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ABSTRACT 

Rural Hispanic communities in America face socioeconomic barriers that are 

costly in terms of morbidity and mortality. Explication of the community qualities that 

influence healthcare utilization of rural Hispanic populations is critical to overcoming 

these socioeconomic barriers. Yet, empirical support for community concepts and 

relational links to explain healthcare utilization in rural Hispanic communities has not 

been addressed in the nursing literature. This study sought to improve understanding of 

the inner workings and coping mechanisms within the community. 

The study was a secondary analysis of data sets obtained from a larger study 

entitled Comprehensive Multi-Level Practice Model for Rural Hispanics (CMLNP). The 

original study was conducted in four rural communities in the southwest region of the 

United States. The primary purpose of the current study was to explore and describe 

conceptual meanings of community, community health issues, and community health 

beliefs from interviews conducted in two rural, primarily Hispanic communities. 

Thematic content analysis explored the relationships between themes that emerged from 

interviews and lexical variables from computer analysis. 

The themes most frequently shared among informants in interviews reflected a 

strong belief in caring for one another, which was evidenced in their volunteerism and 

perception of community as family. Barriers to health care included transportation, 

multigenerational acquiescence, and community dependency. Computerized language 

analysis of texts demonstrated low complexity and variety scores. Language scores 

indicating ambivalence, tenacity, denial and motion were higher than the normal range. 



There was evidence of relational links between theoretical concepts and health 

service utilization. Themes from interviews were closely related to services provided, 

health education topics, and nursing diagnoses during clinical encounters. Assessment 

and screening, case management, and skilled care services were the most frequently used 

health care services. Predominant health education topics in each town concerned 

specific medical conditions, preventive health care, medications, and anticipatory 

guidance. Nursing diagnoses were related to themes concerning Graying, Substance 

Abuse, and Community Knowledge Development. 

The study explored underlying mechanisms influencing utilization of healthcare 

services in rural, Hispanic communities, confirming theoretical perspectives. 

Confirmation came through the stories of community residents who demonstrated where 

health lies in the context of their lives. 
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CHAPTER I 

INTRODUCTION 

Close examinations of the community qualities that influence the health of rural 

Hispanic populations are critical to the judicious use of healthcare resources. Rural 

communities in America face many health problems. Strategic planning for development 

is needed in order to tailor future federal policy to the needs of rural communities 

(Osgood, Cuci, & Tannebaum, 1961; Samuels, 2002). It is important to carefully consider 

community meanings. In this study, the concept of community meaning is self-described 

and includes expressions of the community identity, capacity, cultural heritage and 

interaction between groups of inhabitants living in a localized area, especially in relation 

to health care. The focus of this study was to revisit data gathered in the early 1990s to 

explore (a) definitions and descriptions of health issues, (b) health beliefs and community 

goals, and (c) concepts that influence health service utilization in rural America. It is a 

secondary analysis of data obtained from a larger study entitled Comprehensive Multi-

Level Practice Model for Rural Hispanics (CMLNP). The study was conducted in rural 

communities in the southwest region of the United States. This chapter presents the 

background on rural health service utilization with a particular focus on the CMLNP 

study and Hispanic populations. The statement of the problem, purpose, significance, 

assumptions, research questions, and conceptual definitions for the proposed 

investigation are presented. 
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Background 

In 1977, Congress passed Public Law 95-210, which was designed to support and 

encourage access to healthcare by rural residents (National Rural Health Association, 

1997). Since then, rural health care clinics have proliferated and become an integral part 

of the health care delivery system. The system of rural health clinics has lacked 

effectiveness and efficiency because critical issues regarding access, service, and 

prevention have been largely unaddressed. The CMLNP study effectively addressed these 

critical issues articulated by the National Rural Health Association (1997). 

Comprehensive Multi-Level Nursing Practice Model for Rural Hispanics (CMLNP) 

The CMLNP study (Ferketich, Phillips, & Verran, 1990) examined the influence 

of a nursing health care delivery system on health care outcomes of rural Hispanics. 

Using a quasi-experimental design, investigators tested the effectiveness of community-

based nursing services designed to prevent illness and promote good health. A healthcare 

delivery model with three components that related to the three levels of community 

health nursing was tested. 

The first component. Individual Personal Preventive Nursing (PPN) was provided 

by a community health nurse at a community-based nursing clinic. Services included 

primary care and health education, screening and assessment services, direct care, and 

illness management. The goal of the PPN was to provide holistic and client/family-

centered services. 

The second component, Group/Family Organized Indigenous Caregiving (OIC) 

health services provided for a community health nurse and lay community health workers 
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called promotoras. This system helped clients recognize health problems through formal 

and informal discussions of personal/family concerns and initial assessment activities. 

This component reflected the influences of culture based on the shared background of the 

promotoras and clients. The promotoras translated needs and concerns to health 

professionals and organized neighborhood-based women's groups and informal 

gatherings at houses. The goal of the OIC was group participation through the 

promotoras' involvement with the community in sharing the responsibility of delivering 

healthcare. 

The third component, Community Empowerment (CE) service provided 

promotoraslmxrs,mg teams for community-level advocacy. The system focused on an 

educational component that trained promotoras to conduct screening, recruit and train 

volunteers, and acquire resources for social action and community development. The goal 

of the CE was to increase community involvement, improve political activism, and alter 

social structures. 

Rural Hispanic Populations 

Over 54 million Americans, or 20 percent of the United States population, live in 

rural areas (Samuels, 2002). This population has grown faster than urban populations in 

the past 10 years (Rogers, 2000). Poverty is more widespread in rural areas (14.3 percent) 

than in urban areas (11.2 percent) and is higher among rural Hispanics (33.4 percent) 

compared to their urban counterparts (28.6 percent) (Dalaker & Proctor, 1999). Real per 

capita income in rural areas was $18,527, compared to $25,944 in urban areas in 1996 

(Gelfi, 1999). Primarily Hispanic communities' total county income is 66 percent of the 
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average for all rural counties, and total bank deposits are 56.2 percent of the national 

average for all rural counties (Samuels, 2002). 

Although the Census Bureau reported that Hispanics represented only 11.7 

percent of the population in the United States in 1998 (Campbell, 1998), they accounted 

for 25.3 percent of uninsured Americans (as cited in ACP-ASIM, 1999). Uninsured 

Hispanic residents in rural America do not have access to preventative and timely 

treatment. The uninsured have poorer health outcomes than those who are insured 

(Ayanian, 2000). Uninsured Americans are 60 percent more likely to delay prenatal care, 

3.2 times more likely to die in the hospital (Hadely, Steinberg, and Feder, 1991), and 25 

percent more likely to die overall (American College of Physicians, 1999). 

Responses to problems of poverty and greater morbidity and mortality among 

rural Hispanics by health care researchers and policy makers have been mixed over the 

last decade. Projects have focused on education and health promotion programs for both 

rural residents and healthcare providers. Programs ranging from farm safety education 

and conflict resolution to teen health concerns have been instituted (Randall, 2001). 

Mobile clinics have delivered care to remote areas (O'Sullivan et al., 2001) and 

telecommunication design projects have bridged geographical distances (Gyure, Laadt, & 

Alverson, 2001). While cooperative ventures (William, Greenwald, & Nudelman, 1996) 

and school-based health centers (Crosby & St. Lawrence, 2000) operated with reassuring 

cost efficiency, the overall cost of health care in rural America is a tremendous burden on 

states' Medicaid budgets (Samuels, 2002). 



Rural health clinics should actively serve the specific populations within areas 

designated to have a shortage of services (National Rural Health Association, 1997); yet 

currently, 84 percent of counties with a majority Hispanic population have health 

professional shortages (Samuels, 2002). There are only 5.3 physicians per 10,000 

residents versus 8.7 physicians per 10,000 across all rural counties. The CMLNP project 

was particularly responsive to the communities' needs for additional personnel and 

worked diligently to provide communities with nurse-managed health clinics (Ferketich 

et al., 1990). Studies continue to support the continuation of programs that place nurses in 

community health centers in rural counties with poor and minority populations (Samuels, 

2002). Rural health clinics contribute to the overall health of their resident communities 

by providing primary healthcare services to indigent and uninsured citizens, many times 

despite lack of reimbursement for such services (National Rural Health Association, 

1997) 

Nurse-managed health centers and outpatient clinics are a cost-effective 

alternative to clinics staffed by physicians. Nursing centers improve and extend the 

availability of services (Anderko, 2000; Anderson & Hampton, 1999; Krein, 1997; 

Wellever, 1999). Barriers to nursing practice in rural areas include lack of community 

and physician understanding about the nursing's role and lack of peer support (Lindeke, 

2001). Despite nursing scholarships available for nurses willing to work in rural areas 

following graduation, the shortage of nurses continues. Rural practice can be difficult and 

unpleasant with challenging nurse-patient encounters, hostile or apathetic clients, and 
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clients failing to return for follow-up. Notwithstanding, nurses are valuable providers of 

primary health care in rural environments (Taylor, 2000) 

Recruitment and retention of healthcare professionals to serve these communities 

is difficult, and shortages adversely influence the quality and availability of health care to 

rural populations. Congress responded in 2001 by amending the Public Health Service 

Act to establish a Nurse Corps with recruitment and retention strategies to address these 

issues (Office of Rural Health Policy, 2002). It's too early to determine if this legislation 

will make a difference. 

In summary, delivery of health care to rural, minority populations has become a 

national priority in the past decade (Office of Rural Health Policy, 2002). Rural residents 

routinely rely on rural hospitals for access to healthcare. While many hospitals have 

benefited by critical access designation (Henderson, 2000), the financial viability of 

hospital facilities continues to be threatened by declining reimbursement, inability to cost 

shift, underutilization, over-regulation, and decreasing numbers of health care providers 

(Carter, 2000). Thus, access to care continues to be a primary concern in rural America 

(Martin, 2000). 

Statement of the Problem 

Community meanings can have a profound and continuing effect on a 

community's health and healthcare utilization (Drevdahl, 2002). Cultural traditions can 

also jeopardize the health of Hispanics who must seek the advice of family members 

before getting professional care. Thus, low utilization of health care services can result 

from cultural beliefs as well as from socioeconomic barriers that may be costly in terms 
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of morbidity and mortality. Poor Hispanic workers cannot afford to pay costly medical 

bills out-of-pocket and may not qualify for federal programs such as Medicaid because 

they either lack citizenship or are financially ineligible. Yet, empirical support for 

community concepts and relational links to explain healthcare utilization for rural 

Hispanic residents are not found in the nursing literature. Conflicting literature and gaps 

exist regarding substantive determinants of healthcare utilization. Since the CMLNP 

study was conducted, health indicators of rural Hispanic communities and accessibility to 

health care have not improved. Understanding health service utilization requires 

knowledge of a community's health beliefs, health issues, identity, and goals. These were 

the focus of this study. 

Purpose 

The primary research purpose was to explore and describe conceptual meanings 

of community, community health issues, and community health beliefs from interviews 

conducted in rural, primarily Hispanic communities. The study compared themes from 

interviews to community goals established by the CMLNP research team and described 

by key informants in the interviews. Relationships among theoretical concepts that 

emerged from the interviews were discovered using an inductive, interpretive approach. 

The purpose was also achieved deductively using computerized language analysis to 

measure community attributes and compare these to the themes that emerged from the 

interviews. Finally, the study investigated the relationships among residents' perceptions 

of community health beliefs, community health issues, and community meanings and 

health service utilization. It was hoped that exploring the relationships between 



community values and community health awareness would contribute to the present 

understanding of health care utilization in rural communities. Specifically it was 

proposed that health beliefs, concept of community, community goals, and awareness of 

community health issues explain healthcare utilization. 

Significance of the Study to Nursing 

The determination of factors influencing health service utilization has significance 

for the nursing community and public health professions for several reasons. First, 

understanding health beliefs, health issues, community goals, community meanings, and 

health service utilization directly influences the context of future healthcare services and 

contributes to nursing knowledge. 

Secondly, the study documents a process of participatory action in a community-

based program that provided considerable potential for making population changes. 

While such community-wide approaches are laborious, time consuming, and produce 

small and sometimes statistically insignificant changes, the process yields profound 

health benefits secondary to diffusion effects (Green, Johnson, 1996). Resistance to 

participatory research practices persists in conventional scientific circles because 

idiosyncratic and context-specific outcomes threaten validity. Participatory research 

designs should not be discounted for their costly economies amidst the current limitation 

of contemporary statistical applications to convey sensitive and specific degrees of 

variance. 

A third reason for the significance of this study to nursing lies in its use of 

multiple methodologies. Thematic content analysis explored the relationships between 
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themes that emerged from interviews and lexical variables identified from computer 

analysis. Thematic analysis accelerates critical discourse concerning conclusions derived 

from shared discoveries in various contexts. This study's exploration of the underlying 

mechanisms influencing utilization of healthcare services in rural, Hispanic communities 

informs healthcare policy and process. It offers a view of a particular situation through 

the eyes of community residents who share what matters to them and demonstrates where 

health lies in the context of their lives. Nursing's ambition to promote healthful 

conditions that improve the quality of life, as defined by those who are affected, is central 

to this investigation. The generalizability limitations of this research and analysis are 

outweighed by the relevance exposed in the findings. Many nurses working in rural 

settings or with minority populations share similar experiences. Contributing to nursing 

discourse may stimulate a convergence of views to uncover new meanings. 

Finally, documenting the potential fact-finding impact of participatory community 

processes benefits future community intervention design decisions because the study tests 

the explanatory value of qualitative data. While this study may be instrumental in 

illustrating the parameters of determinants of health service utilization, its ultimate value 

lies in its contribution to nursing's understanding of quality of life definitions in rural 

populations. 

Assumptions 

The following assumptions influenced the design and analysis of this proposed 

investigation: 



• Nursing perceives patterns that provide opportunities for professional 

intervention. 

• Conceptualizations of community are complicated, socially constructed 

patterns of demarcations of identity. 

• Power is intrinsic to community. 

• Language expresses and disguises thought and chronicles social 

knowledge secondary to history, culture, and social structure. 

• Language contains within it social prescriptives which describe how to 

represent and interrelate concepts. 

Specific Aims and Research Questions 

The literature supports some of the relationships among study variables suggested 

by the theoretical framework. However, because of the lack of empirical work in this area 

of research, research questions ~ rather than hypotheses ~ were identified to guide this 

study. The following aims and questions directed the study: 

Aim I: Explore and describe conceptual meanings of community in rural, primarily 

Hispanic communities. 

Research Question 1: What themes of the community health beliefs, community 

health issues, and community meanings were reflected in the interviews? 

Research Question 2: Were themes from interviews reflected in community 

goals? 

Research Question 3: How were theoretical concepts interrelated? 

Aim IL Examine the relationships among themes and lexical variables in the study 
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Research Question 4: What lexical variables emerged from computerized 

language analysis of interviews with key informants? 

Research Question 5: Was there evidence of relational links among themes from 

interviews and significant lexical variables from computerized language analysis? 

Aim III: Determine if data inference could account for health service utilization. 

Research Question 6: Is there evidence of relational links between theoretical 

concepts reflected in themes from interviews and problems presented at community clinic 

encounters? 

Definitions 

Constructs are abstractions that are deliberately and systematically invented for a 

specific purpose (Kerlinger, 1986). Five constructs (predisposing characteristics, 

perceived need, evaluated need, enabling factors, and health enhancement behavior) are 

defined: 

Predisposing Characteristics: Qualities of a person or community that precede and 

motivate behaviors (Green & Kreuter, 1999) 

Perceived Need: Views held by people about their own general health and that of 

their community (Andersen, Rice, & Kominski, 2001) 

Evaluated Need: Professional judgment about a community's health status and its 

need for health services (Andersen et al., 2001) 

Enabling Factors: Qualities of the environment that facilitate action, skills, and 

acquisition of resources necessary to attain a specific behavior (Green & Kreuter, 1999) 
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Health Enhancement Behavior: Patterns of action in the pursuit of protection or 

improvement of health (Green & Kreuter, 1999) 

Concepts are abstractions based on cognitive representations of perceptible reality 

formed by direct or indirect experiences (Morse, 1995). The concepts health beliefs, 

community health issues, community goals, community meanings, cultural heritage, 

interaction between groups, community identity, community capacity, and health service 

utilization were derived from theoretical frameworks. 

Themes: Focal points and commonality of experience that became evident from 

patterns of recurring regularity within and across interviews with key informants (Morse, 

1991). 

Lexical Variables: Forty variables measured by Diction, a computerized language 

analysis package. Lexical variables measure verbal tone within text using five master 

variables, four calculated variables, and 31 dictionary variables. 

Master Variables: Five lexical variables ~ Certainty, Optimism, Realism, 

Activity, and Commonality as measured by Diction 5.0. Diction produces 31 dictionary 

variables and four calculated variables which are summated with standardization 

procedures into these five variables that capture the major tonal features of a text. The 

program also presents normative data for these five variables (Hart, 2001). 

Dictionary Variables: Thirty-one lexical variables based on word lists in Diction. 

The scores reflect attributes and verbal tone of text using computerized language analysis 

(Hart, 2001). 



Calculated Variables: Four lexical variables, based on ratios: (a) Complexity 

(characters/word), (b) Variety (different words/total words), (c) Insistence (heavily used 

words X total occurrences/10), and (d) Embellishment (adjectives/verbs) (Hart, 2001). 

Community Health Beliefs: Attitudes, values, and knowledge that people have 

about health and health services, which influence their subsequent perceptions of need 

and use of health services (Green & Ottoson, 1999). 

Community Health Issues: Public concerns regarding health and illness. These 

issues include perceptions of health problems and medical diagnoses that influence the 

community (Green & Ottoson, 1999). 

Community Goals: Well-defined, measurable results of health-related activity to 

be achieved within a specified period of time by a particular community (Green & 

Ottoson, 1999). 

Community Meanings: The cultural heritage and interaction between groups of 

inhabitants living in a localized area. In this study, the concept is self-described and 

includes expressions of the community identity and capacities, especially in relation to 

health care in and around the community. 

Cultural Heritage: Properties of a community-based culture that demonstrate 

shared values and knowledge from previous generations (McCann et al., 1999). 

Interaction Between Groups: Activity within the community that suggests either 

(a) a combined effort among community members or (b) the formation of divisive 

factions within the community (Green & Kreuter, 1999). 



Community Identity: Collective aspect of the community - the distinguishing 

features and characteristics by which the community is recognizable or notable. Identity 

includes standards or models of social or community behavior considered typical and 

expected (Butterfield, 1990; Green 1999). 

Community Capacity: The ability of the community to perform, produce, develop, 

and sustain itself independently (McKnight & Kretzmann, 1996). 

Health Service Utilization: The use of clinical services in response to problems 

and conditions (Andersen, 1995). 

Chapter Summary 

This chapter presented the background on rural health service utilization with a 

particular focus on problems faced by rural Hispanic populations. The statement of the 

purpose revealed an intention to conduct a secondary analysis of data collected during a 

previous study to describe health issues, health beliefs, and community meanings and 

concepts that influence health service utilization. The study's significance lies in its 

contribution to nursing's understanding of participatory action research and triangulated 

analyses. The study may support greater discourse among nurses regarding the 

determinants of healthcare utilization in rural, primarily Hispanic populations. 

Assumptions, research questions, and conceptual definitions were presented. 



CHAPTER II 

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

This chapter presents a critical discussion of the theoretical basis for this research. 

The overall perspective of the proposed theoretical model is prediction of health-

enhancing behaviors. Elements of the proposed theoretical framework are described in 

the following order: (a) Predisposing Characteristics: Health Beliefs; (b) Perceived Need: 

Community Health Issues; (c) Evaluated Need: Community Goals; (d) Enabling Factors: 

Community Meanings; and (e) Health Behavior: Health Service Utilization. Although 

conflicting literature and gaps exist, support for the constructs, concepts, and their 

proposed relationships is provided. 

Theoretical Models 

Two behavioral models of health guided the development of the theoretical 

framework for this study. The CMLNP group theoretically grounded their quantitative 

work with guidance from Behavioral Model of Health Services Use (Andersen, 1968). 

