiie accidents are actually suicides? I more meaningful jobs

were avallable, would the suicide and homicide rates be decreased?

. A large group of Hmong refugees has moved to western Montana as
‘part of the Infiux of Southeast Asian refugees over the last five
years, and a study of their health and accuituration is now in progress ~
(Taylor, 1982). Requiremepfs of health and hospital personnel are
sometimés antithetical to the bellefs of the Hmong people. For ex=
amp}e, according to the Hmong, women are not supposed to drink ice
water or Ingest any cold food during labor and delivery and for a

period after the birth of a baby. Chicken soup is considered to be the

most desirable food for the new mother. Because of the language

%

barrier and other communication problems, hospital staff do not

-




understand such cultural fequlremenfs and are often angry .and
frustrated by Hmong women's refusal of food and water during

childbirth.

Depression s also a problem among these people. Having to learn
to speak English under the Immediate pressures of needing employment’is
frustrating and discouraging for many of them.  They want -jobs..and are
accustomed to working from dawn to dusk, seven days a week, except for
a fhree—éay holiday at New,Year. The family is very important to the
Hmong, and elders are respected. Now the elders are having more dif-

ficulty with English than thelr children, and the discrepancy is inter=

fering with customs related to respect. The war and lﬁmlgraflon In

themselves have undermined the +traditional Hmong family. Taken

R

together, _ these factors—combineto—produce greaf etress and directly
threeten +he heal th of those who do not speak English and do not have
job skills. Most of these people are very worried about how they will

continue to provide for their l|arge families.

SUMMARY

A five-year survey of health care needs in rural Montana and re-
lated research are revealing interesting and sometimes unexpected In-
formation about how Montanans view their own health and medical treat-
ment. Data coliection 1is still going on, and findings are only'
prel iminary. Initial findlng; are less bleak than might be expected
fof this of%en.lsolaTed populaflon; People tend to see ?Hemselves as
healthy even whe& they suffer from diseases of‘dlsablrlflgs, and dis-
tance from health care faclllfleS. is not generally percelved as a

problem. I+ Is hoped that the research will lead to design of health,
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ca}e programs addressed specifically to the unique needs of the state.
Similar ethnographic surveys In‘ other rural areas would yileld

fascinating sources of comparison .nd contrast.
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TRAIN:NG HUMAN SERY |CE HORKERS FOR PRACTICE ~IN_BOOM TOHNS
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During +the 1970s, rural communities in .all regions of the United”
States experienced the begi;ydngs of & population furnaround'(BeaIe,
I§75; 1977).* Migration to nonmetropolitan areas altered the patterns
of popujéﬁlon sfablllfy or decline wplch characterised smal| towns and’
rural%ﬁanunlfles durlng the prevlous deéade. During the 80s, multiple
sources of rapid growfh confront smal! rural communities, including
Eabulgili: migration from m3¥ropo1lfah areas, energy development, rural
industria ization, and recreation area or resort development,

Portlons of this paper are adapted from material originally appearing

_in Morris, J. H,, and Morris, L. C., 1981, Meeting Educational Needs In

Rural Communities Confronting Rapld Growth. Las Cruces, New Mexico:
Educational Resources Information Center (ERIC) Clearinghouse on Rural
Educa. on and Small Schoois (CRESS).
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In' many communities the turnaround has been associated with hopes
for a rural renaissance and a small town revitalization (Morrison and
Wheeler, 1976). Experlence, hahever, has indicated a far more complex
impact Involving multiple and often unanticipated changes == both
benef its and problems. -~ accompanying rapid population and economic

growth,

How much growth and change are required to create problems of per-
sonal, social, culiural, and institutional adjustment in small com=
munities? A study of energy-impacted communities in Wyoming Indicates
Tﬁaf an annual population growth rate of 10 percent a year places @
straln on a small community's capacity to provide services to its resi-
dents, and a growth rate of 15 percent a year causes serious breakdowns
in service-providing capablllfleé of both local and regional institu=
+ions (Denver Research Institute, 1974). A rate of population growth
exceeding 10 percent per ye;r is typically considered the point at
which provéflng services and adapting to change become a problem in

