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ABSTRACT 

There is a lack of health services in rural areas for adolescents. A large portion of 

adolescents in rural southwestern U.S. are Mexican-American. The purpose of this study 

was to describe the use of clinic services by adolescents in several rural Mexican-American 

communities. 

This study is a descriptive survey utilizing The Neuman Systems Model as the 

conceptual framework. This secondary analysis of data was conducted on data collected 

through encounter forms completed by clinic staff. The sample was drawn from 

adolescents age 10 to 18 years in four rural towns in Pinal County, Arizona. 

Data were analyzed using descriptive statistics, chi-square, and t-tests. Clinic 

services sought by Mexican-American adolescents age 10 to 18 are described. There were 

no statistically significant differences between clinic services sought by Anglo-European 

and Mexican-American adolescents age 10 to 18 years. There were no statistically 

significant differences in services sought by Mexican-American adolescents age 10 to 14 

and those age 15 to 18. There were statistically significant differences in services sought 

by Mexican-American adolescents age 10 to 18 and people older than 18, including: type of 

visit, service provided, health education, nursing diagnoses, and referrals. 

Nursing is concerned with the well-being of all people. Nurses are sometimes the 

only providers in rural areas and also traditionally care for underserved populations. 

Nursing should be prepared to give adolescents the services which they desire. By having 

a better understanding of the population, and services sought, nurses can plan more 

effective care. 



CHAPTER I 

INTRODUCTION 
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Adolescents are perhaps the nation's greatest resource and they will grow up to 

become the national workforce (U.S. Congress, Office of Technology Assessment [OTA], 

1991a). Adolescents are often regarded as the healthiest group of individuals in society. 

As a result, adolescent health care has not been a national priority. Adolescence is a period 

of profound physical, intellectual, emotional, and social change in which adolescents 

require assistance with these transitions in order to evolve into healthy adults. Mexican

American adolescents in rural areas often have more difficulty than other groups in 

obtaining adequate health care (OTA, 1991a). This study is a secondary analysis of data 

obtained from a larger study entitled Comprehensive Multilevel Practice Model for Rural 

Hispanics, which was conducted in a rural community in the southwest (Ferketich, 

Phillips, & Verran, 1990), and will examine the use of clinic services by adolescents in 

rural, predominately Mexican-American communities. Chapter I presents the background 

on health care for adolescents, with a particular focus on Mexican-Americans and rural 

health care. The significance of this study for nursing and society is discussed, and the 

purpose of the study presented. 

Background 

The following subsections will describe the context of rural Mexican-American 

adolescent health care, which includes: Mexican-American cultural values, adolescent 

health care, and rural health care. 

Mexican-American Cultural Values 

In order to understand adolescent health care in rural Mexican-American 

communities, it is important to have an understanding of Mexican-American family values. 

In the Mexican-American culture the needs of the individual are relinquished for the needs 

of the family (Inclan & Hernandez, 1992). The definition of the family includes the 
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immediate members of the nuclear unit and the extended family members. Loyalty and 

interdependence between members of Mexican-American families are reinforced, and 

cooperation is expected. Children are taught to obey their elders, to be dependent upon 

them, and to never question their actions. Mexican-American women are expected to be 

supportive of their husbands, to take care of them, and to sacrifice themselves for their 

families. The men are expected to provide for their families' material needs and to be 

responsible for their welfare and honor. Within Mexican-American families there is a rigid 

boundary of privacy that guards conflict or suffering from exposure to the outside world 

(Inclan & Hernandez, 1992). An implication for health care is the importance of the family 

and the potential for family involvement in decisions about health care. Health care 

providers must be cognizant of potential cultural differences. 

Adolescent Health Care 

In 1991 it was estimated that there were approximately 31 million adolescents in the 

United States (OTA, 1991a). One out of five of these adolescents has at least one serious 

health problem (OTA, 1991a). Objectives forreducing adolescent health problems have 

been outlined by the U.S. Department of Health and Human Services ([DDHS], 1990). 

Adolescents face several barriers to accessing health care, including: barriers that are 

financial, legal, and cultural; provider barriers; and lack of knowledge of services (OT A, 

1991a). 

Adolescent Health Problems 

Serious health problems of adolescents include: accidental injuries; chronic physical 

illnesses; nutrition and fitness problems; dental and oral health problems; acquired 

immunodeficiency syndrome/human immunodeficiency virus (AIDS/HIV) infection and 

other sexually transmitted diseases (STDs); pregnancy and parenting; mental health 

problems; alcohol, tobacco, and drug abuse; delinquency; and homelessness (OTA, 

1991a). Accidental injuries are the leading cause of death for adolescents and include: 
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vehicle-related accidents, drowning, firearms, fires and bums, and falls (OT A, 1991 b ). 

Adolescent death due to injuries has increased over the decades (OTA, 1991b). Table 1 

summarizes rates of adolescent deaths due to injury in the U.S., Arizona, and Pinal 

County, the site of rural communities where the target population for this study resides. It 

is also notable that in Arizona, Mexican-American adolescents have a higher rate of death 

than white adolescents (Mrela, 1994b). The majority of these deaths are motor vehicle 

related (ADHS, 1994; Mrela, 1995; OTA, 1991b). 

About 5 to 10 percent of adolescents suffer from a chronic physical illness (OTA, 

1991 b ). The 20 leading chronic physical illnesses among non-institutionalized U.S. 

adolescents in descending order of prevalence include: hay fever or allergic rhinitis without 

asthma, chronic sinusitis, acne, asthma, deformity or orthopedic impairment, chronic 

bronchitis, chronic disease of tonsils or adenoids, dermatitis, migraine headaches, heart 

disease, hearing impairments, visual impairments, trouble with ingrown toenails, color 

blindness, trouble with dry skin, speech impairment, diseases of female genital organs, 

anemias, arthritis, and high blood pressure (OTA, 1991b). Adolescents consider acne and 

dysmenorrhea to be the chronic physical illnesses of most concem(OTA, 1991a). As many 

as 50 percent of adolescent females reported having missed school or work secondary to 

dysmenorrhea (OTA, 1991a) 

Many adolescents experience problems with nutrition and fitness. These problems 

include: lack of calcium, iron deficiency, obesity, eating disorders, nutritional needs during 

pregnancy, and physical inactivity (ADHS, 1994; OTA, 1991b). Among Mexican

American adolescents the risk for obesity is extremely high, particularly trunkal obesity, 

which is associated with heart disease and diabetes mellitus (OTA, 1991 b). 

The prevalence of dental caries has greatly decreased over the past several decades, 

but interventions have focused on young children. As a result, oral and dental problems of 

adolescents have rarely been addressed. These problems include: periodontal disease; 



Table 1 

Comparison of Rates of Adolescent Deaths Due to Injury by Age Group: 

United States, Arizona, and Pinal County 

United States 

Arizona 

Pinal County 

10-14 years 

12.7 

19.0 

14.0 

Age 

15-19 years 

46.7 

74.7 

68.5 

Note. Rate is number per 100,000 population. Adapted from Mrela, C. K. (1995). 

Injury mortality among children and adolescents: Arizona 1983-1993. Phoenix, AZ: 

Arizona Department of Health Services. 

13 
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malocclusion; poor nutrition resulting from an inability to chew food; and lack of social 

acceptance secondary to unacceptable appearance and mouth odor (ADHS, 1994; OT A, 

1991b). Many Arizona adolescents do not practice positive oral health behaviors (ADHS, 

1994). Among Arizona adolescents 13.1 percent do not brush their teeth regularly, only 

36.8 floss regularly, and over one quarter do not see a dentist annually (ADHS, 1994). 

More than half of adolescents aged 15 to 19 have had sexual intercourse (OT A, 

1991a). Only 22 percent of these individuals reported current use of condoms (OTA, 

1991a). Condoms, aside from abstinence, are the only known prevention for AIDS/HIV 

infection, and are also very important in preventing transmission of other STDs. 

Nationally 30 percent of newly reported cases of gonorrhea occur in adolescents aged 10 to 

19 (OTA, 1991a). In Arizona in 1991 the rate of chlamydia and gonorrhea among 15 to 19 

year old adolescents was the highest of any age group (ADHS, 1994). Mexican-Americans 

in Arizona have higher rates of syphillis, gonorrhea, chlamydia, and herpes than whites 

(Mrela, 1994a). 

In the U.S. about 1 million adolescents become pregnant each year (OTA, 1991a). 

About half of pregnant adolescents go on to give birth, while about half obtain abortions 

(OTA, 1991a). Sixty-five percent of births to U.S. adolescents are to unmarried mothers 

(OTA, 1991a). Unmarried adolescent childbearing greatly increases the chance that a 

mother and her infant will live in poverty (OTA, 1991b). Adolescent parents are generally 

in need of a wide range of government funded services. The pregnancy rate for Mexican

American adolescents in Arizona in 1990 was 93 per 1,000, more than twice that of white 

adolescents, which was 44 per 1,000 (Gersten & Mrela, 1993). In Arizona, Pinal County 

in 1990 had the highest pregnancy rate, 66.6 per 1,000, for adolescents 19 or less years 

old (Gersten & Mrela, 1993). 

It has been estimated that about one out of five adolescents suffers from a 

diagnosable mental disorder (OT A, 1991 b). Examples of mental disorders affecting 
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adolescents are: disruptive behavior disorders, eating disorders, mood disorders, anxiety 

disorders, adjustment disorder, schizophrenia, and suicide and suicidal ideation. Suicide is 

one of the top three causes of death among adolescents (OTA, 1991a). The rate of 

adolescent suicide is on the rise both nationally and in Arizona (ADHS, 1994). Rural 

youth are more likely to commit suicide than urban youth and Mexican-American 

adolescent females are more likely to attempt suicide than white adolescent females (ADHS, 

1994). 

Alcohol, tobacco, and other drug use is a serious adolescent problem which persists 

into adulthood and has a considerable effect on mortality and morbidity. In one report 50.2 

percent of adolescents 12 to 17 years old had used alcohol, and 42.3 percent of adolescents 

12 to 17 had used cigarettes (OTA, 1991 b). Adolescents themselves report that alcohol use 

is the most prevalent drug problem among their age group (OTA, 1991a). Half of all 

smokers begin smoking before the age of 18 (ADHS, 1994). Cigarette smoking is the 

single most preventable cause of death in the U.S. (ADHS, 1994). The use of illicit drugs 

appears to be much less common than the use of alcohol and cigarettes among adolescents 

(OTA, 1991a). 

Delinquency includes many behaviors such as: violent crimes, misdemeanors, and 

high school dropout. The occurrence of delinquent acts among adolescents has been 

increasing (OTA, 1991a). In 1988 there were 1.6 million arrests of adolescents, and 

700,000 adolescents were confined to juvenile detention facilities (OT A, 1991a). 

Delinquency is associated with adolescent health, not only because of death secondary to 

homicide but for several other reasons. Delinquency has been associated with other health 

threatening behaviors such as: alcohol, tobacco, and drug use; risky driving behavior; and 

precocious sexual experimentation (OTA, 1991b). There is a close association between 

delinquency and mental health problems. Adolescents who are held in correctional facilities 

often have serious unattended health problems (OTA, 1991b). Mexican-American 
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adolescents, compared with White non-Hispanic adolescents, have the highest rate of high 

school drop out (OTA, 1991b). Homicide, the second leading cause of death among 

adolescents, has a higher rate in Arizona than nationally (ADHS, 1994). 

Approximately one million adolescents run away from home each year (ADHS, 

1994). Although most return home, approximately 21 percent end up homeless (ADHS, 

1994). The 100,000 to 300,000 adolescents who find themselves homeless are at risk for 

several health problems including: sexual abuse, drug abuse, violence, pregnancy, STDs, 

AIDS/HIV infection, and depression (ADHS, 1994). Some adolescents are part of 

homeless families, but adolescents most frequently become homeless when they leave 

home to escape harmful situations (OT A, 1991 b ). 

National Objectives 

The U.S. Department of Health and Human Services in 1990 published Healthy 

people 2000: National health promotion and prevention objectives, to be used by health 

care providers for improving the health of those they serve. The document presents 

objectives for the health of adolescents, of which the following are examples: Reduce 

deaths caused by unintentional injuries; Reduce overweight; Increase the proportion of 

people aged 6 and older who engage regularly in light to moderate physical activity for at 

least 30 minutes per day; Reduce dental caries; Reduce the proportion of adolescents who 

have engaged in sexual intercourse and increase the use of condoms by sexually active 

adolescents; Reduce pregnancies among Mexican-American girls aged 15 to 19; and 

Reduce use of alcohol and initiation of cigarette smoking (DHHS, 1990). 

Adolescent Barriers to Accessing Health Care 

The ability to pay for services is perhaps the greatest determinant of whether an 

individual will seek health care or not. Many adolescents lack financial access to services. 

One out of seven adolescents ages 10 to 18 have no health insurance (OTA, 1991c). For 

those adolescents fortunate enough to have private or government funded health care 
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coverage, access to special services required by adolescents is often limited. These special 

services include things such as: mental health services, substance abuse treatment, 

preventative screening procedures, contraceptive services, dental care, and vision services. 

Mexican-American youth are most likely to be uninsured (OTA, 1991c). This is probably 

because Mexican-Americans are more likely than other groups to be employed in positions 

that do not offer health insurance(OTA, 1991c). Poor Mexican-Americans families often 

include both wife and husband and so are less likely to be eligible for government 

assistance (OTA, 1991c). Undocumented immigrants are also less likely to be eligible for 

government assistance (OTA, 1991c). 

Lack of confidentiality, due to the necessity for parental consent, deters many 

adolescents from seeking help. Even if adolescents do have health care coverage, they may 

be reluctant to seek help because most insurance companies, including government 

programs, require parental consent. Laws requiring parental consent were established 

because adolescents were not thought to be competent to make health care decisions, and to 

ensure family involvement in health care (OTA, 1991c). Even if confidentiality is not a 

concern for adolescents, their parents are often not available to assist them in attaining 

health care. 

Even when adolescents have access to health care providers, barriers still exist. 

Most health care providers are not specifically trained to care for adolescents (OT A, 

1991c ). Less than 1500 health care providers nationwide identify themselves as specialists 

in adolescent care (OTA, 1991c). Providers' ideas of health priorities often differ from 

those of adolescents. 

Lack of knowledge often prevents adolescents from accessing the health care 

system. The health care system in the U.S. is difficult for sophisticated adults to 

maneuver; it may be overwhelmingly impossible for adolescents to decipher. Information 



18 

and media coverage on available health services are often not directed at adolescents. Many 

adolescents are not aware of what services are available. 

Finally, adolescence may constitute an entirely separate culture which is not easily 

understood by adults (Dougherty, 1993). This cultural difference also represents an 

important barrier to adolescents' use of health services. 

Rural Health Care 

About one quarter of the U.S. population lives in rural areas (OT A, 1990). The 

Census Bureau defines rural as a population not categorized as urban. Urban is defined as 

an area with a combined population of at least 50,000, or a place outside an area with a 

population of at least 2,500 (OTA, 1990). The nonmetropolitain definition includes those 

people living outside a metropolitan statistical area (MSA). An MSA is defined as a county 

which contains a city with at least 50,000 residents or a county with at least 100,000 total 

residents (OTA, 1990). Frontier area is another definition used, meaning a county with a 

population density of six or fewer people per square mile (OT A, 1990). Frontier areas are 

often found in western states. People in rural areas have less access to basic health care 

services than their urban counterparts. Access is limited by both physical barriers and 

economic barriers. Cultural values of people in rural areas may also differ from those of 

people in urban areas (Bushy, 1990). 

Physical Barriers 

Physical barriers include lack of health care facilities, lack of transportation to 

health care facilities, and lack of health care providers. Health care facilities in rural areas 

have difficulty staying open because their expenses are greater than patient care revenues 

(OTA, 1990). This problem is compounded by the fact that rural residents often go to 

urban areas for care (OTA, 1990). Rural residents frequently have to drive long distances 

to obtain health care. These distances are very rarely accommodated with public 

transportation (OTA, 1990). Public transportation in small rural towns is also usually 
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nonexistent. Insufficiency of providers is an extensive problem in rural areas. In 111 

counties in the U.S., with a total of 325,100 inhabitants, there is no physician (OTA, 

1990). Over half a million rural residents live in counties without obstetrical care and 

nearly 50 million rural residents live in counties without psychiatric care (OT A, 1990). The 

least adequate supply is that of primary care providers (OTA, 1990). Health care providers 

are reluctant to work in rural areas for a variety of reasons, including: less monetary 

compensation; lack of technical support; professional isolation; lack of opportunities for 

continuing education; and lack of opportunities for their families (OTA, 1990). In Pinal 

county the ratio of primary care physicians to population is 38 per 100,000, and the ratio of 

nurse practitioners is 5 per 100,000 (ADHS, 1995). These rates are about half the state 

and national rates (ADHS, 1995). 

Economic Barriers 

Even if health care were readily available, many rural residents would not have the 

economic ability to use those services. Rural residents have lower average incomes, higher 

poverty rates, and less health care coverage than their urban counterparts (OTA, 1990). In 

1987 the average yearly family income for a rural family was $24,397, about three-quarters 

of the average yearly urban family income of $33,131 (OTA, 1990). The average yearly 

family income for a Mexican-American family is even lower at $21,800 (Ginzberg, 1991). 