This theoretical framework incorporated elements associated with the structure and the 

process of care delivered as well as the outcomes expected (Verran, 1997). The theories 

specified the focal level of interest for research questions. The explanatory power of the 

conceptual components specified in the PRECEDE-PROCEDE model (Green & Kreuter, 

1999), which was based on several theoretical themes from Andersen and Aday's work, 

proved adequate to describe the CMLNP demonstration project. 
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The Behavioral Model of Health Services Use 

The theoretical model developed by Andersen and colleagues at the University of 

Chicago guided the development of instrumentation in the CMLNP study. In this 

secondary analysis, the model was consulted to specify relationships between health 

beliefs, community, perceived and evaluated need, and utilization of health services. The 

initial Behavioral Model of Health Services Use (Andersen, 1968) developed three major 

components—predisposing, enabling, and need—as predictive factors (see Figure 1). 

Predisposing characteristics were those that affected use (e.g., demographics such as age, 

gender, and race; social structural such as education, occupation, and ethnicity; and 

health beliefs including attitudes, values, and knowledge about health). Enabling factors 

included community and personal resources such as the supply of health personnel and 

health organizations, income, health insurance, and social support that may enable an 

individual or family to use health services. Finally, the need for healthcare services was 

considered an important component in the model. Need included both the perceived need 

and the need as evaluated by health professionals. Andersen viewed the model as 

interactive and dynamic, with utilization and outcomes influencing predisposing, 

enabling, and need factors. 

While the model has long been criticized as being too broad and nonspecific 

(Penchansky, 1976), Andersen (1995) has consistently defended the importance of global 

measures to inform health policy and to measure the effects of policy changes. Yet, 

Andersen and his colleagues (Aday, Andersen, & Fleming, 1980; Andersen, Kravits, & 

Anderson, 1975; Andersen & Newman, 1973) subsequently included factors influencing 
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the healthcare system (policy, resources, and organization), specific indices of the 

use of health services (type, site, purpose, and time interval), and consumer satisfaction 

as the explicit outcome of health services in terms of convenience, availability, financing, 

provider characteristics, and quality (Figure 2). 

Concepts within the model as it evolved in the 1990s appear to be poorly defined. 

Revisions to the model accommodated contextual influences of the physical, political, 

and economic environment (Phillips, Morrison, Andersen, & Aday, 1998) following 

interim discussions regarding social justice and equitable access to health care (Andersen, 

1995) (Figure 2). Perceived health status and evaluated health status were added as 

outcomes with feedback loops to behavioral and population constructs. Andersen, Rice 

and Kominski (2001) described perceived health status as "how people view their own 

general health and functional status" (p. 8). Evaluated health status is measured by 

reports of perceived health status, symptoms of illness, and disability. These conceptual 

definitions do not adequately measure changes in the clients' health status resulting from 

personal health practices and health service utilization. Instead they describe an 

overarching construct for descriptions of individual and community health issues and 

thus supported the formulation of the conceptual model for this study. 

The Behavioral Model of Health Services Use model displays multiple levels of 

analysis which adversely influence its operational adequacy. The environmental variables 

are measured at the aggregate level from units as small as the family to units as large as 

national health care systems. Other variables such as personal health beliefs and 

consumer satisfaction are measured at individual levels (Andersen et al., 2001). 
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The potential for misspecification is evident as investigators may attribute a relationship 

to a level other than the actual responsive unit (Rousseau, 1985). Additionally, reports of 

measurement error in the dependent variable, low explained variance, and exclusion of 

psychosocial variables suggested an improperly specified model (Rohrer, 2000). For 

these reasons, the PRECEDE-PROCEED Model, which evolved from Andersen's model, 

was adapted. 

The PRECEDE-PROCEED Model 

Green and Kreuter's PRECEDE-PROCEED Model was developed by integrating 

elements of Andersen and Aday's Behavioral Model of Health Services Use with 

elements of the well-known Health Belief Model (Hochbaum, 1956; Rosenstock, 1974) 

to explain health care utilization and preventive health behavior (Andersen, 1995, p. 2). 

The PRECEDE-PROCEED Model has been utilized as a basis for many studies regarding 

compliance of medical regimes (http://www.lgreen.net/bibliography/complian.htm). 

Applications of the model have been successful in communities (Daniel & Green, 1995; 

Kreuter, Lezin, & Green, 1998), work settings (Dedobbeleer & German, 1987; DeJoy, 

Murphy, & Gershon, 1995), and schools (Bamett, Neibuhr, & Baldwin, 1998; Flynn, 

Worden, Seeker-Walker, & Badger, 1992; Marx & Wooley, 1998). Research with this 

model has influenced planning and policy decisions in the United States and throughout 

the world over the past 30 years. The model is based on several assumptions: 1) Multiple 

factors promote health and cause health risks, 2) efforts to affect behavioral, 

environmental, and social change must be multidimensional or multisectoral, and 3) 

health promotion activities and resources can be deployed to change root causes. 

http://www.lgreen.net/bibliography/complian.htm


In this framework (see Figure 3), the thought process begins at the outcome, 

quality of life, and proceeds inductively. The model first examines social and situational 

context by assessing the concerns to the target population. The CMLNP project 

accomplished this by involving the community in a self-study of their needs and 

aspirations at town meetings, in interviews with key community members, and through 

the participation of promotoras. The project completed an epidemiological process and 

generated a selection of goals and health problems that contributed to the concerns noted 

in Phase 1. In Phase 3, the project determined the utilization and consumption patterns of 

health care in the community. Coping patterns, self-care modalities and health seeking 

behaviors were elicited. The model links these determinants to educational and ecological 

features of the process of obtaining health services. Green (1999) defined predisposing 

factors, reinforcing factors, and enabling factors in Phase 4 differently than Andersen and 

Aday. Andersen and Aday defined predisposing characteristics as demographic factors 

such as age and gender and the social structure of a community such as education, 

occupation and ethnicity. The model does not adequately address social networks, social 

interactions, and culture (Bass and Noelker, 1987; Guendelman, 1991; Portes, Kyle, and 

Eaton, 1992). 

While the PRECEDE-PROCEED Model is predicated on a substantive body of 

work by Green (1970) regarding the influence of sociodemographic factors on health 

behaviors, these have been "set aside" (Green and Kreuters 1999, p. 157). 

Sociodemographic factors are not appreciably altered by most short term, locally 

instituted health promotion programs. Thus, the core of this model is the inclusion of 
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awareness, knowledge, beliefs, values, and attitudes. That is, people will act if they know 

why they should act and have the essential information regarding the actions necessary to 

accomplish their goals. Logically, Green and Kreuter (1999) linked predisposing factors 

directly to such enabling factors as the availability and accessibility of health resources, 

community commitment to health, and health-related skills. Reinforcing factors from 

such influences as family, teachers, peers, healthcare providers, and community leaders 

affect enduring lifestyle patterns. These in turn affect political advocacy, consumer 

demand, and community action through the mediating effects of communication. 

Using the information from the foregoing assessments, methods and strategies 

were selected to launch a community intervention in the CMLNP project. Free clinic 

services were provided by nurses in four rural communities. Community participation in 

the development of the intervention demonstrated the process depicted by the Precede 

segment of the model. Each community developed an advisory board to name the clinic 

and devise criteria for hiring personnel. The pre-implementation data were collected in 

interviews with community members and from windshield surveys. Community members 

refined the survey instrument, which indexed the health status of individuals. 

In Phases 6, 7, and 8, the model deductively tracked the CMLNP evaluation path, 

examining the effect of the intervention on each integral construct corresponding to the 

assessment steps in the PRECEDE components. Evaluation occurred at three levels: 

process, impact, and outcome (Green, 1999). Process evaluation examined all program 

inputs, implementation activities, and stakeholder reactions (Rossi, Freeman, & Lipsey, 

1999). Valuable data about the quality of intervention elements allowed CMLNP 



program administrators to document ways in which staff were deployed to request further 

support, and to demonstrate program accomplishments while the study was underway. 

The PRECEDE-PROCEED Model indicates that process evaluation is a valuable adjunct 

to impact evaluation. 

The PRECEDE-PROCEED Model distinguishes between impact evaluation and 

outcome evaluation. Impact evaluation assesses the immediate effect the program has on 

target behaviors and their predisposing, enabling, and reinforcing antecedents. The 

behavioral and educational objectives generated in phases 3 and 4 of the PRECEDE 

planning process provides the foundation for evaluating program impact. The CMLNP 

study examined health service utilization to assess program impact. Interviews were 

conducted pre-intervention. 

The final phase of the model is outcome evaluation. The CMLNP study 

examined such outcomes as health service utilization and patient satisfaction (Ferketich 

et al., 1990). Outcome measurement is dependent upon specificity, precision, effect size, 

and sample size (Green & Ottoson, 1999). 

Variables 

The theoretical frameworks provided by the Behavioral Health and PRECEDE-

PROCEED models offered key variables and clear propositions to support research 

questions for this exploratory study. Data derived addressed five concepts, which are 

illustrated with corresponding construct and referential source in Table 1 and 

conceptually in Figure 4. Each element in the theory is described next. 
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Table 1 

Theoretical Classifications 

Construct Concept Referential Source 

Predisposing Health Beliefs 
Characteristics 

Interview analysis 

Perceived Need Community Health Issues Interview analysis 

Specific Medical Conditions 

Evaluated Need Community Goals Interview Analysis 

Grant Goals 

Enabling Factors Concept of Community Interview analysis 

Health Behavior Health Service Utilization Interview Analysis 

Encounter Forms 
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FIGURE 4: CONCEPTUAL MODEL 
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Predisposing Characteristics: Health Beliefs 

A predisposing characteristic is a construct defined as any factor that motivates a 

patient's, consumer's, student's or community's behavior (related to health) prior to the 

occurrence of the behavior (Green & Ottoson, 1999). Andersen, Rice, and Kominski 

(2001) distinguish between characteristics that are individual determinants of behavior 

(e.g., health beliefs, social, and demographic factors) and those that are contextual (e.g., 

policy, financing, and organizational) (Robert, 1999), which are measured at some 

aggregate level. The units of measurement may be leveled at families, workgroups, 

organizations, provider plans, communities, or metropolitan statistics. Individuals may be 

related to these levels of measurement through membership or residence. 

At a less abstract level, health beliefs are predisposing determinants of health-

related behaviors that may occur at both the individual and contextual levels. Health 

beliefs are attitudes, values, and knowledge that people have about health and health 

services that might influence their subsequent perceptions of need and use of health 

services. "Health beliefs provide a means of explaining how social structure might 

influence enabling resources, perceived need and subsequent use" and have not been 

conceptualized and measured adequately in the literature (Andersen, 1995, p. 5). 

Attitudes are constant feelings with an evaluative dimension directed toward an 

object, person, or situation (Mucchielli, 1970; Osgood et al., 1961). Thus, attitudes can be 

measured in terms of favorability and strength. Attitudes are complex phenomena that 

may be simultaneously determinants, components, and consequences of beliefs, values, 

and behavior (Green & Ottoson, 1999). 
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Values are defined by Green and Kreuter (1999) as "preferences shared and 

transmitted within a community" (p. 510). Similar to attitudes, values underlie the 

evaluative dimensions of perceptions about specific behaviors. Community values are 

closely associated with behavioral choices. Discovering values within a community is an 

important basis for analysis of predisposing factors. Values may reflect prevailing 

political perspectives within a community (Andersen et al., 2001). 

Awareness of health-related information increases knowledge and may favorably 

influence health-related behaviors. Information in some cases may be all that is needed to 

promote behavioral health changes (LaCoursiere, 2001; Martin, Scheet, & Stegman, 

1993; Ware, 1984). 

Attitudes, values, and knowledge form world views and influence behavior. A 

community's evaluative judgments regarding what is fact or fiction determine what is 

considered legitimate knowledge. This process influences adoption of policy, political 

practice, planning, and community outcomes. Conflicts of values, attitudes, and 

perceptions occur frequently in communities causing resistance. Communities need to be 

examined with an appreciation for diverse ideas and practices with objectivity and 

openness. 

Perceived Need: Health Diagnoses and Community Health Issues 

Perceived need describes community members' perception of their general health 

and functional state (Andersen et al., 2001). Perceived need is a social phenomenon that 

is influenced by predisposing characteristics, such as attitudes, values, and health beliefs. 

Perceived need in this study will include individual needs (medical diagnoses) as well as 



contextual need characteristics such as environmental needs within the immediate 

physical environment (community health issues). Knowledge concerning cost-benefit, 

social impact, and environmental impact assessment influence a community's perception 

of need. Knowledge of perceived need offers insight into a community's care-seeking 

process and healthcare behavior. 

Community health issues are the specific health problems that community 

members decide deserve attention. They are reaffirmed by linking social and 

epidemiological information, and observing their impact on health and community in a 

planning process, which produces evaluated need (Green & Kreuter, 1999). Rural 

populations have a poorer perception of their overall health and functional status. They 

are less likely to engage in preventive behavior than their urban counterparts, which 

increases their risk exposure. They are less likely to wear seat belts or have regular blood 

pressure checks and Pap smears. Ultimately, these health behaviors adversely influence 

their functional level and self-care activities (Lee, 1998). 

Evaluated Need: Community Goals 

Evaluated health status is dependent upon the judgment of the professional. It is 

based on established clinical standards and objective measures (e.g., population health 

indices such as mortality and morbidity rates and prevalence of disease and disability). 

Andersen and colleagues (2001) did not believe evaluated need was a valid or reliable 

measure of biological science because it reflects social components and varies with 

practice patterns, clinical guidelines, and professional expertise. In the Behavioral model, 

evaluated need is directly related to the type and extent of intervention offered to 



community members. Logical expectations of the model are that knowledge of perceived 

need helps us to understand care-seeking and adherence to a medical regimen, while 

evaluated need is more closely related to the kind and amount of treatment that is 

provided after a patient has presented to a medical care provider. 

Enabling Factors: Community Meanings 

Primary definitions of community in nursing literature place location as a minor 

component to human relationships (Baldwin, Conger, Abegglen, & Hill, 1998). 

Butterfield (1990) contended that such community characteristics as cultural heritage, 

social roles, and economic situations have more profound influences on health behaviors 

than interactions with health care professionals. Community meanings have changed 

from the limited view that constitutes the physical boundaries of a community to 

consideration of social norms, organizational interactions, and capacity (Green, 1999; 

McKnight & Kretzmann, 1996). 

Once a simplistic, straightforward concept with perceptible boundaries, notions of 

community have evolved through critical perspectives yielding new paradigms that 

challenge dissective methods of community assessment systems. Constructing limiting, 

well-defined categories has narrowed and limited nursing's understanding to satisfy its 

preference for predictability and orderliness (Drevdahl, 2002). Searches for innovative 

methods that illuminate the strategies and patterns of the everyday experience of 

community challenge nursing research. Participation in thoughtful, candid conversations 

with community members about their experiences improves nursing understanding and 

outcomes (May, Mendelson, & Ferketich, 1995). Complexity as well as the expected 
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comforts of conformity can be uncovered in genuine encounters witii persons in 

community. Thus the investigative process in this community research was characterized 

by uncertainty as the researcher explored the data and offered explanatory 

categorizations. Moving through the community analysis with multiple methods offers 

little knowledge of the outcome, but that is congruent with the nature of community -

ever dynamic and unpredictable. Community inquiry naturally leads investigators to 

anticipate greater levels of complexity and greater proximity to inimitable perspectives 

that reflect a community's uniqueness. 

Contradictory meanings of the community result in varied expectations of health 

behaviors. Meanings ascribed to community by evaluated need have been found to "de

personalize, homogenize, and ultimately distance" nursing from those intended to be 

served (Drevdahl, 1999). Using interpretive and emancipatory methodologies, Drevdahl 

(1999) found discrepancies in the meanings of community between clinical 

administrators and staff and women who used the services. While the community 

members spoke about community as a process that made feeling connected with others 

possible, clinical personnel referred to community as the target of their services. While 

staff described a community of limited economic, physical, educational, and 

psychological resources, community members spoke primarily of their abilities to support 

one other. 

Health Behavior: Health Care Utilization 

Most conceptual frameworks used to analyze health service utilization are based 

on the model developed by Andersen (1995) and Aday (2001). The basic elements of the 
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model have been discussed previously. Health service utilization is primarily influenced 

by the availability and accessibility of effective, coordinated health care and social 

services in rural communities (Health and Human Services Rural Task Force, 2002). 

Services in rural communities provide not only healthcare but also employment. Fifteen 

to twenty percent of jobs in many rural communities are generated by health service 

providers (Rural Policy Research Institute). The presence of health care services also 

attracts new businesses and commerce, which supports the economy. 

Despite resourcefulness and resilience, health service providers in rural 

communities are faced with difficult challenges. Access to home health services (Adams, 

Corbett, & Michel, 2000; Kermey, 1993) and specialty care (Winters & Mayer, 2002) is 

substantially lower in rural areas than in urban markets. Inadequate service coordination 

due to population dispersion and persistent specialization exacerbates the fragmented 

continuity of care (Pindus, 2001). Federal funding based on standardized costing methods 

does not cover rural services which have lower volumes of patients at higher fixed costs. 

Federal employment programs disadvantage residents because they cannot access such 

supplementary services as day care, transportation, and substance abuse and mental 

health counseling. 

While rural residents assess their health less favorably than urban residents and 

have higher rates of cancer, diabetes, hypertension, arthritis, and cardiovascular disease 

(Bushy, 1998; Edelman & Menz, 1996; U. S. Department of Health and Human Services, 

1994; Yawn, 1994), they seek healthcare less often (Braden & Beauregard, 1994). Rural 

infrastructure barriers to health service utilization include the lack of affordable 



transportation. Geographic distance significantly raises the cost of delivering services, 

and road conditions and weather impede accessibility. Workforce shortages experienced 

by the rest of the country are especially severe in rural communities (Health and Human 

Services Rural Task Force, 2002). 

Solutions to these problems have come from developments in technology and 

from research projects such as the CMLNP study. Telemedicine has been developed in 

recent years to manage distance and workforce problems. The University of Arizona 

Telemedicine Program has linked 38 sites in 22 rural communities to efficiently improve 

access to specialty care (http://www.researchedge.com/MBTAS/appendix4_12.html). 

The program has lowered the cost of care by nearly 80 percent (Weinstein & McNeil, 

2001). Communities require the technological infrastructure to support such options. 

Health care utilization in rural settings is dependent upon creative solutions. 

Health education programs to combat violence (Gadomski, Tripp, Wolff, Lewis, & 

Jenkins, 2001), community psychology programs for stress reduction (Gerrard, 2000), 

and the Medicare critical access programs (Reif, 1999) to maintain services in rural areas 

are fostering collaborative efforts for participation, support, and cost-effective outcomes. 

New community nursing models that focus on the use of advanced practice nurses and 

alternative modalities of care (Ruka, Brown, & Procope, 1997) show promise for 

increasing healthcare utilization in rural areas. 

The design development of rural health service delivery systems requires 

contextual considerations. National programs that adapt template designs to local 

conditions are not likely to influence patterns of utilization. The delivery of health 

http://www.researchedge.com/MBTAS/appendix4_12.html


services needs to consider methods that are amenable to the attitudes, beliefs, and values 

of the community residents (Karim, 1997). Traditional medical programs have failed to 

address the bulk of preventive needs. Rural health service utilization is a critical problem 

and solutions must address its complex nature comprehensively from the perspective of 

the community. In addition to a community needs assessment, an explanatory component 

is necessary to reveal perceptions of community, awareness of community health issues, 

and aspirations. This study examined these issues. 

Chapter Summary 

This chapter provided a literature review of the elements described at the 

construct and concept levels of the theoretical framework. Two behavioral models 

formed the framework for this study; (a) The Behavioral Model of Health Services Use 

developed by Andersen (1995) and (b) the PRECEDE-PROCEED Model developed by 

Green and Kreuter (1999). The Behavioral Model of Health Services Use provided the 

framework for instrumentation used in the CMLNP study. Consequently, the model was 

consulted for conceptual definitions and relational links in the current study. Since the 

original study was conducted, the model has increased in complexity but continues to 

lack conceptual and operational adequacy. While some definitions were taken from the 

Behavioral Health Model, the PRECEDE-PROCEED Model supported more of the 

conceptual definitions and links between health beliefs, community issues, and 

community meanings. 
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CHAPTER III 

METHODOLOGY 

This chapter describes the research methodology utilized in this investigation. A 

discussion of the research design and setting, and the measures taken to protect human 

subject rights follows. A description of the samples and methods of data collection is 

presented for each data source. The analysis for each of the three study aims is explained. 