smal} communities. 1

in many areas.of.fhe United Sfafgs, growth rates far in excess of
this 10-percent-a-year threshold have beenﬂreporfed. For communities
adjacent to energy development projects, population growth often ex-
ceeds 25 percent a year (Gilmore, 1976). Extreme examples of the scope
of rapid growth confronting small communities include Craig, Colorado,
whose populaflonl grew 200 psrcent in seven years (Cortese and .ones,
1977) and Rio Blanco and qufield counties in Colorado, where develop= °
ment of proposed oil shale ptants could produce a population increase

from the current 75,000 +to 1,500,000 residents (Kelly, 1980). In




addition, where much of the population growth results from the "boom"
construction phase of energy or industrial development, an equally
rapid period of popularion and economic decline, or "bust," can be an-

ticipated to follow the period of rapid growth.

Although energy-impacted communities represent an extrem. of rapid
growth, a population turnaround has occurred In rural communities
throughout the United States. Regions with rural counties experiencing
the highest rates of population growth during the period 1970-,» in-
cluded the Southwest, the Intermountain West, the Far West, parts of
Florida, the upper Great Lakes, central Texas, and the Ozarks (Ross and

Green, 1979). The 1980 census Indicates even more widespread popula-

tion growth in rura' communities. Analysis of 1980 census data indi-
cates that during the period 1970-80; the population of nonmetropolitan
counties Increased by 15.4 percent. Every state except Rhode |sland

' experienced nonmetropolitan population growth during the 1970s, the
most rapid Increases occurring in the West. Portions of rural Wyoming,
Colorado, Arizona, Nevada, and California grew by more than 50 percent
(Beale, 1981). Although economic factors account for population growth
‘ln some communities, Influences such as the search for an Improved

quality of life are also associated with such migration (Ploch, 1978;

Dedong and Humphrey, 1976).
PREPARING FOR CHANGE

Preparing human service workers for effective practice in boom
communities requires an understanding of the particular social and
economlc features of this setting. The boom, or frequently boom-bust,

proéess Is rapid and disturbs complex and intricate patterns of Iiving

s 123

R - : }




which have sustained community life in the past. The process involves
more fhén changes In size (getting bigger fast), changes in social and
cultural relationships (getting citified fast), changes In economic or-
ganization (getting richer and poorer fast), and changes In the or-
ganization of public services (getting formal fast). Rather, as
Cortese and Jones (1977) have noted, what happens in boom towns can be
understood as the product of Interaction between the old and the new ir

any particular community.

Ideal ly, smal| communities and rural areas can build upon their
social and cultural heritages in coping with the Impacts of rapid
growth. _ In contrast, severe stress wili result If traditional social
and cultural supports are weakened and not rebuilt. Rural areas are
characterized by rich community and cultural diversity which suggests
the potential for a variety of responses to externally Induced change
and the strength to seek alternatives which preserve community dignity
and identity. Change does not have to invol ve being changed by, being
shaped by, or taking on the characteristics of the large-scale, imper-
sonal, absent forces == such as corporations or federal bureaucracies

-~ which are mak ing decisions that influence community development.

Pééslve, fatal istic attitudes to change, which quickly become sel f=

fulfilling prophecies, are a recurring problem in boom communities

(Moen, 1980).

Any training for practice in rural areas requires the learning of
speciai skills. Preparation for effective practice in boom communities
requires the ability +0 work with community residents in planning

services, the Vvision to anticipate consequences of planning, and the
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wisdom to make decisions that will minimlze +the negative impacts of
change and direct new resources acquired from economic growth Intc
human and community development. Such practice requires a high level
of ccmmunity involvement and an ability to mobilize people and resour-
ces to deal with +the stresses of change, skills similar to those
required for effective crisis intervention. Reactions to rapid growth
may include al lenation, grief, and general diséaflsfacflon with life's
circumstances. A new balance of strains and gains emerges for dif-
ferent groups within the community. New sets of social inequalities
and opportunities may develop. Job opportunities ﬁay open up for
younger residents, for exampie, whiie rising prices increase economic
hardships for older residents. Such differential costs and benefits of
change can increase the difficuity of building an effective community

planning process.

