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ABSTRACT 

This study was a description of the relationship between rural young Hispanic 

women's use of preventive health care services and their family structure and financial 

situation. The study also compared use of these services by rural young Hispanic women 

and rural young Anglo women. The relationship between use of preventive health care 

services by rural young women and age was also examined. Secondary data analysis was 

conducted on data collected during the initial survey from the original study, the 

Comprehensive Multilevel Level Nursing Practice for Rural Hispanics (F erketich, Phillips, 

& Verran, 1990). 

There was a statistically significant relationship between use of preventive health 

care services and age, with fewer blood pressure checks by women 18-29 years of age, 

than by women 30-40 years of age. However there was not a statistically significant 

relationship between use of preventive health services and family structure or financial 

status. Nor was there a statistically significant difference between Anglo and Hispanic 

young women in this study. 
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CHAPTER ONE 

INTRODUCTION 

10 

One of the major health objectives of the United States as described in Healthy 

People 2000 is that all people have access to clinical preventive services (National Center 

for Health Statistics, 1994). Clinical preventive services include screening, immunizations, 

counseling and health education. These preventive health care services have been 

associated with a great decrease in morbidity and mortality but are underutilized (Davis, 

Bialek, Parkinson, Smith, & Vellozzi, 1990; Schauffier, 1994). 

Himmelstein and W oolhandler ( 1995) also described this underutilization of 

healthcare in their report of data analysis from the 1987 National Medical Expenditure 

Survey. They found that rural residents, Hispanic people, women, and economically 

disadvantaged people were less able to obtain medical care than the remainder of the U.S. 

population. Based on this information it appears that Hispanic women living in a rural area 

are less able to utilize medical care such as preventive health care services. 

The focus of this study was to describe young rural Hispanic women's use of 

preventive health services, related to their family structure, financial status, and in 

comparison to the Anglo population. This study was a secondary analysis of data 

obtained from a larger study, the Comprehensive Multilevel Practice Model for Rural 

Hispanics (Cl\.1LNP) a study that was implemented in a rural county in Arizona 

(Ferketich, Philips, & Verran, 1990). Chapter One contains background information on 

preventive health care, with emphasis on rural populations and young Hispanic women's 

health care 



needs. The significance of the study, statement of the problem, statement of purpose, 

research questions and definition of terms are also presented. 

Background 

11 

This section is a review of concepts involved in research on young rural Hispanic 

women's use of preventive health care services. The relevant concepts are: preventive 

health care, rural health care, and women's health. 

Preventive Health Care 

Davis, Bialek, Parkinson, Smith, and Vellozzi (1990) define preventive health care 

as the interaction between a health care provider and patient that promotes health and 

prevents disease. Specifically, preventive care services.include counseling, screening, 

immunizations, and chemoprophylaxis treatments meant to prevent premature illness, 

deaths and injuries. There are a number of recommended preventive health care services, 

such as physical exams, blood pressure checks, and in adults specific cancer screening 

tests based on age, sex, and risk factors (U.S . Preventive Services Task Force [USPSTF], 

1996). Davis et al. divide preventive health care into three groups based on Leavell and 

Clark's (1965) categories of preventive care: primary, secondary and tertiary. Primary 

prevention's goal is to prevent disease and includes immunizations and counseling services 

aimed at disease and injury prevention. Secondary prevention includes screening tests 

aimed at early detection and treatment, such as Pap smear screening for cervical cancer. 

Tertiary prevention is aimed at preventing premature deterioration related to diseases that 

are already present. 



For this study, the specific preventive health care practices targeted by this 

researcher were pap smears and blood pressure checks. Early detection and treatment of 

hypertension and cervical dysplasia have dramatically reduced the mortality associated 

with each disease (USPSTF, 1996). Two of the principle findings of the task force are 

applicable to this study: 

1. Clinicians should be selective in ordering tests and providing preventive 

services (p.xxxi). 
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2. Clinicians must take every opportunity to deliver preventive services especially 

to persons with limited access to care (p.xxxii). 

The first finding is related to the disputed value of preventive health services due to a lack 

of research documenting both effectiveness and cost benefits. This has led to inconsistent 

use of preventive health care services as well as lack of insurance coverage for many of 

these services. The USPSTF Guide to Clinical Preventive Services (1996), provides 

information on preventive health care services based on scientific evidence and clinical 

research. Blood pressure screening and Pap smears are both tests with research- based 

efficacy and their use was one focus of this study. The second finding is based on the 

principle that those at highest risk for preventable diseases are individuals least likely to 

receive adequate preventive care services. Because of time and cost constraints rural 

women who are at higher risk for health problems due to socioeconomic factors may not 

be offered preventive health care services during routine visits (Oleszkowicz, Kresch, & 

Painter, 1994). 
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Whether these services are offered or not rural adults are less likely than urban 

adults to practice preventive health care behaviors such as regular blood pressure checks, 

pap smears, and breast self-exams, which has implications for their overall health status 

(Bushy, 1994). Long (1993) describes rural dwellers' health seeking behaviors as reliance 

on self, family members, and close friends for initial health care. 

Use of preventive health services is also related to socioeconomic status, gender, 

and ethnicity. Himmelstein and Woolhandler (1995) found that Hispanics had a higher 

percentage of individuals unable to obtain care, and that those classified as poor and near 

poor were at greatest risk. They also found that women were slightly more likely than men 

to forgo care. 

Rural Health Care 

The image of rural living is that of healthy lifestyles, low crime, peace and 

tranquillity, when in fact it has as many stressful factors affecting one's health status as 

urban living (Knollmueller, 1994). Rural value systems revolve around the work ethic and 

traditional values such as honesty, trustworthiness, being a good neighbor, community 

involvement, and "clean living" (Bushy, 1990, p. 504). Studies on rural culture have 

revealed that people in rural communities define health based on the ability to work and be 

productive rather than being in a better state of health, without pain, or better looking 

(Bushy, 1990; Long & Weinert, 1992). Taking time away from work and family to travel a 

long distance for preventive health care services does not fit into this viewpoint. 

Before continuing with rural health care issues the term "rural" must be defined. 

Bushy lists several definitions of rural communities in her 1994 article on women in rural 



environments; these are based on geographic and population characteristics, economic 

characteristics, and lifestyle characteristics. 

Geographic I Population Characteristics 

1. Urban- more than 99 persons per square mile. 

2. Rural- between 6 and 99 persons per square mile 

3. Frontier- fewer than 6 persons per square mile 

Economic Characteristics 

Another classification of rural is based on a community's economic base and this 

offers some insight into the life style and health risks of the people who live there. 

These categories include farming-dependent communities; manufacturing

dependent communities; specialized government communities ( eg, Department of 

defense or Department of the Interior); persistent poverty communities (eg, towns 

long the US-Mexican International Border; counties adjacent to Indian 

Reservations); federal lands' communities (eg, national parks; federal lands); and 

retirement and resort communities (p.69). 

Lifestyle Characteristics 

1. Greater distances between neighbors and to services 

2. An economic orientation based on use of the land and nature 

3. Work and recreation that revolves around the seasons and life cycles of nature 

4. Interactions which allow face to face negotiations on an informal basis because most 

residents are either related or acquainted (Bushy, 1990). 

14 
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The characteristics of the county for this study include a population of 24. 5 

persons per square mile. The specific townships surveyed ranged in population size from 9 

persons per square mile to 41 persons per square mile. The economy is based on 

mining and the unemployment rate of the county is higher than the state average. Poverty 

rates are higher than average, and access to health care is limited with residents having to 

travel long distances to receive care (Bureau of Health Systems Development [BHSD], 

1996). 

Rural Arizonans in the study area depend on the copper mines and smelters as the 

major industry, with some farming and ranching also present (Lopes, 1990). Lopes 

describes the relationship between the people and the mining company as a "dependent" 

one, with the mining company taking care of the community (p. 3). 

Health care reform is aimed at making health care available to the underserved, 

such as rural dwellers. Managed care is becoming more popular as a means to provide 

cost effective health care with a focus on prevention. Pierce and Luikart ( 1996) examined 

the distribution of managed care in rural environments in North Carolina. They concluded 

that based on managed care principles of provider to population ratios, rural areas with a 

low population density might be unprofitable for a capitated system and therefore remain 

without service. Pierce and Luikart also found a lack of primary care providers, including 

mid level providers, in rural communities despite government programs to recruit and 

subsidize rural practice. In the townships in the CMLNP study the patient to provider 

ratios range from 144 7: 1 to 6677: 1, whereas the state ratio is 1116: 1 (BHSD, 1996). 



Therefore, health care issues for rural dwellers are unchanged, namely: 

availability, accessibility, and acceptability (Bushy, 1994). Availability refers to the 

presence of health care providers in the area and their knowledge of the need to 

incorporate preventive health care into their daily routines. Accessibility refers to 

whether a person is able to obtain necessary services and whether the services are 

offered. And acceptability of services is based on the communities' values, and cultural 

expectations in relation to the services offered. All of these issues affect the Hispanic 

woman's use of preventive health care services. 

Women's Health 

Mortality rates and causes for women in mral Arizona reflect national statistics. 
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Mrela (1994) gathered information from death certificates at the Arizona Department of 

Health Services for the years 1989-1991. The leading cause of death among adult females 

in Arizona was cardiac disease, followed by malignant neoplasms, and cerebral vascular 

accidents. Yawn (1994) found that there is a lower mortality rate in rural America 

compared to urban America. However rural residents' overall health status is behind that 

of urban residents, with an increase in injuries, chronic conditions, and acute illnesses. This 

. difference is secondary to environmental differences and demographics. Rural 

people are employed in more hazardous occupations such as farming and mining, and 

there tends to be a higher percentage of elderly people in rural communities. 

Women's preventive health care measures include routine adult screening plus 

screening tests unique to women's health problems. An important cancer screening test for 

sexually active women and women over 18 is a yearly gynecological exam with a pap 
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smear, to detect cervical cancer (USPSTF, 1996). The incidence of cervical dysplasia and 

carcinoma in situ rises sharply at about age 20 and peaks between ages 25-35 (Muntz, 

1995). Cervical cancer in the early treatable stage is generally asymptomatic, therefore this 

routine screening can detect the disease and it can be successfully treated. 

Although the word "cancer" brings fear to hearts of many, cardiovascular disease 

is the leading cause of death in women. Yet there is little research on heart disease in 

women. Hypertension is a leading risk factor for coronary heart disease, congestive heart 

failure, stroke, and renal disease, to name a few. The USPSTF recommends that 

normotensive adults obtain blood pressure readings at least every two years. Early 

detection and intervention can decrease morbidity and mortality of heart disease 

(USPSTF,1996). 

Rural women's health is a neglected topic in the literature (Bushy, 1994). Recent 

rural economic crises have led to an increase of women working outside the home. 

Atkinson ( 1994) on the other hand, reports an increase in rural poverty related to changes 

in the family structure. Rural women tend to have less education and therefore are 

employed in lower paying jobs. Atkinson also found that rural women rely more on family 

members for child care than urban women, so extended family support is important. 

Women in Hispanic Culture 

The Hispanic population is one of the fastest growing in the United States (Council 

on Scientific Affairs, 1991). In Arizona 90% of the Hispanic population was ofMexican

American descent in 1990 (BHSD, 1996). Hispanic families have cultural expectations of 

women and families that differ from those of the Anglo population. Hispanic families are 
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generally larger, usually contain more than one generation per household, exhibit a strong 

respect for elders and strong family ties, and many maintain Spanish as their primary 

language (De La Rosa, 1989). Hispanic women's roles in rural communities are more 

traditionally those of wife, mother, and daughter, and revolve around the family. Inclan 

and Hernandez (1992) state that traditionally women of Mexican-American descent are 

expected to place their husbands' and families' needs first, above their own. 

Hispanic women have a higher rate of cervical cancer than Anglo women do and 

this may be related to a lower rate of pap smear screening (Suarez, Goldman & Weiss, 

1995). Although Hispanics have an equal risk of cardiac disease (Council on Scientific 

Affairs, 1991), Mexican-American women with hypertension have less control of their 

blood pressure, less treatment, · and their awareness of the disease process and it's sequelae 

are less than that ofNon-Hispanic white and black women (Anonymous, 1995). 