Rural residents are less likely to have completed high school and less likely to be employed 

than urban residents(OT A, 1990). Rural residents below the poverty level are not as likely 

as urban residents to be covered by Medicaid or Arizona Health Care Cost Containment 

System (AHCCCS) (OT A, 1990). Rural areas whose economies are based on farming and 

mining, such as Pinal County, have suffered the worse decrease in income over the last 

decade (OTA, 1990). Mexican-Americans comprise a large percentage of the low-wage 

farming workforce (Ginzberg, 1991). In Pinal County the poverty rate is 19.6 percent and 
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the unemployment rate is 5.9 percent; both rates higher than state or national rates (ADHS, 

1995). 

Rural Cultural Values 

People in rural areas may have cultural values different from those of people living 

in urban areas. Rural residents are more likely to live in traditional families headed by a 

married couple (OTA, 1990). Rural women are less likely to be employed outside the 

home and often identify themselves based on their relationships with others (Bushy, 1990). 

Rural women also have higher rates of fertility and have their first pregnancy earlier in life 

(Bushy, 1990). Rural residents often embrace an attitude of self-reliance and strong work 

ethic (Bushy, 1990). They may be less likely to seek health care or to practice preventative 

behaviors (OTA, 1990). 

Statement of the Problem 

Adolescents have many health problems reflecting their stage in life and their unique 

life situations. Despite having health problems, many adolescents do not receive adequate 

health care. Mexican-Americans and residents of rural areas are also often underserved. 

Significance of the Study 

The proposed study is significant for several reasons. Rural Mexican-American 

adolescents are one of the most underserved groups in the nation. There are many social 

and economic implications from the lack of adequate health care. Nursing as a discipline is 

involved with the care of adolescents. It has been well established that research in patterns 

of health care among rural Mexican-American adolescents is lacking (OTA, 1991a). This 

study of use of clinic services by adolescents in rural Mexican-American communities will 

address the lack of research in this area. 

Because Mexican-American adolescents have been generally underserved, 

especially in rural areas, there is a need to study patterns of use of services. When the three 

factors of adolescence, rural locale, and Mexican-American ethnicity are combined, the sum 
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is a population which has a great need for increase in accessibility to health care. This 

research on the use of health services by a rural adolescent population provides a basis for 

examining patterns of use as indicative of possible barriers that may exist. 

The Healthy People 2000 (DHHS, 1990, p. 375) Model Standards Goal for 

adolescents and young adults states that, "Adolescents and young adults will develop and 

mature in good health, secure in their prospects for a happy future". The problems 

associated with adolescent pregnancy and drug and alcohol use have been well documented 

(OTA, 1991a). Little is known about rural Mexican-American adolescents' pattern of use 

of services (OTA, 199c). Research on adolescents' use of health services will enable 

health care providers to more adequately address their needs. 

Nursing is concerned with the well being of all people. Nurses are sometimes the 

only primary care providers in rural areas (OTA, 1990). Nurses also traditionally care for 

underserved populations. By having a better understanding of the population, care can be 

provided more effectively. There is a little research about the health care of adolescents 

who are poor, members of a racial or ethnic minority, or residing in a rural area (OT A, 

1991a). This study will contribute to nursing's body of knowledge about Mexican

American adolescents in rural areas. The significance of this study to the original study is 

in its further analysis of data that will contribute to knowledge of health care of rural 

Mexican-American adolescents. 

Statement of Purpose 

There is a lack of health services in rural areas for adolescents. A large portion of 

adolescents in rural southwestern U.S. are Mexican-American (Mrela, 1994a). The 

purpose of this study is to describe the use of clinic services by adolescents in rural 

Mexican-American communities. This study will answer the following research questions. 

1. What clinic services are sought by Mexican-American adolescents age 10 to 

18 years in rural communities? 



2. What is the difference in clinic services sought by Anglo-European and 

Mexican-American adolescents age 10 to 18 years in rural communities? 

3. What is the difference in clinic services sought by Mexican-American 

adolescents age 10 to 14 years and Mexican-American adolescents age 15 to 18 

years in rural communities? 

4. What is the difference in clinic services sought by Mexican-American 

22 

adolescents age 10 to 18 years and Mexican-American people older than 18 years in 

rural communities? 

Summary 

Adolescents are challenged with many health problems. They also face barriers to 

accessing health care. Residents in rural communities are also confronted with multiple 

barriers to health care, as are Mexican-Americans. Mexican-American adolescents living in 

a rural community are particularly underserved. The significance of this study to nursing 

and to society is in its contribution to knowledge of rural Mexican-American adolescent 

health care. This study analyzed data from a larger study conducted in the southwestern 

U.S. to describe use of clinic services by adolescents in several rural Mexican-American 

communities. 
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CHAPTER II 

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

This chapter presents the conceptual framework for the study, reviews pertinent 

literature, states the research questions, and defines terms used. The Neuman Systems 

Model served as the conceptual basis for this study. Literature pertaining to adolescent 

health care, rural health care, and Mexican-American health care is be reviewed. 

Conceptual Framework 

This study uses the Neuman Systems Model as the conceptual framework. The 

following section includes descriptions of the model, review its assumptions and concepts, 

and state how the model applied to this study. 

The Neuman Systems Model 

In 1 'n2 Betty Neuman first developed her theoretical framework for nursing 

(Fawcett, 1989). The framework has undergone many changes, but the original diagram 

for the Neuman Systems Model has remained the same (Neuman, 1989). Neuman's global 

views are as pertinent today as they were at the time she first started to develop the Model. 

Assumptions 

There are ten explicitly stated assumptions which are essential to the Neuman Systems 

Model (Neuman, 1989). The first assumption is that each system, or client, is a composite 

of common known factors or innate characteristics within a normal, given range of 

response contained within a basic structure, but it is also assumed that each system is 

unique (Neuman, 1989). The second assumption is that stressors exist (Neuman, 1989). 

They can be known, or unknown, positive or negative, intra-, inter-, or extrapersonal, and 

they all differ in their ability to disturb the client's normal line of defense or usual stability 

level (Neuman, 1989). Stability is a state of balance or harmony which requires energy 

exchange from the client when confronted with stressors (Neuman, 1989). This 

assumption also states that there are five client variables, including: physiological, 
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psychological, sociocultural, developmental, and spiritual (Neuman, 1989). These five 

client variables mediate the degree to which the system is protected by the flexible line of 

defense from stressors (Neuman, 1989). The flexible line of defense is a protective buffer 

system for the client's normal or stable state (Neuman, 1989). The third assumption 

defines the normal line of defense as the usual wellness or stability state, which the system 

evolves over time (Neuman, 1989). This is the client's normal range of responses to the 

environment which is the standard for wellness-deviance determination (Neuman, 1989). 

Wellness is achieved when all system parts are in harmony (Neuman, 1989). The fourth 

assumption defines the flexible line of defense as an accordion like, cushioning buffer 

against stressors (Neuman, 1989). If the flexible line of defense is not capable of 

protecting the client system, the stressor breaks through the normal line of defense 

(Neuman, 1989). The interrelationships between the five client variable mentioned in 

assumption two determines the system's reaction to stressors (Neuman, 1989). The fifth 

assumption states that the client is a dynamic composite of the five variables, and that 

wellness is on a continuum of available energy to support the system in its optimal state 

(Neuman, 1989). 

The sixth assumption defines the lines of resistance as a stabilizing force which 

returns the client to the usual wellness state or a higher lever of wellness following a 

stressor reaction (Neuman, 1989). Assumption seven explains that primary prevention is 

an attempt to prevent stressor reactions, or prevention of treatment, through client 

assessment and interventions (Neuman, 1989). The eighth assumption defines secondary 

prevention as interventions related to symptoms, or treatment, following a stressor reaction 

(Neuman, 1989). The ninth assumption explains that tertiary prevention is reconstitution 

and maintenance, or follow up after treatment, moving the client back toward primary 

prevention (Neuman, 1989). Reconstitution is the return and maintenance of the client 

system stability following treatment of a stressor reaction (Neuman, 1989). The tenth and 
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final assumption states that, "the client is in a dynamic constant energy exchange with the 

environment" (Neuman, 1989, p. 22). 

Concepts 

In Neuman's model the major concepts are: "client, variables, environment, 

stressors, wellness, and nursing intervention" (Reed, 1993, p. 7). Lines of defense protect 

the client from stressors. Nursing interventions such as primary prevention can enhance 

the ability of the flexible line of defense against stressors. Secondary prevention helps 

restore the normal line of defense once it has been affected by stressors. Tertiary 

prevention assists the system in restoring and maintaining wellness in response to stressors 

(Reed, 1993, p. 15). 

Application of the Neuman Systems Model 

The Neuman Systems Model provides a relevant framework for examining 

adolescents' use of clinic services in rural Mexican-American communities. Figure 1 is a 

diagram of the parts of the Neuman Systems Model that applied to this study. Adolescents 

have many common factors which are basic to their structure, but it is also important to 

consider them as unique individuals. The Neuman Systems Model easily accommodates 

variables such as being a rural resident or being of Mexican-American ethnicity. Stressors 

exist for adolescents and need to be investigated. By understanding adolescents' flexible 

and normal lines of defense one can assist them in the process of preventing stressor 

reactions or in returning to system stability following a stressor reaction. Focusing on 

primary prevention at the flexible line of defense facilitates adolescents' optimal wellness or 

stability. Oinic services may involve primary, secondary, and tertiary prevention. 

Describing adolescents' use of clinic services helps define stressors as perceived by 

adolescents. If care givers can identify what adolescents perceive as stressors, 

interventions directed toward prevention can be designed. 
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Figure 1. The Neuman Systems Model. Adapted from Neuman, B. ( 1989). The 

Neuman systems model (2nd ed.). Norwalk, CT: Appleton & Lange. 
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This study examined reasons for clinic services in relation to levels of prevention. 

The clinic services are interventions used by adolescents to fortify their lines of 

resistance and to aid in reconstitution whenever that is necessary. Clinic services may 

provide prevention at any of the three levels. Clinic services at the level of primary 

prevention will reduce the adolescents' incidence of stressor reactions and strengthen their 

flexible line of defense. Clinic services at the level of secondary prevention will identify 

early cases of disease and treat symptoms among adolescent clients. Clinic services at the 

tertiary level of prevention will focus on readaptation and reeducation of adolescents in 

order to prevent further stressor reactions and to maintain stability. By using primary, 

secondary, and tertiary prevention to augment adolescents' flexible and normal lines of 

defense, stressor reactions can be prevented, or the adolescent can be assisted in returning 

to system stability following a stressor reaction. 

Review of Literature 

The review of literature includes pertinent and timely research in the areas of 

Mexican-American health care, adolescent health care, and rural health care. 

Mexican-American Health Care 

Aneshensel, Becerra, Fielder, and Schuler (1990) conducted a study from 1985 to 

1986 to compare ethnic differences in the first occurrence of fertility-related events among 

Mexican-American and non-Hispanic White female adolescents aged 13 to 19 years. Data 

collection was conducted through two phone interviews at separate times. There were 

1,023 participants in the first survey and 874 of those participants were reinterviewed in the 

second survey. Respondents were divided into three groups: non-Hispanic whites, 

Mexico-born Mexican-Americans, and U.S.-born Mexican-Americans (Aneshensel et at., 

1990). 

Non-Hispanic Whites have the lowest level of early fertility and the highest level of 

sexual activity (Aneshensel et al, 1990). Sexually experienced non-Hispanic Whites are the 
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least likely to become pregnant and most likely to elect abortion. Mexico-born Mexican

Americans have the lowest level of early sexual intercourse, but are most likely to become 

pregnant if they have sexual intercourse, and are most likely to have a birth if they become 

pregnant. Mexico-born Mexican-Americans have the highest fertility rate. U.S.-bom 

Mexican-Americans have an intermediate rate of fertility. Age of first pregnancy is similar 

among the three groups studies (Aneshensel et al., 1990). Mexico-born Mexican

Americans initiate sexual intercourse at later ages and both Mexican-American groups have 

first births at earlier ages than non-Hispanic Whites (Aneshensel et al., 1990). 

Balcazar, Cole, and Hartner (1992) conducted a study in the southwestern U.S. to 

evaluate adequacy of prenatal care use and association of use with maternal risk factors and 

pregnancy among Mexican-Americans. They did a secondary analysis of state data files 

includinglive-birthcertificates(N=lOl,202). Variables included in the analysis were: 

maternal age, mother's birth place, pregnancy outcomes, preterm delivery, macrosomia, 

and maternal risk factors. Results indicated that whites obtained a greater percentage of 

prenatal care than Mexican-Americans, and that Mexican-born Mexican-Americans received 

the lowest percentage of prenatal care (Balcazar et al., 1992), which is in contrast to other 

reports (Aneshensel et al., 1990). Mexican-American mothers were more likely to be 

unmarried and with a low education status than white mothers (Balcazar et al., 1992). 

Interestingly, this study found that Mexican-American mothers terminated their pregnancies 

more often than white mothers. White mothers were more likely to experience labor 

complications, illness, low birth weight, and preterm delivery than Mexican-American 

mothers (Balcazar et al., 1992). 

A study in 1982 determined sexual behavior among Hispanic females aged 15 to 19 

years in the U.S. (DuRant, Pendergrast, & Seymore, 1990). Data were collected from 202 

participants by interviews done in the adolescent's homes and were analyzed using multiple 

regression (DuRant et al., 1990). The researchers found that female Hispanic adolescents 
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most likely to engage in sexual activity were: older, had an older age at menarche, were 

from families with lower incomes, were not living with both parents, were not in school, 

had no religious affiliation, had been dating for longer periods of time (DuRant et al., 

1990). The strongest predictor of sexual activity was not being enrolled in school (DuRant 

et al., 1990). 

From 1982 to 1984 researchers assessed the relationship between acculturation and 

psychological distress in Mexican-Americans (Kaplan & Marks, 1990). The total sample 

of 3084 was divided into three groups: young (20-30), middle aged (31-50), and older 

adult (51-74) (Kaplan & Marks, 1990). Data were from the Hispanic Health and Nutrition 

Examination Survey (HHANES), derived from structured interviews (Kaplan & Marks, 

1990). Acculturation was measured using the Acculturation Rating Scale for Mexican 

Americans' (Kaplan & Marks, 1990). Depressive symptomatology was measured with the 

Center for Epidemiologic Studies Depression Scale (CES-D) (Kaplan & Marks, 1990). 

Data were analyzed using an unbalanced ANOV A and Pearson correlation (Kaplan & 

Marks, 1990). The study found that young individuals tended to be more acculturated than 

the older individuals, and that they also experienced the highest degree of psychological 

distress (Kaplan & Marks, 1990). Acculturation and psychological distress were positively 

related for young adults but were negatively related for older adults (Kaplan & Marks, 

1990). 

Kerr and Ritchey (1990) conducted a study in the north midwestem U.S. examined 

health-promoting lifestyles of 62 Mexican-American migrant farm workers. Participants 

were divided into two groups: Spanish-speaking and English speaking. Data were 

collected using the health-promoting lifestyle profile and a questionnaire. The study found 

that the English-speaking participants scored significantly lower than the Spanish-speaking 

participants on the dimensions of self-actualization, exercise, and stress management (Kerr 

& Ritchey, 1990). 
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Padgett and Barrus in 1989 conducted a study in the southeastern U.S. explored 

how 55 nurses, working in agencies that serve migrant farm workers are managing 

communication issues. Data were collected through a mailed 30-item questionnaire that 

was sent to registered nurses employed by health care agencies that serve migrant farm 

workers. The majority of the respondents were Caucasian females, and 84 percent of them 

reported that they could not speak Spanish well enough to communicate with another 

person. Nearly all of the respondents, 94 percent, relied on interpreters to communicate 

with their clients. Most of the respondents (75 % ) reported that they had problems 

providing care to the migrant farm workers based on language differences. A majority of 

the respondents (78 % ) considered learning Spanish a solution in which they were willing 

to participate. Most of the respondents (75 % ) felt that their agencies of employment 

should offer Spanish classes (Padgett & Barrus, 1992). 

Perez-Stable, Marin, and Marin (1994) conducted a study on the western seaboard 

of the U.S. to compare health-related behavioral risk factors of Latinos and non-Latino 

Whites. Data were collected through telephone interviews of 652 Latinos and 584 non

Latinos. Data were analyzed using a multivariate logistic regression analysis. Results 

indicated that: Latino men and women were less likely to have consumed any alcoholic 

beverage in the previous month, consumed fewer drinks per week, and were more likely to 

be sedentary. Latina women were less likely to smoke cigarettes, have ever had a Pap 

smear, and to have ever had a clinical breast examination (Perez-Stable et al., 1994). 

In a study of the relationship between family functioning and acculturation of 

Mexican-American families, forty-five husband-wife couples were divided into three 

groups: unacculturated, moderately acculturated, and acculturated (Rueschenberg & Buriel, 

1995). Data were collected through interviews conducted in the participant's homes using 

the Family Environment Scale and were analyzed using analysis of covariance (ANCOV A). 

Increasing levels of acculturation were associated with higher levels of independence, 
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achievement orientation, intellectual-cultural orientation, and active recreational orientation 

(Rueschenberg & Buriel, 1995). As families acculturated they became increasingly 

involved with U.S. systems and institutions, but the basic internal family system remained 

relatively unchanged and the extended family did not decline (Rueschenberg & Buriel, 

1995). 

Suarez (1994) examined the effects of acculturation on cancer screening behaviors 

of Mexican-American women. Data were collected through inteiviews of 450 Mexican

American women age 40 years or older, in southwestern U.S., and analyzed using Chi

square tests and multiple logistic regression. The prevalence of Pap smear and 

mammogram screening increased with each gain in acculturation, but a strong traditional 

value was positively related to mammography use (Suarez, 1994). 