Educéflng heal th and human service workers for practice in a boom

communlfyt requires development of skills 1In assessment of complex and
fluid slfuaflons, in bullding and sustaining a community planning
process 4urlng which the statuses and networks of the participants may
undergo cgnslderabje change, and In careful evaluation of the multiple
Impacts of proposed "solutions." One of the most cruclal aspects of
such work Es in assessment. This activity includes not only the gather-
Ing of aécurafe factual information, but also a dynamic, interactive
process which Involves the worker with many different members of the
community. Through the process of assessment and planning for change,
residents must bulld new ways of working together whifie simultaneously
experiencing a decline in the shared routines of Iiving which connected

them in +the past. Network building and maintenance develop as a
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counterforce to the pressures of economlc self-interest. The

undermining of networks and support systems has been icentified as a

primary contributor fo increased stress and decline in copirg abilities

of boom commun |ty residents (Gold, 1979a).

EctablIshing an assessment and planning process can be extremely
difflcult In rural communities experiencing rapid growth (Bleiker,
1980). The complexity of changes that accompany rapic¢ growth has given
rise to the newly emerging field of soclal Impact assessment, but many

needs may not be anticipated by a particular local communitye.

Establishing an effective process for community participation and

declsion making can also be difficult. Problems include fatalistic at-

+itudes (Moen, 1980) and oldtimer-newcomer conflicts (Graber, 1974).
Distorted information and the absence of information can lead to loss
of trust and severe disruption of establ ished networks of communication

and support. New types of community and regional planning networks are

emerging, however (CGold, 1979b; Gerlach, 1976; Bradshaw and Blakely,

1979).

ASSESSING CHANGES IN SERVICE NEEDS AND DELIVERY

Health and human services are Impacted by rapid growth both

directly, through changes in the size and composition of the popula-

tion, and indirectly, through community changes which create new needs

for a variety of groups and alter commun ity expecféflons.

Questions for health and human services planners to address

include:




1)

2)

3)

What types of Information can be used to predict the an-
ticipated needs of the population? Information concerning
both the size and composition of newcomer famil]es must be ob-
tained. Experiences of communities confronting similar growth
are valuabie sources of data. In generai, rapid growth as-
soclated with population migration from metropolitan areas in-
volves newcomer famillies over age 25, many of whom have
school-aged children (Tucker, 1976) and older persons retiring
to rural areas (Beaie -and Fuguitt, 1976)+ When newcomers are
part of a construction work force, estimates become more dif-
flcg]f. Families may or may not accompany incoming workers.

The size of the arriving work force may itself be difficult to

predict, because jobs may or .may not be filled by local-

residents.

What is the estimated time frame for growth? One of the first
and most difficult tasks in the planning process Is to specify
the time frame during whlchurapld growth, or a cyéle of growth
and decline, is expected to'occur. If a boom~bust process is
anticipated, planning must include arrangements for both ser-

Il

vice expansion and eventua! reduction,

Are there ways to lessen the impact of a rapid increase in

population? Possible strategies for reducing negative impacts

include hiring as many local residents as possible for rural

industrial ization and energy development. and spreading out the

time period over which rapid growth will occur.

P




4) What will be the rate of turnover in the population? A common

problem 1In areas confronting rapid growth Is the high rate of

mobil ity of fhe new population.

5) How will the socioeconomic and cultural character of the com=-
munity change? Increased diversity has had a positive impact
in many rural communities. If tendenclies toward newcomer-
oldtimer conflict are overcome, benef its of growth can include
expansion of cultural and recreational activities to meet the
needs and Interests of a more diverse population. Heal th and
social needs and bellefs of new cultural groups must be under-

stood and respected in planning services.

6) Wha;ﬂ ;fnéné;a{ 7;upborf will be needed in planning services?
Health and human services facilities may be faced with needs
for new construction, new and dlyérslfled staff, énd expanded
outreach programs. Planners may face limitations such as a
ceiling on bonded indebtedness or resistance to passage of
bond issues == a particular problem in areas where communities
are not equally affected by rapid growth Impacts -= and may
have to obtain financial assistance through state leglslation,

private corporations, and federal government agencies.
COMMUNITY PROBLEMS CREATED BY GROWTH

Davenport and Davenport (1979) and Morris and Morris (1980) have

noted that a new balance of strains and gains, or costs and benefits,

s Introduced into a rapidly growing rurai community. These costs and

benefi4+s will be different for various groups and institutions. The
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most vulnerable groups will be those with the least to gain and the
most to lose as a consequence of rapid growth and the fewest resources

for dealing with the stress and change associated with rapid growth.