Research Design 

The research investigation was a secondary analysis of data collected during the 

Comprehensive Multi-Level Nursing Practice Model for Rural Hispanics (CMLNP) 

study to explore and describe conceptual meanings. The purpose of the primary study 

was to test the effectiveness of the CMLNP Model, which included three intervention 

levels (personal preventive nursing, organized indigenous caregiving, and community 

empowerment) in a rural, primarily Hispanic population. Variables and relationships 

among variables previously unanalyzed were examined using a nonexperimental, 

descriptive design. While ex post facto research attempts are problematic, it was thought 

a triangulated analysis could determine if data conformed sufficiently to the underlying 

model to justify explanatory inferences. 

The methodology for this research was both inductive and deductive. The design 

was both exploratory and explanatory in nature. The process began with an examination 

of the PRECEDE-PROCEED and Behavioral Health models to specify constructs and 

concepts that explain health service utilization. The PRECEDE-PROCEED Model is 



supported by relational patterns of behavior and accepted principles of health care 

utilization. Its theoretical logic demonstrates plausibility because relationships in other 

contexts have occurred with regularity. The inductive process of identifying themes that 

emerged from interviews allowed for rich descriptions and explorations regarding 

relationships among theoretical concepts. The deductive process was supported by a 

computerized language analysis. This was an appealing modality to further explore the 

interviews and discover additional meanings and explanations within the interviews. The 

combination of these complementary strategies acknowledged the influence of evidence-

based concepts derived from theoretical frameworks as well as additional mechanisms 

proven consistent and accurate in other contexts. The interaction of inductive and 

deductive processes provided investigational simplicity as well as diversity. 

Setting 

Information about the setting and sample was taken from the CMLNP study with 

permission (Appendix A) (Ferketich et al., 1990). Mammoth and Hayden/Winkleman 

were the sites selected for this research. These towns are located in the eastern, 

mountainous region of Pinal County, Arizona, which encompasses 5,370 square miles 

(http://www.arizonan.com/PinalCounty/index.html). The 2000 Census population for 

Pinal County was 179,727 (http://www.census.gov/Press-

Release/www/2001/tables/az_tab_6.xls). This represented a 54 percent increase in 

population since 1990. The population of Arizona experienced a 40 percent increase 

during the same period. The major industry in Pinal County in the early 90s was mining 

which has been in decline over the previous decade. Nearly 30 percent of Pinal County 

http://www.arizonan.com/PinalCounty/index.html
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residents were Hispanics in 1994, a percentage that persists today (Census data, 2000). 

The following is a description of the two towns with some facts taken from the CMLNP 

study (Ferketich et al., 1990). 

Mammoth 

Mammoth is 40 miles northeast of Tucson. In 1990, the population of Mammoth 

was 1,845 (Arizona Department of Commerce, 2002). It was a quiet rural town with 

century-old adobe buildings and a rich mining history. The Pinal County Health 

Department (PCHD) was the major institution providing health care services. The PCHD 

offered one examining room and one office for a 0.5 PTE community health nurse to 

conduct office hours (four hours, twice monthly) and home visits. There was no full-time 

physician to provide service. 

Hayden/Winkelman 

Hay den and Winkleman are two towns located near each other on the border of 

the Pinal and Gila counties about thirty miles north of Mammoth. The combined 

population of Hay den and Winkleman was 1,583 in 1990 (Arizona Department of 

Commerce, 2002). There was a physician's office, which served these towns and a nurse 

from Keamy who provided home visits. In the remainder of this paper, the two towns 

will be referred to collectively as Hayden. 

Protection of Human Subject Rights 

This secondary analysis was approved by the University of Arizona Human 

Subjects Protection Program (Appendix B). The protocol was exempt from review by the 
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Institutional Review Board. Data and subject identifiers were coded so subjects could not 

be identified from the data set. 

Data Sources 

The data sets for this study consisted of (a) transcripts from interviews with key 

informants, (b) community goals derived from the CMLNP study and key informants 

during the interviews, and (c) aggregated data from clinical encounter forms. 

Descriptions of the sample and data collection process will be presented for each data 

source. 

Interview transcripts 

Sample 

Transcripts from 14 interviews in Hay den and 15 interviews in Mammoth with 

key informants were analyzed. The inclusion criteria were (a) the subjects were voluntary 

participants and (b) they were residents of one of the two rural communities. Subjects 

were identified through networking techniques and included formal leaders such as the 

mayor and town council members, town manager, and persons in positions of influence 

in educational, industrial, medical, and religious sectors of the community. These 

individuals, in turn, identified members of old families, town philanthropists, youth 

leaders, leaders in women's groups, business owners, activists, and concerned citizens 

who were subsequently interviewed. 

Interview Data Collection 

Informal, semi-structured interviews were conducted by the primary investigators 

and two other nurses between January and November, 1991, in the communities. The 



interviews were tape recorded and transcribed verbatim for analysis. The interviews 

included the following questions: 

1. Tell me about your town. What is its history? What is important for a 

newcomer to know about your town? 

2. What are the strengths and weaknesses of your town? 

3. What are the most important problems facing individuals in your town? 

4. Tell me about the health care in your town. Where do people go for health 

care? What are the biggest problems in obtaining health care for people 

living in your town? 

5. What do you see as the most pressing health problems in your town? 

6. If you were to change one thing about your town, what would it be? 

7. How would you get something done in this town? How would you go about 

it? Who would you need to have on your side? What would be the major 

obstacles you would anticipate? 

8. What was the biggest change that has occurred in this town since you've 

lived here? Tell me about how it happened and who was involved. 

Community Goals 

Sample 

Goals were acquired from two sources: 1) Content analysis of key informant 

interviews and 2) Goals written for the grant. Goals written for the grant were derived 

from interviews with key informants in each town as well as data available about health 
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problems from the Arizona Department of Health Services, and historical documents 

from local libraries were also consulted. 

Data Collection 

Data were compiled into a community assessment for each town that included 

both strengths and weaknesses. They were presented to the Pinal County Health 

Department (including the promotoras who were long time residents). A nominal group 

process identified major problems with priorities, which were fashioned into health-

related goals. The goals were presented to a community advisory group, which made very 

few modifications (personal communication, Linda Phillips, 09/29/02). 

Clinical Encounter Database 

Sample 

A clinical encounter database from the original CMLNP study held information 

about 1,942 clinic encounters between July, 1992, and June, 1993. These encounters were 

the closest to the time of the interviews. The data provided information about services 

provided, health education, and nursing diagnoses. This aggregate information indicated 

how residents were using healthcare services. Eighty-three percent of the subjects were 

Hispanic and 52 percent of the respondents were female. The inclusion criteria were (a) 

subjects were patients at the facility and (b) they voluntarily consented to participate in 

the study. 

Encounter Data Collection 

The Public Health Nursing Encounter Form (Appendix D) was used by the project 

staff, which included registered nurses, trained clinic clerks, and promotoras. The staff 
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asked the clients for information and recorded the information directly on the forms. The 

clinical encounter database provided a measurement of health service utilization for each 

community. Items for analysis included the service provided, health education, and 

nursing diagnosis. "Service provided" indicated what care was given during the 

encounter. "Health education" detailed the teaching completed with the client. "Nursing 

diagnoses" indicated what nursing diagnosis was assigned to the client. The aggregate 

data were available in written copy only. 

Data Analysis 

Analysis for Aim I 

The primary aim of the study was to explore and describe conceptual meanings of 

community in rural, primarily Hispanic communities. Themes from interviews regarding 

the community health beliefs, community health issues, and community meanings were 

identified and compared to community goals. Evidence of the interrelationships between 

concepts from the theoretical framework was examined. 

Content Analysis 

Once the primary domain of mass communication research, advances in content 

analysis have evolved through interdisciplinary collaborations and have emerged to 

support new theoretical models, methodological approaches, and technological 

innovations. Language analysis via content analysis allowed the contextual richness of 

the data to be examined while offering dimensions of precision and control. Content 

analysis is an important tool for acquiring knowledge regarding characteristics or 

experiences of individuals or groups (Neuendorf, 2002). 



A specific process of thematic content analysis described by Weber (1995) and 

Neuendorf (2002) was used. The units of analysis were words and phrases, which 

represented themes within documents provided by the CMLNP project of community 

goals for each town, goals of the project, and community interviews. Thematic text 

analysis was adapted from Neuendorfs Flowchart for the Typical Process of Content 

Analysis Research (p. 50) (see Figure 5). Theory and rationale, conceptualization, 

operationalization measures, manual coding and conceptual mapping, tabulation and 

reporting, and results of reliability testing will be described for the content analysis. 

Theory and rationale. 

In previous chapters, the theory, rationale, and philosophical orientation 

supporting this investigation demonstrated the significant importance of predicting 

factors that influence health service utilization. An integrative model was illustrated so 

that content analysis might link the data to conceptual relationships. 

Conceptual ization. 

The primary variables were conceptually defined. Research questions were 

identified which focused the scope of study on specific theoretical concepts. A 

continuous process of manually and electronically screening the data and content added 

certainty that conceptual categories were broad enough to capture the data. They also 

needed to be specific enough to support comprehensive and thorough analysis. Reliability 

assessments were conducted to determine the degree of consistency in the classifications 
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Tabulation and Reporting 
Univariate cross-tabulations 
Attempts to construct validity 

Manual Coding Schemes 
Create a codebook with variable measures 

Devise a coding form 

Conceptualization Decisions 
Identify variables and define conceptually 
Screen example of content to gain perspective 

Manual Coding 
Code the data 

Establish intercoder reliabilify with 10% of the sample 
Calculate a reliability figure for each variable 

Reliability 
Determine if there is agreement in coding 
Note reliability on each variable 
Revise codebook, coding form, and 
dictionaries 

Computer Coding 
Prepare text for analysis 
Apply dictionaries to the text 

Generate a per-unit frequency for each dictionary 
Spot check validation 

Computerized Coding Schemes 
Create a codebook with explanation of dictionaries 
Generate a list of frequencies for keywords and 

phrases in text related to concepts 

Select a dictionarv 

Theory and Rationale 
Determine content to be examined with rationale 

Identify supporting theories 

Conduct a critical review of literature 

Create model to link content analysis with other data 

Identify research questions 

Operationalization Measures 
Determine unit of data collection 

Determine if variables are at a high level of measurement 
Determine if categories are exhaustive and mutually exclusive 
Develop an a priori coding scheme describing all measures 

Assess face and content validitv 

Figure 5. Stages of Content Analysis 
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made by several raters. This process determined if the concepts could be reliably 

categorized. 

Operationalization measures. 

The process of creating and defining categories described the concepts under 

investigation. Data were placed into groups of conceptual categories and identified by 

themes. The relationship of themes to community goals and the relationship between 

concepts were explored (Weber, 1995). Continued use of relevant theory and literature, 

research findings, and preliminary data analysis informed the process. Although it was 

not possible to anticipate all the categories that emerged from the data, an exhaustive list 

of mutually exclusive categories (Carmines & Zeller, 1979) was generated to support 

conceptual clarity, minimize the influence of confounding variables, and augment the use 

of a computerized language analysis program. 

Face and content validity were relied on heavily in this analysis. A thorough 

search of the literature was conducted to identify proper dimensions and meanings of 

conceptual categories. This ensured the category scheme was justified theoretically. The 

concepts appeared to be core topics of content within the text of interviews. Additionally, 

content validity was supported by the primary investigators of the CMLNP project who 

approved the adequacy of these conceptual categories and provided the transcripts for 

analysis (Nurmally, 1978). Operationalization of measures supported inferences that there 

were relationships between the constructs and concepts within the theoretical framework 

being investigated. 



Manual coding and conceptual mapping schemes. 

Manual coding was completed by closely reading each transcript and identifying 

themes from interviews that reflected concepts from the theoretical framework. 

Conscientious deliberation supported measures of conceptual meanings. The text was 

coded for thematic units, which were placed into conceptual categories from the 

theoretical framework. Coding definitions and coding forms were created to assist 

categorization and data tracking. Coding results were referenced on the transcripts using 

word processing software, and recorded using the Statistical Package for the Social 

Sciences (SPSS). The record provided an audit trail to track decisions during the 

investigation and to verify the accuracy and origins of study results. 

Conceptual mapping (Neuendorf, 2002) was used to investigate relationships 

between theoretical concepts evident in interviews. First, the themes from the text 

indicating important concepts were extracted. Secondly, the direction of associative 

relationships was plotted between concepts and visually inspected. The resulting 

conceptual map reflected knowledge of the conceptual field and analyzer's point of view. 

This analysis discovered patterns of usage and co-occurrence of theoretical concepts. 

Map analysis provided a method to display the contextual themes, which supported 

discussions about the relationships between theoretical concepts. 

Tabulation and reporting. 

Frequency tables of thematic units within conceptual categories were 

electronically generated. The analysis examined (a) the fi-equency of themes within the 

conceptual classification system and (b) the validity of the conceptual classification 
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system. The theoretical concepts being investigated were evaluated for links to themes 

emerging from the data. The study considered three forms of validity assessment; 

hypothesis validity, construct validity, and predictive validity. 

Hypothesis validity is the extent to which the analysis is congruent with 

theoretical arguments. The validity of the themes emerging from the study was 

determined by the degree to which the researcher and coders were able to establish 

correspondence between the data and theoretical concepts (Cavanagh, 1997). 

Results of Reliability Testing 

Two forms of intercoder reliability were considered in this content analysis: 

conceptual and thematic reliability. The process supporting conceptual reliability 

supported the process of ascertaining reliability among themes. 

Conceptual reliability. 

Weber (1990) noted reliability problems can result from the ambiguity of word 

meanings, category definitions or other coding rules. It was important to recognize that 

the people who worked closely on the project established shared and hidden meanings 

about the data. In order to avoid this, a set of explicit recording instructions were 

presented to coders unfamiliar with the study to meet reliability requirements. 

Inter-coder reliability was determined by four raters asked to classify 29 samples 

of text into discrete, conceptual categories. The results were analyzed using Cohen's 

kappa. Cohen (1960) noted three assumptions which need to be satisfied in using kappa; 



1) The units must be independent. For example each statement that was coded 

was independent of all others and no statement was coded in more than one conceptual 

category. 

2) The categories of the nominal scale must be independent, mutually exclusive, 

and exhaustive. The categories demonstrated independence and exclusiveness by 

moderate to substantial agreement in reliability tests. Attempts to determine if the 

categories are mutually exhaustive were less rigorous. The conceptual categories 

appeared exhaustive of all the types of community interaction and influence offered by 

the interviews. Every statement reflected aspects of a particular conceptual category. 

3) The raters must operate independently. No raters worked together to achieve a 

consensus about what category they chose. 

Kappas between each rater and the primary investigator ranged from .59 to .64 

with an average of .62 (SD = .03), representing the lower range of substantial agreement 

(Landis & Koch, 1977). Average kappas between pairs of raters was .59 (SD = .10), 

representing the higher range of moderate agreement. 

Since the reliability measures were satisfactory, it was not necessary to revise the 

coding scheme. However, category definitions and rules were reexamined (Hickey & 

Kepping, 1996), because the trial coding identified problems with the concept Social 

Norms. Social Norms was frequently confused with Community Identity and Health 

Beliefs. Complete agreement in this category with one coder who was an expert in 

qualitative methods in social sciences ensured that the coding system was valid. It was 

felt Social Norms added a valuable dimension for understanding the communities. Thus, 
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the data were included within the category Identity. The process of discerning reliability 

issues supported subsequent strategies for the resolution of coding ambiguities. 

Thematic reliability. 

Analysis of the interviews and goals revealed themes related to the health beliefs, 

health issues, and community meanings. The units of analysis were thematic units 

consisting of words and phrases. Each thematic unit was considered to be one unit of text 

containing an action, thought or target that was exclusive, clear, and specific (Weber, 

1995). Careful reading of thematic units in context suggested descriptive labels that 

evolved into themes. Recurring themes and emerging patterns identified and described 

interrelationship between themes in the text and concept categories (Lincoln and Guba, 

1985). Ten percent of the sample was manually checked with an additional coder to 

ensure credibility and consistency of inferences to support or refute theoretical 

arguments. Intercoder reliability demonstrated an acceptable level of agreement (84%) 

with respect to identifying themes within categories. 

Analysis for Aim II 

The second aim of the study was to examine the relationships between themes and lexical 

variables. Lexical variables emerged from computerized language analysis of interviews 

with key informants. Relationships between themes manually coded from interviews and 

variables that emerged from computerized language analysis were described. 

Computerized Language Analysis 

Diction 5.0, a dictionary-based, computer software package, examined the text for 

attributes and verbal tone (Hart, 2000). Diction 5.0 uses 31 dictionaries to search a text 



for 40 variables. The dictionaries have the following properties: (a) They range in size 

from 10 words to 745 words; (b) they contain only individual words rather than phrases; 

(c) they are mutually exclusive without duplication across dictionaries; (d) they treat 

homographs via statistical weighting procedures; and (e) they produce both raw and 

standardized scores for each dictionary and convert data for compatibility with SPSS for 

analysis. Five master variables summate 31 dictionary variables and four calculated 

variables (Appendix C), and search the text for qualities of certainty, activity, optimism, 

realism, and commonality. Master variables and calculated variables are defined in Table 

2 (Hart, 2001). 

Box plots and distribution shapes of the data for master and calculated variables 

were examined separately for each town. Exploratory data analysis identified skewed 

distribution and outliers which were further investigated for indications of attributes and 

verbal tone outside standardized ranges. These indicators allowed the researcher to 

explore the nature of the data set and consult the transcripts for specific examples of 

attributes and verbal tone demonstrated during the interviews. 

Tabulation and Validity Reporting 

Results of the computerized coding were evaluated with SPSS. Reports of scores 

by community were generated with indicators of normative data for variables and 

language scores. Tables indicated which variables were out of normative ranges. 

The process was also examined for evidence of content validity, which is the 

extent to which the full domain of concepts was measured by the computerized coding 

process. Close examinations of variability, normality, and outliers were conducted to 
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Table 2 

Master and Calculated Variables 

Master Variable 

Certainty 

Activity 

Optimism 

Commonality 

Realism 

Calculated Variable 

Insistence 

Definition 

Embellishment 

Variety 

Complexity 

Language indicating resoluteness, inflexibility, 

completeness, and a tendency to speak ex cathedra 

Language featuring movement, change, the 

implementation of ideas, and the avoidance of inertia 

Language endorsing some person, group, concept or 

event or highlighting their positive entailments 

Language highlighting the agreed-upon values of a 

group and rejecting idiosyncratic modes of engagement 

Language describing tangible, immediate, recognizable 

matters that affect people's everyday lives 

All words occupying three or more times that function 

are identified. Assumes repetition of key terms and indicates 

a preference for a limited, ordered world. 

A selective ratio of adjective to verbs based on a 

conception that heavy modification slows down a verbal 

passage by de-emphasizing human and material action. 

Divides the number of different words in a passage by the 

passage's total words. A high score indicates a speaker's 

avoidance of overstatement and a preference for precise, 

molecular statements. 

The average number of characters-per-word in a given 

input file. Based on the notion that convoluted phrasings 

make text abstract and implications unclear. 



determine important indicators of variables and document examples of these occurrences 

in informant accounts. In this way, the adequacy of the measurement to capture the 

attributes and verbal tone could be assessed. 

Comparison of Manual Analysis and Computerized Analysis 

Computerized coding by comprehensive categorization allowed conceptual 

stability across rhetorical forms and increased the depth and breadth of the textual 

investigation. Cautious about misinterpretation of the findings, the researcher conducted a 

relational analysis. Similarities and differences between the themes from the manual 

coding and the computerized variables were explored. 

Analysis for Aim III 

The third aim of the study was to determine if data inference could account for 

health service utilization. Relational links between theoretical concepts reflected in 

themes from interviews and problems present at community clinic encounters were 

explored. 

Encounter Data Analysis 

Frequency and percentage tables were created for service setting, service 

provided, health education, and nursing diagnoses from each town. Comparative analyses 

were conducted to identify links between the theoretical concepts reflected in themes 

from interviews and reasons for health care encounters. Data describing service setting, 

service provided, health education, and nursing diagnoses were consulted to determine 

reasons for health care encounters. Once acquired, this information was compared to the 
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themes from interviews to determine if theoretical concepts influenced health care 

utilization. 