In 1988, 1990 and 1991 surveys addressed the relationship between acculturation 

and crack cocaine smoking among Hispanic Americans in the U.S. (Wagner-Echeagaray, 

Schiltz, Chilcoat, & Anthony, 1994). Respondents were divided into crack smokers 

(,!!=210) and nonsmokers (,!!=1326). Researchers used a questionnaire to collect interview 

data. Data were analyzed using conditional logistic regression (Wagner-Echeagaray et al., 

1994). There was a strong inverse relationship between degree of acculturation and crack 

smoking among Mexican Americans (Wagner-Echeagaray et al., 1994). 

Summary 

The review of the literature on health care for Mexican-Americans suggests that they 

are underserved. For example, Mexican-Americans receive a low percentage of prenatal 

care (Balcazar et al., 1992). Mexican-Americans have unique health care needs, as 

evidenced by the fact that they are less likely to initiate sexual activity but more likely to 

become pregnant than their non-Hispanic White counterparts (Aneshensel et al., 1990). 

Acculturation of Mexican-Americans to the U.S. seems to have a wide range of effects, 

both positive and negative. Positively, acculturation may be reflected in increased 



prevalence of cancer screening (Suarez, 1994), and negatively acculturation may be 

reflected in increased rates of crack smoking (Wagner-Echeagaray et al., 1994). Many 

health care workers may not be prepared to care for this population. Communication 

difficulties may be the greatest hindrance (Padgett & Barrus, 1992). 

Adolescent Health Care 
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In 1985 there was a national survey of 445 nurses to assess the adequacy of nurses' 

knowledge and skills in caring for adolescents (Bearinger, Wildey, Gephart, & Blum, 

1992). Participants were nurses randomly chosen from the American Public Health 

Association, the School Health Association, and the National Association of Pediatric 

Nurse Associates and Practitioners (Bearinger et al., 1992). Respondents answered a 

questionnaire which asked for information on: years since completion of nursing education, 

highest degree attained, specialty area, certification, size of community in which they 

practiced, work setting, composition of patient population, percentage of teenagers seen, 

and age group with whom they least enjoyed working (Bearinger et al., 1992). 

Respondents also completed a check list to identify adolescent health issues with which 

they had the least experience and for which they would seek further education (Bearinger et 

al., 1992). Most of the respondents saw adolescents in their practice and close to one third 

had a client population which was more than fifty percent adolescent (Bearinger et al., 

1992). The study concluded that 13 to 56 percent of the population had insufficient skills 

to manage many common adolescent health concerns (Bearinger et al., 1992). The 

respondents believed themselves to be unprepared to meet the health needs of adolescents 

and hampered by insufficient time to meet those needs (Bearinger et al., 1992). 

Bachman (1993) examined self-described learning needs and preferred teaching 

methods of pregnant 7th through 12th graders in a public grade and high school program 

for pregnant girls in a large midwestem metropolitan area. Participants (N=l 12) were 

selected from a two-hour weekly health class and completed a Learning Needs Assessment 
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for Pregnant Adolescents questionnaire. Eighty-three of the participants evaluated the 

health class at the end of the semester using an Evaluation of Health Class tool. Results 

indicated that pregnant adolescents were most interested in learning about how to know if 

something is wrong during their pregnancy, and what would happen during labor and 

delivery. The adolescents were least interested in learning whether drugs and alcohol 

would hurt their baby, and whether they should breast or bottle feed their babies. The 

teaching methods the pregnant adolescents most liked were field trip and party. The 

teaching methods the pregnant adolescents least liked were discussion and lecture 

(Bachman, 1993). 

In 1992 a study of 9th through 12th grade students assessed adolescents' 

knowledge, perceptions, and attitudes about health care and confidentiality (Cheng, 

Savageau, Sattler, & Dewitt, 1993). The participants (N=l,295) were from three rural, 

urban, and suburban high schools in central Massachusetts. Data were collected through a 

questionnaire which contained 64 true/false and Likert scale questions regarding 

confidentiality of health care. One third of the respondents were aware of their right to 

confidentiality for certain health issues. Fifty-eight percent of the respondents had health 

concerns which they wished to keep private from their parents, 58 percent from friends, 

and 24 percent reported that they would not seek health care if their parents might find out 

(Cheng et al., 1993 ). Eighty-six percent of the respondents would go to their physician for 

regular health care, but only 57 percent would go to their physician with questions about 

pregnancy, AIDS, or substance abuse (Cheng et al., 1993). 

In 1989 a study of California adolescents (N=.5040) age 12 to 15 years old 

examined the importance adolescents place on preventative health behaviors (Evans, 

Glipin, Farkas, Shenassa, & Pierce, 1995). In telephone interviews adolescents were 

asked how important it was to their peers to: avoid drugs, smoking, drinking, drinking and 

driving, and to maintain: seat belt use, fitness, weight control, and healthy eating habits 



(Evans et al., 1995). The top priority was to maintain weight control. Other priorities 

included: avoiding drugs, not drinking and driving, and maintaining fitness. The least 

important health behavior was eating healthy. Other lower ranked health behaviors 

included seat belt use, and avoiding heavy drinking (Evans et al., 1995). 
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In 1990 the American Academy of Pediatricians surveyed members ( N=770) to 

measure their views of parental permission and notification in adolescents 13 to 17 years of 

age (Fleming, O'Connor, & Sanders, 1994). The questionnaire consisted of two general 

questions. The first question addressed weather parental permission should be required for 

all treatment, some treatment, or not required for any treatment. The second question 

addressed weather parental notification should be required for all treatment, some 

treatment, or not required for any treatment. Data were analyzed using cross-tabulations 

and logistic regressions. The majority of pediatricians believed parental permission and 

notification should be obtained for general medical and surgical care. Significantly more 

pediatricians believe that both permission and notification should be required for 13 to 15 

year olds than for 16 to 17 year olds (Q<.O 1) (Fleming et al., 1995). The majority of 

pediatricians believed parental permission should not be required for care related to 

substance abuse and sexuality, except for requests for abortions (Fleming et al., 1995). 

Hanna ( 1993) conducted a study in 1989 measured oral contraception adherence 

among 16 to 18 year old, unmarried, never been pregnant, adolescents (N=51) seeking oral 

contraceptives for the first time. Participants were divided into control and experimental 

groups. Participants in the experimental (Q=26) group experienced a transactional 

intervention in which the nurse and client discussed oral contraception. The control group 

(!!=25) received information regarding oral contraceptives through written materials and 

videos. At three months contraception adherence was assessed in terms of medication

taking behaviors. Data were analyzed through descriptive statistics and using analysis of 



variance (ANOVA). Adolescents who had received the transactional intervention had 

greater levels of oral contraceptive adherence than those who had not (Hanna, 1993). 
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Surveys in 1989 and 1992 addressed adult attitudes about adolescent health issues 

m a rural community (Kolasa, Homer, Wilson, Irons, Black & Causby, 1995). In 1989 

adults (N=83 l) were interviewed regarding their attitudes toward: public schools providing 

health services to teens, and the types of services which should be provided; teen sexual 

activity; abortion; sex education, and when it should be provided; and knowledge about 

AIDS. Between the surveys a community-wide campaign to develop awareness of 

adolescent health needs was implemented. In 1992 adults (!!=210) were interviewed using 

the same questions the 1989 survey and new questions regarding awareness of services for 

persons who are HIV positive. Data were analyzed using Chi Square and one-way 

ANOV A. Results were similar in both surveys. Participants believed that schools should 

provide teens with information and counseling on substance abuse, sexual activity, birth 

control, and AIDS. Participants also believed that schools should not provide primary 

health care or birth control products (Kolasa et al., 1995. Most adults believed that 

education about sex and AIDS should begin before high school (Kolasa et al., 1995). 

A study in 1988 examined minority adolescents' access to and use of health care 

(Lieu, Newacheck, & McManus, 1993). Data from the 1988 National Health Interview 

Survey had been collected from adults by phone interview and were analyzed using a 

multivariated analysis (Lieu et al., 1993). The sample included U.S. adolescents 

(N=7465) aged 10 to 17 years old (Lieu et al., 1993). Results included: a higher 

proportion of minorities than whites were uninsured; minorities had worse reported health 

status; minorities made fewer doctor visits; and minorities were more apt to lack usual 

sources of routine and acute health care as well as continuity of care (Lieu et al., 1993). 

A study of adolescents (N=325) aged 12 to 21 years old examined the differences 

in perceived social support and loneliness (Mahon, Yarcheski, & Yarcheski, 1993). 
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Adolescents were divided into three groups including; early adolescence, middle 

adolescence, and late adolescence. Data were collected in classroom settings using the 

Social Support Measure and the revised UCLA Loneliness Scale. Data were analyzed 

using the two-way ANOVA (Mahon et al., 1993). Results indicated that there was no 

difference in perceived social support or loneliness across the three groups of adolescents. 

Females reported higher levels of perceived social support than males, but there were no 

gender differences in loneliness (Mahon et al., 1993 ). 

A study of thirty-one unmarried, low-income, pregnant adolescents aged 13 to 19 

years old, and attending a prenatal clinic, explored their perceptions of their social network 

characteristic and their prenatal help-seeking experiences (May, 1992). The instruments 

were the Norbeck Social Support Questionnaire, two prenatal support questions, 

demographic questions, and a structured interview. The length of the pregnancy was 

negatively correlated with network size,(! (31) = -0.4484, Q = .011), emotional support,(! 

(31) = -0.4002, Q = .026), tangible support,(! (31) = -0.3834, Q = .033), and prenatal 

support,(! (31) = -0.411, Q = .022). Teens aged 16 to 17 years old, as compared with 18 

to 19 year olds, perceived their families as providing more support than their friends. 

Teens felt that the help they most frequently needed was emotional and financial assistance, 

and the resource most often used was their mother, followed by the father of their unborn 

child. The greatest barriers to help were lack of someone on whom they could rely and 

financial need (May, 1992). 

A study in the 1992 to 1993 school year in the southeastern U.S. described parent 

and student preferences for services in a school-based clinic (Weathersby, Lobo, & 

Williamson, 1995). The study included 199 high-school students and 196 high-school 

students' parents (Weathersby et al., 1995). The questionnaire was a Likert-type scale and 

open-ended questions (Weathersby et al., 1995). Students were most interested in services 

including care of minor illnesses and injuries, availability of medications, sports physicals, 
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health promotion, and birth control information (Weathersby et al., 1995). Parents were 

most interested in services including health promotion information, STD information, care 

for minor injuries, and counseling services (Weathersby et al, 1995). 

Summary 

The studies reviewed on adolescent health care indicate that there is some disparity 

between what adolescents perceive as health care priorities for themselves and what adults, 

including health care providers, perceive as health care priorities for adolescents. There is 

also evidence that adolescents and adults differ in opinion regarding confidentiality for 

adolescents seeking health care. Providers perceive themselves as lacking adequate 

preparation for providing care for adolescents. 

Rural Health Care 

In 1989 researchers conducted a study to evaluate the effects of several health 

interventions in a rural county in the southeast U.S. (Carcillo, Diegel, Bartman, Guyer, & 

Kramer, 1995). The county interventions included: the addition of three pediatricians and 

one obstetrician; enactment of the Comprehensive Omnibus Reconciliation Act of 1990 

(COBRA); and removal of capitation limits. Data were collected through secondary 

analysis of county statistics, and Census Bureau statistics (Carcillo et al., 1995). Results 

indicated that after county interventions: the percentage of women delivering in the county 

hospital without prenatal care decreased twofold; incidence of low birth weight, very low 

birth weight, premature birth, and extremely premature birth decreased; and emergency 

department visits for children decreased (Carcillo et al., 1995). 

In an ethnographic qualitative study of rural community and public health nursing in 

the western U.S., Congdon and Magilvy (1995) conducted interviews with 60 community 

health nurses (CHNs) and 8 physicians. Interviews were analyzed and domains, themes, 

and patterns were identified. Participants indicated that oppressive paperwork requirements 

impeded practice and resulted in fewer client visits, low job satisfaction, increased nursing 
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staff turnover, decreased quality of care, and a change the spirit of community health 

nursing from an emphasis on caring and community service to a focus on reimbursement 

(Congdon & Magilvy, 1995). 

A secondary data analysis of data from the Area Resource File from the Division of 

Manpower Analysis, U.S. Department of Health and Human Services in 1980, including 

counties classified as nonmetropolitain (N=2,348 ), examined the relationship between 

commuting patterns and health resources in rural communities in the U.S. (Hong & 

Kindig, 1992). Results showed that resources, such as primary care physicians, decreased 

as commuting percentage increased (Hong & Kindig, 1992). Counties with higher levels 

of workers commuting out of the county to work or traveling more than 30 minutes to 

work had lower levels of health resources (Hong & Kindig, 1992). Individuals obtained 

some of their health care services where they work, lowering the demand for such services 

in the counties where they reside (Hong & Kindig, 1992). 

Homer et al. (1994) conducted a qualitative, grounded theory study (N=19) on 

rural dwellers' perceptions of health care. The study, in the southeastern U.S., used two 

semi-structured interviews. Data were analyzed for recurring concepts and coded to collect 

data. Results indicated that there is a problem of varying access to health care for rural 

dwellers. There were many factors identified as affecting rural dwellers' decisions to travel 

for care. Most participants chose to wait before seeking health care (Homer et al., 1994). 

Factors influencing their decision to wait included limited financial resources, and a belief 

that they could provide self-care (Homer et al., 1994). When self-care was unsuccessful 

they would evaluate resources and choose the distance they would go to receive health care 

(Homer et al., 1994). Some participants chose to go without health care and others would 

go to any length to resolve their health need, usually depending on the perceived 

seriousness of the health need (Homer et al., 1994). 
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Kindig and Yan (1993) studied the physician supply in rural areas with large 

minority populations. Data were from secondary analysis of the Bureau of Health 

Professions Area Resource File and from the 1990 Census Redistricting File. The sample 

included 2,348 rural U.S. counties. Researchers found that in 1990 rural counties with the 

highest proportions of African-American and Mexican-American populations had fewer 

physicians per capita than did nonmetropolitain counties in general (Kindig & Yan, 1993). 

Pruitt, Kline, and Kovaz (1995), in a descriptive study, examined the perceived 

barriers to childhood immunizations in three rural counties in southeastern U.S .. One 

hundred-nine parents were interviewed and the data were analyzed using Pearson 

Correlations. Barriers were divided into predisposing factors, enabling factors, and 

reinforcing factors. Predisposing factors most frequently identified as barriers to 

immunizations were delaying shots because of illness, and fear of side effects/reactions. 

Enabling factors most frequently identified as barriers were time waiting, and inconvenient 

hours. Factors reinforcing need for immunizations included childhood experience of parent 

having gotten immunizations, and influence from physicians (Pruitt et al., 1995). 

In 1990 a study in a rural community in southeastern U.S. investigated the 

satisfaction of clients with care provided in a rural nurse-managed health center (Ramsey, 

Edwards, Lenz, Odom, and Brown, 1993). The sample included 101 clients of the rural 

nurse-managed health center randomly selected, from among 1,350 clients seen, and 

interviewed by phone regarding their satisfaction with care provided by nurse practitioners 

in the health center. Oients ranged from infancy to greater than 66 years of age, and health 

problems treated varied from ear infections to chest pain and gynecological problems 

(Ramsey et al., 1993). All respondents rated the clinic staff favorably and <n percent were 

very satisfied or satisfied with services provided (Ramsey et al., 1993). 

A study conducted from 1989 through 1991 in rural counties of six states across the 

U.S. examined strategies and barriers to recruiting registered nurses (RNs) to rural practice 
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settings (Stratton, Dunki, Juhl & Geller, 1993). Data collection was done via telephone 

interviews of 5.56 directors of nursing in hospitals, skilled nursing facilities, and public 

health agencies (Stratton et al., 1993). Data was analyzed using a multiple regression 

technique. Hospitals represented the greatest depth and breadth of shortage. The most 

successful RN recruitment strategy was informal contact. The greatest barriers to RN 

recruitment were salary/benefits and geographic isolation (Stratton et al., 1993). 

Summary 

In review of the literature on rural health care, it seems that the greatest barrier to 

health care is a lack of providers. It has been demonstrated that increasing providers 

increases the general well being of rural communities. Providers appear to also face 

barriers in rural settings, such as cumbersome paperwork and isolation. One study showed 

that perhaps innovative programs such as nurse-managed health centers may provide 

acceptable alternatives for providing primary care providers (Ramsey et al., 1993). 

Research Questions 

The background for this study and the review of literature indicate a lack of research 

examining rural Mexican-American adolescents' use of health care services. The following 

is a list of the research questions asked in this study. 

· 1. What clinic services are sought by Mexican-American adolescents age 10 to 

18 years in rural communities? 

2. What is the difference in clinic services sought by Anglo-European and 

Mexican-American adolescents age 10 to 18 years in rural communities? 

3. What is the difference in clinic services sought by Mexican-American 

adolescents age 10 to 14 years and Mexican-American adolescents age 15 to 18 

years in rural communities? 
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4. What is the difference in clinic services sought by Mexican-American 

adolescents age 10 to 18 years and Mexican-American people older than 18 years in 

rural communities? 

Definition of Terms 

The following is a list of terms used in the research questions and their operational 

definitions for this research. 

Clinic Services: Personal Preventive Nursing, which is care provided at a 

neighborhood nursing center or community clinic (Ferketich, Phillips, & Verran, 1990). 

Mexican-American: Self defined as Mexican-American, Mexican, or Hispanic by client 

on the registration form for clinic. 

Adolescents: Persons ages 10 through 18, who are adolescents as defined by the OTA 

(1991a). 