Statement of the Problem 

Women living in rural communities face many obstacles to health care. Lack of 

education of health care providers and their patients on the need for preventive health care 

adds to the problem of underutilization of preventive care services (Oleszkowicz et al., 

1994). Yet little research has been done regarding rural women's health care problems and 

practices (Bushy, 1994). Hispanic women living in rural communities have barriers to 

care related to cultural expectations that they care for their families before seeking 

preventive health care for themselves (De La Rosa, 1989). Research is needed on rural 

Hispanic women's use of preventive health services such as pap tests and blood pressure 

checks. 
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Significance of the Study 

This study was significant for health care of rural young Hispanic women for 

several reasons. Although the Hispanic population constitutes 18% of Arizona, 23% live 

in non-metropolitan areas and constitute 3 9% to 4 7% of the population of the rural towns 

participating in the study (ADHS, 1997). Cervical cancer and hypertension can be treated 

successfully if detected early by routine pap smears and blood pressure checks. It is 

therefore important to determine if rural Hispanic women are utilizing these preventive 

health care practices, and what factors may be involved in their use of services. 

Nurse practitioners have been called upon to help alleviate health care shortages in 

rural areas. Nursing is a holistic and caring profession concerned with the health of all 

people. Therefore it is important for nurses to understand utilization of services by 

Hispanic women in these communities, and how it relates to various factors in their lives. 

Women of Hispanic descent living in rural areas have all the combined problems related to 

these factors. This research provides insight into use of preventive health care services by 

young Hispanic women. 

Statement of Purpose 

The purpose of this study was to describe the use of preventive health care 

services by young Hispanic women in a rural Arizona County. Use of preventive health 

services and their relationship to family structure, and financial status was examined. A 

comparison between young Anglo women's and young Hispanic women's use of services 

was made to determine if there were similarities or differences. 
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Summary 

Rural women's utilization of preventive health care services is affected by many 

factors, mainly availability, accessibility, and acceptability. Hispanic women have 

additional constraints based on cultural expectations to care for their spouses and families 

first. The significance of this study was to add to the knowledge base of nursing 

and society regarding preventive health care use of services by young rural Hispanic 

women. This study was a secondary analysis of data from a larger study in a rural Arizona 

county. 
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CHAPTER TWO 

CONCEPTUAL FRAMEWORK AND REVIEW OF LITERATURE 

This chapter is a description of the conceptual framework for the study, a review 

of literature pertaining to the study, research questions, and definition of terms. The 

review of the literature includes research on women's health, Hispanic culture and health, 

and rural health. Pender' s Health Promotion Model was used as the conceptual framework 

for the study. 

Conceptual Framework 

The conceptual framework for this study was based on Pender' s Health Promotion 

Model. The following is a description of the model, including a brief history, assumptions, 

variables, and application of the model. 

Pender' s Health Promotion Model 

Pender's health promotion model was first developed in the 1980's. "It was 

proposed as a framework for integrating nursing and behavioral science perspectives on 

factors influencing health behaviors" (Pender, 1996, p. 51 ). Pender states that health 

promotion and health protection are separate but complementary processes. Health 

promotion is the desire to obtain and increase a person's well being and achieve self

actualization. Health protection is also defined as illness prevention and involves a 

person's desire to avoid illness, detect disease at an early stage, and maintain an optimal 

level of functioning during illness. Preventive health care falls into the category of health 

protection, and is described in this study. Pender's model is pertinent today for nursing 
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practice as nurses play a key role in making preventive health care services available to all 

the population {1996). 

Assumptions 

There are seven assumptions in the health promotion model. All the assumptions 

emphasize the active role of the person in their health behaviors. The first assumption is 

that individuals seek to create an environment through which they can express their unique 

human health potential (Pender, 1996). 

The second assumption is that individuals have the ability for self-awareness. This 

includes the ability to assess their own competencies. 

The third assumption is that individuals value growth. Individuals attempt to 

maintain a balance that is personally acceptable regarding growth and stability. 

The fourth assumption is that individuals seek to actively regulate their own 

behavior. Individuals use internal standards and self-evaluative reactions to motivate 

behavior. 

The fifth assumption is that individuals interact with the environment, 

progressively transforming it and being transformed over time. 

The sixth assumption is that nurses and health professionals are a part of the 

environment that exerts an influence on a person. This interpersonal influence occurs 

throughout the life span. 

The last assumption is that self-initiated restructuring of the person-environment 

patterns of interaction is essential to behavior change. Human beings possess the 



capability to utilize their internal mechanisms of self-regulation and self-reflection about 

their thought processes, and their internal and external motivations. Based on this 

capability they can then arrange their environment to create the incentives for changing 

capability to utilize their internal mechanisms of self-regulation and self-reflection about 

their behaviors. 

Variables of the Health- Promotion Model 
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Variables of the Health Promotion Model are divided into three categories; 

Individual Characteristics and Experiences, Behavior-Specific Cognitions and Affect, and 

Behavioral Outcome. These variables are further broken down into components, which are 

interconnected, and all lead to the final health, promoting behavior (See Figure 1. ). 

Components of Individual Characteristics and Experiences include personal factors such as 

biological, sociocultural, and psychological factors. The sociocultural component is 

important to this study related to ethnicity and Hispanic health beliefs and practices. Two 

areas of the Behavior-Specific Cognitions component of Pender' s model, which were 

important for this study, are: interpersonal influences such as family, and situational 

influences. The family structure is an interpersonal influence and it's relationship with the 

use of preventive health care was examined. Two situational influences of importance to 

this study are rurality and financial status. The Behavioral Outcome variable includes a 

commitment to a plan of action along with competing demands leading to health 

promoting behavior. 



Individual 
Characteristics 
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Behavioral 
Outcome 
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to a 
plan of 
action 

Health 
promoting 
behavior 

Figure 1. Adaptation of Pender's Health Promotion Model. From Pender, N. (1996). 

Health promotion in nursing practice. (3rd ed.). Stamford, CN: Appleton & Lange. 
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Application of the Model 

The Health Promotion Model provided a useful framework for this study describing 

young Hispanic women's use of preventive health care services. Health promotion and 

health prevention are complementary parts of a person's overall health status. The specific 

components of Pender's model applicable to this study were: (a) sociocultural factors 

related to Mexican-Americans and their health beliefs, (b) the interpersonal influences of 

family structure, a~d ( c) the situational influences of financial status and rural location. 

Nurses provide much of the education regarding preventive health care in settings ranging 

from acute care to home health care. Nurses care for patients at different acuity levels and 

can assess their knowledge of and the factors involved in obtaining preventive health care 

services. 

Literature Review 

This literature review includes research on women's health, Hispanic culture and 

health, and rural health. Each subsection is followed by a brief summary. 

Rural Health 

In 1989 the McManus Health Policy Research Center held a conference on rural 

health issues. A report of issues identified at the conference was published following the 

conference. Hersh and Van Hook (1989) summarized the need for further research in rural 

health based on the identified issues. These issues include organization, financing, and 

delivery of quality health care services to residents of rural areas. Further research is 

needed to understand the health care needs of rural residents and the effectiveness of 

programs developed to meet these needs (Hersh & Van Hook). Without this research rural 



peoples will not realize equity in access to health care, quality or affordability (Hersh & 

Van Hook). 
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In Chapter One three influences on utilization of healthcare were identified: 

availability, accessibility and acceptability. In a study describing urban and rural 

differences in health insurance and access to care, Hartley, Quam and Lurie (1994) 

collected data utilizing a telephone survey of randomly selected households in Minnesota 

(N= 10,310). Comparisons of urban and rural data were made using 1 tests and chi square. 

The authors found rural persons were more likely to be uninsured and also were more 

likely to have purchased individual insurance, whereas urban persons were more likely to 

have group insurance. Those rural persons that had insurance appear to have more out of 

pocket costs and fewer covered services than their urban counterparts. Also the rural 

dweller is more likely to have to travel a distance more than twenty-five miles to receive 

care. 

In another study on traveling for care, health care perceptions of rural Georgians 

were explored (Homer et al., 1994). This was a qualitative study utilizing semi-structured 

interviews in two phases (N=I9). Results indicated varying problems regarding access to 

health care for rural inhabitants. Most rural inhabitants chose to wait and provide self-care 

before seeking health care. If self-care failed they then evaluated their financial resources 

as well as previous experiences and made a decision on how far to travel for health care or 

to go without health care. 

Kenney (1993) conducted a secondary analysis on data from the 1987 
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Medicare/Medicaid Automated Certification System comparing urban and rural use of 

Medicare home health services. Results of the study suggest a 9% higher rate of use of 

Medicare home health services in urban areas than in rural areas. There are fewer services 

available in rural areas compared to urban areas and Medicare has a lower ceiling for 

reimbursement in rural areas. 

Beck, Jijon, and Edwards (1996) examined the relationships among gender, 

perceived financial constraints to health care, and selected health status indicators. The 

study was conducted on a random sample of rural Appalachian peoples (N=385). The 

sample consisted of 207 adult women, and 178 adult men from 197 households ( adult 

defined as age 16 or older). Spearman rank correlation coefficients were calculated to 

compare the scores from the Duke Health Profile and sociodemographic variables. Results 

correlated high general health with a younger age, male gender, higher income and higher 

education. Women had lower physical and mental health as well as higher depression and 

anxiety. Using two tailed t tests and chi square, comparisons of self rating of health and 

health worry were measured. A significant finding was that more women than men in the 

same households perceived financial barriers to care. Along with this perception occurred 

an overall poorer health status score for women. 

Another study comparing rural and urban prenatal and birth outcomes in public 

health services in a mid Atlantic coast area (Alexy, Nichols, Heverly, & Garzon, 1997). 

Health records of women who received care through public health departments in two 

rural areas (n=364), and one urban area .(n=415) were examined. The mean age of the 

rural population was 22 years and the urban was 23 years. Although rural women were 



28 

more likely to be single, less educated, have a lower income, and be African-American, 

both groups received inadequate prenatal care. Predictors of low birth weight were found 

to be race, weeks gestation at onset of care, number of prenatal visits, and adequacy of 

nutrition and weight gain. 

Rural women have distinctive economic and social characteristics related to their 

health and well being as compared to urban women (Walker, Walker, & Walker, 1994). 

Walker et al. compared rural and urban childbearing women in the following areas: (a) 

socioeconomic characteristics, (b) perceived stress, ( c) health-related practices, ( d) illness 

symptoms, (e) parenting confidence, and (f) body weight (body mass index). Systematic 

sampling was used to select participants from newspaper birth announcements in 

southwestern Michigan and north central Indiana and surveys were mailed to the sample 

population six months after childbirth. One hundred and sixty- five were returned and five 

were excluded because they were pregnant again or had major health problems (n=49 

[ rural], and n= 111 [urban]). The survey included demographic questions as well as the 

following instruments; the Perceived Stress Scale; the Health-Promoting Lifestyle Profile 

(HPLP); the Hope Scale; the Maternal Self-Confidence Scale; and a five item symptom 

checklist. There were socioeconomic differences between rural and urban women: rural 

women were younger, less educated, and more economically disadvantaged. Initial results 

found that rural women were less self-actualized, had less healthy nutrition, and less 

interpersonal support. However, when socioeconomic differences were adjusted the 

differences disappeared. This supports the idea that the risk of poor preventive health care 

utilization in rural women is increased due to socioeconomic disadvantages. 
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Miller, Yunger, Single, and Kunz (1996), performed a retrospective chart review 

of Pap smears during a twelve month period from four family practice sites in non

metropolitan Midwest (N=289 l ). The purpose of the study was to compare the prevalence 

of abnormal pap smears to published data and to determine if the rate is higher in rural 

women less than thirty-five years old. Data were analyzed using chi square. The total 

number of abnormal pap smears including cervical intraepithelial neoplasia (CIN), 

inflammation, and atypia corresponds with the number found in the general population 

according to the literature. The results from this study found a significantly higher rate of 

CIN compared to three larger studies. This suggests that the prevalence of CIN in the 

study population-may be higher than the general population. If these results can be 

duplicated rural health care providers may need to be more aggressive in screening and 

follow-up with pap smears. The incidence of abnormal pap smears in younger women was 

significantly higher than the older women in the study. This fact is consistent with a trend 

noted in the general population of an increase in cervical cancer in women under thirty

five. This has implications for all health care providers and their practice involving the 

frequency with which they offer and perform pap smears on their patients. 

In another study on pap smear screening in rural family practice, Oleszkowicz, 

Kresch, and Painter (1994) wanted to identify the extent to which female patients were not 

receiving annual pap tests. They collected data over a three month period from female 

patients over eighteen years old in nine family physician offices located in four border 

towns in the Rio Grande Valley region of Texas (N=5526). The women in the 
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study were asked the date of their last pap smear and the information was recorded on a 

chart sticker to assist the care giver to identify those in need. Forty-two percent of women 

surveyed had not had a pap smear in the previous two years, yet when offered during the 

study only eighteen percent re~sed. The authors concluded that health care providers and 

their patients need more education about the importance of pap smears and their 

incorporation into their office routines. 