Chapter Summary 

This chapter provided a description of the research design and setting of the study, 

and methods for the protection of human subjects. The design consisted of a content 

analysis using an exploratory inductive process. Themes related to theoretical concepts 

were identified from interviews with key informants in rural, primarily Hispanic 

communities. An explanatory reductive process was initiated secondarily using a 

computerized system for language analysis. 

A discussion of data sources with sample and data collection procedures was 

presented.. Three sources provided data for analysis; (a) Interviews with key informants, 

(b) community goals, and (c) a clinical encounter database. The data sources were 

provided by the CMLNP study investigators. 

Analyses for each of the three aims were detailed. The first aim, to explore and 

describe conceptual meanings of community, was achieved by content analysis utilizing 

manual coding and conceptual mapping techniques. The process of identifying content 

variables and themes demonstrated adequate interrater reliability coefficients and 

stability. Themes from interviews were compared to community goals from the CMLNP 

study. 

The second aim, to examine relationships between themes and lexical variables, 

was accomplished with computerized language analysis. Analysis of interviews produced 

a profile of scores for three types of lexical variables: (a) master variables, (b) calculated 
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variables, and (c) dictionary variables. Scores for each community were compared with 

themes from interviews. 

The third aim, to determine if data inference can be generalized beyond the study 

to account for health service utilization, was achieved by exploring relational links 

between theoretical concepts reflected in themes from interviews and problems present at 

community clinic encounters. A comparative analysis of the results of this study and the 

clinical encounter database was completed. 
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CHAPTER IV 

RESULTS 

The purposes of this study were to explore and describe conceptual meanings of 

community in rural, primarily Hispanic communities, examine the relationships between 

themes and lexical variables in the study, and determine if data inferences could be 

generalized beyond the study to account for health service utilization. The analyses of 

these aims are presented in this chapter. The analysis was directed by the research 

questions and theoretical structure presented in Chapters I and II. The results of the data 

analysis are presented within the framework of the aims and research questions of the 

study. 

Aim I; Exploration and Description of Conceptual Meanings 

Research Question 1 

The first research question was: What themes of the community health beliefs, 

community health issues, and community meanings are reflected in the interviews? 

Thematic text analysis viewed sequences of words and phrases for theme instances 

(Roberts, 1997) by manually checking phrases in context. Patterns of thematic units that 

indicated similarities, contradictions, and clarifications in the exercise of searching the 

text clarifications within categories across interviews will be described and discussed for 

each concept. Table 3 summarizes these results. 
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Table 3 

Themes from Interviews 

Themes 

Community Health Belief 

We Take Care of One Another 

Multigenerational Acquiescence 

Poor as Most Fortunate 

Community Health Issues 

Transportation 

Substance Abuse 

Diseases related to Mining 

Community Meanings 

Community Identity 

Graying 

Community as Family 

Best Features are the Worst Features 

Community dependency 

Community Capacity 

Human Capacity 

Effective Leadership 

Non Profit Services and Government 
Agencies 

Interaction between Groups 

Quarrelsome Council 

Cultural Clique 

Cultural Heritage 

A History Rich in Racism 

Corporate Patronage 



Community Health Beliefs 

Three primary themes were evident in discussions with key informants: (a) We 

Take Care of One Another, (b) Muhigenerational Acquiescence, and (c) The Poor as 

Most Fortunate. 

We Take Care of One Another. 

The most frequently expressed belief demonstrated that people in these 

communities care for one another. This sentiment was expressed in 11 interviews (35%) 

and was balanced between communities (Mammoth 40%; Hayden 31%). A well 

respected community organizer attributed the caring nature of the community to its 

Hispanic heritage: 

You have a culture there, Hispanic culture that you need to respect a great deal. 

These people as a group have beautiful manners and concerns for their neighbors. 

They can argue among themselves but will come forth for their neighbor. 

Muhigenerational A cq uiescence. 

Acquiescence was defined as passive assent and conformity (American Heritage 

Dictionary of the English Language, 2000). Acquiescence toward health issues such as 

domestic violence, teenage pregnancy, and substance abuse extended across generations 

and appeared pervasive within interviews from both communities. For example, most 

informants who discussed domestic violence (n = 7) as a community health issue 

indicated an attitude of acceptance; domestic violence was status quo. The following 

conversation between two women illustrated this element: 



Woman B: We have many domestic relations family problems that stem from the 

bar. A lot of it I think they're drinking and fighting and they go home and take out 

more aggression but I bet it does not get reported. I think there is a lot of that. 

Woman A: I just close my eyes to things like that and don't look their way 

anymore because one day they come in here and file a complaint and the next day 

they're wanting to get their husbands out of jail. 

Woman B: They just don't do nothing about it. It's their way of life ~ they do not 

know better. 

Woman A: They have accepted that behavior ~ they are accepting that behavior. 

Woman B: Yes, see this was just two blocks and already got ten houses there. I 

think there is a lot of emotional abuse too, and a lot of it. This is my favorite 

subject. It is the way we were raised. We see our mothers and they took whatever 

bad our Dads gave to them, and accepted it so to us is a way of life and you go 

into it. Then you are married and you accept it from your husband because you 

saw it from your parents. 

A cleric noted domestic violence is "almost an accepted thing [because] Dad did it to 

Mom before." Another respondent expressed similar observations: 

It is a sad situation and people won't talk about it because it's their lifestyle. 

They're used to it. Their father did it, their grandparents, the great grandparents, 

they did it and now their kids are doing it. And to them, it's a way of life. I mean 

it doesn't seem like violence, you know, abusing people. 



Likewise, reflections about teen pregnancy illustrated not only indifference among 

residents, but that teens were attracted to this choice. One resident explained; 

One gets pregnant, the others say, 'Oh look, she's got a baby. Let's have one.' 1 

went to a baby shower for a fifteen-year-old Monday. These other girls think it's 

really neat. They can get free birth control ~ they just don't want it. 

Students in the schools attended classes in growth and development but these were met 

with opposition by groups in both towns. A health professional with the schools noted, 

"There were some families that were trying to stop all that. They said it was obscene." 

Substance abuse also appeared normal within the community. One health 

professional noted, "We have a lot of Mommas who send their kids off to school and 

meet at the bar early in the morning. We've been dealing with that a lot." A clinic 

assistant said, "They look at the DARE program, some of the kids listen to it. Others, if 

they have it at home, are going to do it." 

The acceptance of substance abuse in the community was also reflected by law 

enforcement officials. A town police officer identified substance abuse as the major 

health problem in the area but attributed the substance abuse problem to environmental 

factors. He said: 

The major health problem is going to be related to substance abuse. Now, there is 

some indication that there may be some environmental factors coming into that, 

i.e., [the town downriver] with the plant and water situation, and environmental 

pollution. Nobody's ever found out about the link-up with that either, because the 

company there is the main income for everybody in the area. 



A councilman publicly accused this official of avoiding arrests for drug sale and use. 

The Poor as Most Fortunate. 

Four residents in one town observed that persons in the lowest socioeconomic 

group enjoyed the best healthcare. The Arizona Health Cost Containment System 

(AHCCS) provided comprehensive, reliable healthcare to qualified citizens, while middle 

income folks had great difficulty affording service. A prominent community organizer 

explained there "were still people out there without. They have a little too much money 

for AHCCS and not enough money for health care." 

Further, many community members who gained access to the state-supported 

system were recent immigrants to the area. Seven residents in one town observed that 

immigrants leamed quickly how to obtain the necessary documentation to access the 

system and receive benefits. 

Community Health Issues 

In responses to a specific question regarding community health issues, the 

problems and concerns that people experienced related to community health issues and 

specific medical conditions. 

Transportation. 

Participants in 14 interviews (45%) cited transportation as a community health 

issue and concern. Ten participants felt transportation was a problem for the elderly of 

the community. This view was equally shared by each community (Mammoth 40%; 

Hayden 50%). 



Substance Abuse. 

Ten interviews (32%) indicated concerns with substance abuse in the 

communities. The issue was identified more often in Mammoth area interviews (46%) 

than in the Hayden area (19%). These results may have been influenced by a recent 

lawsuit brought by the law enforcement officials against the town council. One council 

member challenged that, while there was apparent drug use in town, no arrests were 

evident. Problems with substance abuse were reported by a health professional, a law 

enforcement official, a local cleric, and a clinic supervisor. 

Diseases Related to Mining. 

Many respondents (n = 7) attributed heart and lung diseases in the elderly to 

mining. Respondents expressed the following concerns: 

When the men who worked at the mine hung their clothes out on the line to dry, if 

they didn't take them in soon enough, there would be acid spots on them. Now if 

that is the clothes, what does it do to you if you're inhaling it. 

[The mine] has big tailings that extends down the river all the way to [the town]. 

When the wind blows, that silica dust blows across the highway 'til you have to 

turn your lights on sometimes. 

Specific Medical Conditions. 

Heart disease, diabetes, and cancer related to environmental pollutants from the 

mine were cited as health concerns by 22% of the interviewees. Other health concerns 

were primarily related to the elderly in the community and included cancers of unknown 



etiology, hypertension, arthritis, emphysema, allergies, and asthma. Concerns about 

specific medical conditions appeared balanced between the two communities (Table 4). 

Community Meanings 

Community meanings describe the respondents' sense of community. Themes are 

presented for each concept in the following order: Community Identity, Community 

Capacity, Cultural Heritage, and Interaction between Groups. 

Community identity. 

Perspectives on community identity were most frequently voiced early in the 

interview process. Most interviewers initiated the encounter with an open-ended 

invitation for the respondent to share their experience of living in the community. Table 5 

illustrates the frequency distribution of the most commonly expressed Community 

Identity themes. 

Graving 

The most common responses from residents described an aging mining 

community of mostly Hispanic residents. The area was quickly becoming a retirement 

community. While there were families with children, only 12-15% of the community 

worked in the mines. Most children grew up and moved away after attending college or 

serving in the military. One Hayden respondent noted: 

"As you drive around town, you see the very young and the old. The younger 

groups are only in to see mom and dad. They've moved out to larger cities and they're 

not coming back." 



Table 4 

Frequency of Most Common Specific Medical Conditions 

Diagnosis Mammoth Hay den Total 

Heart Disease 4 3 7 

Diabetes 4 3 7 

Cancer Environ 4 3 7 

Cancer Nonspecific 2 4 6 

Hypertension 3 1 4 

Arthritis 3 1 4 

Emphysema/Silicosis 2 2 4 

Allergies 12 3 

Asthma 2 0 2 

STDs 2 0 2 
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Table 5 

Frequency of Most Common Community Identity Themes 

Identity Descriptor Mammoth Hayden Total 

Graying 5 8 13 

Spanish Speaking 6 7 13 

Mining Town 4 8 12 

Low Employment Capacity 4 5 9 

Friendly, Caring, Close 6 3 9 

Distant 4 5 9 

Quiet 3 6 9 

Safe/ Low Crime Rate 3 6 9 

Poor, Low Income 6 2 8 

Small Mountain 2 6 8 

Community 4 3 7 

Retirement Area 2 4 6 

No Banking/Shopping 2 4 6 

Copper-Dependent 0 6 6 

Economy 3 2 5 

Declining Economy 3 1 4 

Leery of Strangers 3 1 4 

Loyal and Genuine 3 0 3 

Increasing Immigration 2 1 3 



There were few prospects for employment. One person noted: "If they don't 

work for the mines or own a business, they move on." 

Community as Family 

Many people (31 %) identified the town as a warm and friendly place where folks 

helped one another and were caring, friendly, and close. As one resident put it, "There's 

always a neighbor who cares - there's usually twenty neighbors who care". Several 

people likened the community's closeness to family: 

Family. They spat among themselves, and have feuds all the time but they don't 

ever allow somebody from outside of [the town] to put them down or their worst 

enemy down. And when somebody's sick or needs help, it's incredible. If 

somebody needs food, or a ride to Tucson, or whatever anybody needs, they 

care I can talk about my family but I'll be damned if I'll permit you to talk 

about my family. We all work together for the good of everybody who lives here. 

It's so family oriented that all the kids, they're related to somebody. And 

somebody's going to come to their aid. They're all second cousins, third cousins. 

They're all related in some way. 

Thirteen informants in the two communities indicated there were few secrets kept in 

these close communities. "Everybody knows everybody else's business." The primary 

way to organize a meeting or institute change in the towns was word of mouth. An 

informal activist said, "I just called a few people, and they called people, and before I 

knew it we had the house full." 
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Distance: Best Feature and Worst Feature 

Interviewees enjoyed their town because it was distant from urban crowds, crime, 

and commotion (31%). They felt their town was quiet and safe. However, the distance 

created transportation problems for persons needing medical attention or wishing to shop, 

bank or attend social events. The distance from the city also influenced the lack of 

diversional activities available to youth. Children and teens traveled to Tucson to movies 

and youth activities. 

Community Dependency 

Nine key informants (n = 6 Hayden; n = 3 Mammoth) described the community's 

economic dependency on the copper companies operating nearby. Pensioners and miners 

relied on the solvency of these corporations for their income. The town depended upon 

the mines for their tax base as the following extract illustrates: 

"We are counting mainly on the property tax that [the mine] pays. It has always 

been very good to the town and that is why we are here. They keep us alive." 

The dependency approached codependency in some cases. People suppressed 

concerns about the environmental influences of mining. Three people believed that if 

they blamed mining for the occurrence of cancer in the community, the company would 

leave, causing the closure of the community. The following extracts are illustrative of this 

element: 

They said [the cancer] was job-related. A lot I think is because of where we live, 

has to do with the mines.. .but trying to prove it and bite the hand that feeds you... 



But the silica dust is there and you do have people living down there that I 

feel... [the mine] was supposed to put sprinklers on that. They take water trucks 

out and try to do it but they were supposed to put a sprinkling system because it is 

a very real health hazard. You might just keep an eye on it. 

Glimpses of dysfunctional dependency were also evident in the mining company's 

emotional influence. Three Mammoth residents would not approach the mining benefits 

personnel for fear of discovering their medical coverage was minimal or inadequate. 

Thus they avoided health services rather than inquire about their benefits and risk 

disappointment. 

Community capacity. 

Human Capacitv 

Twenty-five percent of comments made regarding community capacity indicated 

an individual, human component and ability rather than the influence of a collective, 

organizational capability. Volunteering with agencies and tending to neighbors' needs 

dominated the identifiers (44%). Reports of grant writing (11%) and adults caring for 

parents and grandchildren (11%) were expressed in multiple interviews. A community 

activist told a story about a woman who charged 50 cents an hour to tend children 

because she knew the people couldn't afford more: 

The city council wanted them to buy a license and wanted them to do this and 

that, so she stopped doing it. Then people complained they wanted to license 

everybody that was selling tortillas, baking cakes, babysitting. They wanted their 



share. The people complained enough that they didn't pass it and the lady started 

baby sitting again. 

Effective Leadership 

Successful, sustainable community endeavors were supported by effective 

administrative strategies as illustrated by the following excerpts: 

We went to the various churches and I had a list. I wouldn't pick out anybody too 

often. I knew the last time I asked the Catholic Church so this time I'm going to 

ask the Presbyterians, and the next time we're going to...Someone asked me, 

'How do you get all these donations?' And I said, 'Because we accept every 

volunteer and we accept every source. We have the Eastern Star, Rainbow Girls, 

and the Girl Scouts, and Catholic Youth Organization, and all the drunks at the 

bar and anybody who wants to participate. We got everybody. We had an 

advantage because so many of these clubs and groups and children's scouts, part 

of their bylaws is to get a badge or whatever. They need to do a charitable act as 

one of the things they have to do during the year. Well we were the biggest 

charity in town. And so everybody needed us too....The only criteria for receiving 

assistance is that they are hungry and don't have food and don't have the money 

to buy food. We don't care if their son spent it all at the bar or Daddy went down 

and lost a poker game. We don't say you have to be holy in order to be fed. We 

did not ever allow any judgmental considerations to be made. If you're hungry 

and need food, you get food. 



Non-Profit Services and Government Agencies 

Many agencies and organizations were actively engaged in each community 

(Table 6). Interviewees from both communities identified federal and state programs such 

as Women Infant Children (WIC), Unemployment, Social Security, and Department of 

Economic Security subsistence relief. The Community Action Human Resource Agency 

(CAHRA) was established with a grant written by the County Board of Supervisors to 

provide mortgage and utility assistance to residents in both communities. Respondents in 

Mammoth reported more sources of resource capacity than respondents in Hayden. 

Local social adult networks such as the Rotary and Moose clubs were identified in 

Hayden. Respondents in Mammoth identified larger organizations such as the American 

Cancer Society and Catholic Social Services and organizations demonstrating a variety of 

spiritual, social, and service interests of community members. 

Interaction between groups. 

The senior centers in both communities benefited from interactions between 

groups. Both were funded by Gila/Pinal Counties and administrated by Catholic Social 

Services. In Mammoth, the senior center was housed in the Lions Club and received food 

from a local bakery. In Hayden, the senior center operated in a space provided by the 

town and operated craft classes through the local community college system. 

The police in each town also networked services. In Hayden, they provided 

oxygen to residents who couldn't afford it and frequently checked on the homebound. In 

Mammoth, police personnel provided drug education and awareness programs for 
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Table 6 

Services and Agencies in Hayden and Mammoth 

Mammoth Hayden Both Communities 

Lions Club Rotary Foodshare 

Safe Haven for Immigrants Legal Aid for Elderly Social/Religious Events 

Safe Haven for Families College Craft Classes Senior Center 

Town Athletic Programs Moose Club CAHRA Grant 

Catholic Social Services Town Parks Board of Supervisors 

American Cancer Society Golf Course DES Parenting Classes 

Community Recreation Center Little League Alcoholics Anonymous 

Drug Resistance Education Pharmacy 

Catholic Youth Organization Community College 

Magma Summer Job Program Elks 

Eastern Star Federal/State Programs 

Rainbow Girls Local Catholic Church 

Girl Scouts Local Police 

Mammoth Bar Patrons Chamber of Commerce 

American Legion 

Family Planning 

Head Start Program 



children in the schools. Many business owners in Hayden were members of the Copper 

Basin Chamber of Commerce, which provided a network for enterprises in Hayden, 

Winkleman, and nearby Kearny. In Mammoth, the TriCommunity Chamber of 

Commerce provided a valuable network for sharing information valued to business 

owners. 

Quarrelsome Council 

Responses to questions about factions within the community were divided. Half 

of those who responded could not identify divisions within the community. In one town, 

however, seven respondents indicated divisiveness associated with the town council. 

There was tension between the council and the business community, and conflict between 

members of the council and the police force. One respondent explained it this way: 

Certain people are certain people. Business owners are very much opposed to 

members of the city council. You don't have much educational background, not 

much training as to what a city council should do, can do, how to go about doing 

something, so how to go about resolving it. They don't have any long range goals. 

We have a lot of tension, they get defensive and before you know it you have to 

deal not with issues but personalities. As far as an active role, it's kind of a lost 

cause. 

One councilman was particularly quarrelsome: 

I said, 'Those are my questions and whoever has the answer better give me the 

answer. I was elected to do that. To see that the community gets a good 

representation.' I said, T won't lift a hand against anyone. I won't go the gutter 



with you. I won't go to fists with you. I won't act like an alley cat. But,' I said 

'there will be day when I'll be out of council and if I want to do that, you'll be the 

first to know,' I said. 'Because I'll be looking for you as an alley cat, as a 

hooligan.' 

Cultural Clique 

Four persons in one town also indicated the presence of a "cultural clique". This 

was a group of people who insisted on holding onto community projects, informal 

positions of leadership in volunteer positions and on boards formed for community 

agencies to community fiestas. They were not open to change and did not allow others to 

participate. The following excerpt from an elder illustrated a defense of this position: 

A lot of the younger people wanted to come in and they were worried about the 

old people doing it all the time. What makes me upset is why do you want to 

move somebody out of what they've been doing for years. They enjoy doing it, let 

them do it. As you get older, the younger people want to take over instead of 

helping these leaders go out gracefully. That's the one thing I see and they say, 

'Well these people always do it all the time, all the time.' I think that's great. 

Two respondents in the other town reported disagreement within the community 

regarding a school policy. Consequently, many parents chose to bus their children to a 

nearby town. 



Cultural heritage. 

A History Rich in Racism 

Seven respondents (43%) from one town described a history of racism and 

segregation. The mine in the 1940s planned a segregated residential community. 