Rural Communities: Any community having fewer than 2,500 residents, not part of a 

metropolitan statistical area, 40 to 75 miles from a major urban area, and located in a county 

with no urban center of 50,000 or more residents (OT A, 1990). 

Anglo-European: Self-defined as Anglo-European or American by client on the 

registration form for clinic. 

Summary 

This chapter introduced the conceptual framework, presented a review of pertinent 

literature stated the research questions, and defined terms. The Neuman Systems Model is 

the framework used to examine adolescents' use of clinic services in rural Mexican

American communities. Literature pertaining to adolescents health care, rural health care, 

and Mexican-American health care indicates the need for research on rural, Mexican

American adolescents' use of clinic services. 
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Chapter III includes the research design, the setting and sample, data collection 

method, protection of human subjects, and the instruments used in this study. There is 

also a description of the advantages and disadvantages of secondary data analysis and the 

plan for secondary data analysis by research question. 

Secondary Data Analysis 

This study was a secondary analysis of data collected from a five year project 

entitled Comprehensive Multilevel Practice Model for Rural Hispanics (Ferketich et al., 

1990). Secondary data analysis is the use of raw data collected by a previous researcher 

for use in present research (Jacobson, Hamilton, & Galloway, 1993). Data maybe re

analyzed to answer the original research question, or it may be used to answer new 

questions (McArt & McDougal, 1985). 

Secondary data analysis can be advantageous for several reasons. Secondary data 

analysis is more economical in time and money than collecting fresh data (Jacobson et al., 

1993). This enables researchers to use larger study samples than might otherwise be 

possible (McArt & McDougal, 1985). Sometimes secondary data analysis is the only 

ethical way that data can be obtained (Brown & Semradek, 1992). Using secondary data is 

an excellent opportunity for neophyte researchers to become proficient in data analysis 

(McArt & McDougal, 1985). Secondary analysis adds new knowledge to the research 

findings of the original study (McArt & McDougal, 1985). Conducting a secondary 

analysis also provides an excellent opportunity to interact with colleagues conducting 

research (McArt & McDougal, 1985). The advantages in using secondary analysis for this 

study include the opportunity to use a large data set, the opportunity to work with 

researchers who conducted the original study, and the potential for contributing further 

findings to those from the original study. 
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There are also disadvantages to using secondary data analysis. The major 

disadvantage is the researcher's lack of control over the data set (Jacobson et al., 1993). 

Data may not be suited for the research question (McArt & McDougal, 1985). Because the 

researcher is not directly involved in data collection, insight into hidden factors which may 

affect the study are lost (Jacobson et al., 1993). The value of some data may diminish or 

change over time, retracting form the current-interest characteristics of a study (Jacobson et 

al., 1993). Although this researcher did not have control over the data set, the data to 

answer the research questions for this study were available. 

Research Design 

The following information is taken from the Comprehensive Multilevel Practice 

Model for Rural Hispanics Grant (Ferketich et al., 1990). The original study employed a 

quasi-experimental research design to test the effectiveness of a three level, community

based nursing delivery model, The Comprehensive Multi-level Nursing Practice Model 

(CMLNP). The three levels of the CMLNP model include: Personal Preventive Nursing, 

Organized Indigenous Caregiving, and Community Empowerment. This study used data 

collected through Personal Preventive Nursing, which is care provided at a neighborhood 

nursing center or community clinic (Ferketich et al., 1990). 

Setting and Sample 

Information on setting and sample is taken from the Comprehensive Multilevel 

Practice Model for Rural Hispanics (Ferketich et al., 1990). Data for the original study 

were collected at neighborhood nursing centers, or clinic sites, in four towns within eastern 

Pinal County beginning late in 1991 and continuing through 1994. 

Pinal County is a rural area in central Arizona. The major industry in Pinal County 

is mining, which has recently been in decline. Pinal County has a high rate of poverty and 

unemployment. Nearly thirty percent of Pinal County's population is Mexican-American. 
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The four towns used as demonstration sites for the original study were: Oracle, Mammoth, 

Kearny and Hayden/Winkelman. 

Oracle is the most affluent of the four communities studied. It is located in the 

southern part of the county, and directly accessible to an MSA, Tucson, Arizona, by a two 

lane highway. Oracle has 831 households; thirty one percent of the population is Mexican

American; thirty three percent of the population is less than 18 years old; and of those over 

the age of 15, seventy percent are married. The clinic site in Oracle was located at the 

PCHD in the City Building. 

Mammoth, located about thirteen miles north of Oracle, is the most economically 

deprived of the four sites. In this town there are 532 households; sixty six percent of the 

population is Mexican-American; thirty nine percent are less than 18 years old; and of those 

over fifteen, sixty three percent are married. The clinic site in Mammoth was in a small 

building in a space rented by the PCHD. 

Kearny is located about twenty miles north of Mammoth, and is a fairly new and 

well kept community. Kearny has 817 households; thirty percent of the population is 

Mexican-American; thirty six percent of the population is 18 years old or less; and of those 

people fifteen years or older, seventy four percent are married. In Kearny the clinic site 

was located in the PCHD space in the City Building. 

Hayden and Winkelman are two very small towns which are considered together as 

Hayden/Winkelman for the purpose of this study. The towns are located about seven miles 

south of Kearny, bordering another county. Hayden/Winkelman is an economically 

deprived area in which seventy six percent of the population is Mexican-American; thirty 

eight percent of the population is less than 18 years of age; and of those over 15 years old, 

sixty percent are married. The clinic site in Hayden/Winkelman was located at the local 

public high school because the PCHD did not provide services in this area. 
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Each client visit to a clinic was recorded on an encounter form, for a total of 7,079 

encounters completed in the original study. All clients receiving services from the Pinal 

County Health Department (PCHD) were potential participants in the original study. There 

were no limitations based on age, sex, or financial need. Both English and Spanish 

speaking clients participated in the study. Each client who was willing to participate in the 

study signed a consent form and that client's record was added to the data set. Sample 

selection criteria for this study were: 

1. Mexican-American or Anglo-European. 

2. 10 to 18 years old. 

3. Included in the original data set of 6,474 clinic encounters from July, 1992 

through 1994. 

This study examined data from the most complete data set, July 1992 through 1994, which 

comprised a total sample of 6,474 encounters. Of the total sample, 4,563 were Mexican

American and 1,911 were Anglo-European. There were 339 Mexican-American 

adolescents age 10 to 18, and 125 Anglo-European adolescents age 10 to 18. 

Data Collection Procedure 

Data were collected through Client Registration Forms (Appendix A) and Public 

Health Nursing Encounter Forms (Appendix B). Clinic staff including registered nurses, 

nurse practitioners, trained clinic clerks, and indigenous lay health care workers 

(promotores) had completed the form during client visits to the clinics. Clinic staff asked 

clients for information and recorded the information directly on the client registration 

forms. The client visits were conducted at the four clinic sites described. Research staff 

later entered data from the forms into a computer data base, using the Statistical Package for 

the Social Sciences (SPSS) software. 
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Protection of Human Subjects 

The Comprehensive Multi-Level Practice Model for Rural Hispanics, the original 

study, was approved by the Human Subjects Committee of the University of Arizona 

(Appendix C). The researcher obtained approval for secondary data analysis was obtained 

from the principal investigators of the original study (Appendix D) and human subjects 

approval for the secondary data analysis was obtained from the Office of Nursing Research 

of the College of Nursing at the University of Arizona (Appendix E). Subjects in the 

original study had been invited to voluntarily participate in the study. The subjects had 

signed consent forms stating that there were no risks or costs to participate in the study, 

and that all information was anonymous and confidential (Appendices F through I). 

Subjects were also informed that they could ask questions or withdraw from the project at 

any time. 

Instruments 

The instruments utilized in the original study for data collection, which were used 

for the analyses in this study, were the Client Registration Form (Appendix A) and the 

Public Health Nursing Encounter Form (Appendix B). Both of these forms are records 

used by the PCHD. The Client Registration Form was completed once for each family 

seen. The Public Health Nursing Encounter form was completed for each individual at 

each client visit. Items analyzed on the Client Registration Form for this study were race 

and ethnicity. These items were analyzed in order to be able to describe the sample and to 

compare Mexican-Americans and Anglo-Europeans. Items on the Public Health Nursing 

Encounter Form used in the analysis for this study include: service setting, type of visit, 

service provided, health education, nursing diagnosis, referrals to, age in years, and nurse 

identification. "Service setting" recorded where the encounter took place. "Type of visit" 

indicated the focus of the staff encounter with the client. "Service provided" indicated what 

care was given during the encounter. "Health education" recorded what teaching was done 
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during the encounter. "Nursing diagnoses" indicated what nursing diagnosis was assigned 

to the client. "Referrals to" documented to what specialty service the client was directed. 

"Age in years" recorded the exact age of the client during the encounter. "Nurse 

identification" indicated which staff member conducted the encounter (Appendix B ). 

All of these items were analyzed in order to examine the three levels of prevention 

as described in the Neuman Systems Model. Age in years was analyzed to describe the 

sample. Nurse identification was analyzed to identify who was providing interventions. 

Items were entered using the University of Arizona Revised Codes for Encounter Forms 

(Appendix J). Reliability for both forms was supported through training sessions 

conducted with clinic staff. Both forms were clinical data collection forms and were 

developed with beginning content validity for the data needed for the original study. 

Neither of the forms is described in any other literature. 

Plan for Secondary Data Analysis by Research Question 

The researcher obtained access to data through the University of Arizona College of 

Nursing Data Laboratory. Information relevant for answering the research questions was 

obtained from previously coded and entered computer data. All information was 

anonymous. The researcher did not review original registration forms and encounter 

forms. 

Secondary analysis of the data was completed using a variety of statistical methods. 

As the basis for statistical analysis of each of the research questions, the operational 

definition of clinic services is the type of visit, service provided, health education, nursing 

diagnosis, and referrals to completed on the encounter form. Descriptive statistics were 

used to address the first research question: 

1 . What clinic services are sought by Mexican-American adolescents age 10 to 

18 years in rural communities? 
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Chi-Square tests and t-tests were used to address research questions two, three, and four: 

2. What is the difference between clinic services sought by Anglo-European 

and Mexican-American adolescents age 10 to 18 years in rural communities? 

3. What is the difference between clinic services sought by Mexican-American 

adolescents age 10 to 14 years and Mexican-American adolescents age 15 to 18 

years in rural communities? 

4. What is the difference between clinic services sought by Mexican-American 

adolescents age 10 to 18 years and Mexican-American people older than 18 years in 

rural communities? 

Summary 

This chapter presented the research design, setting and sample, and data collection 

method used in the original study. Protection of human subjects and approval for the 

secondary data analysis were presented. The definition, advantages, and disadvantages of 

secondary data analysis were discussed. The two instruments used to collect data in the 

original study, the Client Registration Form and the Public Health Nursing Encounter 

Form, were described. Descriptive Statistics, Chi-Square test, and t-test were presented as 

the statistical tests which were used to address the research questions. 
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Chapter IV includes a description of the sample characteristics and the results of the 

secondary data analysis. The results of the data analysis are presented in relation to each of 

the research questions. The level of significance for this study was set at I! < .05. 

Sample Characteristics 

The sample included adolescents (N=464) age 10 to 18 years (M= 15.4, SD=2.3 ). 

There were more encounters with Mexican-Americans (73.1 %, !!=339) than Anglo

Europeans (26.9 %, !!=125). Females (72.2 %, !!=335) were a larger part of the sample 

than males (27.8 %, !!=129). More of the encounters took place at the clinics (87.1 %, 

!!=404) than in homes (5.8 %, !!=27), offices (3.7 %, !!= 17), by telephone ( 1.7 %, !!=8), 

or in the field ( 1.1 %, !!=5). Type of visit indicated the focus of the staff encounter with 

the client. There were over 22 types of visits recorded. The highest percentage of visits 

was for immunizations (40.7 %, !!=189), followed by family planning (22.8 %, !!=106). 

The other types of visits ranged from tuberculosis (4.7 %, !!=22), to sexually transmitted 

diseases (0.2 %, !!=l). Service provided indicated what care was given during the 

encounter. There was a total of 10 different services that could be provided. The highest 

percentage of service provided was skilled care (39.2 %, !!=182), followed by assessment 

and screening (36.6 %, !!=170), case management (7.8 %, !!=12), epidemiological 

investigation (3.4 %, !!=3.4), guidance and counseling (2.2 %, !!=10), health education 

(2.2 %, !!=10), and crisis intervention (2.2 %, !!=10). 

Health education recorded what teaching was done during the encounter. On the 

encounter form there are four spaces for recording health education, so that a total of four 

different health education topics could be discussed during any one encounter. There were 

17 health education topics from which the staff completing the encounter form could select. 

The health education topic most frequently discussed was regarding a specific condition 
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(33.0 %, !!=153), followed by medications ( 12.1 %, !!=56). The other topics of health 

education ranged from use of resources (9.5 %, !!=23), to accident prevention (0.4 %, 

!!=2). Nursing diagnosis indicated what nursing diagnosis was assigned to the client. On 

the encounter form there are two spaces for nursing diagnosis so a total of two different 

nursing diagnoses could be assigned to the client during any one encounter. There were 74 

nursing diagnoses from which the staff could select. The nursing diagnoses most 

frequently selected was inadequate immunizations (33.2 %, !!=154), followed by potential 

infection (9.9 %, g=46). The other nursing diagnoses selected ranged from inadequate 

knowledge (8.0 %, !!=37), to potential nutritional risk (0.2 %, !!=l). "Referral to" 

documented to what specialty service the client was directed. On the encounter form there 

are four spaces for referral to, so a total of four different referrals could be selected during 

any one encounter. There were 22 referral sources the staff could select. The referral most 

frequently selected was none (61.0 %, !!=283), followed by medical (15.9 %, !!=74). The 

other referrals selected ranged from family planning (4.5 %, !!=21), to mental health (0.2 

%, !!=l). Most of the encounters were completed by nurses (88.3 %, !!=409) and the rest 

were completed by promotores (11.7 %, !!=55). 

Results Related to Research Questions 

The following section presents the results of the secondary data analysis related to 

each research question. The level of significance was set at 12. < .05. 

Research Question 1 

What clinic services are sought by Mexican-American adolescents age 10 to 18 

years in rural communities? For this question, descriptive statistics were used. The 

analysis included only Mexican-American adolescents (!!=339) age 10 to 18 years 

(M= 15.4, SD=2.3). Females (73.7 %, !!=250) were a larger part of the sample than males 

(26.3 %, g=89). More of the encounters took place at the clinics (86.4 %, !!=293) than in 

homes (6.5 %, !!=22), offices (3.8 %, !!=13), by telephone (1.8 %, !!=6), or in the field 
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(0.9 %, n=3 ). Type of visit indicated the focus of the staff encounter with the client. 

There were 25 types of visits. The most frequently listed type of visit was immunizations 

(47.4 %, n=l28). Table 2 presents the most frequently listed types of visit. 

Service provided indicated what care was given during the encounter. There were 

10 services provided from which the staff could select. The most frequently provided 

service was skilled care (30.1 %, n=136). Table 3 presents the most frequently listed 

services provided. 

Health education recorded what teaching was done during the encounter. On the 

encounter form there are four spaces for health education, so a total of four different health 

education topics could be listed as discussed during one encounter. Most of the encounters 

had two health education topics listed ( 44.2 %, n= 1.50). There were 17 health education 

topics the staff could select. The most frequently selected topic of health education listed 

first was specific condition/disease entity (24.9%, n=l 12). Table 4 presents the most 

frequently selected health education listed first. The health education topic most frequently 

listed second was medications (28.6 %, n=97), followed by none (22.1 %, n=75), use of 

resources (11.2 %, n=38), anticipatory guidance (7.1 %, n=24), and preventive health care 

(7.1 %, Q=24). The third most frequently listed health education topic was none (66.4 %, 

n=225). The health education topic most frequently listed fourth was none (82.6 %, 

n=280). 

On the encounter form there are two spaces for nursing diagnosis, so a total of two 

different diagnoses could be listed on the encounter. Most of the encounters had only one 

nursing diagnosis listed (59.5 %, n=202). There were 74 nursing diagnoses from which 

the staff could select. The nursing diagnosis most frequently listed first was inadequate 

immunizations (39.6 %, n=l07). Table 5 presents the most frequently selected nursing 

diagnoses listed first. The nursing diagnosis most frequently listed second was none (64.6 



Table 2 

Type of Visit Most Frequently Listed for Adolescents age 10 to 18 years (N=270) 

Type of Visit 

immunizations 
family planning 
tuberculosis 
communicable disease 
adult health 

Mexican-American 
(!!=190) 

Frequency Percent 

128 47.4 
43 15.9 

8 3.0 
5 1.9 
6 2.2 

Anglo-European 
(!!=80) 

Frequency Percent 

40 14.8 
26 9.6 
7 2.6 
4 1.5 
3 1.1 
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Table3 

Service Provided Most Frequently Listed for Adolescents age IO to 18 years (N=388) 

Mexican-American 
(n=283) 

Service Provided Frequency 

skilled care 136 
assessment/screening 124 
case management 23 

Percent 

30.1 
27.4 

5.1 

Anglo-European 
(n=105) 

Frequency 

46 
46 
13 

Percent 

10.2 
10.2 
2.9 
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Table4 

Health Education Most Frequently Selected First for Adolescents age 10 to 18 years 

(N=366) 

Health Education 

specific condition/disease entity 
medications 
anticipatory guidance 
use of resources 
contraception 
nutrition/diet 

Mexian-American 
(!!=270) 

Frequency Percent 

112 24.9 
47 10.4 
34 7.6 
33 7.3 
25 5.6 
19 4.2 

Anglo-European 
(n=96) 

Frequency Percent 

41 9.1 
9 2.0 

12 2.7 
11 2.4 
16 3.6 
7 1.6 
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Table5 

Nursing Diagnosis Most Frequently Selected First for Adolescents age 10 to 18 years 

(N=270) 

Mexican-American 
(n=190) 

Nuring Diagnosis Frequency Percent 

inadequate immunizations 107 
potential infection 26 
inadequate knowledge 18 
inadequate family planning 18 
adequate self care 9 
inadequate prenatal care 9 
adaquate family planning 3 

39.6 
9.6 
6.7 
6.7 
3.3 
3.3 
1.1 

Anglo-European 
(n=80) 

Frequency 

36 
12 
14 
4 
2 
9 
3 

Percent 

13.3 
4.4 
5.2 
1.5 
.7 

3.3 
I.I 
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%, n=219), followed by inadequate knowledge (6.2 %, n=21), and inadequate prenatalcare 

(4.7 %, n=16). 