With the goal of enhancing access to comprehensive health and social services for 

all community members, the Lamoille Area Health Council was organized in Lamoille 

County, Vermont in 1989 (Malone-Rising, 1992). A stratified random sample of 

households in each often towns was generated (N=299). A seventy-five item survey was 

used to collect data regarding perceived availability, and barriers to care as well as desired 

services, services utilized, and differences between perceptions of providers and 

consumers. Responses of providers and consumers were compared using a chi square 

analysis. Frequencies calculated for the two groups in the survey identified unavailable 

services as transportation, social rehab, assistance with treatment decisions, and 

housing/shelter problems. The main difference between the two groups was the perception 

of available medical care: 100% of consumers felt that physician care was available if 

needed, and only 40% of providers felt that physician care was available to all members of 

the community. 

In summary, the research on rural health identified many problems regarding 

preventive health care. There are fewer services available to rural residents and many have 

to travel long distances to obtain care. Rural residents in general are more economically 



disadvantaged and have greater financial barriers to care than urban residents. Rural 

women are less likely to have routine pap smears yet there is a higher rate of cervical 

cancer in mral women. 

Women's Health 
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Some general findings on the ability to obtain health care, including specific 

women's preventive practices, were described in the following studies. Himmelstein and 

Woolhandler (1995) analyzed data from the 1987 National Medical Expenditure Survey. 

Of a total of 6,375,000 U.S. residents unable to obtain care the authors found that those 

without insurance were twice as likely to be unable to obtain care as the insured. Yet 75% 

of those forgoing care had insurance. The ability to obtain care was lowest in the south 

and west and in rural areas. The African American and Hispanic populations' inability to 

obtain care was higher than other ethnic groups. Women were slightly more likely to forgo 

care and more than a third of women had not had a breast exam in the previous two years, 

and a fifth had not had a Pap smear in the previous four years. 

the effects of work and family roles on women's health. 

Bullers (1994) studied 

A descriptive analysis of data from the 1987 General Social Survey was used to explore 

the effects of roles and role quality on women's health as well as the mediating effect of 

perceived control. The sample was composed of 81.5% white and 18.5% non-white 

women between the ages of 18 and 65 (N=763). Results of the study demonstrated that 

employment predicts better health, while perceived control does slightly mediate the 

effects of job quality on health. The unemployment rate of rural areas has increased, which 

may result in a decrease in the health status of these residents. 
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Bigbee (1991) examined stressful life events and illness in rural (n=80) and urban 

(n=77) women in Wyoming, using a modified version of Norbeck' s Life Experience 

Survey for Women and Wylers Seriousness of Illness Scale. There was no significant 

difference in the number · of stressful life events between the two sub-samples. However a 

strong positive correlation was found between stressful life events and illness, especially in 

regard to the number of events experienced. 

Another women's health issue is breast self exam (BSE). Lewis, Ritenbaugh and 

Aickin (1995) studied breast cancer and screening practices of university women. 

Questionnaires were mailed to 629 faculty members at the University of Arizona regarding 

breast cancer. ·From the data on the surveys that were returned (N=441) they found that 

although 99% of the sample were aware ofBSE only 56% routinely performed BSE. 

In summary, research on women's health revealed that employment and a 

decreased number of stressors predicts better overall health status. It also revealed that 

women were more likely than men to forgo care and even when knowledgeable about 

specific preventive health care practices they did not necessarily obtain them. 

Hispanic Culture and Health 

Kerr and Ritchey (1990) conducted a study of Mexican-American migrant farm 

workers (N=62) to determine health promoting lifestyles. The tool utilized was the health

promoting lifestyle profile (HPLP) in English and a version translated into Spanish. The 

authors found that the English-speaking (n=26) participants scored lower on dimensions 

of self-actualization, exercise, and stress management than the Spanish-speaking 

participants (n=36). Overall a lower health promoting lifestyle score between migrant 
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workers and middle-class Midwesterners was found. This is most likely related to the lack 

of access to services, resources, and health-promotion information of the migrant workers. 

Suarez (1994) described the effects of acculturation on pap smear and 

mammogram screening in Mexican-American women. This study conducted in the 

Southwestern U.S. utilized data collected through interviews with 450 randomly selected 

Mexican-American women forty years or older. Data were analyzed using chi-square tests 

and multiple logistic regression. There was an increased use of screening practices with 

each gain in acculturation. 

Another study in the Hispanic population by Suarez, Goldman and Weiss (1995) 

measured validity of self-reported mammogram and pap smear screening in Mexican

American women in Texas (N=215). Findings of the study demonstrate a lower positive 

predictive value than found in other studies. The conclusion of the authors was that self

reports of pap smears and mammograms in the Hispanic population overestimate the 

prevalence of screening. Another finding of the study was that Mexican-American women 

who obtained pap smears at a public health clinic (n=62) often recalled more accurately 

the time of the screening compared with women who obtained Pap smears at private 

doctors' offices (n=39). Suarez et al. concluded that this may be related to the fact that, at 

public health clinics, women may be more likely to be seen by nurse practitioners who can 

spend more time educating their patients. 

Do cultural beliefs and expectations affect one's use of preventive health care 

services? Mikhail (1994) described health care beliefs and practices of Hispanic mothers' 

in rural central California regarding their children's health problems (N=IOO). The purpose 
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of the study was to describe Hispanic mothers' sources of advice and assistance for 

children's illness as well as their beliefs concerning the etiology and seriousness of certain 

illnesses. A semistructured interview was used to obtain information regarding beliefs and 

practices regarding selected children's health problems as well as to obtain demographic 

data. Results indicate a combination of use of health care services and belief systems that 

combined western medicine with traditional beliefs and home remedies. Eighty-one 

percent admitted using home remedies but no relationship was found between 

demographic variables and the use of home remedies . . 

A descriptive study · of low-income Mexican American women (N= I 06) conducted 

by Gonzalez (1990) examined the relationship between self-efficacy and frequency of 

breast self-exam. A convenience sample from a health clinic in Arizona consisted of low 

income Mexican-American women with an average age of 4 2 years, whose families had an 

average of four children each. Of these women 21% spoke only Spanish. Using bivariate 

correlations and analysis of variance, there was a strong positive relationship between self 

efficacy and the frequency ofBSE. Gonzalez describes how the findings can be applied to 

clinical practice to facilitate use ofBSE in Mexican American women. 

Mexican Americans are at higher risk than the general population for developing 

diabetes. Schwab, Meyer, and Merrell (1994) used a modified culturally sensitive form of 

the Health Belief Model (HBM) to measure attitudes of low-income Mexican Americans 

with diabetes. Assessing attitudes is vital for planning interventions for treatment and for 

initiating preventive health strategies. However the authors found that the HBM was not 

effective for measuring health beliefs among this population. After rigorous testing only 



two of the subscales, barriers and benefits, were found to be reliable. Scales measuring 

acculturation and fatalism were added and found to be important in increasing cultural 

sensitivity and determining results of the Health Belief Model for low-income Mexican 

American patients. 
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A comparison of health beliefs of Mexican, Mexican-American (n=62) and Anglo

American women (n=40) were examined by Castro, Furth, and Karlow (1984). Five health 

domains were examined: Mexican folk beliefs, hot-cold beliefs, beliefs regarding 

responsibility and control over ones own health, and biomedical beliefs (which includes 

cardiovascular disease beliefs and stress-illness beliefs). Results suggested that women of 

Mexican origin have a dual system of beliefs which .varies in strength in relation to the 

amount of acculturation. With greater acculturation, traditional beliefs are not as strong, 

but are still present. 

Another study involving acculturation and Hispanic familism was conducted in San 

Francisco using a questionnaire containing items that measured attitudinal familism, 

behavioral acculturation and demographic questions (Sabogal, Marin, Otero-Sabogal, 

Marin, & Perez-Stable, 1987). A convenience sample of 452 Hispanics and 227 white non 

Hispanics responded to interviews or completed questionnaires. Familism items were 

factor analyzed using a principal components. factor analysis with varimax rotation. Results 

from the study show that despite differences in acculturation and sociodemographic 

factors Hispanics hold strong attitudinal familism values. The most distinctive part of 

Hispanic familism is the high level of perceived family support. 



Marin, Marin, Padilla, and DeLaRocha (1983) interviewed a random sample of 

100 low- income Hispanics in Los Angeles regarding use of health care services. Open 

ended and closed questions regarding demographic information, health care utilization 

and practices, and reasons for not using services were asked of the participants. There 

were low rates of preventive health care use although most respondents knew when care 

should be sought. The main reason for this under utilization was financial problems and 

lack of insurance. 

In summary, Hispanics have many factors influencing their use of preventive 

health care services. These include financial constraints, cultural beliefs, acculturation, 

education, and family influence. 

Research Questions 

The background information and review of the literature for this study indicates 

underutilization of health care preventive services by rural dwellers, women, and 

Hispanics. There is also a lack of reported research on these topics. The following were 

the research questions guiding this study. 

1. What is the relationship between rural young Hispanic women's use of 

preventive health care services and their family structure? 

2. What is the relationship between rural young Hispanic women's use of 

preventive health care services and their financial status? 

3. What is the difference in use of preventive health care services by rural 

Hispanic and Anglo young women? 
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4. What is the relationship between age and rural young women's use of 

preventive health care services? 

Definition of Terms 

Below is a list of terms used in the research questions along with their definitions 

for this research. 
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Rural: Any community with a population between six and 99 persons per square 

mile (Bushy, 1994). In this study, the term referred to the four communities in one county 

in the Southwestern United States. 

Young Women: Women between the ages of 18 and 40. 

Preventive Health Care Services: Pap smears and Blood Pressure checks were the 

two preventive services used for this study, as recorded in the data from C:MLNP 

individual data survey questions, part three, item numbers three and four. 

Family Structure: Survey interviewer determined, as recorded in response to part 

one, item one, based upon members in household and their relationship to each other, 

including: (a) Nuclear: Married Adults with or without children; (b) Single Parent: One 

parent with children; ( c) Extended: Includes the other categories with other related adults; 

(d) Housemates: Unrelated adults; (e) Living Alone: Single adult; and (f) Non-Related: All 

else, as recorded on the C:MLNP household data survey part one. 

Financial Status: Survey informants' response to the survey, part one, section b, 

question 1, as: not having enough money to pay bills; barely making ends meet; enough to 

pay bills with little extra; and enough money to do whatever we want, as recorded on the 

C:MLNP household data item on the survey. 



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

informant as recorded on the household data, part one, survey question I. 

Anglo: Self defined as American, American-European, or Anglo by the informant 

as recorded on the household data, part one, survey question I. 

Summary 
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This chapter was a presentation of the conceptual framework for this study, a 

review of the literature pertaining to the study, the research questions, and definition of 

terms. Pender' s Health Promotion Model is the basis of the conceptual framework and is 

relevant for examining the use of preventive health care of rural young women. The 

review of the literature identified decreased access to comprehensive health care for rural 

people due to a lack of providers, cost, and having to travel long distances for care. Two 

studies on pap smears indicate that there is higher incidence of CIN and lower screening 

rates among rural women. Rural women have more chronic illness than urban women, and 

their perceived health status is lower. Hispanic women have an additional cultural 

constraint as they are expected to care for their families first, also their level of 

acculturation is a factor in their health seeking behavior 



CHAPTER THREE 

METHOD 

Chapter Three begins with a discussion of secondary analysis and the benefit of 

using secondary data analysis for conducting this study. This is followed by the research 

design, the sample and setting from the original study, human subjects protection, 

instruments used in the study, data collection procedure, and the plan for data analysis. 

Secondary Data Analysis 
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This study was a secondary analysis of data collected in the Comprehensive Multi

Level Nursing Practice (CMLNP) Model for Rural Hispanics (Ferketich et al., 1990). The 

CMLNP project was a five-year research project,in a rural Arizona county. 

Hersh and Van Hook (1989), at a conference regarding Rural Health Service 

Research Agenda, identified: "The need for additional secondary analysis of existing data 

bases and the compilation of those existing data into small area units" (p. 730). 

Secondary analysis of available data has been identified as a tool needed for continued 

research in rural health. Secondary data analysis is fairly new in nursing research but has 

been used in the social sciences for many years (McArt & McDougal, 1985). Secondary 

analysis uses data gathered from a previous study. These data are reanalyzed to test a new 

hypothesis or explore new relationships (Polit & Hungler, 1995). Stokes and Miller (1985) 

reviewed fifty years of rural research in sociology and found sampling and sample size as 

weak points in data collection in the past. Larger data bases such as the National Center 

for Health Statistics are available today for nursing research (Polit & Hungler). 
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Advantages of secondary analysis are cost and time savings, potentially larger 

sample size, and the ability to add new knowledge to the area studied (McArt & 

McDougal, 1985; Polit & Hungler, 1995). Three essential steps of the research process 

have been removed- instrument development, sample selection, and data collection, 

making secondary analysis more cost effective and efficient (McArt & McDougal). The 

potential for much larger data sets than an individual researcher can generate from one 

rural area is also an advantage for statistical analysis of data. The potential for shedding 

new light on a subject with secondary analysis is also an advantage (Jacobson, Hamilton & 

Galloway, 1993; McArt & McDougal, 1985). The advantages of using secondary analysis 

for this study were: the availability of a large data set to answer the research questions and 

the availability of the original research team members for consultation regarding the data, 

instrument and collection techniques. The advantages of time and cost savings listed above 

also applied. 