Caucasians and Hispanic workers lived in different areas of the town. There were 

separate sections in the local movie theatre. "Over here one race, over here the other." An 

elderly retired miner explained: 

There was a social dance club in Hayden which was the mine's club where people 

would go to dances. During those heydays, it was just for the Anglos, not for the 

Mexican-Americans. 

We had this swimming pool downtown where only the Anglos were allowed to 

swim. And that was the mine's swimming pool. And later on they signed some 

petitions and force them to let us swim. So they opened up the pool on Sunday, 

and the Anglos would swim Sunday through Thursday and they let the Mexican-

American people swim on Friday and then they throw the water away, clean the 

pool on Saturday, and open up on Sunday with clean water for the Anglos to 

swim in. 

An administrator also described discrimination within the company in the following way: 

Why there were jobs there, there's no way that a Hispanic could ever handle a job 

like that. Just plain discrimination. In other words, you are not smart enough to 

handle this job. They wouldn't tell you that, naturally. But they would never give 

you a chance to go up there. I was given a chance. I became a supervisor. I used 



to run a department over there. But the reason they done that is because they run 

out of candidates, blue eyes. So when they ran out of blue eyes, they couldn't 

hack it. Then they call me and said, 'The company wants to give you a chance' 

Corporate Patronage 

Corporate patronage was closely related to community dependency because it 

described the idea that the mining companies had power within the communities to plan 

and direct civic activities. A mining administrator explained it this way: 

It is quite a kind of patron sort of an ethic. You go to work and do your job, 

maybe get by with as little as possible, get your paycheck and don't worry about 

anything else. There are a lot of people that like to point out the problems and 

expect somebody else to take care of them. It is kind of a patron system — there is 

somebody else, either the government or large business needs to take care of them 

and that is the mentality and somebody else and there is a lot talk and a lot of 

favorite pastime is to bitch about things. 

The patronage granted a community benefit for housing and provided many services for 

the thriving community. One town was in "full bloom" in the 1950s and 1960s with a 

semiprofessional baseball team, two car dealerships, furniture stores, and a theatre. Many 

families settled down and cultivated political influence over the decades. 

One gentleman explained that the people relied on the company to provide all 

their needs and therein came the hospital. He explained the mine owned the hospital and 

only employees could use the hospital. Then they sold the hospital for a dollar to a 

company. It accepted all patients ~ not just employees. The miners and their families did 



not enjoy the same level of privilege, so they were unhappy. The staff had to deal with 

the general public, morale plummeted, and the quality of service deteriorated, further 

alienating prospective patients. 

A high ranking elected official explained that the mine also operated a hospital 

with competent surgeons in a nearby town for the miners: 

In my young days, we had surgeons and physicians but it was being paid by the 

company. We could go to the hospital [here] or to the hospital [in a nearby town]. 

We had a surgeon here that went to the Mayo in Rochester and another who 

worked in Hopkins. He was a good surgeon. Prestigious. 

Since that time the mine wanted to offer miners and their families access to healthcare, 

but they didn't want to provide the service. A mining administrator explained: "[The 

mine] has a different philosophy. We are in the copper business, not the health care 

business. We want to do our part, but we don't want to have a hospital." So the mine, the 

hospital, and citizens desiring a taxing district hired a consultant who recommended a 

primary care facility with an urgent care component and overnight observation beds. The 

hospital, however, suddenly closed its doors on their 24-hours-a-day, 7-days-per-week 

operation during the time the interviews were being conducted. 

Another mine operated a hospital in the other town that was converted by a 

Tucson hospital to an urgent care clinic. In the late 1980s, local residents wrote a grant to 

staff a health center with a National Health Service Corps physician before it was 

contracted to yet another Tucson hospital. One respondent explained: "It was a win/win 



situation. They needed the admits to their hospital, and we needed the primary care and 

so it was mutually beneficial." 

In summary, most themes were shared by both communities. Community health 

beliefs in both towns focused primarily on a commitment of caring. Multigenerational 

acquiescence with regard to substance abuse, domestic violence, teen pregnancy, and a 

perception of the poor as the most fortunate were also demonstrated in each town. The 

primary community health issues expressed by informants were transportation, substance 

abuse, and diseases related to mining. Expressions of community identity depicted a 

graying population that treated one another as family, and distant from the crime and 

commotion of urban centers. Respondents from both communities expressed feelings 

about economic dependency on mining. Community capacity was most evident in the 

abilities and talents of its citizens, in the effectiveness of its leadership and in the 

numerous non-profit services and government agencies. Topics in the interviews 

regarding interactions between groups focused primarily around the senior centers in 

each community. Themes reflecting the towns' cultural heritage illustrated histories rich 

in racism and corporate patronage that was closely related to the towns' economic 

dependency. 

Research Question 2 

The second research question was: Were themes reflected in community goals? 

Themes were compared to goals acquired from two sources: 1) Content analysis of key 

informant interviews and 2) goals written for the grant. 
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Goals Emerging from Content Analysis 

While respondents from Hayden and Mammoth shared desires for recreation 

facilities and programs for youth, there were distinct differences in the goals expressed by 

informants from each community. These differences reflected the impact of recent events 

in each community and clearly reflected health beliefs, community health issues, and 

community meanings. 

Hayden. 

Residents in Hayden desired (a) a full-service urgent care clinic open all hours, 

(b) transportation services for residents to emergency services and medical appointments, 

and (c) outreach services for the elderly. Most goals were directed toward benefiting the 

general public (52%) and the elderly (38%) (Table 7). 

Urgent Care Facilitv: Communitv Dependency Theme. 

The goal most frequently shared among interviewees in Hayden was to establish a 

health service facility that would be open and available at all times (n = 6). The urgent 

care clinic in Hayden closed during the data collection period. Community members 

expressed feelings of vulnerability in the event of an emergency. While some 

interviewees speculated about the cause, well-defined reasons for the closing were not 

detailed in the interviews. 

One factor cited as a possible reason for the closing reflected the community's 

conceptual identity through the theme of Community Dependence. The discontinuation 

of a health service facility subsidy from the mining company may have caused the facility 

to fail. Historically, health services had been provided by the mine. With the advent of 



Table 7 

Frequently Suggested Goals by Hayden Residents 

Goals Frequency 

Urgent Care Clinic, Open All Hours 7 

Ambulance Service 5 

Recreation Center - Diversion for Youth 4 

Transportation to Medical Services 4 

In Home Services 4 

Outreach, Coordination, Follow-up 2 

Specialists Available Locally 2 

Senior Housing/Elder Care 1 

Visiting Nurse 1 



managed care, employees were offered a choice of providers; the local facility was sold 

to a Phoenix-based hospital and opened to the public. Another reason may have been 

disuse of the facility because most people sought health care in Tucson. One respondent 

noted: 

They just assume that if you travel further, then the health care is better. I hear 

comments like, 'Oh, I wouldn't want my wife to have her baby there, and stuff 

like that. So they go to Tucson and see a specialist. There is no such thing as a 

specialist that settles in a small town like this ~ there is not that much money in it. 

Instead of seeing like a family doctor, they want to go see a specialist which 

means going to a larger town. 

A third reason may have related to inherent characteristics of the clinic itself. A mining 

administrator articulated the sentiments of community discontent with the quality of 

services at the clinic in the following manner: 

The staff they kind of have an attitude problem, the morale is very low or their 

expectations are high ~ I don't know but I notice that. You are treated like so 

much cattle. But the doctors they have gotten in here [are] pretty competent. I 

guess when push comes to shove, they are expecting the doctors to be hospital 

administrators in addition to being a doctor and that is not necessarily an easy 

task. 

Transportation Solutions: Community Issue Theme. 

Secondly, residents in Hayden desired transportation solutions that reflected the 

transportation theme. They wanted to improve the capacity for both emergent and routine 
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medical transport. An ambulance was dispatched from Kearny usually by a call to the 

police department. Two emergency medical technicians were on call to stabilize patients 

for air transport evacuation to metropolitan medical centers, or locally to San Manuel for 

emergency treatment. The ambulance could not leave the vicinity due to the limited 

number of trained emergency personnel in the area. Five persons thought the emergency 

response time was slower and the cost higher than acceptable. As one informant said; 

"If you are lucky and only have a broken leg or arm, you are air evac'd and later 

given a bill for $2,000 to $3,000 for your ride to the nearest hospital." 

Neither privatized nor public transportation was available for residents in the area 

to Tucson, Phoenix or Globe for medical care and appointments. The local senior center 

transported clients whenever possible in a dilapidated van: 

We have 135,000 miles on our van. We have no air conditioning in it. We use it 

every day that we are open. We are pretty much averaging 110 to 120 miles a day 

in this area alone, plus our meals, our pickups, and our homebound — that is a lot 

of miles. We have had our van break down quite a bit and we have had to use our 

own vehicle to take the meals. 

Outreach Services: Specific Medical Condition Theme 

The third most common intention for action among interviewees was directed 

toward an interest for community outreach services for the elderly. This goal was closely 

related to the specific medical conditions attributed to the elderly. Home health services, 

visiting nurses, and coordination of care and follow-up for elderly residents were 

mentioned frequently (n = 6). As one respondent explained: 



They got a couple of them DES nursing assistants. Some of these elderly people, 

that's all they see for months at a time. Until they finally get so bad, they have to 

go back to the doctor for some reason - I'm talking about Tucson. Whereas if 

they had someone locally, they would probably go over there more often. It's one 

thing to find a friend to drive you down the block and wait for you than it is to 

take a whole day to drive to Tucson. People just can't do it. But if we have 

someone locally, you'd get support for it. 

Mammoth. 

The three most frequently cited goals in Mammoth were (a) to improve 

community knowledge and understanding of interpersonal relationships and health 

promotion topics (b) to increase the number of persons participating in the community 

activities and events, and (c) to conduct epidemiological studies to investigate 

relationships between community health and envirormiental concerns. Most goals were 

directed toward benefiting the general public (40%) as well as teen mothers and 

adolescents (20%) (Table 8). 

Community Knowledge Development: Multigenerational Acquiescence Theme 

Most Mammoth community members (86%) expressed an interest in educational 

opportunities in a wide variety of topics that focused primarily on families and young 

adults. The most frequently cited topics of interest were parenting, relationship intimacy, 

and the development of socialization and communication skills. Other interests included 

health promotion topics such as drug resistance, nutrition, and medication use as well as 



Table 8 

Frequently Suggested Goals by Mammoth Residents 

Goals Frequency 

Participation 4 

Sex Education 3 

Parenting Education 3 

Socialization Training 3 

Epidemiology 3 

Preventative Health Education 2 

Breaking the Cycle - Teen Pregnancy 2 

Breaking the Cycle - Domestic Violence 2 

Breaking the Cycle - Substance Abuse 2 

Nutrition Education 2 

Medication Education 2 

Program Development Assistance 2 

Ambulance Service 2 

Recreation Programs 2 

Counseling/Mental Health Services 2 

Affordable New Housing 2 



proactive instruction to develop community programs. One respondent described the goal 

in relation to multigenerational acquiescence in the following marmer: 

It's very hard [to make change]. It's almost a cycle. One of the things I am trying 

to do is to break the cycle or allow the cycle to be broken if that is what they 

want. So that if you don't want to work for [the mine], if you want to go to 

college, you don't have to stay in [town]. Working with a lot of social issues. 

Trying to get them together positive social things. There is the issue of 

relationships. They want to talk about drugs, alcohol and that sort of thing so we 

try to get someone in or in some way approach the issue. I am trying to break the 

cycle. 

The need for development extended to educators and administrators. One respondent 

remarked, "We can't get our head people to go in for their conferences or workshops. So, 

they don't get really the best here all the time either." 

Participation: Cultural Clique Theme 

Goals to facilitate and maintain participation in community agencies and at social 

events was a very strong theme in four interviews. There was a difference of opinion 

regarding the balance of participation in the planning of and participation in social, 

community, and political events. Several persons expressed the importance of 

empowering participation in the community process. These sentiments were reflected in 

the following excerpts: 

[You keep people involved] by working together. You have to come up with 

things for them because even at the Lions Club, I remember there were all these 



members and now it's just a certain few that want to. [They] don't let anybody 

else do anything. It's very hard to keep them involved. At the Catholic Youth 

Organization when they started, they had like 40 kids; when it ended Saturday, 

they had two. It's very, very hard. But you have to work at it. 

The one that want to be in charge of everything and then the ones that are finally 

getting wise, and they're starting to do things. And this year, what they have done, 

they've finally gotten a hold of it. These others wouldn't let go of it and the other 

people have finally gotten in there. They just, certain people want it all. They 

won't give anybody a chance. There was a lot of fighting among some of [the 

families that hold onto the power]. I was surprised when I saw that this other girl 

got this year's president, and she's bringing in new blood and this is what they 

need. They really need some new ones. And it's younger people now, in their 

twenties that are getting involved. 

Epidemiological Studv: Diseases Related to Mining Theme 

While many were concerned about environmental pollution, three interviewees 

specifically indicated a desire for an epidemiological survey to investigate the 

relationship between health problems and the water and air contamination from mining 

operations. These community members suspected the incidence of cancer and respiratory 

illnesses was greater than expected. They attributed these problems to runoff from the 

tailings near the San Pedro River and the dust from the nearby mining operations. 



Goals Acquired from the CMLNP Study 

The grant goals for Mammoth and Hayden are Hsted in Appendices E and F, 

respectively. The list of goals for each community shared many intentions. Table 9 lists 

six goals, which were common to both communities. Goals that differed between 

communities are discussed next. 

Mammoth 

The town of Mammoth targeted three goals that were different from those 

identified in Hayden. One of Mammoth's goals was to increase self-esteem and self-

respect in women, especially in their interpersonal relationships. This may have been in 

response to discussions concerning the high incidence of teen pregnancy and domestic 

violence identified by several key informants. This goal was a response to the 

Multigenerational Acquiescence theme apparent in the community's health beliefs. 

A second grant goal listed for Mammoth rather than Hayden was an intention to 

enhance nutritional awareness in the community with participation in educational 

programs and the use of nutritional services. This goal was previously identified 

following content analysis and reflected the town's interest to enhance the Development 

of Community Knowledge. 

Another goal Mammoth targeted was to create affordable housing by 

rehabilitating existing structures and initiating new construction. This goal was reflected 

in discussions that described the graying identity of the town. Another difference between 

the towns was the method of intervention related to the goals. Mammoth and Hayden 
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Table 9 

Grant goals shared by Mammoth and Hayden 

Shared Grant Goals 

1. Reduce behavioral health problems, e.g., depression, domestic violence, 

substance abuse 

2. Reduce communicable and chronic disease, e.g., diabetes, hypertension, 

respiratory 

3. Increase wellness with primary prevention, e.g., exercise, smoking 

cessation, weight control 

4. Reduce pedestrian injury to children from highway and street traffic 

5. Decrease caregiver stress by participation in health education programs 

and support groups 

6. Decrease risk for occupational and environmental hazards with 

community education programs 
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shared the goals of reducing the incidence of communicable diseases as well as the 

progression of chronic disease. In Mammoth, this was to be accomplished by learning 

about and using available health services and health insurance benefits. This goal reflects 

the Community Dependency theme discussed earlier. In Hayden, where a primary health 

service facility had just closed, this was to be accomplished with preventive health 

practices and by incorporating health care regimens into daily activities. This goal was 

clearly reflected in the interviews as a primary focus for community action. 

Hayden 

The town of Hayden indicated a particular interest in safety goals not shared by 

Mammoth. Hayden intended to reduce the rate of motor vehicle accidents and other 

accidents by implementing safety programs for firearms, seat belt use, and motor vehicle 

safety. The safety program in Mammoth was focused exclusively on pedestrian traffic 

issues and children. No theme in the Hayden interviews reflected this concern. 

This research question sought to determine if themes from interviews were 

reflected in community goals. Themes were compared to goals acquired from content 

analysis of interviews and goals written for the grant. Goals that emerged from the 

interviews in Hayden were desires for an urgent care facility, transportation solutions, 

and outreach services for the elderly. These goals were closely related to themes such as 

Community Dependency, Transportation, and Specific Medical Conditions among the 

elderly. In Mammoth, informants identified goals for community knowledge 

development that had a weak link to Multigenerational Acquiescence, participation that 
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related to the Cultural Clique theme, and an epidemiological study which related to the 

Diseases Related to Mining theme. 

Hayden and Mammoth shared six goals included in the grant. Additionally, each 

community's unique concerns were reflected in goals that addressed their particular 

needs. Mammoth hoped to (a) increase self-esteem and self-respect in women, especially 

in their interpersonal relationships, (b) enhance nutritional awareness in the community 

with participation in educational programs and the use of nutritional services, and (c) 

increase the availability of affordable housing by rehabilitating existing structures and 

with new construction. Hayden was interested in specific safety concerns not shared by 

Mammoth. Themes from interviews that support health beliefs, community health issues, 

and community identity were clearly reflected in the goals acquired from interviews and 

the grant goals. 

Research Question 3 

The third research question was: How were concepts interrelated? Relationships 

among concepts were derived by conceptual mapping. The mapping created a graphic 

model representing the relationship between concepts and reflecting themes from 

interviews. Figure 6 illustrates three conceptual interrelationships that were discovered: 

(a) Group Interactions and Capacity, (b) Identity and Capacity, and (c) Cultural Heritage 

and Identity. 

Group Interactions and Capacity 

Group interactions appeared to be directly related to capacity. The senior centers 

in both communities operated on this principle. The administrators demonstrated 



Identity Capacity Cultural Heritage Group Interactions 

Community as Family 
Corporate Patronage 

Graying 
Community Dependency 

We Take Care of One Another 
Effective Leadership 
Quarrelsome Council 

Figure 6. Conceptual Mapping Supported by Thematic Relationships 

o to 
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effective leadership and created partnerships with community service 

organizations, and consequently were able to acquire equipment and facilities. The 

positive relationship between forming group alliances and building capacity was 

illustrated in the following excerpts: 

Now we are doing so good because we got a commercial refrigerator because we 

are with the Lions Club. They are our sponsors and what we are trying to do is get 

together and have a big fiesta in September so that we can build a 10x10 walk-in 

freezer. 

Sometimes there is no place for them to live. That is why we would like them to 

be in our area. We have a project going on within the city limits. We need 60 

seniors. We have got our agencies looking. And that is what we are working on is 

getting housing for the elderly. 

Conversely, mildly negative group interactions and divisive factions within the 

community diminished capacity. The theme Quarrelsome Council discussed previously 

describes the relationship between these concepts. Negative group interactions between 

the council and the sheriff, city attorney, and mayor resulted in expenditures of time, 

effort, and funds to support a slander lawsuit. The councilman at the center of the dispute 

expressed his opinions with some vehemence: 

You know what our problem is, you ask the questions and they don't want to tell 

you nothing. They feel, 'Oh, you're antagonizing us.' They don't want to 

cooperate. They want a little clique that just does what they want to do.. ..They'll 

take me to court. They said that I crucified them, that I slandered them, that I kept 
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them from getting a job. You don't see one drug bust in the police reports, not 

one. And people have complained about drug traffikers right here. I've 

complained. But there's not one policeman that will do anything, not one. 

The relationship between capacity and group interactions appeared to be bi

directional. Diminished health service capacity stimulated positive group interactions. 

For instance, there was very little outreach in Hay den for many elderly persons living at 

home. An active community volunteer for the senior center fostered positive interactions 

with law enforcement officials when outreach and placement services were unavailable. 

She had the notion to put blue markers on the house numbers of certain residences in the 

community. This distinguishing feature alerted the police on patrol that an elderly person 

with diminished capacity was at that residence. "The police check on them all night 

long," she said. "And I update them on anyone unable to move and — or unable to care 

for themselves, or through death have been left alone." This thematic unit was coded for 

We Take Care of One Another. 

Identity and Capacity 

Identity influenced capacity. Diminished employment capacities secondary to 

community dependency on a soft mining economy caused an upward trend in the average 

age of residents, or the Graying effect. The Graying effect diminished the capacity of the 

towns as another respondent in Mammoth noted: 

A lot of the children have left because there is no work. At one time most of the 

boys were going to the mines because it was a good paying job. But they are not 

hiring the volume they used to. A lot of them go to school in Phoenix or Tucson 
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or Mesa and they stay there and not come back. I have seen that happen in the last 

10 years. You need them in the community to help it grow, and have new ideas, 

progress. Otherwise the town starts dying. You need that and that's not 

happening. And really unless the companies let go of some property or something 

then maybe we could expand and grow, and build new houses so people will have 

a place to live. 