"Referral to" documented to what specialty service the client was directed. On the 

encounter form there are four spaces for referral to so that a total of four different referrals 

could be listed for the encounter. Most of the time no referral was made (61.7 %, n=209). 

There were 22 referral sources the staff could select. The referral most frequent! y listed 

first was none (57.8 %, n=156). Table 6 presents referrals most frequently selected in the 

first blank. The referral most frequently listed second was none (79.1 %, n=268), 

followed by Women Infants and Children (WIC) (8.3 %, n=28). The referral most 

frequently listed third was none (86.4 %, !!=293), followed by Department of Economic 

Security (DES)/Arizona Health Care Cost Containment System (AHCCCS) (5.6 %, n=19). 

The referral most frequently listed fourth was none (94.4 %, n=320), followed by 

DES/AHCCCS (0.9 %, n=3). 

Research Question 2 

What is the difference in clinic services sought by Anglo-European and Mexican

American adolescents age 10 to 18 years in rural communities? For the analysis of this 

question t-tests and chi-Square tests were used. There was no statistically significant 

difference in age, gender, or service setting of Mexican-Americans and Anglo-Europeans 

age 10 to 18 years old who used the clinics. Chi-Square analysis for type of visit, nursing 

diagnosis, and "referral to" was redone including only those cells with a row total of 

greater than 10, because there were many empty cells in the original results of the chi

Square analysis. On re-analysis there was no significant difference in type of visit, nursing 

diagnosis, and "referral to". There was no statistically significant difference in service 

provided or health education, between Anglo-Europeans and Mexican-Americans. More 

education topics were covered with Anglo-Europeans than with Mexican-Americans, ! 
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Table 6 

Referrals Most Frequently Selected First for Adolescents age 10 to 18 years (N=270) 

Referral 

none* 
medical 
family planning 
WIC** 

Mexican-American 
(n=190) 

Frequency Percent 

156 
17 
11 
6 

57.8 
6.3 
4.1 
2.2 

Anglo-European 
(n=80) 

Frequency Percent 

57 
14 
5 
4 

21.1 
5.2 
1.9 
1.5 

Note. *None indicates that whoever was completing the encounter form chose none from 

the list of codes. **WIC indicates women infants and children, a nutrition program. 
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(df=448) equals 2.33, Q = .02. Between Mexican-American and Anglo

Europeanadolescents there was no significant difference in who conducted the encounter. 

Research Question 3 

What is the difference in clinic services sought by Mexican-American adolescents 

age 10 to 14 years and Mexican-American adolescents age 15 to 18 years in rural 

communities? For the analysis of this question t-tests and chi-Square tests were used. 

Chi-Square analysis for type of visit, service provided, health education, nursing 

diagnosis, and "referral to" was redone including only those cells with a row total of 

greater than 10, because there were many empty cells in the original chi-square analysis. 

On re-analysis there was no significant difference in type of visit, seIVice provided, health 

education, nursing diagnosis, or "referral to" between Mexican-American adolescents age 

10 to 14 years and Mexican-American adolescents age 15 to 18 years. Adolescents age 15 

to 18 years received more total nursing diagnoses than those age 10 to 14 years,! 

(df=204.84) equals -2.84, Q = .01. Mexican-American adolescents age 15 to 18 received 

more total referrals than adolescents age 10 to 14, ! (df=319.71) equals -6.56, Q = .00. 

There was a significant difference in gender between the two age groups, Pearson 

chi-square (df=l, N=339) equals 4.23, Q = .04. There was a higher percentage of females 

in the 15 to 18 year old group (76.9 % ) than in the 10 to 14 year old group (66.0 % ). 

There was no significant difference in service setting between the two age groups. 

Research Question 4 

What is the difference between clinic seIVices sought by Mexican-American 

adolescents age 10 to 18 years and Mexican-Americans older than 18 years in rural 

communities? For the analysis of this question t-tests and chi-Square tests were used. For 

this question only, the total sample includedadults (N=3698) as a comparison group for the 

adolescent sample. Chi-Square analysis for nursing diagnosis and "referral to" was redone 
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empty cells in the original results of the chi-Square analysis. 
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On re-analysis there was a significant difference in nursing diagnoses assigned to 

10 to 18 year old Mexican-American clients and those greater than age 18, Pearson chi

square (df=22, N=470) equals 79.77, I!= .00. Table 7 presents the difference in nursing 

diagnoses assigned to 10 to 18 year old Mexican-Americans and Mexican-Americans age 

greater than 18. 

On re-analysis there was a significant difference in referrals between Mexican

American clients age 10 to 18 years and those over 18 years; Person chi-square (df=3, N= 

470) equals 15.49, I!= .00. Clients age 10 to 18 had a greater percentage of referrals to 

WIC than those over 18 (20.4 for ages 10 to 18, 5.8 for ages over 18). Clients over 18 

had more referrals to medical care than 10 to 18 year olds (75.9 for ages 10 to 18, 88.7 for 

ages over 18). Clients age 10 to 18 had significantly more total referrals than clients age 

greater than 18, !(df=375.83) equals 3.97, I!= .00. 

There was no significant difference in gender between Mexican-Americans age 10 

to 18 years old and those over 18 years old. There was a significant difference in service 

setting between the two age groups; Pearson chi-square (df=lO, N=3695) equals 21.54, £ 

= .02. A greater percentage of clients over 18 years old (8.6 % ) were seen at home than 

clients 10 to 18 years old (6.5 %). There was a greater percentage of clients aged 10 to 18 

(86.7 % ) seen in the clinic than clients over 18 years old (79.1 % ). 

There was a significant difference in type of visit between Mexican-American 

clients age 10 to 18 years old and those age greater than 18 years old; Pearson chi-square 

(df=21, N=3673) equals 586.73, ~ = .00. Clients age 10 to 18 years old more often seen 

for the following types of visits than those over 18 years old: family planning (21.0 % for 

10 to 18, 5.3 % for over 18), pregnancy outreach (4.8 % for 10 to 18, 1.1 % for over 18), 

and immunizations ( 42.8 % for 10 to 18, 15.1 for over 18). Clients over 18 years old 
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Table 7 

Nursing Diagnoses Most Frequently Assigned First to Mexican-American Adolescents age 

IO to 18 and Mexican-Americans age greater than 18 (n=470) 

Nursing Diagnoses 

inadequate prenatal care 
potential high risk pregnancy 
potential infection 
actual infection 
inadequate family planning 
adequate self care 
inadequate self care 
inadequate medical care 
potential noncompliance 

10 to 18 

Percent 

22.2 
16.7 
13.0 
7.4 
7.4 
1.9 
1.9 
1.9 
1.9 

Over 18 

Percent 

7.2 
3.1 
6.0 
4.8 
1.7 

15.9 
13.7 
10.3 
4.3 
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were seen more often for chronic diseases ( 1.2 % for ages 10 to 18, 24.6 % for ages over 

18) and adult health (4.2 % for ages 10 to 18, 35.3 % for ages over 18) than those 10 to 18 

years old. 

There was a significant difference in service provided between Mexican-American 

clients age 10 to 18 years and Mexican-American clients age greater than 18 years, Pearson 

chi-square (df=9, N=3616) equals 87.25, .00. Case management was provided to those 

over 18 (27.7 % ) more frequently than to those 10 to 18 years old (6.9 % ). Skilled care 

was provided to 10 to 18 year olds (40.8 %) more often than to those over 18 years old 

(24.8% ). Crisis intervention was provided for those age 10 to 18 years (2.1 % ) more 

frequently than for those over 18 (1.0%). 

There was a significant difference in health education between Mexican-American 

clients age 10 to 18 years old and those greater than 18 years old; Pearson chi-square 

(df=14, N=3586) equals 126.21, Q = .00. Health education topics more frequently taught 

to 10 to 18 year olds than those over 18 included: parenting (1.8 % for ages 10 to 18, .7 % 

for those over 18), contraception (7.6 % for 10 to 18, 2.3 % for over 18), inf ant/child care 

(1.2 % for 10 to 18, .3 % for over 18), and prenatal care (4.8 % for ages 10 to 18, 1.0 % 

for those over 18). Health education topics more frequently discussed with clients over 18 

than those 10 to 18 years old included: nutrition/diet (5.8 % for 10 to 18, 7.9 % for over 

18), accident prevention (.3 % for ages 10 to 18, 1.2 % for those over 18), and 

preventative health (5.8 % for ages 10 to 18, 10.6 % for those over 18). Clients age 10 to 

18had more total education than those age greater than 18; ! (df=413.14) equals 3.19, Q = 

.00. 

Summary 

This chapter included the characteristics of the sample and the results of the data 

analysis. Clinic services sought by Mexican-American adolescents age 10 to 18 were 

described. There were no statistically significant differences between clinic services sought 
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by Anglo-European and Mexican-American adolescents age 10 to 18 years. There were no 

statistically significant differences in services sought by Mexican-American adolescents age 

10 to 14 and those age 15 to 18. There were statistically significant differences in services 

sought by Mexican-American adolescents age 10 to 18 and those older than 18 including: 

type of visit, service provided, health education, nursing diagnoses, and referrals. 



CHAPTER V 

DISCUSSION 
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Chapter V includes a discussion the results of this study in relation to the conceptual 

framework and the literature reviewed. Implications for nursing, limitations of the study, 

and recommendations for future research are also presented. 

Relationship of Results to Conceptual Framework 

This study described adolescents' use of clinic services in rural Mexican-American 
\ 

communities. The results, describing services used, can be categorized into levels of 

prevention as defined by the Neuman Systems Model. Primary prevention is defined as an 

attempt to prevent stressor reactions by enhancing the flexible line of defense through client 

assessment and interventions. Secondary prevention restores the normal line of defense 

following a stressor reaction by treating symptoms. Tertiary prevention restores and 

maintains wellness in response to stressors through follow up after treatment. 

Primary Prevention 

The most frequently used clinic services for Mexican-American adolescents age 10 

to 18 were at the primary preventive level. Family planning and immunizations were the 

most frequently used types of visit for primary prevention. Under services provided, the 

most frequently listed primary preventions were skilled care and assessment/screening. 

Primary prevention health education topics most frequently listed were: contraception, 

nutrition/diet, and anticipatory guidance. Primary prevention nursing diagnoses most 

frequently listed were: potential infection, inadequate knowledge, and inadequate 

immunizations. Primary prevention referrals most frequently listed were family planning 

and medical. 

Primary prevention was also the most frequently used clinic service by Mexican-

American adolescents age 10 to 18 when compared to Anglo-European adolescents of the 



same age group. Primary prevention clinic services more frequently used by Mexican

Americans were: family planning, immunizations, and adult health. 
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Mexican-American adolescents age 15 to 18 utilized primary prevention more 

frequently than those age 10 to 14. Primary prevention clinic services used more often by 

15 to 18 year olds were: family planning, adult health, assessment and screening, health 

education, nutrition/diet, contraception, and preventive health. 

Mexican-American adolescents age 10 to 18 used more primary prevention clinic 

services than Mexican-American people age greater than 18. Primary prevention clinic 

services which were more often used by those 10 to 18 were family planning and 

immunizations. 

Secondary Prevention 

Secondary prevention clinic services were also utilized by Mexican-American 

adolescents age 10 to 18 years. These services included pregnancy outreach, skilled care, 

case management, use of resources, and medical referrals. Mexican-American adolescents 

did not use more secondary prevention services than Anglo-American adolescents. The 

one secondary prevention service used more frequently by Mexican-American adolescents 

was SPRANS. 

Mexican-American adolescents age 15 to 18 used more secondary prevention 

services than those age 10 to 14. The secondary prevention services more frequently used 

by 15 to 18 year old Mexican-American adolescents included case management, prenatal 

care, and health education regarding early signs of infection. A secondary prevention 

service more frequently used by 10 to 14 year olds was epidemiological 

investigation/follow up. Mexican-American adolescents age 10 to 18 also used more 

secondary prevention services than Mexican-American people age greater than 18. These 

services included pregnancy outreach, crisis intervention, and prenatal care. Mexican-
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American clients over 18 used the secondary prevention service of case management more 

frequently than 10 to 18 year olds. 

Tertiary Prevention 

Mexican-American adolescents age 10 to 18 also utilized tertiary prevention 

services. Tertiary prevention services used included: case management, health education 

regarding specific conditions/disease entity and medications, medical referrals, and WIC 

referrals. 

Mexican-American adolescents age 10 to 18 did not use any more tertiary 

prevention services than Anglo-European adolescents age 10 to 18. Mexican-American 

adolescents age 15 to 18 used the tertiary prevention service of pregnancy outreach more 

frequently than 10 to 14 year old Mexican-Americans. Mexican-American adolescents age 

10 to 18 used the tertiary prevention service of parenting education more often than those 

age greater than 18. Mexican-Americans older than 18 used the tertiary prevention service 

of chronic disease visits more often than those age 10 to 18. 

Relationship of Findings to Literature Reviewed 

Bachman ( 1993) found that pregnant adolescents were most interested in learning 

about how to know if something is wrong during their pregnancy and what would happen 

during labor and delivery; they were least interested in learning about whether drugs and 

alcohol would hurt their baby, and whether they should breast or bottle feed their babies. 

Participants in this study also seemed to be more interested in learning about specific 

conditions, such as pregnancy, than about the effects of drugs and alcohol. 

Cheng et al. (1993), found that only 57 percent of adolescents would go to their 

physician with questions about pregnancy, AIDS, or substance abuse. In contrast to that 

study, the findings of this study indicate that adolescents were willing to discuss questions 

about pregnancy with the clinic staff. 
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In a study by Evans et al. ( 1989), adolescents' top priorities for preventive health 

care in descending order were: to maintain weight control, avoid drugs, not drink and 

drive, and maintain fitness. Although these findings cannot be directly compared to the 

results of this study, they do suggest that there is a difference in findings between the two 

studies. In this study top priorities were immunizations, pregnancy outreach, and family 

planning. Perhaps teens in this study did not perceive the preventive activities described in 

the Evans et al. study as being offered by the clinics in their community. 

Lieu et al. (1993) found that a higher proportion of minorities than whites were 

uninsured, had worse reported health status, made fewer doctor visits. Lieu et al. (1993) 

also found that minorities lacked usual sources of health care and continuity of care. In 

contrast to these findings, this study found no statistically significant difference in services 

used by Mexican-American adolescents and Anglo-European adolescents. 

A study by Weathersby et al. ( 1995) indicated that high-school students were most 

interested in services that included: care of minor illnesses and injuries, availability of 

medications, sports physicals, health promotion, and birth control information. These 

findings are similar to the findings in this study, except for sports physicals. Birth control, 

care of illnesses and injuries, and medications were services of great interest among 

adolescents in this study. 

A study conducted by Balcazar et al. ( 1995), indicated that whites obtained a greater 

percentage of prenatal care than Mexican-Americans. Aneshensel et al. ( 1990) also found 

statistically significant differences in family planing and pregnancy needs between 

Mexican-Americans and Anglo-Europeans. In contrast to these findings, this study found 

no statistically significant difference in services used between Mexican-American and 

Anglo-European adolescents. 

This study also found that there was no statistically significant difference in clinic 

services sought between Mexican-American adolescents age IO to 14 and those age 15 to 
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18; but there was a statistically significant difference in services sought between Mexican

American adolescents age 10 to 18 and Mexican-Americans age greater than 18. The 

literature reviewed did not address differences in services sought between 10 to 14 year 

olds and 15 to 18 year olds, or between 10 to 18 year olds and those over 18. 

Implications for Nursing 

The results of this study are most useful for nurses, nurse practitioners, and other 

health care providers working with adolescents, in rural areas, or with Mexican-American 

populations. There has been extensive research done on these three areas individually, but 

rarely have all three factors been considered together. In order to best serve this population 

it is important to understand their needs. 

On the basis of this study primary prevention services, such as immunizations, 

comprise the major type of services used by Mexican-American adolescents in rural 

communities. Family planning and contraception were identified as important services. 

Nurses working with these populations should assess the need for immunizations and 

family planning education or methods with every client they see. It is conceivable that 

nurses working with adolescents routinely inquire about their immunization status, but how 

often do they inquire about their family planning or contraception needs? Perhaps if nurses 

routinely ask about family planning,just as they do about immunization status, adolescents 

would be more inclined to make appropriate decisions related to sexuality. If adolescents 

and nurses were more comfortable discussing family planning, if it were routine, perhaps 

there would be a significant decrease in teen pregnancies. 