There are also disadvantages to secondary data analysis. The fit between the 

research question and the data available is very important. The data set may be deficient in 

the variable measured, the sample used, or the method used to generate, collect, and 

record data (McArt & McDougal, 1985; Polit & Hungler, 1995). Another disadvantage is 

lack of control over the original study' s sampling and data collection procedures. This lack 

of control also limits the researcher's insight into factors that may have influenced the 

outcome of the study (Jacobson et al., 1993). For this study, due to the availability of the 

original research team for consultations, most of the potential disadvantages were 



addressed or eliminated, with the exception of lack of control over sampling and data 

collection. 

Research Design 

The Comprehensive Multi-Level Nursing Practice Model study used a quasi

experimental research design that employed measures of process, outcome, and impact. 

The purpose was to test the effectiveness of a three level, community-based nursing care 

delivery model. The three levels of intervention in the original study included: Personal 

Preventive Nursing, Organized Indigenous Caregiving, and Community Empowerment 

(Ferketich et al.). This study was a secondary analysis of data collected through a survey 

of health status and health needs of individuals and households in the four communities in 

the CMLNP project prior to these interventions. The survey was conducted three times 

over the course of the project. Data from the first survey only were used for this study in 

order to determine a baseline that may be representative of a typical rural community. 

Sample 
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The grant proposal for the original study, Comprehensive Multi-level Nursing 

Practice Model for Rural Hispanics (Ferketich et al., 1990), was the source for/ 

information on sample and setting for this study. Random sampling (via water meter lists) 

was used to identify potential survey respondents for this five year longitudinal study. The 

survey was conducted three times over the course of the study: before the intervention, 

once during the intervention, and after intervention concluded. Trained interviewers 

gathered data for each household selected, from one member of the household or 

"informant", utilizing a researcher designed survey instrument in English and Spanish. The 
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survey identified demographic information and health related behaviors. The individual 

data survey identified demographic information and individual preventive health practices. 

Data collection teams surveyed during the day, evening, and on Saturday. The first survey 

took place before the project was implemented, from October to December, 1991, and the 

data from this survey were used to answer the research questions for this study. 

Setting 

The nursing intervention for the original study took place in Pinal County, located 

in south central Arizona between the metropolitan counties of Maricopa and Pima. The 

total population of Pinal County is estimated to be 131,196 (Bureau of Health Systems 

Development [BHSD], 1996). The overall population density of Pinal County is 24.5 

persons/sq. mile (BHSD). There are two distinct regions of Pinal County based on 

employment and geographical differences. The western part of the county is agriculturally 

based and characterized by desert valleys, while the eastern part is mountainous, with 

copper mining as the economic foundation. The four towns that were study sites-Oracle, 

Mammoth, Kearny and Hayden/Winkleman-are located in the eastern part of the county. 

Pinal County has a higher rate of poverty and unemployment than the state average 

(BHSD). Sixty percent of the population is Anglo, thirty percent of the population is 

Hispanic, thirty-six percent are between the ages of 20-44, and half the population is 

female(BHSD). The Bureau of Health Systems Development divided Pinal County into 

primary care areas (PCA) based on the closest major population center within the county. 



43 

San Manuel PCA 

The towns of Oracle and Mammoth are located in this PCA. The population of this 

PCA is approximately 12,834 and is comprised of 52% Anglo, and 47% Hispanic, 34% of 

the population is between the ages of 20-44, and about half the total population are female 

(BHSD, 1996). 

Oracle. Oracle is located just north of Tucson and economically is more well off 

than the other three sites. Oracle began as a retirement community and has become a 

bedroom community for Tucsonans who wish to get out of the city yet be within 

commuting distance of their workplace. Oracle is approximately forty miles north of 

Tucson and has access to medical services in the metropolitan area. 

Mammoth. Mammoth is located about thirteen miles north of Oracle. It is the 

most economically deprived area in the study. The mining operation, which was the main 

employer, has been in decline and unemployment rates are high (Lopes, 1990). 

KeamyPCA 

This PCA includes Riverside and Kearny and has an approximate population of 

2,894. The population is comprised of27% persons age 20-44, 34% Hispanic, 65% 

Anglo, half the total is female and the unemployment rate is lower than the overall rate of 

Pinal county. The infant mortality rate is three times that of Pinal county average (BHSD, 

1996). 

HaydenPCA 

This PCA includes Hayden and Winkleman, with a population of 14 79. Hayden 

and Winkleman are two very small towns next to one another on the border of Pinal and 
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Gila counties, and were grouped together as one for the original study. The unemployment 

rate and poverty level for this community are higher than average. The infant mortality 

rate is four times that of Pinal County. Hispanics comprise 76% of the total population 

and 32% of the population are between 20-44 years old and half the population is female 

(BHSD, 1996). 

Protection of Human Subjects 

The original study received initial approval from the Human Subjects Committee 

of the University of Arizona and also received renewed approval from them at a later date 

(Appendix A). Approval for this researcher to conduct a secondary analysis was obtained 

first from the authors of the original study, and secondly from the office of Nursing 

Research, College ofNursing, The University of Arizona (Appendix B). 

Instrument 

The instrument used to collect data for the original study was the Survey of Health 

Status and Health Needs, which is a six part questionnaire, containing ninety-five items. 

Data collected with this survey instrument were analyzed in this study. The survey 

instrument utilized was available in English and Spanish (Appendix D). 

The demographic items from part one of the survey were used for this study: 

ethnic background, age, education, work, financial status, and family structure. Ethnic 

background included five categories that were grouped together to form two separate 

groups: Hispanic and Anglo. The Hispanic group consisted of Mexican, Mexican

American, and Hispanic. The Anglo group consisted of American, and European decent. 

Gender and age were added to limit the set to young women. The other variables used 
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were family structure, financial status, and preventive health behaviors as measured by use 

of preventive health services. Family structure was divided into six categories based on the 

relationship to the person answering the question from part one: Nuclear, Single Parent, 

Extended, Housemates, Living Alone, and Non-Related. The financial status was based on 

the survey question from part one: Financially your household: (a) does not have enough 

money to pay bills (b) barely makes ends meet, ( c) had enough to pay bills with little 

extra, or ( d) has enough money to do whatever we want. Preventive health services for the 

study were Pap smear and blood pressure check within the last year, from part three. 

Data Collection Procedure 

Trained interviewers gathered data for each household selected, from one member 

of the household or "informant". Data collection teams surveyed during the day, evening, 

and on Saturday. The purpose of the pre-implementation survey was to gather data on 

health status, effectiveness of the present health care system, including the cost of care 

and health needs of the Mexican American population in four rural communities 

(Ferketich, Phillips, & Verran, 1990). This survey took place from October through 

December 1991, before the project was implemented. The project intervention began in 

1991 and continued through 1994. 

Data Analysis 

Data from the original study are stored in a computerized data storage system. 

The Statistical Package for the Social Sciences (SPSS) is a data analytic program used to 

analyze the data. Individual and household data accessed by this researcher had been 



coded and entered into the computer during the original study. The information from the 

database was anonymous. 
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Descriptive statistics, including measures of central tendency and frequencies, were 

used to provide a description of the sample. The plan for data analysis in regard to each 

research question was as follows: 

I. What is the relationship between young Hispanic women's use of preventive 

health care services and their family structure? Data analysis using chi square 

was used to describe the relationship between the variables family structure and 

use of services, · specifically Pap smears and blood pressure checks. Chi square 

measures the relationship between two nominal variables. 

2. What is the relationship between young Hispanic women's use of preventive 

health care services and their financial status? Pearson's r was used to describe 

the relationship between young Hispanic women's having pap smears and 

blood pressure checks with their financial status. Pearson's r is a correlation 

coefficient describing the magnitude of the relationship between two 

continuous or interval variables. 

3. What is the difference in use of preventive health care services by Hispanic and 

Anglo young women? Student's t-test was used to describe the differences in 

the use of preventive health care services between the two ethnic groups of 

young women. The t-test was chosen to measure the difference between two 

means. 
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4. What is the relationship between use of preventive health services and age, 

when the sample is divided into two age groups? Group one is 18-29 year olds, 

and group two is 30-40 year olds. Preventive health services include pap 

smears and blood pressure checks. Chi square was used to describe the 

relationship in the use of services by each age group. 

Summary 

Chapter Three included a description of secondary data analysis along with its 

advantages and disadvantages. The advantages of secondary analysis for this study were: 

availability of a large data set~ time and cost savings related to instrument testing and data 

collection, and the availability of the original research team. Also included in Chapter 

Three is the research design, setting, sample, and data collection procedure as well as a 

description of the instrument for the original study. Information on protection of human 

subjects was described. And finally the plan for data analysis for this study was included. 



CHAPTER FOUR 

RESULTS 

Chapter Four consists of a description of the sample and results of the data 

analysis for each research question in the study. Chi square, Pearson's rand student's t

test were used for the secondary analysis, with the level of significance set at 12 :S 0.05. 

Description of the Sample 

The sample consisted of women between the ages of 18 and 40 years (N= 187). 
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The sample was then divided into two subsamples based on ethnic background as Anglo 

or Hispanic. Three cases were either of another ethnic background or were missing and 

therefore were not included. Data were. obtained from one individual of each household, 

identified as the informant for all mem~ers of.the household, rather than interviewing each 

household member. 

The subsample of Anglo women was composed of women who identified 

themselves as being of American-European background (n=73), representing 39% of the 

total sample for this study. The mean age of the group was 29.8 (SD=6.9). The mean 

education level was 12.6 years (SD=2.2). Financially, 52% (n=38) had enough money for 

expenses with a little extra and 34% (n=25) could barely make ends meet (Table 1 ). Fifty

eight percent (n=28) of the subsample worked outside the home (Table 2). Survey 

informants comprised 71 % (n=52) of the subsample. Data for the women who were not 

informants were obtained from the informant for their particular household and comprised 

29% (n=21) of the Anglo subsample. 
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Table 1 

Household Financial Status of Anglo and Hispanic Women Responding to Community 

Survey (N = 184) 

Financial Status Anglo (n=73) Hispanic (n= 111) 

O/o (n) % (n) 

Does not have enough $ 5.5 (4) 7.2 (8) 

Barely makes ends meet 34.2 (25) 30.6 (34) 

Has enough $ and a little extra 52.1 (38) 45 (50) 

Has enough $ to do whatever 4.1 (3) 6.3 (7) 
we want 
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Table 2 

Work Status of Anglo and Hispanic Women Responding to Community Survey (N = 184) 

Work Status Anglo (n=73) Hispanic (n-111) 

% (n} % (n} 

Employed full time 24.7 (18) 22.5 (25) 

Employed part time 13.5 (10) 15 (17) 

Work in the home 28.8 (21) 33.3 (37) 

Not employed, looking 8'.2 · (6) 6.3 (7) 

Not employed, not looking 2.7 . (2) 5.4 (6) 



51 

The subsample of Hispanic women identified themselves as of Mexican-Hispanic 

ethnic background {n= 111 ), representing 61 % of the total sample for this study. The mean 

age of the subsample was 28 (SD=7.1). The mean education level was 12.1 (SD=2.7). 

Financially 45% (n=50) had enough money and a little extra while 30% (n=34) barely 

could make ends meet (Table 1). Employment status of this group was 38% (n=42) 

working outside the home (Table 2). Informants represented 49.5% (n=55) of the 

subsample, while non-informants represented 50.5% (n=56). 

Results Related to Research Question 1 

Research Question 1 was: What is the relationship between rural young Hispanic 

women's use of preventive health care services, specifically pap smears and blood pressure 

checks, and family structure? Most of the women from the Mexican-Hispanic subsample 

reside in households described as nuclear families~ followed by households described as 

extended family (Table 3). 

· · The family structure and preventive health care service use data were analyzed 

using the chi square statistic to determine if there was a relationship between the two 

variables. Each preventive care service, pap smears and blood pressure checks, was 

analyzed separately for this subsample. 

When obtaining pap smears, there was not a statistically significant difference 

among young Hispanic women in relation to their family structure, x2 {4, 98) = 5.05, 1! = 

0.282. Similar results were found regarding the relationship between blood pressure 

checks and family structure among young rural Hispanic women; the difference was not 

statistically significant, x2 (4, 98) == 3.808, D = 0.432 



Table 3 

Family Structure of Anglo and Hispanic Women Responding to Community Survey (N = 

184) 

Family Structure Anglo (n=73) Hispanic (n= 111) 

% (n) % (!!) 