The capacity of the community also influenced identity. Miners with families were 

discouraged by the clinic closure and contemplated moving, potentially supporting 

further graying of the community. One mining official noted: 

I don't want to raise a family where I can't get some kind of care. In the middle of 

the night, if we need it, I don't want to have to load them up and head for Tucson. 

A very long drive. There will undoubtedly in this situation ~ there is going to be 

some death because of it. 

Cultural Heritage and Identity 

Cultural heritage influenced the identity of these communities. Models of social 

behavior that were typical and expected supported the tradition of community as family. 

Many of the families in these towns were related in marriage over the years. In addition, 

there was an undercurrent of everyone in the town being "like family". They watched one 

another's kids, helped one another in times of trouble, and were protective of one another. 

Another example of this interrelationship was evidence of the influence of 

cultural roots on dependency issues as one respondent explained about the teens 

participating in the federal Women, Infants, and Children (WIC) program: 
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They have a very demanding, you-owe-me-something attitude, a lot of them. 

Even the young girls, I think a lot of these girls are children of people who have 

been on these programs throughout the years, and they expect it. They expect it 

just like their parents did. 

Multigenerational entitlement and dependency issues were also evident in the mining 

occupations evidenced by corporate patronage. A Mammoth cleric noted: "A lot of guys 

in the community work the mines some 10, 20, 30 years. Their fathers did, their 

grandfathers did and retired miners have that mentality since the company is very much 

the provider." 

In summary, three conceptual interrelationships were discovered: (a) Group 

Interactions and Capacity, (b) Identity and Capacity, and (c) Cultural Heritage and 

Identity. Group interactions and capacity demonstrated a reciprocal relationship. Themes 

that reflected the dynamics of their interactions were We Take Care of One Another, 

Effective Leadership, and Quarrelsome Council. The relationship between identity and 

capacity was reciprocal and related to Graying effects, the Poor as Most Fortunate and 

Community Dependency. Cultural heritage influenced community identity. The 

relationship between cultural heritage and identity was reflected in the Multigenerational 

Acquiescence theme, as well as themes concerning the influence of cultural roots and 

Corporate Patronage on Dependency issues. 
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Aim II: Relationship between Themes and Master and Calculated Variables 

Research Questions 4 and 5 

The fourth research question was: What lexical variables emerged from 

computerized language analysis of interviews with key informants? The fifth research 

question was: Is there evidence of relational links between themes from interviews and 

important lexical variables from computerized language analysis? These questions are 

closely related and will be discussed together. 

Forty lexical variables for verbal tone were measured within the text by Diction 

using 31 dictionary variables, five master variables, and four calculated variables. The 

dictionary variables and four calculated variables are summated with standardized 

procedures to produce five master variables that capture the major tonal features of a text. 

Diction presents normative data for these five variables (Hart, 2001). The computation 

for these variables is found in Appendix C. Calculated Variables are based on ratios: (a) 

Complexity (characters/word), (b) Variety (different words/total words), (c) Insistence 

(heavily used words x total occurrences/10), and (d) Embellishment (adjectives/verbs) 

(Hart, 2001). 

Dictionary variables that fell outside the normative range were examined 

individually and compared to the themes discovered in health beliefs, community health 

issues, and community meanings. The mean frequencies of eight dictionary variables 

were outside the range of normal and will be discussed in the following section (Table 

10). 



Table 10 

Selected Lexical Variable Mean Scores for Mammoth and Hayden 

Variable Mean Normal Range 

Frequency Low High 

Ambivalence 20.14 6.49 19.21 

Self-reference 16.86 0.00 15.10 

Tenacity 44.77 23.32 39.76 

Familiarity 108.91 117.87 147.19 

Present Concern 17.15 7.02 16.60 

Human Interest 49.08 18.13 45.49 

Denial 11.57 2.57 10.35 

Motion 5.41 0.17 4.35 
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Ambivalence 

The dictionary variable ambivalence demonstrated higher than normal scores. 

Ambivalence depicted words expressing hesitation or uncertainty, implying a speaker's 

inability or unwillingness to commit to the verbalization being made. Included were 

hedges, statements of inexactness, and confusion as well as words of restrained 

possibility and mystery. The following example of these terms filled a passage discussing 

the use of benefits and insurance from a resident in Mammoth; 

We do not qualify. We never ask. We just pay our own way... .but I don't know, 

there must be people that don't say that. They keep taking. I don't look at my 

neighbors. I don't accuse nobody. I won't say I know they're doing that even if 

they are or they're not. I don't really know. 

The issue of accessing health care by understanding and using health insurance 

benefits was a goal for Mammoth. The underlying issue within the community was 

expressed with indications of ambivalence. 

Self-reference 

References to self were higher than normal across interviews. Self-references 

included all first person references and were treated as indicators that the locus of action 

appeared to reside in the speaker and not in the world at large (Hart, 2000). This result is 

attributable to the data collection method. Respondents many questions about their 

personal views and positions within the community. Thus, many first person statements 

were made. 
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Tenacity 

Evidence of tenacity was higher than the range of normal across interviews. The 

measure of tenacity was based on all uses of the verb to be and its variants as well as 

associated contractions (Hart, 2000). Examples included: is, am will, shall, has, must, and 

do. These verbs connote confidence and totality. The following example, coded for 

entitlement issues apparent in Health Beliefs indicated a tendency toward tenacity in a 

quarrelsome councilman: 

.. .but my God, you know, you at least want a fighting chance. There's so dam 

much money being wasted all over the country on other things, the people that 

helped make these companies should be looked after. People that helped make 

this country what it is should be looked after. We paid our dues. We paid our 

dues. I served my country willingly and honorably. I serve my community. And I 

was loyal to the company. I was loyal to our community. And these things, we 

expect them. 

Familiarity 

Familiarity scores were lower than normal. The level of familiarity was 

determined by the use of selected operation words that are common prepositions, 

demonstrative pronouns, interrogative pronouns, and a variety of particles, conjunctions, 

and connectives. There was no explanation for the lack of these common English words 

and no obvious relationship of this phenomenon to the themes expressed in the 

interviews. The infrequent use of these terms may have resulted from Hispanic influences 
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and the use of English as a second language although it was not evident during manual 

coding of the transcripts. 

Present Concern 

The variable present concern demonstrated higher than average scores. Present 

concern was measured using a selective list of present-tense verbs of general and 

picturable terms which point to general physical activity, social operations, and task-

performance (Hart, 2000). A review of the interview with the highest frequency of 

present concem terms demonstrated examples of Human Capacity in the following 

excerpt: 

Well, we try. We work, we work. Do a lot of volunteer work, work for the 

schools. I've always worked with the elderly in the community. We are Christian 

ministers in our church, take communion on Tuesdays and Saturdays. We tend to 

their needs. 

Volunteerism was an important determinant of the Human Capacity theme. Many 

informants spoke of the integral role volunteerism played in their own agencies and other 

non-profit centers in the community. 

Human Interest 

Human interest scores exceeded the normal range. The human interest variable 

considered the use of standard personal pronouns (he, his, ourselves, them), family 

members (cousin, wife, grandchild, uncle), and generic terms (friend, baby, human, 

persons) (Hart, 2000). Many interviewees spoke of their connection to family members 
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and the effect of community issues on family members. This variable reflected the 

themes We Take Care of One Another and Community as Family. 

Denial 

Interviews evidenced higher than average scores for denial. The variable denial 

encompassed a dictionary of standard negative contractions, negative function words, and 

terms designating null sets. This variable was related to the concept Health Belief as 

demonstrated by the Multigenerational Acquiescence theme. This was evidenced by the 

fact that the interview with the highest frequency of these terms was saturated with 

denial. The respondent with the highest score denied any personal knowledge of drug 

abuse, domestic violence, suicide, and political problems. The respondent felt the town 

had a drug problem but didn't "think they wanted to do anything about it." This 

perception was shared among community residents. 

Motion 

Language scores across interviews demonstrated a higher than average frequency 

of words depicting motion. Motion connoted human movement, physical processes, 

journeys, and modes of transit. There was a high frequency of these terms in discussions 

about transportation issues. Patterns of healthcare utilization that required transit to 

Tucson, Globe, Mesa, and Phoenix were discussed in nearly every interview. Discussion 

of traveling to obtain healthcare and the need for transportation was a frequent theme 

throughout the interviews particularly with elderly respondents. 

In summary, the mean scores of eight lexical variables were outside the normal 

range. Ambivalence, self-reference, tenacity, present concern, human interest, denial. 
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motion, and familiarity were evaluated for relational links with themes from interviews. 

Evidence of ambivalence about understanding and using health insurance benefits was 

related to a community education goal. Self reference scores were greater than normal 

and reflected the personal accounting each respondent made during the interview process. 

Higher than average tenacity scores were attributed to an outlier with links to the 

Quarrelsome Council theme. The highest score for present concern described the 

importance of volunteerism, which reflected themes of Human Capacity. Human interest 

scores reflected such themes as We Take Care of One Another and Community as 

Family. Excerpts with higher than average denial scores related to Multigenerational 

Acquiescence. Motion scores reflected discussion about transportation issues for medical 

care. 

All master variable mean scores across interviews were within the normal range 

for both communities (Table 11). Calculated were within the normal range with the 

exception of variety and complexity (Table 12). 

Variety is a calculation which divides the number of different words in a passage 

by the passage's total words. A high score indicates a speaker's avoidance of 

overstatement and a preference for precise, molecular statements while a lower than 

average score indicates a tendency toward overstatement and repetition (Hart, 2000). 

Variety scores were lower than the normal range. The scores were positively skewed with 

a wide distribution. Although three interview scores were above the normal range, many 

interviews (n = 17) had scores below the lower limit of the normal range. This finding 

was expected because the interviews focused on particular issues and attempted to get an 



Table 11 

Master Variables for Mammoth and Hayden 

Variable Mean Normal Ranee 

Score Low High 

Activity 50.54 46.74 55.48 

Optimism 48.32 46.37 52.25 

Certainty 47.47 46.90 51.96 

Realism 51.07 46.10 52.62 

Commonality 49.55 46.86 52.28 
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Table 12 

Calculated Variables for Mammoth and Hayden 

Variable Mean Score Normal Range 

Hayden Mammoth Low High 

Insistence 20.48 30.48 9.15 111.15 

Embellishment 21 .40 .18 1.10 

Variety .44* .44* .45 .53 

Complexity 3.92* 4.02* 4.31 5.01 

Note; * Out of normal range 
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optimal amount of data about a limited number of topics. 

Complexity is determined by calculating the average number of characters per 

word. This score indicates the informants used words reflecting concrete ideas, basic 

vocabulary, and clear implications (Hart, 2000). Complexity language scores 

demonstrated a normal distribution with a lower than average mean score across 

interviews. This finding is expected as the nature of the questions promoted the 

expression of every day experiences using conversational speech which is characterized 

by basic vocabulary and the use of words with clear meanings. 

In summary, insistence and complexity scores were lower than the normal range. 

Explanations from the interviews regarding factors that pulled the curves toward 

extremes were the interview purpose and process. 
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Aim III: Generalization of Data Inferences to Account for Health Service Utilization 

Research Question 6 

The sixth research question was: Is there evidence of relational links between 

theoretical concepts reflected in themes from interviews and problems presented at 

community clinic encounters? Aggregated data from the clinic encounter database 

between July, 1992, and June, 1993 were reviewed. Information about services provided, 

health education, and nursing diagnoses at the time of the clinical encounter revealed 

relational links to themes from interviews. 

Services Provided 

Table 13 presents percentages of the types of health services rendered at clinic 

encounters during this period for each community. Assessment and screening, case 

management, and skilled care services accounted for 92% of services provided in Hayden 

and 70% of services in Mammoth. Case management services in Hayden were utilized 

three times more often than in Mammoth. This outcome may have been linked to the 

clinic/urgent care facility closure in Hayden during the previous year and subsequent 

greater need for case management services in the community. 

Epidemiological interventions were offered in Mammoth and not in Hayden. 

These clinical encounters may have reflected concerns about the incidence of diseases 

related to mining frequently expressed by informants during interviews. Community 



Table 13 

Health Service Utilization Percentages (1992-1993) 

Type of Health Service Mammoth Hayden 

Assessment and Screening 41.9 47.8 

Case Management 12.8 35.6 

Skilled Care 15.2 8.6 

Health Education 6.6 0.9 

Guidance Counseling 3.3 0.8 

Crisis Intervention 3.0 0.5 

Epidemiological Intervention 3.7 * 

Rehabilitative Care 0.7 * 

Not Home/Found 0.5 0.7 

Other/Missing 12.0 6.1 
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goals, which emerged from interview analysis, also reflected the community's interest in 

collecting epidemiological data. 

The prevalence of health education among health services was lower than 

expected (6.6% Mammoth; 0.9% Hayden). The necessity for knowledge development 

was expressed by both communities. It was a theme of evaluated need expressed as a 

goal, particularly in interviews with residents of Mammoth, which may account for the 

greater value here. 

Health Education 

Predominant health education topics in each town concerned specific medical 

conditions, use of resources, preventive health care, medications, and anticipatory 

guidance (Table 14). Moderate relational links between these topics and themes from 

interviews were evident. 

Many specific medical conditions were listed by residents in both towns during 

interviews (Table 4). Problems and follow-up appointments related to specific conditions 

frequently required long distance travel to Tucson. Transportation to these encounters 

was the primary health issue in both communities. The establishment of the CMLNP 

clinics to address specific medical conditions probably alleviated transportation demands 

and provided much needed education about specific medical conditions particularly in the 

wake of the clinic closure in Hayden. 

Preventive health care emerged as a topic of health education in themes from 

interviews concerning health beliefs and goals for the community (n = 4 Mammoth; n = 2 

Hayden). The importance of medication education was emphasized by health care 



Table 14 

Health Education Topics during Health Encounters (1992-93) 

Health Education Topic Mammoth Hayden 

Specific Medical Condition 20.8 24.8 

Use of Resources 16.0 24.3 

Preventive Health Care 14.4 12.1 

Medication 14.2 9.2 

Anticipatory Guidance 13.0 11.0 

Nutrition 7.2 7.4 

Early Symptoms of Illness 5.1 2.6 

Infant/Child Care 3.2 0.8 

Prenatal 3.0 1.6 

Contraception 2.7 0.5 

Parenting 1.4 1.0 

Accident Prevention 1.1 2.7 

Postpartum 0.0 0.2 
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professionals (n = 2 Mammoth; n = 1 in Hayden) in both towns. The prevalence of 

anticipatory guidance may have reflected the expressed interest in preventive healthcare 

and health education in general. 

No relational link between the use of resources and themes from interviews was 

evident. Use of resources encompassed teaching to identify resources available to support 

patients. It included such things as advocacy, accompanying patients to appointments, 

translation, and role modeling. 

Nursing Diagnoses 

The primary nursing diagnoses during clinic encounter visits between July, 1992, 

and June, 1993, were reviewed to determine reasons for health service utilization. Table 

15 lists the most frequent primary nursing diagnoses. Inadequate immunizations, 

inadequate self care, potential for infection, actual and potential stress, and inadequate 

knowledge were frequent diagnoses during patient encounters. Explanations for these 

diagnoses in the themes that emerged from the interviews were evident in some cases. 

Inadequate immunizations. 

The use of health services to acquire immunizations was not explained by 

variables that emerged from interviews with key informants. Four respondents reported 

that immunization compliance was not a problem in their community. However, there 

was an indication that the supply of immunizations presented difficulties for clinic staff. 

An elderly couple reported going to the clinic to find that they had run out of 

immunizations on a particular occasion. 



Table 15 

Most Frequent Primary Nursing Diagnoses (1992-1993) 

Nursing Diagnosis Frequency 

Hayden Mammoth 

Adequate Self Care 299 100 

Inadequate Immunizations 155 121 

Inadequate Self Care 90 31 

Potential Infection 48 51 

Actual/Potential Stress 45 66 

Inadequate Knowledge 43 39 

Potential Developmental Disability 24 10 

Actual Developmental Disability 16 3 

Inadequate Medical Care 16 18 

Adequate Medical Care 15 5 

Inadequate Prenatal Care 14 18 

Actual Infection 7 27 

Potential Nutritional Risk 2 17 
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Inadequate self care. 

Health service utilization for inadequate self care might be explained by the 

number of elderly in these progressively graying communities. Themes such as We Take 

Care of One another reflected health beliefs supporting the importance of the family 

caring for the elderly. There was a persistent theme for more outreach, coordination, 

visiting nurses, and in-home health services for homebound, retired residents. Several 

community members and senior center workers discussed strategies for meeting the 

needs of elder residents who were very ill and incapacitated. Much of the capacity and 

goal setting of the towns was directed toward services to address the elderly's health 

issues. 

Potential for infection. 

This nursing diagnosis is a logical adjunct to inadequate self care and specific 

medical conditions associated with aging, such as respiratory illness, hypertension, and 

diabetes. There was little mention of actual or potential infections in the interviews other 

than a common interest among residents to acquire immunization for seasonal influenza. 

Actual and potential stress. 

Actual and potential stress was not explicitly addressed in the interviews. 

Variables explaining stress were reflected in themes of limited and expensive health care, 

domestic violence, drug and alcohol use, child abuse, teen pregnancy, limited capacity for 

employment, and elder care issues. While no informant identified stress as an issue, the 

number and severity of community health issues supported sources of stress as an 

underlying reason for health service utilization. 
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Inadequate knowledge. 

The diagnosis inadequate knowledge was supported by much interest in health 

education expressed in both communities. Inadequate knowledge was identified as a 

problem in many demographic subgroups. Children suffered accidents at the school 

crossing and needed to develop drug-resistant lifestyles. Young teens required parenting, 

communication, and socialization skills to develop healthy, sustainable relationships with 

their children and employers. Leaders within the community needed to acquire more 

information about nutritional and environmental issues and develop grant writing and 

collaborative skills. The elderly and their caregivers required health information and 

strategies for developing supportive living arrangements within the communities. The 

community's expressed need for preventive health programs and health promotion 

information could explain health service utilization for reasons of inadequate knowledge. 

In summary, the clinical encounter database delineated services provided, health 

education, and nursing diagnoses for the first year the clinic opened. Assessment and 

screening, case management, and skilled care services were the most frequently used 

health care service. The closure of the clinic in Hayden just prior to the opening of the 

CMNLP clinic may have influenced the use of case management services. Mammoth 

residents' concerns about environmental illness were reflected in their use of 

epidemiological health care services. Predominant health education topics in each town 

concerned specific conditions, use of resources, preventive health care, medications, and 

anticipatory guidance. These topics were relationally linked to the themes concerning 

community knowledge development in the interviews. Inadequate immunizations. 
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inadequate self care, potential for infection, actual and potential stress, and inadequate 

knowledge were frequent diagnoses during patient encounters. Diagnoses appeared to be 

related to themes concerning graying, substance abuse, and community knowledge 

development needs. 

Chapter Summary 

Results of analyses of interviews with key informants to discover themes and 

explore relationships among theoretical concepts were presented. Themes were reflected 

in community goals acquired by content analysis as well as goals written for the grant. 

Conceptual mapping revealed relational links between concepts that could be illustrated 

with themes from interviews. Computerized language analysis explained the data using 

lexical variable scores. Scores outside the ranges of normal were discussed and 

relationships with themes were explored. 



126 

CHAPTER V 

DISCUSSION OF THE FINDINGS 

Chapter Five begins with a discussion of the results of this study in relationship to 

the conceptual framework and research questions. Implications for community nursing 

practice and nursing research, limitations of the study, and recommendations for future 

research are also discussed. 

Results as Related to the Research Questions and Conceptual Framework 

The first research question sought to identify themes of the community health 

beliefs, community health issues, and community meanings that were reflected in the 

interviews. The themes most frequently shared among informants in interviews reflected 

a belief in caring for one another. This theme threaded its way through several concepts 

in the theoretical framework. The extent to which members of the community cared for 

one another was evidenced in their volunteerism and perception of community as family. 

Residents of these rural communities shared concerns and attitudes that reflected 

community health beliefs, prevalent community health issues, and important meanings of 

community. Descriptions by key informants created a clear and compelling picture of the 

factors influencing their patterns of health service utilization. Barriers to health care 

included transportation in one town and the closure of an urgent care clinic in the other. 