Findings of this study indicate that there were no significant differences between 

services sought by Mexican-American and Anglo-European adolescents. Mexican

American and Anglo-European adolescents in the communities studied reflected the same 

needs as evidenced by services used. It is important for nurses to realize that the manner in 

which these services are provided may need to vary between Mexican-Americans and 
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Anglo-Europeans. The nurse must be sensitive of the cultural differences between the two 

populations, while remembering that the types of services sought maybe the same. 

In this study it was also found that there was no significant difference between 

services sought by Mexican-American adolescents age 10 to 14 and those age 15 to 18. 

This is important because young adolescents sought the same services as older more mature 

adolescents. Therefore nurses should also discuss family planning with their young 

adolescent clients. 

Another finding was that there were significant differences in services sought by 

Mexican-American adolescents age 10 to 18 and Mexican-Americans older than 18. 

Nurses must realize that adolescents are not young adults, and that their needs are different 

from adults. Even though adolescents engage in "grown up" activities, they still need 

guidance from nurses. 

This study did not address unmet needs, which is an area nurses need to consider 

when planning services for adolescents. Data for this study did not include information on 

adolescents' perceptions of services not offered which they would like offered. 

Limitations of the Study 

This study was most limited by the fact that it was a secondary analysis. The major 

purpose of the original study was not to assess the needs of adolescents. Encounter forms 

could be adjusted to reflect the needs of adolescents more comprehensively. Many of the 

codes on the encounter form were widely open to interpretation by staff completing 

encounter forms. The study is also limited by the fact that the encounter forms were 

completed by staff members and not adolescents. The findings are nurses', and 

promotores' perceptions of clients needs. If adolescents in the communities were asked to 

list clinic services which they would most likely use the results might have been different. 
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Recommendations for Future Research 

There has been a gap in the literature pertaining to adolescents' use of clinic services 

in rural Mexican-American communities. Further research on this topic needs to be 

completed. Subsequent studies may benefit from a survey instrument that specifically 

measures adolescents' perceptions of clinic services needed. 

In contrast to most of the literature, this study found no statistically significant 

difference between clinic services sought by Mexican-American and Anglo-European 

adolescents. However, this study did not address unmet needs. Further research could 

survey rural Mexican-American and Anglo-European adolescents to identify services 

desired, and the results for the two groups could be compared for differences and 

similarities. Further research comparing Mexican-American and Anglo-European 

adolescents health care needs should be done to determine whether the findings or the 

current study can be replicated. 

This study found no statistically significant difference between clinic services 

sought by Mexican-American adolescents age 10 to 14 and those age 15 to 18. The 

literature reviewed did not address differences between these two age groups. Further 

research comparing differences in health care services sought by 10 to 14 year olds and 15 

to 18 year olds should be done to determine if the findings of this study can be replicated. 

This study found statistically significant differences between clinic services sought 

by Mexican-American adolescents age 10 to 18 and Mexican-Americans age greater than 18 

years. The literature reviewed did not address differences between these two age groups. 

It is interesting that the difference in use of services by those belonging to adolescent 

"culture" is greater than the differences in use of services by adolescents of different 

cultural or ethnic heritage. Further research could explore aspects of that difference. 

Further research investigating differences in services sought between these two age groups 

would be useful in order to confirm the results of this study. 
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Summary 

Chapter V presented the relationship of the results of this study to the conceptual 

framework and to the literature. The implications for nursing, limitations, and 

recommendations for further research were also presented. 
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APPENDIX A 

CLIENT REGISTRATION FORM 
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CLIENT REGISTRATION FORM 
FF# ______ -

NAME: LAST FIRST Ml MAIDEN NAME DOB SEX RACE ETHN. 
MR# 

F 1) 
55# 
MR# 

M 2) 
SS# 

DATE ADDRESS OR DIRECTIONS, CENSUS TRACT & DISTRICT TELEPHONE# 

OTHER FAMILY MEMBERS 
NAME: LAST FIRST Ml MAIDEN NAME 008 SEX RACE ETHN. 

MA# 

1) 55# 
MR# 

2) SS# 
MR# 

3) 55# 
MR# 

4) 55# 
MR# 

5) SS# 
MR# 

6) SS# 
MR# 

7) SS# 
MA# --· 

8) SS# 

OTHER CONTACT PERSONS RELATIONSHIP ADDRESS TELEPHONE# 

OTHER PERTINENT INFORMATION 
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APPENDIX B 

PUBLIC HEALTH NURSING ENCOUNTER FORM 
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PUBLIC HEALTH NURSING ENCOUNTER FORM 