A typology of -major impacts of rapid growth identified by resear-
chers and the consequences of these Impacts for health and human ser-
vices are presefited in Tab': 1. As noted In the table, Increased
people problems are usually fcund 1in rural communities experlencng a

combination of‘populafion growth and rapid economic deveiopment, such

as recreation or energy-impacted communities. The other three impacts

-- superinflation, increased service demands, and cultural and social

change =- have been reported for growing rural communivies with or

~without rapid economic development.

TABLE 1

*

Major Impacts of Rapld Growth and Thelr Effects on Health and Human Servlices

Types of Major Impacts In Rapld Effects of Major Impacts on the Health
Growth Communities® and Human Services System ,
Superinflation Taxﬁayer revolts resulting In defeat of

bond Issues. Houslng shortages make
recrultment of new personnel dlfflicult,
Staf f seek hlgher-payling employment, which
results In staff turnover.

Service demands exceed service Hoal th and soclal services become over—
capaclties stretched, underfunded. -
Increased peopie problems Burnout of professional staff, Increased
assoclated with rapid change¥* famlly problems -~ lack of adequate

parenting, child abuse. Increased alcohol
and substance abuse. Increased juvenlle

del Inguency.
Major cheanges In communlty Rep lacement of local leadership. Oldtimer-
» culture and socclal structure newcomer blfurcation.

%This portion of the table Is adapted from J. Davenport i1l and J. A, Davenport,
eds., 1980, Iha Boam Town: Problems and Promises  In the Energy Yortex. Laramle,
Wyoming: Unlversity of Wyoming.

*#impacts associated primarily with a comblnation of popuistion and econamic growth.
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Superinfiation

A dramatic rise In prices =- superinflation -= occurs when demand
increases for a limited suéply of commodities, such as housing. This
economic change may have a number of consequences. Taxpayer révolfs
may occur as residents struggle to cope with rising costs. Housing
shortages are common and may méke recruitment of new workérs dlfflcul%.

Often human services staff seek new, higher-paying employment in the

area., High turnover may result.

The situation of servlze demands exceeding service capacities
results from both rapid increase in populaflgn and changing expecta-
tions within the community. toéél admlnlsfra%lve and elected officials
have noted that community residents coping with rapid growth become
more demanding of local services. Problems which before were handled
Informaliy now are turned over to service agencies. Administrators and

elected officials are expected +o "deal with the crisis."
People Problems

Rapid growth brings an increase in problems, such as suicide,
family violence, divorce or desertion, and alcohol and substance abuse
-]

(Kohrs, 1974). High levels ‘of stress have been reported in a study of

rapid growth communities (Welsz, 1979) ard are assoc]ated with the need

‘ for mental health servlcesA(HoImes and Rahe, 1967). A grief reaction

to rapld change, expressed by statements such as "Everything |'ve known

all my Iife Is gone," may accentuate coping difficuliies.




Isolation of newcomers also contributes to the increase in people
problems. Because of housing shortages or a community's inclination to
confine newcomers +to a particular area, new housing developments may
consist of mobile home parks on ‘the outskirts of town. Families may be
crowded together with few opportunities for social or recreational ac-
tivities. Increases in family difficulties ‘are encountered when both
parents work, often du}lng evenlng hqyrs, and adequate child care is

not available, ‘ -

While such problems {ncrease ’ln rapid growth communities, the
ability of informal support systems and public services to deal with
them may decline simultaneously. Man& problems‘can no- longer be
handled on an informal basis. As soclal services become overloaded,
staff .burnouf and high rates of +turnover may cccur. Dixon (1578) hasv

noted the phenomenon of "compassion fatigue" among ministers in her

study of the trans-Alaska pipeline impacts. Decline in the ability of

informal