Nuclear Family 61.6 (45) 55 (61) 

Single Parent 12.3 (9) 9.9 (11) 

Extended Family 13.7 (10) 21.6 (24) 

Housemates 2.7 (2) 1.8 (2) 

Living Alone 1.4 (1) (0) 

Not Related 6.8 (5) 0.9 (1) 

Missing data 1.4 (1) 10.8 (12) 
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Results Related to Research Question 2 

Research Question 2 was: What is the relationship between rural young Hispanic 

women's use of preventive health care services, specifically pap smears and blood 

pressure checks, and their financial status? Financial status was broken down into four 

categories listed Table 1. 

The data from financial status and use of preventive health care services were 

analyzed using pearsons r. Pearsons was chosen to determine the magnitude of the 

relationship between the two variables among young Hispanic women (n=98). 

The correlation between financial status and blood pressure checks was 0.1574, 

n = 0.122, indicating no statistically significant relationship between financial status and 

obtaining blood pressure checks among young Hispanic women. The correlation between 

financial status and pap smears was 0.0236, n = 0.818, indicating no statistically 

significant relationship between financial status and obtaining pap smears among young 

Hispanic women. 

Results Related to Research Question 3 

Research Question 3 was: What is the difference in use of preventive health care 

services among rural Anglo and Hispanic young women? Hispanic young women make up 

61 % of the sample and Anglo young women comprise 3 9% of the sample. 

Data were analyzed using a t-test to measure the difference in the means of the 

two subsamples' (Hispanic and Anglo) use of the preventive health care services: pap 

smears and blood pressure checks. Regarding pap smears among rural young women, 



the difference between Anglo (M=l.6164, SD= 0.49) and Hispanic (M=l.5182, SD= 

0.502) was not statistically significant, t {98) = 1.32, Q = 0.19. Therefore there was no 

significant difference in obtaining pap smears between rural Anglo and Hispanic young 

women in the study. Regarding blood pressure checks among rural young women, the 

difference between Anglo (M = 1.5091, SD= 0.502), and Hispanic (M = 1.5091, SD= 

0.503) young women was not statistically significant, 1 (98) = - 0.21, Q = 0.834. 

Results Related to Research Question 4 
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Research Question 4 was: What is the relationship between use of preventive 

health care services among rural young Anglo and Hispanic women, and age? In this study 

use of preventive health care services was operationalized to mean obtaining pap smears 

and blood pressure checks. For this question the sample was further divided by age 

groups: younger-young women {18-29) and older young women (30-40). 

The younger-young women were in group one: 18-29 year old women (n=84), and 

group two was 30-40 year old women (n=102). Data were analyzed using chi-square to 

determine if a relationship existed between use of preventive health care services and age 

among rural young women. 

When obtaining pap smears, there was not a statistically significant difference 

among rural young women in relationship to their age, x2 (1, 186) = 0.542, Q = 0.461 

{Tables 4 and 5). At then< 0.05 level this result is not statistically significant. Regarding 

blood pressure checks, a statistically significant difference was found between rural young 

women by age group and their obtaining blood pressure checks~ 



x2 (1, 186) = 11.388, 12 = 0.00074. This result is significant at the 0.05 level. Therefore a 

relationship exists between obtaining blood pressure checks and age. 

Table 4 

Relationship Between Age and Pap Smears of Rural Young Women (N ~ 186) 

Had pap No pap 

Age % (n) % (n) 

18-29 years 41.7 (35) 46.5 (49) 

30-40 years 47.1 (48) 52.9 (54) 

x2 
= o.542, n = 0.461 
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Table 5 

Relationship between Age and Blood Pressure Checks 

of Rural Young Women (N = 186) 

Had BP No BP 

Age %(n) % (n) 

18-29years 36.9 (31) 63.1 (53) 

30-40years 61.8 (63) 38.2 (39) 

x2 = 11.388, Q = 0.00014 
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Pearsons r was then used to calculate the magnitude of the relationship, r (186) 

= - 0.2411, n = 0.001. There was a negative relationship between blood pressure checks 

and age among rural young women, meaning that younger-young women are less likely to 

have their blood pressure checked than older-young women. 

Summary 

Chapter Four included a description of the sample as well as the results of the 

secondary data analysis. The sample was 61% Hispanic and 39% Anglo. The Anglo 

women were composed of38% between the ages of 18-29, and 62% between the ages of 

30-40. The Hispanic women were more evenly divided with 51 % 18-29 years and 49% 

30-40 years. Although the two subsamples differed in age distribution, socio-economically 

they were similar in education, finance, and employment. 

Results for Research Questions 1 and 2 indicated no statistically significant 

difference in family structure or financial status according to use of preventive health care 

services (pap smears and blood pressure checks) in this population of rural Hispanic young 

women. Results for Research Question 3 indicated no statistically significant difference in 

use of preventive health care services between rural Anglo and Hispanic young women. 

Results for Research Question 4 indicated statistically significant negative correlation 

between age and blood pressure checks among the total sample of young rural women. 

When the sample was divided into two groups by age, the younger -young women (18-29 

years) were less likely to have obtained blood pressure checks than the older-young 

women (30-40 years). 



CHAPTER FIVE 

DISCUSSION 
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Chapter Five begins with a discussion of the results of this study in relationship to 

the conceptual framework and the literature review. Implications for nursing, limitations of 

the study, and recommendations for future research are also discussed. 

Results as Related to the Conceptual Framework 

This study was a description of the use of preventive health care · services by rural 

young Anglo and Hispanic women in one county in Arizona. Pender described preventive 

health as health protection. Health protection involves a person's desire to avoid illness, 

detect disease at an early stage, and maintain an optimal level of functioning during an 

illness. The components of Pender's model that were involved in this study are the factors 

influencing health protection: interpersonal, situational, and personal. Interpersonal 

influences include family and support. The situational factor related to this study is 

options; what is available to rural women geographically and financially. Personal factors 

are biological, and sociocultural characteristics. Results of this study were categorized 

according to these factors which may influence health protection or use of preventive 

health services. 

Interpersonal Influences 

The interpersonal influence examined in this study was family structure and how 

young Hispanic women's use of preventive health care is related to this factor. Family 

structure was determined based on the informants' description of the household members 

relationship to the informant. The majority of young Hispanic women lived in a household 
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1 under the category nuclear family, followed by extended family and single parent families. 

Among this sample population of young Hispanic women, family structure was not 

statistically significantly related to their obtaining pap smears and blood pressure checks. 

Although more women in nuclear families obtained preventive health services, and more 

women in extended families did not obtain services, the difference was not statistically 

significant. Pender's model lists multiple factors influencing a person's health. Family 

structure is only one part of the model and by itself may not have as much influence as it 

would in conjunction with the other factors. 

Situational Influences 

Living in a rural area has many challenges related to health care and obtaining 

preventive health services. The options are limited by the sample's geographic location. 

Another factor influencing their options is financial status. However, there was not a 

statistically significant relationship between finance and use of preventive health services 

among young Hispanic women in this study. Although 26 % of the total population of 

Pinal County is below 100 % of the poverty level (BHSD, 1996), only seven percent of 

young Hispanic women in this study felt that they did not have enough money. These 

descriptions of financial status were subjective, based on the informants' perceived needs 

and lifestyle, and actual household income might have been more meaningful for 

measuring objective financial status. Perhaps the combination of factors has a greater 

influence on a person's choice to obtain services than any one single factor. Situational 

and personal factors were included, and perhaps if interpersonal factors were added as in 
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Pender' s model rather than being examined separately, a more complete picture would be 

available. 

Personal Factors 

The two personal factors examined in this study were sociocultural (Hispanic vs. 

Anglo), and biological (age). Demographically the two subsamples; Anglo and Hispanic, 

were similar, in education, financial status, age, and family structure. They were also 

similar in their use of pap smears and blood pressure checks. There was not a statistically 

significant difference between the two subsamples. 

Age is a personal factor influencing health behavior. In this group of young 

Hispanic women, there was a difference in obtaining blood pressure checks between the 

older women in the sample (30-40 years) and the younger women in the sample (18-29 

years). Younger Hispanic women were less likely to obtain regular blood pressure checks 

than the older women. There was not a statistically significant difference in obtaining pap 

smears between the two age groups. The risk of heart disease in women increases with 

age. Perhaps women are more aware of their vulnerability to heart disease as they get 

older and therefore are more likely to have blood pressure checks. These results fit in with 

Pender' s model because many factors are involved, but they are similar for each 

subsample, with the exception of age, which appears to be a motivating factor when 

obtaining blood pressure checks. 
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Results Related to the Literature Reviewed 

Oeszkowicz, Kresch, and Painter (1994) found that 42 % of rural women had not 

had a pap smear in the previous two years. Results of this study correspond to that study 

with 4 7 % of rural young Hispanic women not having had pap smears. Both studies were 

conducted in rural areas in the southwest United States. 

Suarez, Goldman, and Weiss (1995) found that Mexican-American women's self 

reports of pap smears overestimated the prevalence of the screening tests. This study also 

used a self reporting technique to collect data, and therefore may also overestimate the use 

of preventive health care services among rural Hispanic women. 

Marin, Marin, Padilla, and· DeLaRocha ( 1983) found that underutilization of health 

care services was related to financial constraints. There was not a relationship between use 

of preventive health care services and financial status in this study. However only seven 

percent of the sample in this study felt they did not have enough money to make ends 

meet. There are some factors which may account for the difference in the results of the 

two studies. Marin et al. interviewed Hispanics previously identified as low-income in an 

urban setting rather than a rural setting, and the sample was larger: N = I 00, compared to 

IL= 8 or seven percent of the total sample in this study. 

Himmelstein and Woolhandler (1995) found that women were more likely to forgo 

care than men. They also found that Hispanics, rural dwellers, and those living in the south 

and west had less ability to obtain care, with 20 % of women not having had a pap smear 

in the past four years. Himmelstein and Woolhandler' s study was larger, and included 

urban and rural women of all ages. This study did not indicate a difference between Anglo 
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and Hispanic use of services. However only 50 % of all the young rural women in this 

study had preventive health care services such as a blood pressure checks and pap smears 

within the past two years, which is higher possibly due to the time difference. 

In summary, findings of this study were consistent with the literature regarding 

rural women's use of preventive health care services such as pap smears and blood 

pressure checks. However, findings regarding ethnic background and finance were not 

consistent with the literature. 

Implications for Nursing 

The results of this study can be used by nurses and health care providers in rural 

areas. The fact that there was no significant relationship between use of preventive health 

care services with finance, family structure, or ethnic·background means that other reasons 

for the low rate of use of services needs to be explored. Nurses need to be aware that 

there are many factors that influence a persons use of preventive health care service, and 

that all patients need to be counseled on their necessity regardless of finance, ethnicity or 

other factors . 

This study showed that 50% of young rural women are not obtaining needed 

preventive health care in the form of pap smears and blood pressure checks. With a recent 

trend in the population of increasing cervical cancer in women under 35, pap smears 

become more important. Nurses are an important part of rural health care and have an 

opportunity to educate patients and other health care providers on the necessity of 

utilizing preventive health care services. 



Nursing education should include information on the unique situations faced by 

rural people, and healthcare providers. Colleges of nursing should provide incentive, 

special training, a resource center, and continuing education for those who choose to 

practice in this environment. Recruitment from rural areas, especially of those individuals 

with strong community ties who wish to return to the community, is important. 

Limitations of the Study 
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The main limitation of the study was that it was a secondary analysis of data. The 

researcher was not involved in planning the original study, or collecting the data. The size 

of the sample overall was adequate to answer the research questions. However when 

broken down into some of the -subsample categories of family structure and financial 

status, the sample size became too small for results to be statistically significant. 

Another limitation of the study was that data were collected from one household 

member or informant. The informant was ·one household member who participated in the 

community survey and provided data on the individual household members. Therefore 

there is the possibility that the number of women utilizing preventive health care services 

was under or overestimated by the informant. This is more likely with the Hispanic 

women, as only 50% of the sample were the informant compared to 72% of the Anglo 

women. 

Recommendations for Future Research 

The research on rural women and health is limited. There is a particular lack of 

research on Hispanic women and health. This study provided information on young rural 

women's use of preventive health care services (blood pressure checks and pap smears). 



There is little reported research on actual use of preventive health care services among 

rural and Hispanic young women, based on clinical data review. 

Based on the results of this study, recommendations for future research are: 

1. Retrospective chart reviews, which may provide more accurate data on young 

Hispanic women's actual rate of obtaining pap smears and blood pressure checks. 