Confronted with these challenges, each community generated assistance and support for 

its members. For example, the Mammoth senior center's creative logistical patterns to 

satisfy transportation needs combined with the willingness of residents to transport others 

to health care encounters, reflected community responsiveness to overcome adversity. In 
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Hayden, the formation of a task force to attract a healthcare facility and the enlisted 

assistance from the police force in monitoring the homebound elderly were evidence of 

enhanced community capacity in response to critical issues. This knowledge improved 

the understanding of the inner workings and coping mechanisms within the community. 

The use of qualitative data offered a rich understanding of the complex mechanisms at 

work with respect to health beliefs, community issues, and meanings of community that 

influence patterns of health behavior and optimize health service utilization. 

The second research question sought to discover themes from interviews that 

were reflected in community goals. Themes from interviews were clearly reflected in the 

community goals acquired from interviews as well as the grant goals. While many 

themes were shared by both communities, communities goals identified in interviews 

were uniquely different. 

Goals expressed in interviews by informants from Hayden reflected issues of 

immediate concern to the community. Goals were related to an urgent care clinic closure 

and the consequential need for transportation to emergency services and medical 

appointments. The community appeared to be acutely concerned about this development. 

Some efforts were underway to establish a satellite clinic with the Tucson-based 

providers who served Mammoth. Without exception, everyone wanted an urgent care 

clinic back in town. Informants also expressed a desire for increased outreach services to 

elderly residents and envisioned the establishment of an assisted living arrangement in 

their community. These changes in healthcare utilization patterns in Hayden may have 

influenced greater frequency of case management encounters in the clinic. 
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The Graying effect increased the number and kinds of community health issues 

shifting demand for services upward, stretching limited resources and perhaps lowering 

marginal profits for providers (Rogers, 2000). The identity and limited capacity of the 

community intensified the effects of the health clinic closure. 

Key informants from Mammoth most frequently cited health education as a 

primary focus for future community development. While topics in health education were 

discussed relevant to the general population, recommendations for topics frequently 

pertained to the young adults and teen mothers in the community. The goal for 

community knowledge development reflected the Multigenerational Acquiescence theme 

exhibited in the interviews. When key informants described the passive acceptance of 

teen pregnancy, substance abuse, and domestic violence, their recommendations 

gravitated toward interventions that would support community knowledge development. 

Thus, the community members were acutely aware of the underlying problems and 

sought primary preventative solutions. 

Responsiveness to community interests was evident among members of the 

CMLNP research team. The study team formulated a goal to increase self-esteem and 

self-respect in women, especially in their interpersonal relationships and directed grant 

resources toward this endeavor. Work toward this goal was achieved through training lay 

health workers called promotoras to provide outreach services in the community (May, 

Mendelson, & Ferketich, 1995). Community empowerment programs, based on personal 

and cultural beliefs have been documented to increase community participation. 
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awareness, knowledge, and skills that, in turn, influence health service utilization (Gillis 

& Perry, 1991; Green & Kreuter, 1999; Hooser, 2002). 

Many Mammoth informants also desired greater participation within the 

community. Some of this discussion centered on an interest for greater involvement 

among teens and young adults. The residents felt the greater the participation of teens, the 

greater the success of community service and social groups. This strategy was logical and 

targeted the complaints about cultural cliques in the community. The sustainability of 

commimity organizations is directly related to the infusion and retention of new members 

(Judge, 1996). 

The third research question sought to describe how theoretical concepts were 

interrelated. Conceptual mapping supported thematic interrelationships between Cultural 

Heritage and Identity, Identity and Capacity, and Capacity and Group Interactions. These 

relationships are reasonable. The identities of these communities were founded in the 

tradition of community as family. People were close to one another. The closeness may 

have influenced the development of cultural cliques and "family" quarrels at public 

meetings. People routinely tended one another's children. The bus driver knew every 

child by name. Strangers were easily recognized in these towns. These characteristics 

demonstrate the strong sense of other-directedness in most Hispanic cultures (Griggs & 

Dunn, 1996). Family commitment and loyalty, with a strong support system and duty to 

care for family members, supported the relationship between Cultural Heritage and 

Identity. 
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The relationship between Identity and Capacity was a logical consequence of each 

town's dependency on a copper mining economy and the gradual graying of the 

communities. The capacity of each town was directly related to available employment 

opportunities. 

Group Interactions and Capacity were relationally linked by the underlying health 

belief theme We Take Care of One Another. This belief was the essential underpinning of 

group mobilization and resulting enhanced capacity. It's possible the relational link 

between enabling factors appears to be mediated by health beliefs. 

The fourth research question identified lexical variables from computerized 

language analysis of interviews with key informants. The lower than average score for 

complexity and variety may have reflected the repeated use of words using 

conversational vocabulary. The interviewers engaged the informants in casual, social 

conversations and allowed for a relaxed exchange of information. Neuendorf (2002) 

cautioned researchers about the use of the Diction software. While the framework for the 

analysis is well-specified, the sources of text for standardization of normal ranges are not. 

Lower scores for complexity and variety may reflect the differences between text in 

media, literature, and written correspondence, and text from casual interview 

conversation. Questions concerning the validity of this instrument in interview analysis 

were supported by higher than average self-reference scores. 

Evidence of ambivalence, tenacity, present concern, and denial were easily 

retrieved from the data. Ambivalence was evident in an interview discussing decisions to 

avoid investigations about insurance coverage. The study team was responsive to this 
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issue as evidenced by a goal to improve community understanding and use of health 

benefits. 

Tenacity was evident in rhetoric reflecting political issues in the community. 

People felt strongly about their opinions, a fact illustrated by a high level of involvement 

and caregiving within the community. The nature of the interview questions stimulated 

discussions about present concerns. Informants were asked specific questions regarding 

the community social operations and were encouraged to explain their performances 

within the community. This emphasis on activities they engaged in daily and how the 

community functioned on a daily basis probably influenced the higher than average 

scores for this variable. 

There was clear evidence of denial throughout several interviews. This may have 

been due to an interest by informants to impress the interviewer with the desirable aspects 

of their community, thereby minimizing the problems with denial. Particular issues were 

more important to some informants than others and thus, some issues were downplayed 

intentionally in the interviews. 

The fifth research question searched for evidence of relational links between 

themes from interviews and significant lexical variables from computerized language 

analysis. Motion scores reflected transportation issues, denial scores reflected 

Multigenerational Acquiescence, and human interest scores reflected references to 

family. Discussions about Human Capacity influenced present concern scores. Grant 

goals may have been influenced by evidence of ambivalence. Relational links to themes 



were not apparent for self-reference or familiarity as these may have been influenced by 

the data collection process. 

Additional work is required to establish the reliability and validity of Diction in 

community interviews. This exploratory study raises important issues which should be 

addressed with further investigations. The sources for standardization should be further 

investigated to determine if a different data set would lend greater credibility to the 

findings. That said, the concepts of ambivalence and tenacity would not have been fairly 

illustrated if not for the language analysis. Thus, there is value in examining qualitative 

data with computerized language analysis if it is approached with a critical perspective 

and a cautious approach. 

The sixth research question sought to describe relational links between theoretical 

concepts reflected in themes from interviews and problems presented at community clinic 

encounters. The types of health services rendered during clinic encounters demonstrated 

links to themes from interviews. Greater case management needs in Hayden may have 

been related to the recent closure of the primary healthcare clinic and the need for 

coordination of multiple health and service needs in the community. The prevalence of 

health education services was lower than expected given the strong emphasis on goal 

statements in interviews with key informants. These percentages represent the primary 

type of health service utilized during a particular visit and do not reflect all services 

provided during every visit. While an important aspect of health service encounters, the 

role of health education is necessarily secondary to assessment and screening as well as 
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the provision of skilled care. For this reason, health education may have been 

infrequently identified as the primary service provided at clinic encounters. 

Community interest in health education about specific medical conditions, 

preventive health care, medications, and anticipatory guidance was evident in themes that 

emerged from interviews. Less evident were relational links between use of resources and 

themes in the interviews. The prevalence of health education topics regarding use of 

resources was greater in Hayden than in Mammoth and may reflect the greater need for 

case management services in that community. Case management has become an 

increasingly important topic in the practice of rural community nursing over the past 

decade. Comprehensive, multi-disciplinary acute and long-term care service coordination 

is critical to support and preserve the health and well-being of a community, particularly 

its elderly member (VanderMeer, Savage, & Davis, 2001). However, the public is 

frequently unaware of the underlying need for this service in their communities (Magilvy 

& Congdon, 2000). Consequently, informants did not address this health issue or need in 

interviews. 

Nursing diagnoses demonstrated relational links to themes from interviews. 

Inadequate self care and potential for infection were closely related to themes portraying 

a graying community contending with specific medical conditions. Inadequate self care 

and potential for infection in the elderly may have been related to issues of declining 

physical fitness, lack of nutritional and pharmaceutical information, deteriorating 

residential and community environment, and responses to stress. The complexity of 

elements that influence the onset of debilitating disease and functional decline in the 
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elderly were evident in interviews in these communities. The research study team 

identified specific goals and directed intervention for significant changes in these 

communities to benefit their elderly residents. 

Inadequate knowledge was frequently identified throughout interviews in both 

communities. The importance of knowledge development was evident in the goals 

directed at providing health education. This result may have been influenced by the 

conceptual framework that informed the analysis. The PRECEDE-PROCEED Model 

focuses primarily on planning and evaluating community health education programs 

(Green & Kreuter, 1999). Although the model was not the framework for the CMLNP 

study, it supported and described the study's problem-solving approach to providing 

health education for specific needs. Reflecting the model, the study examined the 

internal and environmental factors that predisposed the communities to certain behaviors 

or health problems and focused on changing behaviors according to decided priorities. 

The importance of health education was a focus of the current study secondary to the 

analysis of data informed by the PRECEDE-PROCEED Model. 

The influence of Hispanic culture on health beliefs and identity was not 

volunteered during interviews and hence was not presented, reviewed or discussed in this 

study. The issue was not directly addressed in the interviews except to inquire about 

community-wide interests in traditional medicine. There was little interest in the practice 

of traditional medicine in the community. There was evidence that medicine practiced by 

curanderos was only understood by older informants and misunderstood by the research 

team. Another reason for the lack of discussions regarding the importance of culture may 



have been that the influence of culture was taken for granted. Since the majority of 

residents were Hispanic, perhaps they didn't perceive the influence that their cultural 

heritage played in the formation of community health beliefs and identity. Themes such 

as We Take Care of One Another, for example, reflected health beliefs and may have 

been supported by cultural norms that encouraged families to care for elders and one 

another. The importance of family as the primary social unit and source of support for 

individuals has been discussed extensively in the literature (Ailinger & Causey, 1995; 

Burk, Wieser, & Keegan, 1995; Sennot-Miller, 1994). 

Implications 

Implications for Community Nursing Practice 

The findings of this study have implications for community nursing practice, 

particularly as evidence builds that current solutions to the poverty and morbidity and 

mortality of rural Hispanics have been largely ineffective. In the past, nurses have been 

primarily involved in the direct care of patients in communities. Shortly before the 

CMLNP study was initiated, the vision of community as client redirected the role and 

focus of nurses (Anderson, McFarlane, & Helton, 1986). This perspective changed 

nurses' roles to organizer, coordinator, and manager of community care practice and 

policymaking (Kuehnert, 1995). 

The implications of this study support the use of conceptual frameworks and 

models to identify community characteristics that influence health behavior patterns and 

the utilization of health care services. Nurses seek to discover relevant community health 

information to clarify program goals, to plan nursing interventions, and to project client 
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outcomes. The interviews reflected substantial agreement among residents that particular 

issues and concerns were of primary importance to their health. 

This study demonstrated that judicious use of theory to acquire critical 

information benefits nursing's view of the community and thus informs planning and 

practice. The use of a conceptual framework to conduct a comprehensive assessment of 

community health beliefs, community health issues, and meanings of community in this 

study allowed nurses to determine how power was distributed, how decision were made, 

and how change occurred in the community. 

The valuable insights and rich descriptions acquired from the interviews should 

encourage community nurses to cooperate with other professionals and key community 

leaders. Collaboration with interested community leaders and residents requires extensive 

communication between agencies, and nurses play a vital role in bringing these local 

stakeholders to the table. This crucial role for nurses, to extend an invitation to members 

of the community to work together toward common goals, serves the community as 

client. 

Implications for Nursing Research 

There are several advantages to content analysis that supported its value as a 

method in this study. First, content analysis provided an approach to extract valuable 

historical and cultural insights through a thorough qualitative analysis of text. While the 

method allowed a concrete, detailed close reading of the text, it also enabled the most 

important themes reflecting more abstract conceptual meanings to emerge with numerical 

prominence. The method provided insight into complex modes of human thought and 
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action and summarized the details with a conceptual profile of the community. It was 

used to effectively interpret the text for the purposes of exploring conceptual meanings 

and confirming the relationship between these meanings. The computerized language 

analysis examined concepts reflecting attributes theorized by other models. 

Recently, there has been much discussion among theorists and practitioners 

regarding the benefits of qualitative and quantitative methods (Caelli, 2002; Foss & 

Ellefsen, 2002; McPherson & Leydon, 2002). Historically, content analysis has been used 

in nursing studies to quantify descriptions of narrative qualitative material. The most 

common application of content analysis in nursing research were typically quantitative in 

nature. That is, nurses produced counts of key categories and measurements of the 

number of variables found in qualitative data sets, e.g., transcripts from individual, 

interpersonal, and group communications. It was a numerical process. 

Recently, however, many qualitative studies in the community nursing literature 

use the term content analysis to describe a method of analyzing narrative content to 

determine themes or patterns. Such an analysis may describe experiences of personal risk 

in community health practices (Skillen, Olson, & Gilbert, 2001) or perceptions of health 

and health awareness (Long, 2000). The studies appear to be descriptive quantitative 

designs, although the data are narrative and qualitative rather than numeric. Qualitative 

content analysis provides the means to describe and discuss central aspects of the 

intricate nature of nursing interactions with the community - a vantage point very often 

elusive to more quantitative methods. 



Some community based interventions have triangulated content analysis with 

other quantitative and qualitative operations (Kegler, Rodine, McLeroy, & Oman, 1998). 

However, no studies could be found that triangulated manual coding and computerized 

language analysis. This method allowed the data to be sorted without interpersonal 

judgments and with a different yet stable conceptual framework. The triangulated 

analysis in this study increased the potential for discovery and expanded opportunities for 

dialogue about attributes apparent in the communities. Further computerized analysis 

with customized dictionaries, based on the information acquired from manual coding, 

will further test the value of this methodological application. 

While no research method is without bias, the question of quantification in 

content analysis appears a fatal assumption for qualitative researchers (Morse, 1995). 

While the purpose of nursing research is to ultimately extend the profession's body of 

knowledge, quantification serves a valuable purpose in content analysis. Every research 

design, method, and analysis decision has inherent fallibilities which must be 

acknowledged to achieve a balance between power and economy. When qualitative and 

quantitative methods are combined judiciously, nursing knowledge of theory and practice 

expands. 

Limitations of the Study 

The principal limitation of this study is that the findings were derived from a 

secondary analysis of data collected in the Comprehensive Multi-Level Nursing Practice 

(CMLNP) Model for Rural Hispanics (Ferketich et al, 1990). Although secondary 

analysis builds theoretical knowledge while conserving time and expense, the study 



design exhibited several disadvantages in areas of (a) sampling, (b) data collection, and 

(c) analyses. 

First, there was lack of control over the original study's sampling strategies. 

While the sample appeared adequate and there was evidence of redundancy of thematic 

units of analysis, it is not possible to assess whether data saturation was reached without a 

secondary sample to confirm the results (Morse, 1991). Secondly, data collection 

procedures influenced the results. Since the researcher did not have the benefit of 

encounters with informants, insights into contextual factors that may have influenced the 

results of the study remain unknown. While most of the interviews generated rich 

descriptions, some focused primarily on community health issues while others limited 

their responses to Identity and Capacity issues. While questions were fairly consistent 

across interviews, differences in interviewer style were evident. These biases may have 

had a limiting effect on the findings. 

Thirdly, the content analysis methods of manual coding and computerized 

language analysis have inherent disadvantages. They are subject to increased error, 

particularly when relational analysis is used to attain a higher level of interpretation. In 

this study, the researcher was unable to check the relevancy of data and its interpretation 

with informants to support validity. Although the study was constructed from a strong 

theoretical base, it may have attempted to draw meaningful inferences too liberally about 

the relationships and impacts implied in a study. In a small non-random sample, the 

number of participants within a particular category is not an indicator of significance; in 

fact, it may be of no consequence. In addition, since all the respondents were not asked 
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the same questions, it remains unknown whether or not these particular responses 

represented actual percentages of the total group. 

Computerized language analysis also has several disadvantages. It is inherently 

reductive, particularly when dealing with complex texts and in this study was conducted 

by word count. Again, the question of proof remains illusive since this process disregards 

the context that produced the text, as well as the state of affairs after the text was 

produced. The problem of distinguishing among homonyms can also invalidate 

conclusions. For example, the word "mine" in the present study denotes a personal 

pronoun, an explosive device, and a deep hole in the ground from which ore is extracted. 

The Diction program obtained an accurate count of that word's occurrence and 

frequency, but there is no accurate accounting of the meaning attributed to each usage. 

In summary, limitations of the study included the following: 

1) The definitions of constructs within the study have evolved since the study was 

conducted. 

2) Sampling and data collection strategies may have had a limiting effect on the 

findings. 

3) Inherent weaknesses of content analysis manual coding and computerized 

language analysis were apparent. 

Recommendations for Future Research 

If the study's contribution to nursing knowledge is to be useful despite questions 

regarding the design, sampling, data collection and analysis, then let it be viewed as an 

initial phase for a constructive plan of study. Since the purpose was to explore and 
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describe conceptual meanings of community, community health issues, and community 

health beliefs from interviews conducted in rural, primarily Hispanic communities, the 

study served as a valuable foundation upon which to develop and implement methods to 

confirm its findings. To that end, the following recommendations are proposed: 

1) Construct a questionnaire or survey tool, using the qualitative data within these 

interviews. Pertinent questions reflecting meanings of community, community health 

beliefs, community health issues, and healthcare utilization should be included. The 

questionnaire should be administered to an appropriate and adequate random sample so 

the conclusions of this research can be justified. The inclusion of qualitative questions to 

expand and elucidate the context of community should also be included within the 

instrument to support a triangulated community assessment and should assess the 

influence of these factors on healthcare utilization. This would afford an opportunity to 

confirm the results of this study. 

2) Continue the investigation toward the construction of conceptual definitions. 

Although the recommendation is closely related to the first, it deserves mention. The 

generalizability of future study conclusions will be highly dependent on how conceptual 

categories are determined and the reliability of those categories. Developing 

discriminating definitions that support agreement of coding and categorization of data in 

the same way over a period of time to support indices of reproducibility, stability, and 

internal consistency will be essential to the successful use of the theoretical model. 

Reducing the large set of variables in the model to a smaller, more manageable set of 
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measures, and discovering dimensionality of these factors that influence health service 

utilization will validate and expand the knowledge acquired in this study. 

3) Work should begin to support the evolution of a custom community dictionary 

set to gather and codify conceptual meanings. Words from themes and interviews in this 

study could provide materials for the development of lexical definitions for conceptual 

terms that describe capacity, identity, and interactions among groups. The development 

of a community dictionary set will broaden nursing's knowledge and test the feasibility 

and value of computerized content analysis in community assessment as well as 

evaluation and planning. Analysis of transcripts from interviews, meetings, and focus 

groups using custom dictionaries for community health beliefs, community health issues, 

cultural heritage, community issues, and meanings of community can supplement other 

sources of data. This method may allow nurses to hear synthesized "voices" from a 

community that otherwise might be overlooked. 

Chapter Summary 

The chapter began with a discussion of the results of this study in relationship to 

the conceptual framework and research questions. Implications for community nursing 

practice emphasized the continued importance of community as client in nursing practice. 

The value of theoretical foundations for clinical practice and collaboration with 

community leaders and residents were evident in this study. 

Implications for nursing research were discussed. Triangulated content analysis 

was recommended for further exploration within nursing research. 
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A discussion of the limitations of the study attributed weaknesses primarily to the 

study's design, a secondary analysis. This form of research posed inherent problems due 

to sampling and data collection as well as the time lapse between data collection and 

analysis. Weaknesses intrinsic to content analysis were also presented. 