SER VICE SETTING __ REFERRAL SOURCE __ CLIENT STATUS __ ; __ TYPE OF VISIT __ 

FUNDING SOURCE __ 

SUBJECTIVE/OBJECTIVE~~~~~~~~~~
~~~~~~~~~~~~~~~~~~~ 

CLIENT/FAMILY CLASSIFICATION _ 

TERTIARY CLASSIFICATION 1 

Family Situation 

~vcholoaical Condition 

Caretaker & Theraoeutlc Como. 

Phys Cond/Know of Hlth Cond. 

Health Beliefs/Attitudes 

Princioles of Gen HYoiene 

Environmental Milieu 

C .:immunity Resources 

ACUITY LEVEL 

AC710N PLAN 

2 

SERVICE PROVIDED __ HEALTiiEDUCATION ____ -- --

3 4 NURSING DIAGNOSIS 

ASSESSMENT:--------------~ 
--'-- --'--

INTERVENTION_· ---------------

----------------------------DATE OF NEXT VISIT: _____ _ 

REi=ERRALSTO _______ _ SERVICE TIME __ _ TRAVEL TIME __ _ CLIENTS SERVED __ 

CliENT NAME ___________ _ 
DATE OF BIRTH MM 00 vv vv AGE IN YEARS __ _ 

MD!CAL RECORD#-------- INCOME __ 

PROVIDER SIGNATURE ____________ _ 

r,,r, . ~ .. ,,., •• , "~ . . • ,., 

PAYMENT 

NURSE ID __ _ 

OFFICE CODE __ 

SERVICE DATE _____ _ 
MMOOYY 
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h~~~~~,:] 
Hum.i" Sub1«ts Commill~~ 

TH[ UN1vrns1rv or 

ARIZONA 
January 17, 1992 

Sandra Ferketich, Ph.D. 
College of Nursing 

H[ALTH SCl[NC[S (ENTER 

Arizona Health Sciences Center 

Tucson. Anzon.1 S5i:!~ 
(6021626-6i:?! or b26-i57$ 

RE: HSC A92.ll MULTI-LEVEL PRACTICE MODEL FOR RURAL HISPANICS 

Dear Dr. Ferketich: 

We received your project approval form and consent forms for your 
proposed research. The procedures to be followed in this study pose 
no more than minimal risk to participating subjects. Regulations 
issued by the U.S. Department of Health and Human Services [45 CFR 
Part 46.llO(b)] authorize approval of this type project through the 
expedited review procedures, with the condition(s} that subjects' 
anonymity be maintained. Al though full Committee review is not 
required, a brief summary of the project procedures is submitted to 
the Committee for their endorsement and/or coDllllent, if any, after 
administrative approval is granted. This project is approved 
effective 17 January 1992 for a period of one year. 

The Human Subjects Committee (Institutional Review Board} of the 
University of Arizona has a current assurance of compliance, number 
M-1233, which is on file with the Department of Health and Human 
Services and covers this activity. 

Approval is granted with the understanding that no further changes 
or additions will be made either to the procedures followed or to 
the consent form(s} used (copies of which we have on file} without 
the knowledge and approval of the Human Subjects Committee and your 
College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported 
to each committee. 

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose 
by the Department Head or comparable authority. This will assure 
their accessibility in the event that university officials require 
the information and the principal investigator is unavailable for 
some reason. 

Sinc.erely yours, 

~p;s~ 
William F. Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:rs 

cc: Departmental/College Review Committee 
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APPENDIX D 

APPROVAL FOR SECONDARY ANALYSIS 



To: 
Joyce A. Verran PhD. RN, FAAN 
University of Arizona 
College of Nursing 
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Tucson.AZ 

Dear Dr. Verran, 

I am writing this letter to request your permission to do a secondary data analysis on data 
collected from the Multilevel Practice Model For Rural Hispanics for my thesis work. I 
plan to complete my thesis and graduate in May, 1996. My thesis will examine the health 
seeking behaviors of adolescents in a rural Mexican-American community. Thank you for 
your consideration. 

Sincerely, c I--,,. 
/~{/tf )-t) {L-v 
Rebecca Sotelo 
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Coll~ o( Nursing 

October 12, 1995 

Rebecca Sotelo 
University of Arizona 
College of Nursing 
1305 North Martin 
Building 203 
Tucson, AZ 85721 

Dear Ms. Sotelo: 

THE UNIVERSrTY OF 

ARIZONA. 
HEALTH SOENCES CENTER 
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Tm:~>n . Ariz1>n,1 857:!l 
(520) t,2/',-6154 
FAX (5:01626-2211 

Your request to expand your secondary data analysis to review the .. Multi-level Practice Model 
for Rural Hispanics" has been approved by the Office of Nursing Research. 

We wish you success with your research. 

Sincerely, 

Carolyn Murdaugh, PhD, RN, F AAN 
Director of Clinical Research 

CM/sl 
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APPENDIX F 

SUBJECT INFORMED CONSENT 
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FORM 1 MUL Tl-LEVEL PRACTICE GRANT FOR RURAL HISPANICS 

SUBJECT CONSENT 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL CAREFULLY. THIS IS TO ENSURE THAT 

I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW I WILL PARTICIPATE 

IN IT. SIGNING THIS FORM WILL INDICATE THAT I HAVE BEEN SO INFORMED AND THAT I GIVE 

MY CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN INFORMED CONSENT EXPLAINING 

THE RISKS AND BENEFITS OF PARTICIPATION IN THE RESEARCH STUDY. WITH THIS 

EXPLANATION OF THE NATURE, RISKS AND BENEFITS I CAN DECIDE TO PARTICIPATE OR NOT 

PARTICIPATE IN A FREE AND INFORMED MANNER. 

PURPOSE 

The purpose of this project is to identify valuable nursing care that can then become a part of 

Community Health nursing services. I am being invited to voluntarily participate in a project that may 

determine the effectiveness of Community Health Nursing for rural residents. My participation will 

consist of allowing access to my Pinal County Department of Public Health records by members of 

the research staff. 

SELECTION CRITERIA 

I am being asked to participate because I am receiving services from the Pinal County Department 

of Public Health (PCDPH). Both English and Spanish speaking residents are eligible for the study. 

There are no limitations based on age, sex or financial need. 

PROCEDURE 

I give permission for my PCDPH Community Health Nursing records to be used for research purposes. 

This will not require any of my time and there is no cost to me. 

RISKS 

I understand that there are no risks to me as a result of participation in this project. 

BENEFITS 

I will receive no personal benefits from having my records used. 

CONFIDENTIALITY 

I u:iderstand that all information will be treated with anonymity and confidentiality. I understand that 

this consent form will be filed in an area designated by the Human Subjects Committee with access 

restricted to authorized research staff of the study. 

PARTICIPATION COSTS 

I L.:nderstand that there are no costs to me to be part of the research project. 

LIABILITY 

If ' have any questions, regarding my rights as a research subject. I may call the Human Subjects 

Committee office at 626-6721. 
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AUTHORIZATION 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, INCONVENIENCES. RISKS. 

AND BENEFITS HAVE BEEN EXPLAINED TO ME AND MY QUESTIONS HAVE BEEN ANSWERED. I 

UNDERSTAND THAT I MAY ASK QUESTIONS AT ANY TIME AND THAT I AM FREE TO WITHDRAW 

FROM THE PROJECT AT ANY TIME WITHOUT CAUSING BAD FEELINGS OR AFFECTING MY 

HEAL TH CARE. MY PARTICIPATION IN THIS PROJECT MAY BE ENDED BY THE INVESTIGATOR 

OR BY THE SPONSOR FOR REASONS THAT WOULD BE EXPLAINED. NEW INFORMATION 

DEVELOPED DURING THE COURSE OF THIS STUDY WHICH MAY AFFECT MY WILLINGNESS TO 

CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN TO ME AS IT BECOMES AVAILABLE. I 

UNDERSTAND THAT THIS CONSENT FORM WILL BE FILED IN AN AREA .DESIGNATED BY THE 

HUMAN SUBJECTS COMMITTEE WITH ACCESS RESTRICTED TO THE PRINCIPAL INVESTIGATORS. 

SANDRA FERKETICH, PH.D. R.N., LINDA PHILLIPS, PH.D., R.N., AND JOYCE VERRAN. PH.D .. 

R.N.OR AUTHORIZED REPRESENTATIVE OF THE COLLEGE OF NURSING. I UNDERSTAND THAT 

I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF THE SIGNED 

CONSENT FORM WILL BE GIVEN TO ME. 

Subject's Signature Date of Birth 

PRINT NAME Date of Service 

INVESTIGATOR 

I have carefully explained to the subjects the nature of the above project. I hereby certify that, to 

the best of my knowledge, the person who is signing this consent form understands clearly the 

nature, demands, benefits, and risks involved in his/her participation and his/her signature is legally 

valid. A medical problem or language or educational barrier has not precluded this understanding. 

Witness 

Sandra Ferketich, PhD. RN, FAAN 

Linda Phillips, PhD, RN. FAAN 
Joyce Verran, PhD, RN, FAAN 

College of Nursing, The University of Arizona 

Tucson, AZ 
Grant telephone # 1-800-888-5352 

oone.nt1 fbft 
Rev. 3/26/93 

Date 
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FORM 2 
MUL Tl-LEVEL PRACTICE GRANT FOR RURAL HISPANICS 

CONSENTIMIENTO DEL PARTICIPANTE 

ME HAN PEDIDO QUE LEA CUIDADOSAMENTE ESTA CARTA. ES PARA ASEGURARSE DE QUE 

ESTOY COMPLET AMENTE INFORMADO DE LA NATURALEZA DE ESTE ESTUDIO Y DE COMO 

VOY A PARTICIPAR EN EL. FIRMANDO EST A FOR MA IN DICARA QUE SE ME HA INFORMADO Y 

CUE DOY Ml CONSENTIMIENTO. LAS REGLAS FEDERALES REOUIEREN UNA CARTA ESCRITA 

EXPLICANDO LOS BENEFICIOS Y RIESGOS DEL PARTICIPAR EN EL ESTUDIO. CON ESTA 

EXPLICACION DE LA NATURALEZA Y LOS BENEACIOS Y RIESGOS, PUEDO DECIDIR SI VOY A 

PARTICIPAR O NO DE UNA MANERA LIBRE E INFORMADA. 

PROPOSITO 

El prop6sito de este proyecto es el de identificar valiosos servicios de enfermeras para que mas 

adelante lleguen a ser parte integral de los servicios de enfermeras de la salud comunitaria . Me 

estan invitando a participar voluntariamente en un proyecto qua quiza determine la eficacia de la 

enfermeria de salud comunitaria entre los residentes rurales. La participaci6n en este estudio 

consistira en dejar acceso a los archives del Departamento de Salud Publica del Condado Pinal por 

los empleados de este estudio. 

CRITERIOS OE SELECCION 

Me han invitado a participar porque estoy recibiendo servicios del Departamento de Salud Publica 

del Condado Pinal. Todos las residentes que hablen espanol o ingles, califican para este estudio. 

No hay limitaciones basadas en la edad, sexo o necesidad financiera. 

PROCEDIMIENTO 

Yo day permiso para el uso de mis archives de las servicios de las enfermeras de la salud 

comunitaria del Departamento de Salud Publica del Condado Pinal con el objeto de estudio. Esto 

no requerira nada de mi tiempo y no me costara dinero. 

RIES GOS 

Yo entiendo que no hay ningun riesgo para mi como resultado de mi participaci6n en este 

provecto. 

BENEFICIOS 

No recibire ningun beneficio personal como resultado del uso de mis archives. 

CONFIDENCIALIDAD 

Yo entiendo que toda la informaci6n sera tratada con anonimato y confidencialidad. Tambien 

entiendo que esta forma de autorizaci6n sera archivada en una area designada por el Comite de 

Sujetos Humanos y que su acceso sera restringida a los miembros de este estudio. 

COSTO DE PARTICIPACl6N 

Yo entiendo que no habra ningun costo de mi parte por la participaci6n a este estudio. 
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RESPONSABILIDAD CIVIL 

Si tango alguna pregunta con respecto a mis derechos como sujeto (participante) de este estudio, 

puedo con toda libertad llamar al Comite de Sujetos Humanos. tel~fono de la oficina 626-6721 . 

AUTORIZACION 

ANTES DE FIRMAR ESTA FORMA DANDO Ml CONSENTIMIENTO PARA PARTICIPAR 9EN ESTE 

ESTUDIO, LOS METODOS, INCONVENIENCIAS, RIESGOS Y BENEFICIOS HAN SIDO 

AMPUAMENTE EXPLICADOS Y MIS PREGUNTAS CONTESTADAS. TAMBIEN ENTIENDO QUE 

PUEDO HACER PREGUNTAS EN CUALQUIER MOMENTO Y QUE PUEDO REHUSAR El SEGUIR 

PARTICIPANDO A ESTE ESTUDIO EN CUALQUIER MOMENTO SIN CAUSAR PROBLEMAS, 

TAMPOCO EL REHUSAR A SEGUIR PARTICIPANDO AFECTARA DE NINGUNA MANERA ME 

CUIDADO DE SALUD. Ml PARTICIPACION EN ESTE ESTUOIO PODRA SER TERMINADA POR EL 

INVESTIGADOR O POR EL PATROCINADOR Y LAS RAZONES ME SERaN EXPLICADAS. NUEVA 

INFORMACION DESCUBIERT A DURANTE EL CURSO DE ESTE ESTUDIO QUE PUEDA AFECT AR 

ME DECISION DE CONTINUAR, SE ME COMUNICARA EN CUANTO SEA DISPONIBLE. 

ENTIENDO QUE EST A FOR MA DE AUTORIZACION SERA AR CHIV ADA EN UNA AREA 

DESIGNADA POR EL COMITE DE SUJETOS HUMANOS Y EL ACCESO A ESTA INFORMACION 

SERA RESTRINGIOO, Y SOLAMENTE LOS INVESTIGADORES PRINCIPALES, SANDRA 

FERKETICH, PH.O., R.N., LINDA PHILLIPS, PH.O., R.N., AND JOYCE VERRAN, PH.D .• R.N., 0 

PERSONAL AUTORIZADO REPRESENTANDO EL COLEGIO DE ENFERMERAS. YO ENTIENDO 

QUE NO PIER DO NINGUNO OE MIS DERECHOS LEGALES AL FIR MAR EST A FORMA. UNA 

COPIA DE ESTA AUTORIZACION ME SERA ENTREGADA. 

Firma del Paciente Fecha de Nacimiento 

PRINT NAME Fe cha 

INVESTIGADOR 

Yo, he explicado con cuidado al paciente la naturaleza del proyecto anterior. Yo certifico que, 

segun mi mejor conocimiento, la persona que firmara esta autorizaci6n entiende claramente su 

naturaleza, demandas, beneficios, y riesgos envueltos en su participaci6n y su firma es legalmente 

valida. Ningun problema medico de lenguaje o barrera de educaci6n ha prevenido este 

entendimiento. 

Testigo 

Sandra Ferketich; PhD, RN, FAAN 

Linda Phillips, PhD, RN, FAAN 

Joyce Verran, PhD, RN, FAAN 

Colegio de Enfermerfa, Universidad de Arizona 

Tucson, AZ 
Telefono de la oficina del estudio: 1-800-888-5352 

oonNnt2/bft 
R.,,. l/26/93 

Fe cha 
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FORM 3 MUL Tl-LEVEL PRACTICE GRANT FOR RURAL HISPANICS 

GUARDIAN CONSENT FORM 

AS THE PARENT OR GUARDIAN OF A MINOR CHILD, I AM BEING ASKED TO READ THE 

FOLLOWING MATERIAL CAREFULLY. THIS IS TO ENSURE THAT I AM INFORMED OF THE 

NATURE OF THIS RESEARCH STUDY AND OF HOW THE CHILD WILL PARTICIPATE IN IT. 

SIGNING THIS FORM WILL INDICATE THAT I HAVE BEEN SO INFORMED AND THAT I GIVE MY 

CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN INFORMED CONSENT EXPLAINING 

THE RISKS AND BENEFITS OF PARTICIPATION IN THE RESEARCH STUDY. WITH THIS 

EXPLANATION OF THE NATURE. RISKS, AND BENEFITS I CAN DECIDE IF MY CHILD IS TO 

PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED MANNER. 

PURPOSE 

The purpose of this project is to identify valuable nursing care that can then become a part of 

Community Health services. My child is being invited to voluntarily participate in a project that 

may determine the effectiveness of Community Health Nursing for rural residents. His/her 

participation will consist of allowing access to Pinal County Department of Public Health records 

by members of the research staff. 

SELECTION CRITERIA 

The child is being asked to participate because he/she is receiving services from the Pinal County 

Department of Public Health (PCDPH). Both English and Spanish speaking residents are eligible 

for the study. There are no limitations based on age, sex or financial need. 

PROCEDURE 

I give permission for my child 's PCDPH Community Health Nursing records to be used for 

research purposes. This will not require any of my or my child's time and there is no cost to 

either myself or my child . 

RISKS 

I understand that there are no risks to my child as a result of participation in this project. 

BENEFITS 

My child will receive no personal benefits from having his/her records used. 

CONFIDENTIALITY 

I understand that all information will be treated with anonymity and confidentiality. I understand 

that this consent form will be filed in an area designated by the Human Subjects Committee with 

access restricted to authorized research staff of the study. 

PARTICIPATION COSTS 

I understand that there are no costs to myself or the child to be pan of the research project. 

LIABILITY 

If I have any questions. regarding the child's rights as a research subject, I may call the Human 

Subjects Committee office at 626-6721 . 
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AUTHORIZATION 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, INCONVENIENCES, 

RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO ME AND MY QUESTIONS HAVE BEEN 

ANSWERED. I UNDERSTAND THAT I MAY ASK QUESTIONS AT ANY TIME AND THAT MY 

CHILD IS FREE TO WITHDRAW FROM THE PROJECT AT ANY TIME WITHOUT CAUSING _BAD 

FEELINGS OR AFFECTING HIS/HER HEAL TH CARE. MY CHILD'S PARTICIPATION IN THIS 

PROJECT MAY BE ENDED BY THE INVESTIGATOR OR BY THE SPONSOR FOR REASONS THAT 

WOULD BE EXPLAINED. NEW INFORMATION DEVELOPED DURING THE COURSE OF THIS 

STUDY WHICH MAY AFFECT MY WILLINGNESS FOR MY CHILD TO CONTINUE IN THIS 

RESEARCH PROJECT, WILL BE GIVEN TO ME AS IT BECOMES AVAILABLE. I UNDERSTAND 

THAT THIS CONSENT FORM WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN 

SUBJECTS COMMITTEE WITH ACCESS RESTRICTED TO THE PRINCIPAL-INVESTIGATORS, 

SANDRA FERKETICH, PH.D, R.N., LINDA PHILLIPS, PH.O., R.N., AND JOYCE VERRAN, PH.D., 

R.N., OR AUTHORIZED REPRESENTATIVE OF THE COLLEGE OF NURSING. I UNDERSTAND 

THAT I DO NOT GIVE UP ANY OF MY OR THE CHILD'S LEGAL RIGHTS BY SIGNING THIS 

FORM. A COPY OF THE SIGNED CONSENT FORM WILL BE GIVEN TO ME. 

Child's Name (PLEASE PRINT} Date of Birth Guardian's Signature 

Relationship to Child Date of Service 

INVESTIGATOR 

I have carefully explained to the subjects the nature of the above project. I hereby certify that, to 

the best of my knowledge, the person who is signing this consent form understands clearly the 

nature, demands, benefits, and risks involved in his/her participation and his/her signature is 

legally valid. A medical problem or language or educational barrier has not precluded this 

understanding. 

Witness 

Sandra Ferketich, PhD, RN, FAAN 

Linda Phillips, PhD, RN, FAAN 

Joyce Verran, PhD, RN, FAAN 

College of Nursing, The University of Arizona 

Tucson, AZ 

Grant telephone #1-800-888-5352 

OGnNnt3/bft 

Rev. 3/26/93 

Date 
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FORM 4 MUL Tl-LEVEL PRACTICE GRANT FOR RURAL HISPANICS 

CONSENTIMIENTO DE PARIENTE O TUTOR (GUARDIAN) 

COMO SOY TUTOR DE UN NINO MENOR DE EDAD ME HAN PED I DO QUE LEA EST A CA~T A 

CUIDADOSAMENTE. ES PARA ASEGURAR DE QUE ESTOY COMPLETAMENTE INFORMADO DE 

LA NATURALEZA DE ESTE ESTUDIO Y COMO EL NINO VA PARTICIPAR EN EL. FIRMANDO 

EST A FOR MA INDICARA QUE SE ME HA INFORMADO Y QUE DOY Ml CONSENTIMIENTO. LAS 

REGLAS FEDERALES REQUIEREN UNA CARTA ESCRITA EXPLICANDO LOS BENEFICIOS Y 

RIESGOS DE PARTICIPAR EN EL ESTUDIO. CON ESTA EXPLICACION DE LA NATURALEZA Y 

LOS BENEFICIOS Y RIESGOS. PUEDO DECIDIR SI EL NINO PARTICIPARA O NO DE UNA 

MANERA LIBRE E INFORMADA. 

PROPOSITO 

El prop6sito de este proyecto es el de identificar servicios valiosos de enf ermeras para que mas 

adelante lleguen a ser parte integral de los servicios de enfermeras de la salud comunitaria. Su 

nine esta invitado a participar voluntariamente en un proyecto que quiza determine la eficacia de 

la enf ermeria de salud comunitaria entre los residentes rurales. La participaci6n en este estudio 

consistira en dejar acceso a los archivos del Departamento de Salud Publica del Condado Pinal por 

los empleados de este estudio. 

CRITERIOS DE SELECCION 

Su nino esta invitado a participar porque esta recibiendo servicios del Departamento de Salud 

Publica del Condado Pinal. Todos los residentes que hablen espanol o ingles. califican para este 

estudio. No hay limitaciones basadas en la edad, el sexo o la necesidad financiera. 

PROCEDIMIENTO 

Yo doy mi permiso para el uso de los archivos de mi nino de las servicios de las enfermeras de la 

salud comunitaria del Departamento de Salud Publica del Condado Pinal con el objeto de estudio. 

Esto no requerira nada de mi tiempo y no me costara dinero. 

RIES GOS 

Yo entiendo que no hay ningun riesgo para mi nino coma resultado de su participaci6n en este 

proyecto. 

BENEFICIOS 

No recibire ningun beneficio personal coma resultado del uso de mis archivos. 

CONFIOENCIALIDAD 