2. Review of use other preventive health care services such as immunization rates, and 

TB skin tests. 

3. Research examining barriers to health care, such as transportation, and acceptability 

of services may provide more insight into the low rate of pap smears and blood 

pressure checks. Other barriers that could be examined are child care, the knowledge 

base of patients and providers, as well as attitudes toward preventive health care 

servtces. 

Summary 
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Chapter Five was a description of the results of this study and their relationship 

with the conceptual framework and literature reviewed. Pender' s model provides a 

relevant framework when examining combined factors such as ethnicity, age, financial 

status, and family structure involved in a person's preventive health care practices. 

Implications for nursing, limitations of the study, and recommendations for future research 

were also discussed. 
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Hum.a,.. Sub1N'.1J Comm11ttt 

January 17, 1992 

Sandra Ferketich, Ph.D. 
College of Nursing 

TH( UNIV(RSITY 0( 

ARIZONA 
Ht.a.UH ScrtNClS CtNTlR 

~ . .••• c..z 

Arizona Health Sciences Center 

h IC. v ;:: b -i ~ :_;ij 
. /. :.~ - ~ ~ ._ . . . ~· 

------- ~-
Tucson. Aruu,u SSiH 
(6021 b2b-bi~I or o2f>.;S7:-

RE: HSC A92.ll MULTI-LEVEL PRACTICE MODEL FOR RURAL HISPANICS 

Dear Or . 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 ot this type project through the 
expedited review procedures, with the condition(s) that subjects' 
anonymity be maintained. Although full Committee review is not 
required, a brief summary of the project procedures is submitted to 
the Committee for their endorsement and/or com.!llent, 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-12)), 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 tallowed or to 
the consent form(s) used {copies of which we have on tile) 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. 

Sincerely yours, 

William F. Denny, M.D. 
Chairman 
Human Subjects Committee 

WFO:rs 

~c: Departmental/College Review Committee 

· .. , 
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JANUARY 1996 
SECOND REQUEST 

HUMAN SUBJECTS COMMITTEE 
PERIODIC REVIEW FORM 

Sandra Eccketich/A92 l l /Nurs/Mplti -Levef Practice Moder for Rural Hjsp2'Qjcs 
NAME OF INVUnc:.ATOIIINIOJECT A-OVAl NUMaEJVTTTU OF NIOl"OSAl 

1. What is the present status of this project? 

2. 

0 Continuing Enrollment 
CD Qosed to New Subjea:b 

0 Concluded-All activity completed 

0 Not Begun-Withdraw from active files 
0 Not Funded-Withdraw from active files 
00 Other• ( see atta.choo oote) 

·U'I•••• ~fy w+.ed,- ., ,.., di• P"eieci mh...W It• wilhdl.- penn.,..,.cfy from - ecu•• fil••b 
How many subie~s active under the protocol or being followed at present?_7_0_0_+ ___ _ 

a) Number of new subjects ervolled in past 12 months (or since last approval)? none 
bl Male/female ratio (approximate %) ___ _ 

cl Number completed O d) Number withdrawn/removed none ( clinic encounters) 
3. ls the consent form as approved by the Human Subjects Convnittee 

still being used? (If not. please explain.I D Yes ~ No 

Room number where filed (dept. storage site I: Roan 351 D 
Was consent obtained for all subjects? 
Were there any problems in obtaining informed consent? 
If yes. please explain: _________________ _ 

Number of subjects refusing enrollment none 
(Comment on refusal) ___________________ _ 

Was consent signed by subject and/or legal surrogate? 
Did all subjects receive copy of signed consent form? 
If no. why not? _____________________ _ 

4. Have any problems arisen in regard to 
the participation and safety of subjects in this project? 
Unanticipated adverse event(s)? 

Anticipated adverse event(sl (serious or fatal)? 

Were adverse event(s) reported to FDA? 

5. Are IND or IDE drugs/devices involved? 

List IND and/or IDE number----------
6. Are subiects exposed to any source of radiation? 
7 . Are fetal or related tissues used? 
8. Are infectious or biohazardous materials used? 
9. Has there been any .psych~ogic.al oc 

physical injury to any subject? 
10. Have all protocol changes been submitted 

and approved by the Human Subiects Convnittee? 
1 1 • Have all new C0-4nvestigators/study collaborators 

been submitted for approval? 
12. Has any new infonnation become known since the date of original 

lRB approval that may affect the risk-benefit ratio or that would 

influence the willingness of the subiect to continue in the study? 

COMPLETE BOTH SIDES 

Kl Yes DNo 
DYes @ No 

/ 

0Yes DNo 
0Yes DNo 

DYes @No 
DYes @No 

DYes @No 

DYes 0No N/A 

DYes @No 

0Yes 0No 
DYes 0No 
DYes 0No 

0 Yes £J No 

C:XYes O No 

DYes DNo N/A 

0 Yes fJ No 
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THE UNMJtSrTY Of 

Multilevd Pncticr Modrl 
foe RunJ Hispanics 

ARIZONA~ Collrgr o( Nw-sing 
T uaon. Arizoru &5721 
(602) 626-6225 

February 5, 1996 

William Denny, M.D . I 
. -/ Chairman, Human Subjects Committee 

1 622 E. Mabel Street ···-· 
· .. ./ 

Tucson , Arizona 85724 , .. 
.. . "':.~ .. . 

RE: HSC A92. l 1 Multi-Level Practice Model for Rural Hispanics\ 

Dear Dr . Denny: 

A correction to our Periodic Review Form dated January 1996 needs to be made in 
the addendum to Item # 1. At the time the forms was completed we anticipated 
conducting a fourth survey. As of this date we w ill not be engaging in Jhat 
activity . However, follow-up interviews may be conducted. therefore the item 
should be changed to ·c1osed ~o ne~ subjects .· 

I understand your records do not have a copy of the interview form for the survey 
portion of the research . Attached is a copy of our 9/1 /91 letter adding this 
component and your response . We've also included another copy of the survey. 

Sincerely, 

~tlVLIA~ 
Joyce Verran, RN, PhD, FAAN 
Co-Principal Investigator 

bh 
Enclosure 

Funded by an Awud from~ Agmcy foe 
HraJth Can: Policy and R.csr.arch (l R18 HS0680l 
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Human Subjects Committee 
Periodic Review Form 

January 1996 

Sandra Ferketjch/A92 11 /Nurs!Multi-Level Practice Model for Rural Hispanics 

Additional information for Item 1 

There are three components to this project. 

Clinic Clients (use of consent): Concluded - all activity 
completed. 

Survey Subjects (use of disclaimer): a fourth survey may be 
conducted with subjects from the third survey. 

Interview subjects (use of disclaimer): follow-up interviews may 
be conducted. --·-·---·· . 

SEE Cu\RIFICATI0'1 LEITER FFOi PI DATED 2/05/96. 
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PERJODIC REVIEW FORM (continued) 

Conflict of Interest Statement: 

Do any of the investigators serve as consultant to 
the sponsor, the manufacturer, or to the owner of the test article? 

Do any of the investigators (or their immediate family) 

have an equity and/or royalty relationship with the sponsor. 

the manufacturer, or the owner of the test article? 

Has a disclosure statement been filed with the institution? 

D Yes m No 

D Yes C2 No 
DYes DNo 

SUMMARIZE STUDY ACTIVlllES TO DA TE [attach available research analysis or reprint(s): include 

infonnation pertaining to etvollment of women and minorities: special issues and/or problems) 

All clinic activities were concluded on 12/31/94. Only a:xmu.mity surveys 

(using discl.arrers) have been a:>nducted in the last year or are planned 

for the future. 

Ptease return to: University of Arizona 
Human Subjects Convnittee 
Arizona Health Sciences Center 

Tucson. Arizona 85724 

Oat~/drr;, 
Oat/ I 

................................................................................. 
IRB COMMENTS: 

Thank you for verifying that the procedures in the above named project have not changed since 

last approval and that no physical or psychological harm has come to any participating subjects. 

This project is reapproved as of the date stamped below for a period of one year. Reapproval 

is granted with the understanding that no changes will be made to the projects's procedures 

or consent f9Tm(s) without the knowledge and approval of this Committee and the College or 

Departmental Review Committee. Any physical or psychological harm to any subject must also 

be reported to each committee. 

REAPPROVAL DATE: FEB J ~ 1996 Willia~. (Chairman) 

7l 
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APPENDIX B 

Approval for Secondary Analysis 



Jill R Verbridge 

1122 E. 9th St. 
Tucson, AZ 85719 

I I M I I I I I M I I I I I I I M M I I M 

May 12, 1997 

Joyce A. Verran l'hU, RN, FAAN 
Linda Phillips, PhU, RN, FAAN 
Sandra Ferketich, Phi), RN, FAAN 

University of Arizona 
College of Nursing 
Tucson, AZ 

Dear Dr. Verran, 
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I I I M I I I I I I I I I M I I I I I I M I I I I I I I I I 

lam a student in the Family Nurse Prctitioner program. l am writing this letter to request your 
permission to do a secondary data analysis on your data collected from the Comprehensive 
Multi Level Nursing Practice Model for Rural Hispanics.This secondary analysis is for my 
thesis work which l plan to complete for graduation in December, 1997. My focus will be on 
women's health care in rural young adult Hispanic women. Thank you for your consideration. 

Sincerely, 

~ .. ~~ 
Jill Verbridge 

I give permission for use of this data by Jill Verbridge for her thesis research. 

I I I 



College of Nursing 

May 20, 1997 

Ms. Jill Verbridge 
1122 East Ninth Street 
Tucson, AZ 85719 

Dear Jill: 

THE UNIVERSnY OF 

ARIZONA. 
HEALTH SCIENCLS CENTER 

ao,r 
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1305 N . Martin 
PO Ben 21020) 
Tucson.AZ 85721 -0201 
(520) 626-61 ~ 

Your request to complete a secondary analysis of the data collected by Joyce Verran 

has been approved by the Office of Nursing Research . 

We wish you success with your research . 

Sincerely, 

Jean Davis, PhD, RN 
Director of Biobehavioral Research 

JD/sl 

cc: Joyce Verran 
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APPENDIX C 

Subject Consent Form 



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 ANO 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 ANO 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 w,11 

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 "di receive no personal benefits from having my records used. 

CONFIDENTIALITY 

I u:1derstand 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 V'lderstand 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 

C.:immittee office at 626-6721. 
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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 FORMA INDICARA 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 BENEACJOS 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 

esUn invitando a participar voluntariamente en un proyecto que quid 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 

Me han invitado a participar porque estoy 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, sexo o necesidad financiera. 

PROCEDIMIENTO 

Yo doy permiso para el uso de mis archives 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 v 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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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 

oon-,t1 /bft 
Rew . 3/26/93 

Date 
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APPENDIX D 

Survey of Health Status 

and,Health Needs 
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' 
~-

THE UNMRSITY or 

ARIZONA Multi~,·~• PrKhc~ Mod~I 
for Rural Hispanics HEALTH SclCNCES (CNTCR 

-......--

SURVEY OF HEALTH STATUS AND HEALTH NEEDS 

OF 

ORACLE, MAMMOTH, "HAYDEN, WINKELMAN 
ANO. 

KEARNY COMMUNITIES 

NOT TO BE OSED WITHOUT 
PERMISSION OF UNIVERSITY 
OF ARIZONA COLLEGE OF 
NURSING (CMLNP GRANT) 

ID# ------Household Code # ------Town ------Surveyor Name _____ _ 
Surveyor# _____ _ 

Date _____ _ 

Language of interview: 

Spanish _____ _ 
English _____ _ 

Both ------

Fund~d by an Award from th~ Ag~ncy for 
Hulth Cart Policy and Rt"Karch (1 Rt8 HS0680l 1 
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PART l: Household Information 

Instructions: Please fill in the blanks for these columns. 
- ----------------------------------- -------Person Others in household: 

Answering l 2 3 4 

Relationship H F H F H F H F M F 
to person 
answering (Le .• 
wife, husband, 
aunt, child, 
etc.) 

Age (years) 

Number of 
years of 
school 

•Level of 
education 
completed 

Able to read 
local newspaper 

•Ethnic 
Background 

•Work Status 

Principal 
Occupation 

Actual 
Occupation 

Marital 
Status 

Health Status 

•Language(s) 
Spoken at home 

•Language(s) 
you read 
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PART 1: Household Information (Continued) 

Others in household: 
5 6 7 8 9 

M M M M M 

F F F F F 

Age (years) 

Number of 
years of 
school 

Level of 
education 
completed 

Able to read 
local newspaper 

Ethnic 
Background 

Work · Status 

Principal 
Occupation 

Actual 
Occupation 

Marital 
Status 

Health Status 

Language(s) 
Spoken at home 

Language(s) 
you read 

•Household Composition (Leave blank for office use) . ..•• ~. 