Recommendations for further study included the construction of a questionnaire 

to reflect the concepts and themes discovered in this analysis. Further extraction of 

supportive theoretical information regarding the dimensions reflected by these concepts 

should be achieved by factor analysis. Results of these analyses could further explicate 

conceptual meanings and support the development of a custom dictionary of community 

meanings for future analyses of community-generated texts. 
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APPENDIX C MASTER AND CALCULATED VARIABLES 

THE CERTAINTY SCORE 

Definition : Language indicating resoluteness, inflexibility, and completeness and 

a tendency to speak excathedra Formula: [Tenacity + Leveling + Collectives + 

Insistence] - [Numerical Terms + Ambivalence + Self Reference + Variety] 

TENACITY: All uses of the verb to be (is, am, will, shall), three definitive verb 

forms (has, must, do) and their variants, as well as all associated contractions (he'll, 

they've, ain't). These verbs connote confidence and totality. 

LEVELING; Words used to ignore individual differences and to build a sense of 

completeness and assurance. Included are totalizing terms (everybody, anyone, each, 

fully), adverbs of permanence (always, completely, inevitably, consistently), and resolute 

adjectives (unconditional, consummate, absolute, open-and-shut). 

COLLECTIVES: Singular nouns connoting plurality that function to decrease 

specificity. These words reflect a dependence on categorical modes of thought. Included 

are social groupings (crowd, choir, team, humanity), task groups (army, congress, 

legislature, staff) and geographical entities (county, world, kingdom, republic). 

INSISTENCE : This is a measure of code-restriction and semantic contentedness. 

The assumption is that repetition of key terms indicates a preference for a limited, 

ordered world. In calculating the measure, all words occurring three or more times that 

function as nouns or noun-derived adjectives are identified and the following calculation 

performed: [Number of Eligible Words x Sum of their Occurrences] + 10. (For small 

input files, high frequency terms used two or more times are used in the calculation). 



NUMERICAL TERMS: Any sum, date, or product specifying the facts in a given 

case. This dictionary treats each isolated integer as a single word and each separate group 

of integers as a single word. In addition, the dictionary contains common numbers in 

lexical format (one, tenfold, hundred; zero) as well as terms indicating numerical 

operations (subtract, divide, multiply, percentage) and quantitative topics (digitize, tally, 

mathematics). The presumption is that Numerical Terms hyper-specify a claim, thus 

detracting from its universality. 

AMBIVALENCE; Words expressing hesitation or uncertainty, implying a 

speaker's inability or unwillingness to commit to the verbalization being made. Included 

are hedges (allegedly, perhaps, might), statements of inexactness (almost, approximate, 

vague, somewhere) and confusion (baffled, puzzling; hesitate}. Also included are words 

of restrained possibility (could, could, he'd) and mystery (dilemma, guess, suppose, 

seems). 

SELF-REFERENCE: All first-person references, including I, I'd, I'll, I'm, I've, 

me, mine, my, myself. Self-references are treated as acts of indexing whereby the locus 

of action appears to reside in the speaker and not in the world at large (thereby implicitly 

acknowledging the speaker's limited vision). 

VARIETY: This measure conforms to Wendell Johnson's (1946) Type-Token 

Ratio which divides the number of different words in a passage by the passage's total 

words. A high score indicates a speaker's avoidance of overstatement and a preference 

for precise, molecular statements. 

THE OPTIMISM SCORE 
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Definition: Language endorsing some person, group, concept or event or 

highlighting their positive entailments. Formula; [Praise + Satisfaction + Inspiration] -

[Blame + Hardship + Denial] 

PRAISE: Affirmations of some person, group, or abstract entity. Included are 

terms isolating important social qualities (dear, delightful, witty), physical qualities 

(mighty, handsome, beautiful), intellectual qualities (shrewd, bright, vigilant, reasonable), 

entrepreneurial qualities (successful, conscientious, renowned), and moral qualities 

(faithful, good, noble). All terms in this dictionary are adjectives. 

SATISFACTION: Terms associated with positive affective states (cheerful, 

passionate, happiness), with moments of undiminished joy (thanks, smile, welcome) and 

pleasurable diversion (excited, fun, lucky), or with moments of triumph (celebrating, 

pride, auspicious). Also included are words of nurturance: healing, encourage, secure, 

relieved. 

INSPIRATION: Abstract virtues deserving of universal respect. Most of the terms 

in this dictionary are nouns isolating desirable moral qualities (faith, honesty, self-

sacrifice, virtue ) as well as attractive personal qualities (courage, dedication, wisdom, 

mercy). Social and political ideals are also included: patriotism, success, education, 

justice. 

BLAME: Terms designating social inappropriateness (mean, naive, sloppy, 

stupid) as well as downright evil (fascist, blood-thirsty, repugnant, malicious) compose 

this dictionary. In addition, adjectives describing unfortunate circumstances ( bankrupt, 

rash, morbid, embarrassing) or unplanned vicissitudes (weary, nervous, painful, 
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detrimental) are included. The dictionary also contains outright denigrations: cruel, 

illegitimate, offensive, miserly. 

HARDSHIP: This dictionary contains natural disasters (earthquake, starvation, 

tornado, pollution), hostile actions (killers, bankruptcy, enemies, vices) and censurable 

human behavior (infidelity, despots, betrayal). It also includes unsavory political 

outcomes (injustice, slavery, exploitation, rebellion) as well as normal human fears (grief, 

unemployment, died, apprehension) and incapacities (error, cop-outs, weakness). 

DENIAL; A dictionary consisting of standard negative contractions ( aren't, 

shouldn't, don't), negative functions words (nor, not, nay), and terms designating null 

sets (nothing, nobody, none). 

THE ACTIVITY SCORE 

Definition; Language featuring movement, change, the implementation of ideas 

and the avoidance of inertia. Formula; [Aggression + Accomplishment + Communication 

+ Motion] - [Cognitive Terms + Passivity + Embellishment] 

AGGRESSION; A dictionary embracing human competition and forceful action. 

Its terms connote physical energy (blast, crash, explode, collide), social domination 

(conquest, attacking, dictatorships, violation), and goal-directedness (crusade, 

commanded, challenging, overcome). In addition, words associated with personal 

triumph (mastered, rambunctious, pushy), excess human energy (prod, poke, pound, 

shove), disassembly (dismantle, demolish, overturn, veto) and resistance (prevent, 

reduce, defend, curbed) are included. 
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ACCOMPLISHMENT: Words expressing task completion (establish, finish, 

influence, proceed) and organized human behavior (motivated, influence, leader, 

manage). Includes capitalistic terms (buy, produce, employees, sell), modes of expansion 

(grow, increase, generate, construction) and general functionality (handling, strengthen, 

succeed, outputs). Also included is programmatic language: agenda, enacted, working, 

leadership. 

COMMUNICATION: Terms referring to social interaction, both face-to-face 

(listen, interview, read, speak) and mediated (film, videotape, telephone, e-mail). The 

dictionary includes both modes of intercourse (translate, quote, scripts, broadcast) and 

moods of intercourse (chat, declare, flatter, demand). Other terms refer to social actors 

(reporter, spokesperson, advocates, preacher) and a variety of social purposes (hint, 

rebuke, respond, persuade). 

MOTION: Terms connoting human movement (bustle, job, lurch, leap ), physical 

processes (circulate, momentum, revolve, twist), journeys (barnstorm, jaunt, wandering, 

travels), speed (lickety-split, nimble, zip, whistle-stop), and modes of transit (ride, fly, 

glide, swim). 

COGNITIVE TERMS: Words referring to cerebral processes, both functional and 

imaginative. Included are terms of discovery (learn, deliberate, consider, compare) and 

domains of study (biology, psychology, logic, economics). The dictionary includes 

mental challenges (question, forget, re-examine, paradoxes), institutional learning 

practices (graduation, teaching, classrooms), as well as three forms of intellection: 
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intuitional (invent, perceive, speculate, interpret), rationalistic (estimate, examine, 

reasonable, strategies), and calculative (diagnose, analyze, software, fact- finding). 

PASSIVITY: Words ranging from neutrality to inactivity. Includes terms of 

compliance (allow, tame, appeasement), docility (submit, contented, sluggish), and 

cessation (arrested, capitulate, refrain, yielding). Also contains tokens of inertness 

(backward, immobile, silence, inhibit) and disinterest (unconcerned, nonchalant, stoic), as 

well as tranquility (quietly, sleepy, vacation). 

EMBELLISHMENT; A selective ratio of adjectives to verbs based on David 

Boder's (1940) conception that heavy modification slows done a verbal passage by de-

emphasizing human and material action. Embellishment is calculated according to the 

following formula; [Praise + Blame + 1 ] ^ [Present Concern + Past Concern + 1 ] 

THE REALISM SCORE 

Definition; Language describing tangible, immediate, recognizable matters that 

affect people's everyday lives. 

Formula; [Familiarity + Spatial Awareness + Temporal Awareness + Present 

Concern + Human Interest + Concreteness] - [Past Concern + Complexity] 

FAMILIARITY; Consists of a selected number of C. K. Ogden's (1968) 

operation words which he calculates to be the most common words in the English 

language. Included are common propositions (across, over, through), demonstrative 

pronouns (this, that) and interrogative pronouns (who, what), and a variety of particles, 

conjunctions and connectives (a, for, so). 
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SPATIAL AWARENESS; Terms referring to geographical entities, physical 

distances, and modes of measurement. Included are general geographical terms ( abroad, 

elbow-room, locale, outdoors) as well as specific ones (Ceylon, Kuwait, Poland). Also 

included are politically defined locations (county, fatherland, municipality, ward), points 

on the compass (east, southwest) and the globe (latitude, coastal, bordel; snowbelt), as 

well as terms of scale (kilometer, map, spacious), quality (vacant, out-of-the-way, 

disoriented) and change (pilgrimage, migrated, frontier). 

TEMPORAL AWARENESS; Terms that fix a person, idea, or event within a 

specific time-interval, thereby signaling a concern for concrete and practical matters. The 

dictionary designates literal time (century, instant, mid-morning) as well as metaphorical 

designations (lingering, seniority, nowadays). Also included are calendrical terms 

(autumn, year-round, weekend), elliptical terms (spontaneously, postpone, transitional), 

and judgmental terms (premature, obsolete, punctual). 

PRESENT CONCERN; A selective list of present-tense verbs extrapolated from 

C.K Ogden' list of general and picturable terms, all of which occur with great frequency 

in standard American English. The dictionary is not topic-specific but points instead to 

general physical activity (cough, taste, sing, take), social operations (canvass, touch, 

govern, meet), and task-performance (make, cook, print, paint). 

HUMAN INTEREST; An adaptation of Rudolf Flesch's notion that concentrating 

on people and their activities gives discourse a life-like quality. Included are standard 

personal pronouns (he, his, ourselves, them), family members and relations (cousin, 

wife, grandchild, uncle), and generic terms (friend, baby, human, persons). 



CONCRETENESS: A large dictionary possessing no thematic unity other than 

tangibility and materiality. Included are sociological units (peasants, African-

A1 IKlricans, Catholics), occupational groups (carpenter, manufacturer, policewoman), 

and political alignments (Communists, congressman, Europeans). Also incorporated are 

physical structures (courthouse, temple, store), forms of diversion (television, football, 

cd-rom), terms of accountancy (mortgage, wages, finances), and modes transportation 

(airplane, ship, bicycle). In addition, the dictionary includes body parts (stomach, eyes, 

lips), articles of clothing (slacks, pants, shirt), household animals (cat, insects, horse) and 

foodstuffs (wine, grain, sugar), and general elements of nature (oil, silk, sand). 

PAST CONCERN: The past-tense forms of the verbs contained in the Present 

Concern dictionary. 

COMPLEXITY: A simple measure of the average number of characters-per-word 

in a given input file. Borrows Rudolph Flesch s (1951) notion that convoluted phrasings 

make a text's ideas abstract and its implications unclear. 

THE COMMONALITY SCORE 

Definition: Language highlighting the agreed-upon values of a group and 

rejecting idiosyncratic modes of engagement. Formula: [Centrality + Cooperation + 

Rapport] - [Diversity + Exclusion + Liberation] 

CENTRALITY : Terms denoting institutional regularites and/or substantive 

agreement on core values. Included are indigenous terms (native, basic, innate) and 

designations of legitimacy (orthodox, decorum, constitutional, ratified), systematicity 

(paradigm, bureaucratic, ritualistic), and typicality ( standardized, matter-of-fact. 



regularity). Also included are terms of congruence (conformity, mandate, unanimous), 

predictability (expected, continuity, reliable), and universality ( womankind, perennial, 

landmarks). 

COOPERATION: Terms designating behavioral interactions among people that 

often result in a group product. Included are designations of formal work relations 

(unions, schoolmates, caucus) and informal associations (chum, partner, cronies) to more 

intimate interactions (sisterhood, friendship, comrade). Also included are neutral 

interactions (consolidate, mediate, alignment), job-related tasks (network, detente, 

exchange), personal involvement (teamwork, sharing, contribute), and self-denial (public-

spirited, care-taking self-sacrifice). 

RAPPORT; This dictionary describes attitudinal similarities among groups of 

people. Included are terms of affinity (congenial, camaraderie, companion), assent 

(approve, vouched, warrants), deference (tolerant, willing, permission), and identity 

(equivalent, resemble, consensus). 

DIVERSITY; Words describing individuals or groups of individuals differing 

from the norm. Such distinctiveness may be comparatively neutral (inconsistent, 

contrasting, non-conformist) but it can also be positive (exceptional, unique, 

individualistic) and negative (illegitimate, rabble-rouser, extremist). Functionally, 

heterogeneity may be an asset (far-flung, dispersed, diffuse) or a liability (factionalism, 

deviancy, quirky) as can its characterizations; rare vs. queer, variety vs. jumble, 

distinctive vs. disobedient. 



EXCLUSION: A dictionary describing the sources and effects of social isolation. 

Such seclusion can be phrased passively (displaced, sequestered) as well as positively 

(self-contained, self-sufficient) and negatively (outlaws, repudiated). Moreover, it can 

result from voluntary forces (secede, privacy) and involuntary forces (ostracize, forsake, 

discriminate) and from both personality factors (small-mindedness, loneliness) and 

political factors (right-wingers, nihilism). Exclusion is often a dialectical concept: hermit 

vs. derelict, refugee vs. pariah, discard vs. spurn). 

LIBERATION: Terms describing the maximizing of individual choice 

(autonomous, open-minded, options) and the rejection of social conventions 

(unencumbered, radical, released). Liberation is motivated by both personality factors 

(eccentric, impetuous, flighty) and political forces (suffrage, liberty, freedom, 

emancipation) and may produce dramatic outcomes (exodus, riotous, deliverance) or 

subdued effects (loosen, disentangle, outpouring). Liberatory terms also admit to rival 

characterizations: exemption vs. loophole, elope vs. abscond, uninhibited vs. outlandish. 
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APPENDIX D ENCOUNTER FORM 

PUBLIC HEALTH NURSING ENCOUNTER FORM 

SERVICE SETTING REFERRAL SOURCE CUENT STATUS / TYPE OF VISIT 

FUNDING SOURCE 

SUBJECnVE/OBJECnVE 

CUEhTT/FAMILY CLASSIFICATION _ 

TERTIARY CL>SSIFICATlON 1 2 3 4 

Family SItuallon 

v̂cholooical Condition 

Caretaker & Theraoeutlc Como. 

Ptivs ContS/Know o1 Hllh Cond. 

Health Beliefs/Attitudes 

Princioles of Gen Hvoiene 

Environmental Mlileu 

Cdmmunitv Resources 

ACUITY LEVEL 

3ED HEALTH EDUCATION 

NURSING DIAGNOSIS / / 

ASSESSMENT: 

INTERVENTION-

ACTION PLAN 

.DATE OF NEXT VISIT;. 

REFEHRALSTO SERVICETIME TRAVELTIME CUENTSSERVED 

CUENTNAME DATEOFBIRTH AGEINYEARS U U O O  T T  T T  
MEDICAL RECORD # INCOME PArMENT OFRCECODE 

PROVIDER SIGNATURE NURSE ID SERVICE DATE 
U U 0 0 • T 
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APPENDIX E MAMMOTH GOALS 

1. Targeted residents will act to increase self-esteem and self-respect in women by 
applying principles of human development to their lives especially in their 
interpersonal relationships. 

2. Targeted residents will reduce the rate of depression, domestic violence, and drug 
and alcohol abuse by applying principles of health, healthy interpersonal 
relationships and self-awareness and by using behavioral health services. 

3. Childbearing families will act to increase family well-being and reduce the rate of 
child abuse, child neglect, attempted suicide in children, child sexual abuse, child 
drug use and lack of child supervision due to lack of parenting skills by 
incorporating principles of family communication and parenting skills into their 
childbearing practices and by using behavioral health services. 

4. Targeted residents will enhance adults' and children's nutritional awareness and 
nutritional practices through participation in educational programs, use of 
nutritional services and by applying principles of good nutrition in their lives. 

5. Targeted residents will increase their wellness by incorporating into their daily 
lives developmentally appropriate primary prevention activities such as exercise, 
smoking cessation, immunizations, weight control, dental health practices, 
prenatal care, and responsible life choices. 

6. Targeted residents will act to reduce the risk of injury to children from highway 
and street traffic by instituting primary prevention measures related to safety. 

7. Targeted residents will reduce the rate of undertreated and untreated 
communicable diseases, hypertension, diabetes, arthritis, and respiratory diseases 
by becoming informed about and using available health services and health 
insurance benefits. 

8. Targeted residents will reduce the incidence of and progression of disease by 
seeking regular preventive health care and screening for communicable disease, 
particularly tuberculosis, and also for arthritis, hypertension, diabetes, 
hypercholesterolemia, cancer, and respiratory diseases, specifically silicosis, 
emphysema, and asthma. 

9. Targeted residents will decrease the rate of reported caregiver stress associated 
with providing in-home, long-term care of elderly relatives by participation in 
health education programs and caregiver support groups. 

10. Targeted residents will have increased information about and decrease risk for 
occupational and environmental hazards by involvement in community education 
programs. 

11. Targeted residents will act to increase the number of affordable safe housing units 
by seeking and obtaining the means to construct new homes or rehabilitate 
qualified existing homes. 
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APPENDIX F HAYDEN GOALS 

1. Targeted residents will reduce the rate of untreated depression and the rate of 
suicide, domestic violence, and drug and alcohol abuse by applying principles of 
health and wellness to their interpersonal human relationships and by using 
community-based health services. 

2. Targeted residents will reduce the rate of the complications from undertreated and 
untreated communicable disease, lung- disease, heart disease, hypertension, 
diabetes, obesity and arthritis by using preventive health practices and 
incorporating health care regimens into their daily lives. 

3. Targeted residents will reduce the incidence of advance disease by seeking 
regular health care and regular screening for communicable diseases, 
cardiovascular disease, cancer, diabetes, hypercholesterolemia, developmental 
delays, hearing and vision, and environmental toxicity. 

4. Targeted residents will increase fitness and wellness by incorporating into their 
daily lives developmentally appropriate primary prevention activities such as 
exercise programs, immunizations, weight control, health eating practices, 
smoking cessation, and dental health programs and by responsible life choices and 
child rearing practices. 

5. Targeted residents will act to reduce the rate of motor vehicle accidents and other 
kinds of accidents by implementing selected safety programs such as programs 
for firearm safety, seat belt use, and motor vehicle safety. 

6. Targeted residents will act to reduce the rate of injuries to school-aged children by 
implementing home and school safety programs such as programs for firearm 
safety, child seat belt use, and pedestrian safety. 

7. Childbearing women will act to improve perinatal outcomes and the rate of 
unwanted pregnancies by using prenatal, family planning, and child care services 
and by implementing personalized wellness programs. 

8. Targeted resident groups will increase their responsibility for health and wellness 
by involvement in community based health education programs such as parenting 
programs and AIDS education programs. 

9. Targeted residents will decrease the rate of reported caregiver stress associated 
with providing in-home, long-term care to elderly relatives by participating in 
health education programs and caregiver support groups. 

10. Targeted residents will have decreased risk for and increased information about 
occupational and environmental hazards by involvement in community education 
programs and environmental monitoring. 
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