Yo entiendo que toda la informaci6n sera tratada con anonimato y confidencialidad. Tambien 

entiendo que esta forma de autorizaci6n sera archivada en una area designada par el Comite de 

Sujetos Humanos y que su acceso sera restringida a los empleados de este estudio. 

COSTO DE PARTICIPACl6N 

Yo entiendo que no habra ningun costo de mi parte par la participaci6n a este estudio. 
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RESPONSABILIDAD CIVIL 

Si tengo alguna pregunta con respecto a mis derechos coma sujeto (participante) de este estudio. 

puedo con toda libertad llamar al Comite de Sujetos Humanos, telMono de la oficina 626-6721. 

AUTORIZACION 

ANTES DE FIRMAR ESTA FORMA DANDO Ml CONSENTIMIENTO PARA PARTICIPAA EN ESTE 

ESTUDIO, LOS METODOS, INCONVENIENCIAS, RIESGOS Y BENEFICIOS HAN SIDO 

AMPLIAMENTE EXPLICADOS Y MIS PREGUNTAS CONTESTADAS. TAMBIEN ENTIENDO QUE 

PUEDO HACER PREGUNTAS EN CUALQUIER MOMENTO Y QUE PUEDO REHUSAR EL SEGUIR 

PARTICIPANDO A ESTE ESTUDIO EN CUALQUIER MOMENTO SIN CAUSAR .PROBLEMAS, 

TAMPOCO EL REHUSAR A SEGUIR PARTICIPANDO AFECTARA DE NINGUNA MANERA ME 

CUIDADO DE SALUD. Ml PARTICIPACION EN ESTE ESTUOIO PODRA SEA TERMINADA POR EL 

INVESTIGADOR O POR EL PATROCINADOR Y LAS RAZONES ME SER~N EXPLICAOAS. NUEVA 

INFORMACION OESCUBIERTA DURANTE EL CURSO DE ESTE ESTUDIO QUE PUEDA AFECTAR 

ME DECISION DE CONTINUAR, SE ME COMUNICARA EN CUANTO SEA DISPONIBLE. 

ENTIENDO QUE ESTA FORMA DE AUTORIZACION SERA ARCHIVADA EN UNA AREA 

DESIGNADA POR EL COMITE DE SUJETOS HUMANOS Y EL ACCESO A ESTA INFOAMACION 

SERA RESTRINGIOO, Y SOLAMENTE LOS INVESTIGADORES PRINCIPALES, SANDRA 

FERKETICH, PH.O., R.N., LINDA PHILLIPS, PH.D., R.N., AND JOYCE VERRAN, PH.D., R.N., 0 

PERSONAL AUTORIZADO REPRESENTANDO EL COLEGIO DE ENFERMERAS. YO ENTIENDO 

QUE NO PIERDO NINGUNO DE MIS DERECHOS LEGALES AL FIRMAR ESTA FORMA. UNA 

COPIA DE ESTA AUTORIZACION ME SERA ENTREGADA. 

Nombre del nino (PLEASE PRINT) Fecha de Nacimiento Firma del Guardia legal 

Relacion del nino Fecha 

INVESTIGADOR 

Yo, he explicado con cuidado al paciente la naturaleza del proyecto anterior. Yo certifico que, 

segun mi mejor conocimiento, la persona que firmara esta autorizaci6n entiende claramente su 

naturaleza, demandas, beneficios, y riesgos envueltos en su participaci6n y su firma es legalmente 

valida. Ningun problema medico de lenguaje o barrera de educaci6n ha prevenido este 

entendimiento. 

Testigo. 

Sandra Ferketich, PhD, RN, FAAN 

Linda Phillips, PhD, RN, FAAN 

Joyce Verran, PhD, RN, FAAN 

Colegio de Enfermer(a, Universidad de Arizona 

Tucson, AZ 
TelMono de la oficina del estudio: 1-800-888-5352 

con-,t4/bft 

R-. l/26/93 

Fe cha 
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APPENDIX H 

SUBJECT INFORMED CONSENT FOR MINORS 
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FORM 5 
MUL Tl-LEVEL PRACTICE GRANT FOR RURAL HISPANICS 

SUBJECT CONSENT FOR MINORS 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL CAREFULLY. THIS IS TO ENSURE 

THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW I WILL 

PARTICIPATE IN IT. SIGNING THIS FOAM WILL INDICATE THAT I HAVE BEEN SO INFORMED 

AND THAT I GIVE MY CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN INFORMED 

CONSENT EXPLAINING THE RISKS AND BENEFITS OF PARTICIPATION IN THE RESEARCH 

STUDY. WITH THIS EXPLANATION OF THE NATURE, RISKS, AND BENEFITS I CAN DECIDE TO 

PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED MANNER. 

PURPOSE 

The purpose of this project is to identify valuable nursing care that can then be come a part of 

Community Health services. I am being invited to voluntarily participate in a project that may 

determine the effectiveness of Community Health Nursing for rural residents. My participation 

will consist of allowing access to my Pinal County Department of Public Health records by 

members of the research staff. 

SELECTION CRITERIA 

I am being asked to participate because I am receiving services from the Pinal County Department 

of Public Health (PCDPH). Both English and Spanish speaking residents are eligible for the study. 

There are no limitations based on age, sex or financial need. 

PROCEDURE 

I give permission for my PCDPH Community Health Nursing records to be used for research 

purposes. This will not require any of my time and there is no cost to me. 

RISKS 

I understand that there are no risks to me as a result of participation in this project. 

BENEFITS 

I will receive no personal benefits from having my records used. 

CONFIDENTIALITY 

I understand that all information will be treated with anonymity and confidentiality. I understand 

that this consent form will be filed in an area designated by the Human Subjects Committee with 

access restricted to authorized research staff of the study . 

. PARTICIPATION COSTS 

I understand that there are no costs to me to be part of the research project. 

LIABILITY 

If I have any questions, regarding my rights as a research subject. l may call the Human Subjects 

Committee office at 626-6721. 



93 

AUTHORIZATION 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, INCONVENIENCES. 

RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO ME AND MY QUESTIONS HAVE BEEN 

ANSWERED. I UNDERSTAND THAT I MAY ASK QUESTIONS AT ANY TIME AND THAT I AM 

FREE TO WITHDRAW FROM THE PROJECT AT ANY TIME WITHOUT CAUSING BAD FEE~INGS 

OR AFFECTING MY HEALTH CARE. MY PARTICIPATION IN THIS PROJECT MAY BE ENDED BY 

THE INVESTIGATOR OR BY THE SPONSOR FOR REASONS THAT WOULD BE EXPLAINED. NEW 

INFORMATION DEVELOPED DURING THE COURSE OF THIS STUDY WHICH MAY AFFECT MY 

WILLINGNESS TO CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN TO ME AS IT 

BECOMES AVAILABLE. I UNDERSTAND THAT THIS CONSENT FORM WILL BE FILED IN AN 

AREA DESIGNATED BY THE HUMAN SUBJECTS COMMIITEE WITH ACCESS RESTRICTED TO 

THE PRINCIPAL INVESTIGATORS, SANDRA FERKETICH, PH.D, R.N., LINDA PHILLIPS, PH .D., 

R.N. AND JOYCE VERRAN, PH.D., R.N., OR AUTHORIZED REPRESENTATIVE OF THE COLLEGE 

OF NURSING. I UNDERSTAND THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY 

SIGNING THIS FORM. A COPY OF THE SIGNED CONSENT FORM WILL BE GIVEN TO ME. 

Subject's Signature Date of Birth 

PRINT NAME Date of Service 

INVESTIGATOR 

I have carefully explained to the subjects the nature of the above project. I hereby certify that, to 

the best of my knowledge, the person who is signing this consent form understands clearly the 

nature, demands, benefits, and risks involved in his/her participation and his/her signature is 

legally valid. A medical problem or language or educational barrier has not precluded this 

understanding. 

Witness 

Sandra Ferketich, PhD, RN, FAAN 

Linda Phillips, PhD, RN, FAAN 

Jo,·ce Verran, PhD, RN, FAAN 

College of Nursing, The University of Arizona 

Tucson, AZ 

Grant telephone #1-800-888-5352 

ooneent5/bft 
Rn . 3/26/93 

Date 
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FORM 6 MUL Tl-LEVEL PRACTICE GRANT FOR RURAL HISPANICS 

CONSENTIMIENTO DEL MENORES OE EOAO 

ME HAN PEDIDO QUE LEA CUIDADOSAMENTE ESTA CARTA. ES PARA ASEGUAARSE DE GUE 

ESTOY COMPLETAMENTE INFORMADO DE LA NA TURALEZA DE ESTE ESTUDIO Y DE COMO 

VOY A PARTICIPAR EN EL. FIRMANDO ESTA FORMA INDICARA QUE SE ME HA INFORMADO Y 

CUE DOY Ml CONSENTIMIENTO. LAS REGLAS FEDERALES REOUIEREN UNA CARTA ESCRITA 

EXPUCANDO LOS BENEFICIOS Y RIESGOS DEL PARTICIPAR EN El ESTUDIO. CON ESTA 

EXPUCACION DE LA NATURALEZA Y LOS BENEFICIOS Y RIESGOS. PUEDO DECIDIR SI VOY A 

PARTICIPAR O NO DE UNA MANERA LIBRE E INFORMADA. 

PROPOSITO 

El prop6sito de este proyecto es el de identificar valiosos servicios de enfermeras para que mas 

adelante lleguen a ser parte integral de los servicios de enfermeras de la salud comunitaria. Me 

est,n invitando a participar voluntariamente en un proyecto qua quiza determine la eficacia de la 

enfermer(a de la comunidad entre los residentes rurales. La participaci6n en este estudio 

consistira en dejar acceso a los archives del Departamento de Salud Publica del Condado Pinal por 

los empleados de este estudio. 

CRITERIOS DE SELECCION 

Me han invitado a participar porque estoy recibiendo servicios del Departamento de Salud Publica 

def Condado Pinal. Todos los residentes que hablen espaliol o ingles. califican para este estudio. 

No hay limitaciones basadas en la edad. sexo o necesidad financiera. 

PROCEDIMIENTO 

Yo doy permiso para el uso de mis archivos de los servicios de las enfermeras de la salud 

comunitaria del Departamento de Salud Publica del Condado Pinal con el objeto de estudio. Esto 

no requerira nada de mi tiempo y no me costara dinero. 

RIES GOS 

Y.:, entiendo que no hay ningun riesgo para m( como resultado de mi participaci6n en este 

proyecto. 

BENEFICIOS 

N~ recibire ningun beneficio personal como resultado del uso de mis archivos. 

CONFIDENCIALIDAD 

Y-:i entiendo que toda la informaci6n sera tratada con anonimato y confidencialidad. Tambien 

entiendo que esta forma de autorizaci6n sera archivada en una area designada por el Comite de 

S~jetos Humanos y que su acceso sera restringida a los empleados de este estudio. 

C::>STO DE PARTICIPACIQN 

Y .J entiendo que no habra ningun costo de mi parte por la participaci6n a este estudio. 
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RESPONSABILIOAO CIVIL 

Si tengo alguna pregunta con respecto a mis derechos como sujeto (participante) de este estudio, 

puedo con toda libertad llamar al Comite de Sujetos Humanos. telefono de la oficina 626-6721. 

AUTORIZACION 

ANTES DE FIRMAR ESTA FORMA DANDO Ml CONSENTIMIENTO PARA PARTICIPAR EN ESTE 

ESTUDIO, LOS METODOS. INCONVENIENCIAS. RIESGOS Y BENEFlCIOS HAN 5100 

AMPLIAMENTE EXPLICADOS Y MIS PREGUNTAS CONTESTADAS. TAMBIEN ENTIENDO QUE 

PUEDO HACER PREGUNTAS EN CUAlOUIER MOMENTO Y QUE PUEDO REHUSAR El SEGUIR 

PARTICIPANDO A ESTE ESTUDIO EN CUALOUIER MOMENTO SIN CAUSAR PROBLEMAS, 

TAMPOCO EL REHUSAR A SEGUIR PARTICIPANDO AFECTARA OE NINGUNA MANERA ME 

CUIDADO DE SALUD. Ml PARTICIPACION EN ESTE ESTUOIO PODRA SER TERMINADA POR El 

INVESTIGADOR O POR El PATROCINADOR Y LAS RAZONES ME SER4N EXPLICADAS. NUEVA 

INFORMACION DESCUBIERTA DURANTE EL CURSO DE ESTE ESTUDIO QUE PUEDA AFECTAR 

ME DECISION DE CONTINUAR. SE ME COMUNICARA EN CUANTO SEA OISPONIBLE. 

ENTIENDO QUE ESTA FORMA DE AUTORIZACJON SERA ARCHIVAOA EN UNA AREA 

DESJGNADA POR El COMITE DE SUJETOS HUMANOS Y EL ACCESO A ESTA INFORMACION 

SERA RESTRINGIDO, Y SOLAMENTE LOS INVESTIGADORES PRINCIPALES. SANDRA 

FERKETICH, PH.D., R.N., LINDA PHILLIPS, PH.O., R.N., AND JOYCE VERRAN, PH.D., R.N., 0 

PERSONAL AUTORIZADO REPRESENTANDO EL COLEGIO DE ENFERMERAS. YO ENTIENDO 

CUE NO PIEROO NINGUNO DE MIS DERECHOS lEGALES AL FIRMAR ESTA FORMA. UNA 

COPIA OE ESTA AUTORIZACION ME SERA ENTREGADA. 

Firma del Paciente Fecha de Nacimiento 

PRINT NAME Fe cha 

INVESTIGADOR 

Yo. he explicado con cuidado al paciente la naturaleza del proyecto anterior. Yo certifico que, 

segun mi mejor conocimiento, la persona qua firmar4 esta autorizaci6n entiende claramente su 

naturaleza. demandas. beneficios, y riesgos envueltos en su participaci6n y su firma es legalmente 

valida. Ningun problema medico de lenguaje o barrera de educaci6n ha prevenido este 

entendimiento. 

7estigo · 

Sandra Ferketich, PhD, RN, FAAN 

Linda Phillips, PhD. RN. FAAN 

Joyce Verran, PhD. RN, FAAN 

Colegio de Enfermer,a, Universidad de Arizona 

Tucson. AZ 
7elefono de la oficina del estudio: 1-800-888-5352 

cmneent6/bft 

Fie¥. 3/26/93 

Fecha 
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APPENDIX I 

ASSENT FOR CHILDREN UNDER TWELVE YEARS 
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FORM 7 
MULTI-LEVEL PRACTICE GRANT FOR RURAL HISPANICS 

ASSENT FORM FOR CHILD UNDER TWELVE YEARS 

I AM BEING ASKED TO READ THE FOLLOWING SO THAT I CAN UNO ERST AND ABOUT 

THE RESEARCH PROJECT. IF I WANT TO PARTICIPATE I NEED TO SIGN THIS FORM 

OR TELL THE NURSE THAT I Will PARTICIPATE. I MUST DO THIS BEFORE I TAKE 

PART IN THIS PROJECT. I NEED TO UNDERSTAND THE PROJECT SO I CAN DECIDE 

WHETHER TO PARTICIPATE OR NOT. 

PURPOSE 

Nurses give ·care to many people. This project will help the nurses know if the care is 

helping children to be healthy. 

SELECTION AND PROCEDURE 

I am being asked to participate in the research because I ·get health care from nurses at 

the Pinal County Department of Public Health. I don't have to fill out any forms or pay 

any money to participate. The forms the nurses fill out on all patients will be used. Only 

the research staff will know my and my parents' names. I can ask questions at any time 

or stop participating at any time I want. No one will think I'm not a good person if I 

don't participate. If I have questions I or my parents can call a special number to talk 

with the nurses about the project: 1-800-888-5352. 

consent7 /bft/9-9-92 
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FORM 8 
MUL Tl-LEVEL PRACTICE GRANT FOR RURAL HISPANICS 

FORMA DE ASENTIMIENTO PARA NINO MENOR DE DOCE ANOS 

ME HAN INVIT ADO A LEER LAS INSTRUCCIONES SIGUIENTES PARA QUE YO ENTIENDA DE LO 
QUE SE TRATA EL ESTUDIO . SI DECIDO PARTICIPAR, NECESITARE FIRMAR ESTA FORMA 0 
DECIRLE A LA ENFERMERA QUE SI DESEO PARTICIPAR. NECESITO HACER ESTO ANTES DE 
TOMAR PARTE EN ESTE PROYECTO. NECESITO ENTENDER El PROYECTO PARA PODER YO 
DECIDIR SI OUIERO O NO PARTICIPAR. 

PROPOSITO 

las enfermeras ayudan a mucha gente. Este proyecto ayudara a las enfermeras a saber si estan 
ayudando a los nirios a mantenerse saludables. 

SELECCION Y PROCEDIMIENTO 

Me han invitado a participar en este estudio porque a mr me atienden las enfermeras del 
Departamento de Salud Publica del Condado de Pinal. No tango que llenar ninguna forma o pagar 
nada de dinero para poder participar. Las formas que llenan las enfermeras de todos las pacientes 
son las que ser~n usadas. Solo los empleados de este proyecto sabran mi nombre y el de mis 
padres. Puedo hacer preguntas en cualquier momenta y tambi,n puedo dejar de participar en este 
estudio en cualquier momento si asf lo deseo. Nadie pensar~ que no soy buena persona si decido 
no participar. Si tengo preguntas yo o mis padres pueden hablar par telefono con alguna de las 
enfermeras sabre este proyecto. El teltUono es 1-800-888-5352. 

conHntS/bft/9-9-92 
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U of A Revised Codes for Encounter Forms . 

SERVICE SETTINO 22 Chronic DieaH Di1eaH Entity 18 Home Heelth 

11 Home 23 Heed St1rt 18 Prevendve Health Cere 17 Homemaker 

I 12 Ho1p./L T Care Fee. 24 SPRANS .. 19 Preneul ta Child He.tth 

13 Office 25 Adult Heelth 20 Poecpanum 19· Nutritionel 

14 School 28 NICP- 21 fatty Slgrw of lllne11 20 WIC 

15 Field 27 High Rl1k 22 Medicado,w 21 Perinetel Carl 

18 Telephone Call 28 School HHlth 23 U•• of Reeouroe1 22 D.D.D. · 

17 Dav Care 29 Convnunicable DilHH 81 Other 23 EnYirorvnental Heelth 

18 Clinic 30 TPE 99 None 24 Femily Planning 

19 Jail 31 Home Health 
25 Legal A11ist1nce/ 

20 AIDS Field Work 32 Injury Prevention/Safety NURSINO DIAONOSES: uiw Enforcement 

21 STD Field Work 77 Sick/Annual uieve 11 Potenael 26 OES/AHCCCS 

ll UA Groue PrHentetion 88 Other 12 ,/'ctu• 27 EducationalNocational/ 

77 Unspecified Settino !1 !.!!l!V!!]ll:11'. of !d12n• 11 Vlolenoe and/or/Employment 

88 Other 
12 AbuH 28 Dav c,re 

99 None FUNDINO SOURCE 13 lnfeodon 29 CPS/A PS 

11 Program 14 Subetance AbuH 30 Preganacy Counseling 

REfERRAL SOURCE 12 A HCC CS 15 StreH 88 Other 

11 Self 13 Privet• lnsurenc• 11, HomelHINH !Q UA Clinic 

12 Femily - 14 Self P,y 17 IIO&edon 11 U! Promotores 

13 Neighbor 16 County 18 High Rilk lnfent 99 None 

14 Medical Provider 88 Other 19 High Rllk Preg1111ncv 

15 Nursing Home 99 None 20 Nutridon.l Rllk SERVICE TIME/TRAVEL TIME 

16 Hospitel 
21 Fellure to 'Thrie In minulH, i.e. 1 · 1 /2 hour1 

17 Other ln1titution NURSINO SERVICE 22 Development Deley equel 90 minutee. 

11 School CLASSIFCA TION 23 Nono~• Med/ 

19 Social Service p Prlmery Nur. Regimen INCOME 

20 Within Department s Secondery 24 Oysfunctionel Femily y Below 49% Poverty 

21 CPS/APS T Tertiary 21 Adequ81e N Notch 49.100% Poverty 

22 Dev c,re 1 Stage I 22 lnedequat• B BetwHn 100-185% 

23 Home Heelth 2 Stege II 31 Newborn Cate Pov,nv 

24 c ... Find 3 Stage Ill 32 Prenaul Cate A Above 185% Poverty 

81 Other 4 Stage IV 33 RNOUron u Not Recorded 

!Q ~ 
34 Support System 

ll UA Promotor111 CENSUS~IDENCE 35 Finanon PAYMENT 

99 None 1 ti!:d!n 35 Knowledge 11 Program 

4 M!mm2!h 37 lmmuraation, 12 AHCCCS 

CL.JENT STATUS l Wlnk1lman 38 fxeNNH 13 Private lneurance 

NA New Admieaion i 2!W 39 SplnlUality 14 Self-Pav 

RA R1edmi1aion i W!DX 40 Enwonment 15 County 

RV Repeat Viet ! Sen Manuel 41 Family Planning 18 Indian Health 

DC Discharge z Dudleyyiile 42 Salt-Care 17 Medicare 

! ~ 
43 Hygienic PracdcH 18 No Charge 

DlSCHARGE CODES ! Mm 44 Madie• Cate 19 VA 

11 Ent. Ho1p./Nurling Homa .1Q Superior 45 Safecy 88 Other 

12 Died 
31 Appropri•t• 99 Non, 

13 Moved SERVICE PROVIDED , 32 Inappropriate 

14 Lost to S1rvic1 11 A1H11tnent/Screenino 51 Grifting OFFICE CODE 

15 Goel• Mat 12 CHe Ma1111gement 52 Caratalung 0,1 Rorence 

16 R1fu11d S1rvic1 13 Epidemiologic• 53 Nutridon 02 Coolidge 

17 Noncompliant with lnveatigation/Follow-up 54 Slnp/Rest 03 . Eloy 

car, pl•n 14 Guld•noe/Couualing 55 Coping 04 Casa Grande 

18 R1f1rrel Only 15 He•th Educadon 58 P•entino 05 Apache Junction 

88 Other UJ Rehabilitative Care 42 Impairment 08 Superior 

17 Skilled Care 51 Seneorv 07 Orecle 

TYPE OF VlSl-ilPROGRAM 1,8 Not Home/Not Found 82 Phyaicai 08 Kearny 

11 Parenting 19 Crieie Intervention 83 MeftC8I 09 Mammoth 

12 Femily P11nning 88 Other 84 Ernolion.1 10 Stanfield 

13 Tuberculoeis 
es Vefb-. 11 Maricopa 

14 Sex Trenamit DiHaHI HEALTH EDUCATION 99 None 12 Other 

15 AIDS 11 Parenting 
13 Out of County 

16 Epi Follow-up 12 Contraception REfERRALS TO: ll ~ 

17 Mental Heelth 13 Nutridon/Olet Info. 11 Madlo-. 1! UA Knrny 

18 Pregnancy OutrHch 14 Accidention Prevention 12 Dental 11 UA Hayden 

19 Maternity 16 lnfanl/CNld Cate 13 ~H..ch 1! UA M1mmo1h 

20 Immunization, 15 Anticipatory Guidance 14 Sooi&S.,._ 

21 Oavelopm1nt81 Di1ebility 17 Spacifio Condition/ 15 Rehebilltadaa 

Used with permialion of Pinal County Dept. of llllblio He81th •• Rev. s......., 3, 1993 
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U of A Revised Codes for Clinic Form 

CUNIC LOCA TlON 81 A.J./outelde city ll ~ 
SERVICE SETTING 

10 CHa Grande/outlide city 82 R9drook l! ~t, Keecnx 12 Hospital/Longterm 

11 CaH Grande/city e3 Hidden v.iley .11 UA Hayden 
Car• flcility 

12 Coolidge 84 Stanfield 1! UA Mammoth 
13 Office 

13 Eloy es Toltec City 
14 School 

14 Eloy/outeide city H Valley Ferm• TYPE OF CLINIC 15 Field · 

.11 ~ 87 QuHnCrHk 41 Well Child Medical 17 Dev Care 

ll UA Keamv el QuHnVeley 42 w• Child Nursing 18 Clinic 

11 UA Heyden H Or•d• Junotton 43 TB Clinlo 19 Jail 

11 UA Mammoth 71 A.JJout of oounty 44 Family PlennlnQ 20 AIDS Field Work 

21 Aorenc• H Bepchul• 
Colpoecopy 21 STD Field Work 

22 Mammoth 97 Seoeton 45 Family Plennlna M9dlc.i 88 Other 

41 Superior 
48 Flfflily Planning Supply 

42 Sen Manuel 
47 STD 

43 Kearny omCE CODE 48 lntemetlonel Trevef 

44 Dudleyville 01 Ro reno• 59 Immunization 

45 Winkelman 01 Coolidge 88 Other 

48 Hayden 03 Boy 

47 Rlvereid• 04 C••• Grande 

50 Out of County 06 Apeohe Junodon PROGRAM 

51 Apeche Juncdon/city llm. 08 Suprlor 11 Well Child 

52 Arizona City 07 Oracle 12 Family Planning 

53 Eleven Mil• Comer 01 KHmy 29 Communloabl• Oleeaee 

54 Aorance Junction 09 Menwnoth 88 TB 

55 Cold Canyon 10 St11nfleld 99 Other 

57 Mericopa 11 Merioo,,• 

58 Oracle 11 Other 

59 Plcacho 14 Out of County 

80 Randolf 

U1acl with pennlHion of Pinal County Dew,t. of PubUo Ha•th • • Rav. September 3, 1993 
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