PARTE 1: lnformaci6n de la casa INSTRUCCIONES: Por favor Ilene las espacios en las 
columnas. 

Parentesco: (relaci6n) 
con la persona que 
contesta (tfo/a. 
espaso/a, etc) 

Edad (al\os) 

Numero de 11\os que 
complete en la escuela 

• Nivel de educaciOn 
completado 

l Puede leer el periOdico 
local? (sf o no) 

• Grupo etnico (raza) 

• Estado de trabajo 

Principal ocupaciOn 

Ocupaci6n actual 

Estado Civil 

Salud en general 

•1dioma(sl Que 
habla en la casa 

•1dioma(s) que lee 

• l COmo es tin relacionadas 
las personas que viven 
en su casa7 
(For office use only) 

--------------------------------,------------
Persona Que esu Otras pers9nas que vivan en la misma casa: 
Contestando 1 2 3 4 5 6 7 8 9 

M F ~ F MF MF MF MF MF MF· MF MF 
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Instructions: -- Fo~ the next 4 questions, please check the best answer or fill in the blank. 

1. Financially your household: 

___ does not have enough money to pay bills ___ .;barely making ends meet 
___ has.enough money to pay bills, with a little extra ___ has enough money to do whatever we want 

2. For t:he people mentioned before, circle yes or no ror health insurance coverage and write t:he type of insurance. 

Person 1 2 
Answering y N y N y N 

Type? 

Don't 
Jcnow .•• 

s 6 7 8 
y N y N y N y 

Type? 

Don't 
know ..• 

3. Do you feel you are part of a town/community? 

Yes 
No 

3 

y 

N 

4. Please name the community of which you feel a part. 

N 

9 

y 

s. Are you currently involved in any community activities? 

Yes 
No 

6. What Jcind? 

4 

y N 

N 
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instrucciones:· Por favor marque la major respuesta en las 4 preguntas siguientes, y Ilene las columnas en blanco. 

1. En cuanto a dinero, en su casa: 

__ no tienen suficiente dinero para pagar las cuentas (las biles). __ Apenas pagan las cuentas. 
__ Tienen suficiente dinero para pagar cuentas, y algo extra. __ Tienen mas que suficiente para todo lo que quieren. 

2. De las personas que mencion6 antes, encierre en un circulo ·sr o ·no· sila persona tiene aseguranza (de saludJ, y escriba que clase de aseguranza tiene. 

hrson• 1 2 3 4 5 6 7 8 9 que est• SI No SI No S/No SI No SI No SI No SI No SI No SI No contsstando 
SI No 

Cuss 

No Sa/H 

3. l Se siente usted pa rte de su comunidad o pueblo 1 

Si No 

4 . Por favor dfgame el nombre de la comunidad o pueblo a la cual siente pertenecer. 

5. 1.Actualmente usted participa en alguna actividad en la comunidadJ 

Sf No 

6. I. Que clase 7 
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Part 2: Household Health Service Availability 

Instructions: The next 5 questions are availability and reasons to use those services. one answer for the questions. 

about health service 
You may check more than 

1. In your opinion, the following health care facilities are easily available for your household's use if needed: 

Private clinic 
Hospital 
School clinic 

___ Pinal County Health 
___ Other, please specify: 

Urgent Care 
---Hospital outpatient 
~ Counseling Agency 

Church 

2. In your opinion, the following health care services are easily available for your household's use if needed. 

accupressure 
acupuncture 
biofeedback 
diet program 
exercise program 
marriage/family counseling 
addiction counseling 

therapeutic massage 
--- hea 1th foods 

ambulance 
Air Evac 
pharmacy 
crisis counseling 

Other -------
3. In your opinion, the following health care practitioners are easily available for your household's use if needed. 

audiologist (hearing specialist) 
dentist 
family physician 
homeopathic physician 
lay midwife 
herbalist 
nurse 
nurse practitioner 

medical specialist 

obstetrician 
gynecologist 
trad. healer 
other, please specify: 

occu. therapist 
---optometrist (eyes) 
--- pediatrician 
---- pharmacist 
---- podiatrist (feet) 
---- chiropractor 

psychologist/ 
counselor 
social worker/ 
(case manager) 
paramedic 
spiritual healer 
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4. In what community do you and your household members receive the 11UJ.jorit:y oL the health care? 

Person Answering 1 2 3 " Co.mrunit:y 

5 6 7 8 9 

Community 

5. In your opinion, the conditions that would need prompt health 
care service for yourself or others in your household are: 

severe bleeding 
burn 
chest pain 
difficulty breathing 
bloody sputum (coughing up blood) 
ear pain 
back pain 
diarrhea 
flu 
cold 
childbirth 
broken bone 
pregnancy 
prolonged vomiting 
stomach pain 
severe dizziness 
severe headache/migraine 
fever 
suicide threat 
family violence or abuse 
alcohol or drug overdose 
discharge from vagina or penis 
other, please specify: 
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Instructions: For questions 6 and 7, please check the best answer. 

6. In your opinion, getting transportation to obtain health care for yourself or others in your household is: 
very easy 
easy 
no problem 
somewhat difficult 
very difficult 

7. In your opinion, professional health care is sought only when family and friends can't provide the help needed: 

yes 
no 
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Parte 2: Oisponibilidad de se~icios de salud para la gente que vive en su ca~a. 

fnstrucciones: Las siguientes 5 preguntas hablan acerca de la disponibilidad de servicios de 
salud y las razones por las cuales usted usa esos servicios. Puede usted marcar m4s de una 
respuesta por cada pregunta. 

1. En su opini6n, las personas que viven en su casa, tienen un f4cil acceso a los siguientes 
servicios de salud: 
__ Clrnica Privada 
__ Hospital 

Clrnica en la escuela 
__ Clrnica de salud del Condado Pinal 

Servicio de Urgencias (Emergencias) = Hospital, servicio de pacientes no 
internados 

__ Agencias de Consejerra 
__ Iglesia 

__ Otros, por favor especifique ------------

2. En su opini6n, las personas que viven en su casa tienen un f 4cil acceso a los siguientes 
servicios medicos: 

__ Acupresi6n 
Acupuntura 
Biofeedback 

__ Programa de dietas 
__ Programa de ejercicios 
__ Consejero familiar o matrimonial 
__ Consejero para drogadictos 

__ ·. Masaje terapeut ico 
Alimentos saludables 
Ambulancia 
Helic6ptero 
Farmacia = Consejero durante una crisis 

__ Otros, por favor especifique ----------------

3 . En su opini6n, las personas que viven en sucasa tienen un facil acceso a los siguientes 
prefesionales (Doctores(as), enfermeras(os). etc.): 

__ Audi61ogo (especialista del oido) 
Oentista 

__ Doctor general 
Home6pata 
Partera 
Hierbatera 
Enfermera (RN) 
Enfermera profesional 
Medico (Especialista) 

__ Obstetra 
Ginec61ogo 

-- Curandero 

Terapeuta ocupacional 
Optometrista (especialista de ojos) 
Pediatra (ninos) 
Farmac61ogo 
Podiatrista (pies) 
Quiropr4ctico 

-- Psic61ogo o Consejero 
-- Trabajadora Social (Case Manager) 

-- Paramedico (EMT) 
Espiritista 

-- Otro (especifique) 
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4. ,En quecomunidad (Oracle, Ma1J1moth, Tucson, Etc.} reclve usted y la gente que vive 
en su casa, la mayor/a de las servlclos de saludl · 

Persona que esta 7 2 3 4 
contestando 

Comunidad 

5 6 7 8 9 

Comunidad 

5. En su opini6n, las situaciones que necesitarian atenci6n m~dica inmediata para usted o 
para la gente que vive en su casa son: 
__ sangrado prolongado (hemorragia) 

quemaduras 
dolor en el pecho 
problemas de respiraci6n 

__ toser o arrojar sangre 
dolor de oido 
dolor de espalda (vertebral) 
diarrea 

__ flu o gripa 
resfriado, catarro 

. __ parto 
hueso rota 
embarazo 
vomito prolongado = dolor de est6mago 
mareo severo = dolor f uerte de cabeza/jaqueca 
fiebre alta 
amenaza de suicidio 
abuso o violencia familiar 

-- sobredosis de alcohol o drogas 
flujo (desecho) vaginal o secresiones por el pene = otros, por favor especifique. 
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instrucciones: Por favor marque la mejor respuesta en las preguntas 6 y 7. 

6. En su opini6n, conseguir transporte para obtener atenci6n m~dica para usted o la gente 
que vive en su casa es: 

muy f4cil 
--f4cil 
-- no hay problema 
-- un poco difrcil = muy dificil 

7. En su opini6n, solamente vamos al hospital, clinica o al doctor cuando familiares o 
amigos no pueden resolver o atender al a persona. 

sf 
no 
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Part 3: Household Health Service Needs 
•SECTION A Instructions: Please tell us whether or not anyone in your household needed or used any of the health services listed below,~ last year. For each health service listed, check the column that best describes your situation. If you needed, but did not use a service, write the reason. 

1. Emer9ency 
.. dical care 

2. 0Verni9ht 
hoapital etay 

J. Service at 
hOCN, Yiai.tin9 
nurae, doctor, 
health aide, 
nurae pract.) 

4. Counseling 

S. Routine 
illne•• care 

6. Treatment of 
drug or drinking 
problem 

7. Family planning 
•ervicea or 
bi.rt.h control 

8. Service of 
a pharmacy or 
drug st.ore 

9. Care in a 
nur•ing hocne 

10. Service of 
a pediatrician 
,children•• 
doctor) 

11. Care for & 
pregnant f&n1ily 
member 

12. Addiction 
•creening 

13. Childhood 
developnent 

14. Routine 
h••lth car• 

Did not 
need 
••rvice 

Needed 
aervice/ 
ueed it 

Needed 
aervic•/ 
did~ 
uee it 

Rea a on 
for~ 
u•in9 
••rvice 
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SECTION B Instructions: CONTINUATION 

5 6 7 8 9 ----,-----·· 1. manvnogram y N y N y N y N y N 
NA u NA u NA u NA u NA u 

2. colorectal y N y N y N y N y N exam 

NA u NA u NA u NA u NA u 
3 . pap smear y N y N y N y N y N 

NA u NA u NA u NA u NA u 
4. blood pressure y N y N y N y N y N check. 

NA u NA u NA u NA u NA u 
5. routtne y N y N y N y N y N phys,cal 

exam (blood testl NA u NA u NA u NA u NA u 
6 . cholesterol y N y N y N y N y N 

NA u NA u NA u NA u NA u ---------------
7 . eye exam y N y N y N y N y N 

NA u NA u NA u NA u NA u ----· 
8 . ur,ne Check. y N y N y N y N y N 

NA u NA u NA u NA u NA u 
9 . dental y N y N y N y N y N check.uo 

NA u NA u NA u NA u NA u 
---.- ----10. vaccinat,on/ I 

y N 
y N y N I y N y N ,mmunizat,on 

NA u NA u NA u NA u NA u ·-- · - -·-------- ··--·-- ---·-11. heaung exam y N y N 

I 
y N I y N : y N I 

NA u I 
NA u NA u u NA u NA I ~ 

12. T•sticut.r y N y N y N y N i y N 
I •x•m 

NA u NA u NA u NA u NA u 
13. Other (specify) y N y N y N y N y N I : 

i 
---

NA u NA u NA u NA u NA u 
---14 . Other (specify! 

I 
y N y N y N y N y N ---

I NA u NA u NA u NA u NA u 

j 

I 
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SECTION ~ Instructions: Please circle yes, not •pplicable, no or unsure if anyone in your household (including 
yourself) Nd the following screening tests in the last year. · :;_ · 

I . Person I 

Answering 1 
I 

2 3 ; 4 

1 . mammogram y N y N i y N y N y N 

! NA u NA u NA u NA u NA u : ' ·-. 
2. colorectal y N y N I y N y N y N ! exam 

I NA u NA u NA u NA u NA u -----·- ----3. pap smear y N y N ! y N y N y N ! I 
I 

i NA u 
I 

NA u I NA u NA u NA u 
. ·---

I ---·-4 . blood pressure y N I y N y N y N y N i check. 
I I 

NA u NA u NA u NA u NA u ! 

·-'----· - ·- - . -- _______ T ___ 
5 . rout,ne y N y N y N y N y N phys,cat 

! exam !blood testl ; NA u NA u NA u NA u NA u 
· - · -- ·- -- - --- -· ---------··- - -- - --- ... ·--, I y NJ 

-~~-~---~~ _u_ . ----:A Nu+ :A Nu I- -

NA u I NA u i 

y N y N y N y N 
6 . cholestero '. 

NA U 

7 eye exam y N y N 

NA u NA u 

y N 

NA U 

I I y N 

------------ -··- -·--8 . ur,ne checlc. y N I y N y N y N 

NA u NA u NA U 
. . . - -- ----- - -

9. dental y N y N y N 
check.up 

NA u NA u NA U 

10 y N y N y N 
. vaccination . I I immun1zat,on ; I 

I NA u I NA u I NA u NA u NA u 
.. -· ··_j ------ ···- -- .. 

i 11. hearing exam i y N ly N y N y N y N 
I 

I I I NA u NA u NA u NA u NA u i 
12. THticulu y N y N y N y N 

I y N I 

I •••m 
NA u NA u NA u NA u I NA u 

13. Other (specify} y N y N y N y N I y N I --- I 
NA u NA u NA u NA u : NA u I 

14. Other Cspecifyl y N y N y N y N y N 
---

NA u NA u NA u NA u NA u 
------
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Parte 3: Servicios M~dicos necesitados por usted y la gente que vive en su casa. 

•sECCION A, INSTRUCCIONES: Por favor dfganos si alguien en su casa necesit6 o us6 alguno de 

los servicios ~dicos de su comunidad mencionados abajo, durante EL ANO PASADO. Por cada 

sen:icio m~dico mencionado, marque la columna que mejor describa su situaci6n. Si usted necesit6, 
pero OQ.~ un servicio, escriba la razon. 

1. Servicios de Emetoencie 

2 . Paso le noche en 
ef Hospit•I 

3. Servicios en casa de 
enfermera, doctor. 
•uxiliar de enfermeria 
en!ermera practicante (FNPI 

4 . Consejero, psic61ogo 

S. Cuidado de Enfermedades 
rut,narias 

6 . T:atamiento para problemas 
con alcohol o dro0u1 

7. Planificaci6n familiar o 
control de natal,dad 

8 . Servicio de Farmacia o 
Drooueria 

9. Setvicio en una casa de 
1eposo (para Yiejitosl 

10. Servicio de Pediatra 
(doctor de ninosl 

11 . Cuidaoo par• una mujer 
embarazada. 

1 2. A~lisis para determinar 
alguna adiccidn 

13. Servicios def desarrollo 
lnfantil y de nillos 

No necesit6 
el servicio 

Necesit6 et 
servicio y 
lous6 

Necesit6 el Raz6n por no 
servicio,--> usar el se,vicio 
pero no lo us6 
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•SECCION B !NSTRUCCIONES: Poe f•VOf enciecre en un circulo si, no, no aplia d inseouro si alguna de au peuoNs Que vive' 
en su c.u (incluyendoa. • ustedl. han tenido los siguientes edmenes o pruebas dur•nte el al\o pasago 

PersoN que 1 2 3 4 
est6 contest•ndo 

1. Mamoor•ma. Si No Si No Si No Si No Si No 

NA I NA I NA I NA I NA I 

2. Edmen del c61on o Si 
recto 

No Si No Si No Si No Si No 

NA I NA I NA I NA I NA I 

3 . P:r•nicot.u (examen Si No Si No Si No Si No Si No 
d cervix> 

NA I NA I NA I NA I NA I 

4. Presi6n Arterial! Si No Si No Si No Si No Si No 

NA I NA I NA I NA I NA I 

---· · -·· 
I s E dmen trsico de Si No s, No Si No Si No i Si No 

rut•~ 
! NA I NA I NA I NA I NA I 

6 . Cotesterol I Si Si Si No 
i 

Si No S, No No No 
I NA I NA I NA I NA I i NA I 

7 . Edmen de tos ojos Si No S, No Si No Si No Si No 

NA I NA I NA I NA I NA I 

' 
I I ' 8 . An.11ts,s de or,na S, No S, No S, No Si No I Si No 

NA I NA I NA I I NA I NA I 

9. Edmen oe aos Si No S, No S, No J s, No Si No 
d,entes 

NA I NA I 
--~~ --N~ 

I NA I 

- -· 
10 . Vacunas o Si No Si No Si No Si No Si No 

,nmun,zac,ones 
NA I NA I NA I NA I NA I 

1 1 . Edmen de los oidos Si No Si No Si No Si No Si No 

NA I NA I NA I NA I NA I 

12. E,d,,..n d• los Si No Si No Si No Si No SI No 
t•stlculos 

NA I NA I NA I NA I NA I 

13. Otro Cespecifiquel Si No Si No Si No Si No Si No 

NA I NA I NA I NA I NA I 

14. Otro CespecifiQue) Si No Si No Si No Si No Si No 

NA I NA I NA I NA I NA I 
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SECCION B rCONTINUEQI 

I 
5 

I 

6 - ~---- - 8 9 . --- .. - - I 1. Mamograma Si No Si No Si No Si No Si No ! 
I 

NA I NA I NA I NA I NA I I . 
·-· · ·-··-

2. Edmen del c61on o I Si No Si No Si No Si No Si No ; recto 
i NA I NA I NA I NA I NA '-I l 

J. Paranicoi.u (examen I Si No Si No Si No Si No Si No I de cervix) I 
I 

NA I NA I NA I NA I NA I 

4. Prcsi6n Arterial Si No Si No Si No Si No Si No 

i NA I NA I NA I NA I NA I 

5. E dmen ffsico de I Si No Si No Si No Si No Si No I rut,na I 

NA I NA I NA I NA I NA I I : 

I 
I 6. Coiesterol I Si No Si No Si No S, No Si No ! I 
! : NA I NA I NA I NA I NA I I 

7 . Edmen de IOS o,os 
i 

Si No Si No Si No Si No Si No ! 
I 

I NA I NA I NA I NA I NA I ! I 

I 

8 . A~hs,s oe orina ; S, No S1 No Si No S, No Si No 
I 

I 
I NA I NA I NA I NA I NA I I 

j 

9 . Edmen de IOS I 
Si No s, No Si No Si No Si No d,entes : i 
NA I NA I NA I NA I NA I I 

I 
I 

I Si Si No 
I 10. Vacunas o Si No S, No Si No No I inmun,zac,ones 

I NA I NA I NA I NA I NA I 
I _, 

11. Edmen de los oidos Si No Si No Si No s, No Si No 

NA I NA I NA 1\. NA I NA I 

12. EdnNn d• las SI No SI No SI No Si No SI No testiculos 
NA I NA I NA I NA I NA I 

13. Otro (especifiQuel Si No Si No Si No Si No Si No 

NA I NA I NA I NA I NA I 

14. Otro (especifiquel Si No Si No Si No Si No Si No i NA I NA I NA I NA I NA I I 
I 

I 



Part 4: Household Health Care Acceptance 

Instructions: The next 10 questions are about your l.A.:it visit with a health care provider. The visit could have been for anyone from your 
household (including yourself). Please tell us how you felt ("Very Happy" to "Very Unhappy") about the visit by choosing the best number 
and writing it in the column to the right. 

Very 
Happy 

1 

1. The 

2. The 

3. The 

4. The 

Somewhat 
Happy 

2 

amount of ti.Ille 

&.rn0unt of time 

&mount of time 

&mount of time 

Not sure/ 
Don't know 

3 

it took to get 

it took to get 

you had to wait 

the health care 

Somewhat 
Unhappy 

4 

Very 
Unhappy 

5 

an appointment 

there 

to ••• the health care 

provider •pent with you 

provider 

s. The &mount of time the health care provider listened to you 

6. The explanation given to you about your health concerns 

7. The coat not paid by your insurance 

8. The respect •hown to you during the viait 

9. The quality of the care provided 

JO. 'l'he ..ount of tae t.he health provider liatened to 
your coo,plaint• and f••r• 

ll. The visit to the health care provider, over &11 
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Parte 4: Aprovaci6n de los servicios m6dicos de la gente Que vive en su casa. 

rnstn,!Ccion~s: las pr6ximas diez preguntas se refieren 8 su .w1i.ml visita al doctor. clrnica u Hospital. 
a vasata pu o haber sido para usted o para alguien en su casa. a Quien usted acompan6. Por favor 
diganos como se sinti6 muy feliz o muy infefiz durante la visita, escogiendo el numero que mejor 
describa sus sentimientos y escrfbal~ en la columna a la derecha. . 

Muy 
Feliz , 

Algo 
Feliz 

2 

No estoy Algo 
seguro, no s6 infeliz 

3 4 

1 . La cantidad de tiempo Que le tom6 conseguir la cita 

2. La cantidad de tiempo que le .tom6 llegar a la cita 

Muy 
infeliz 

5 

3. La cantidad de tiempo que tuvo que esperar para que los recibieran 

4. La cantidad de tiempo que el Doctor, o Enfermera le dedic6 

5. La cantidad de tiempo que el Doctor. Enfermera o Consejero oy6 sus 
quejas o temores 

6 . La expticaci6n que le dieron de sus problemas de satud. 

7 . La cantidad de dinero que no cubri6 la aseguranza. 

8. El respeto con el Que to trataron durante ta visita . 

9. La calidad de cuidado que le dieron 

10. La cantidad de tiempo que el Doctor, Enfermera o Consejero le oyo 

11. En general. toda la visita al Doctor. Ctinica o Consejero 
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Instructions: The next ten questions refer to how. you feel about general health care services received by members of your household. Please write in the number that best reflects your feelings. 

Very 
Happy 

l 

Somewhat 
Happy 

2 

12. Cost 

13. Quality 

14. Availability 

15. Convenience 

16. Helpfulness 

17. Friendliness 

Not sure/ 
Don't know 

3 

18. Individual attention 

19. Patience/Not 
feeling rushed 

20. Genuine interest 
shown for you 

21. cultural 
sensit;ivity 

Somewhat 
Unhappy 

4 

Very 
Unhappy 

5 
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~nsruccion,~: Las pr6ximas nueve preguntas se refieren a como se siente usted en general acerca 

eos serv1c1os M6dicos. de Hospital o CUnica recibidos por Usted o cualquier miembro de su casa. 

Por favor escriba el numero que mejor describa sus sentimientos. 

12. 

13. 

14. 

15. 

, 6. 

, 7 ' 

, 8 . 

19. 

20 . 

21. 

Cos to 

Ca lid ad 

Muy 
Feliz 

1 

Oisponibilidad 

Conveniencia 

Que tanto le 
ayudaron 

A Igo 
Feliz 

2 

Amigables/Amables __ 

Atenci6n 
individual 

Pacienciatno lo 
hicieron sentir 
apresurado 

lnter~s Que 
le mostraron 

Tomaron en cuenta 
su cultura 

No estov Algo 
seguro, no s6 inf"eliz 

3 4 

Muy 
infeliz 

5 
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Part 6: Other Information 

l. What, if anything, would you change about the health care you are receiving now? 

2. Is there anything else you care to tell us about the health care of household members or the services needed or available to you. 

3. In your opinion, is profession11l he11l th ca.re sought; only when family and friends c11n't; resolve or ca.re for you health needs? 
Yes 
No 

4. Hov he11lthy would you say you a.re right; nov? 
a. Extremely 
b. Very 
c. Hoderately 
d. Somewhat 
e. Not at; all 

5. Wh11t do you me11n by (eg. Extremely) health? 

6. Bov healthy a.re t:he members or your household 
a. e.rt:remely d. somevha t: b. very 

e • not: at; 411 c. .moderately 

l. 2 3 ,4 5 6 

7. Would you be willing to be intervieved agllin 
yes no 

right; nov? 

7 B 

in about a year? 

CONTINUE WITH EVALUATION OF LA CLINICA DE LOS PUEBLOS Thank you very much for our participation and your time. 

9 
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Parte 6: Otra informaci6n 

1. l Que serra lo que usted cambiaria (si alga), de las servicios Medicos que esta recibiendo ahora 1 

2. l Hay alguna otra cosa que nos quisiera usted decir acerca de las servicios 
recibidos, que necesitan o que est~n a la disposoci6n suya o de la gente que vive en su casa 1 

3. En su opinion, usted solamente busca ayuda profesional cuando f amiliares o 
amigos no pueden darle la ayuda que necesita. 

SI No 

4. tOue tan saludable dirfa usted que esta ahora? 

a. Extremadamente 
b. Muy 
c. Moderadamente 
d. A/go 
e. De ninguna manera 

5. 1.0ue quiere decir por fie. extremadamente} saludable? 

6. tOue tan saludable esta la gente que vive en su casa? 

a. Extremadamente 
b. Muy 
c. Moderadamente 

d. A/go 
e. De ninguna manera 

3 4 5 6 7 9 

7. l Estarra usted dispuesto a llenar el cuestionario otra vez en un ano 7 

sr No 

CONTINUE CON LA EVALUACION 

Muchas gracia por su participaci6n y su tiempo. 
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