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CHAPTER 1

Introduction 


As a society, we are unsure if the health (and consequently healthcare) concerns of rural Hispanics mirror those of all Hispanics in the United States (Torres, 2004). The non-metro Hispanic population of the United States has doubled since 1980, and is the fastest growing demographic in rural America (Kandel & Cromartie, 2004). Rural Hispanics tend to be predominantly employed in low wage agricultural, service or manufacturing occupations. This is in part due to only 51% of Hispanics possessing at least a high school diploma, in comparison to 83% of non-Hispanic whites (Kandel & Cromartie, 2004). This contributes to the current situation where 26.7% of rural Hispanics live below the national poverty line compared to only 11% of rural non-Hispanic whites (Jolliffe, 2004). According to 2001 U.S. Department of Health and Human Services data for the nation, Hispanics were three times more likely to lack health insurance than non-Hispanic whites (Torres, 2004).
Above all else in rural medicine, access to healthcare is a problem for people of all races. A full 20% of Americans live in non-metro or rural areas yet only 11% of physicians practice in non-metro or rural America (Federal Office of Rural Health Policy [FORHP], 1997). For the rapidly growing populations of rural Hispanics it is significant that the American Academy of Family Physicians reports 20% of family practice doctors are not accepting new Medicaid patients (Cunningham, 2002). This is believed to be a direct result of shrinking government reimbursement for physicians treating Medicaid patients (Pear, 2002). 

When uninsured patients cannot obtain treatment in a physician’s office they are often forced to seek emergency and primary care in emergency rooms (Johnson, Rimsza & Johnson, 2006; Webster, 2006). Between 1997 and 2001, uninsured Hispanics increased their emergency room use from 6.6% of all doctor visits by Hispanics to almost 10% of all doctor visits by Hispanics (Hargraves, 2002). It is logical to think that this trend would also be observed amongst uninsured rural people with Medicaid and no provider, and amongst people with no insurance. The cost shift that results from the utilization of emergency rooms by Medicaid patients (and certainly more so by the uninsured) only further increases the stress under which health networks already operate. Johnson et al. (2006) discus how increasing the co-payment of poor Medicaid recipients can result in cost-shifting to emergency rooms. The uninsured poor add to the demands placed on emergency medical services versus routine or scheduled medical care. 

These trends raise a concern as the racial demographics of the rural America are undergoing a drastic demographic shift. Rural health networks which must deal with charity medicine and Medicaid patients may soon find that they are unprepared to provide the services required of them. This may well have profound effects on the health of all rural peoples.

The purpose of this thesis is to: 1) Examine the differences between Hispanic and non-Hispanic white healthcare usage characteristics and health conditions, 2) examine factors affecting access and use of health resources and the possible impacts of the growing Hispanic population on rural healthcare systems. 

CHAPTER 2

Review of the Literature

Rural Populations and Demographic Trends

All across the United States the Hispanic population is growing at unprecedented rates. Hispanics now comprise the largest minority population in the country, having surpassed African Americans according to the 2000 census (Nasser, 2003). In 2006, the U.S. Congress is debating whether or not to legalize the status of between 8 and 15 million illegal Hispanic immigrants living in the U.S. The outcome of this debate may lead to a further increase in the permanent rural and urban Hispanic populations. This Hispanic population change would then affect the amount of funding for social institutions that can be accessed by Hispanics through programs such as Medicaid, Food Stamps and Women Infants and Children (WIC). 

Many of the illegal Hispanics in the U.S. are part of migrant agricultural populations that, before stricter border enforcement laws of the early 1990’s and the post 9/11 era, seasonally came and went between the U.S. and countries south of the border. Economic hardship in Mexico has also been a major factor contributing to migration (Pfeffer & Parra, 2004).  It is estimated that 80% of America’s farm laborers are of Mexican origin (Pfeffer & Parra, 2004). While many Hispanics in the U.S. are farm workers, equal or higher numbers of Hispanics are employed in service or manufacturing industries or other non-agricultural occupations (Kandel & Cromartie, 2004). Since these people now have a more difficult time moving into and out of the United States, they are more likely to stay in the U.S. indefinitely. Longer stays increase the likelihood that migrants will bring their families to the United States which in turn increases their length of stay and the likelihood of having children born in the United States.
The necessity of finding unskilled work (a necessity due to the lower levels of education mentioned earlier) attracts many Hispanics, either immigrant or indigenous, to rural communities. According to Kandel & Cromartie (2004) many Hispanics are now moving outside of their traditional areas of settlement in the southwest and California. They go on to discuss how the influx of Hispanic populations has, in fact, reversed the gradual population decline that rural communities have been undergoing since the 1950’s.

Overall, Hispanic families are younger than non-Hispanic white families. According to census data examined by Kandel & Cromartie (2004) Hispanic families generally differ from white families in two important ways; Hispanic households are more likely to have children, and less likely to be elderly. These subtle characteristics of the Hispanic population are very important, as is the expectation of continued population growth into the unforeseeable future.

Insurance Characteristics of Rural People

It is difficult to paint a comprehensive picture of insurance coverage, as many people are on-and-off insurance seasonally, with pregnancy, marriage, divorce and/or the initiation or termination of domestic partnerships. Statistics on insurance coverage for rural people are especially inaccurate as many rural jobs are seasonal. Rural Hispanics often work as migrant laborers in jobs of short duration and then move to find work in different communities.

Around 14.4% of residents in large/small metro areas are uninsured, compared to 17.4% of residents of non-metro areas (Hummer, 2002). The breakdown of these statistics becomes extremely complex, but for the purposes of this thesis it is sufficient to say that rural residents of all age groups and racial affiliations are less likely to be insured than their urban counterparts. 

Of more direct concern to this thesis are the statistics related to insurance rates for different ethnic groups. According to the U.S. Department of Health and Human Services statistics in 2001, non-Hispanic whites were three times more likely than Hispanics to have health insurance (Torres, 2004). In the 18-64 age group (which encompasses most recently immigrating Hispanics to the U.S. and those moving from the southwest to other regions in the country)  38% of Hispanics lack health insurance while only 11% of non-Hispanic whites in the same age bracket lack insurance (Torres, 2004). The Kaiser Foundation has published a study concluding that Hispanic non-citizen and non-English speaking families in the U.S. are the least insured group of people in the nation (Ku & Waidmann, 2003).

Disparities in Healthcare Access in Rural Communities

Insurance is not necessarily the most important predictor of access to health, mental or dental care. Whatever a person’s insurance or legal status in the country, he/she has access to medical care through hospital emergency rooms and to a limited extent, other types of health and social sources. This availability of emergency room care does not apply to dental, vision or many less pronounced mental health problems. Many of these non-emergency room health conditions, if left untreated, can decrease both the quality of life and complicate the process of finding employment with the potential for advancement (Simpler, 2006).


Hargraves (2002) revealed that 51% of uninsured non-Hispanic whites report having a regular healthcare provider compared to only 31% of uninsured Hispanics. Nationally, Hispanics are twice as likely to receive hospital-based healthcare as are non-Hispanic whites (Torres, 2004). Care from hospital-based providers poses several problems, the most obvious of which is economic. More problematic is the fact that these populations of people are receiving what often amounts to little more than emergency treatment for what they self diagnose as critical conditions. 
There is little, if any, preventative care such as cancer screening or information about sexually transmitted diseases, diabetes or obesity available to people whose sole access to a care provider is in the emergency room. Certainly there is no continuum of care that might help these mostly Hispanic patients develop meaningful long-term relationships with medical care providers.  Such relationships would be expected to increase the delivery of preventative care and decrease visits to the emergency room (Dimitri, Mell, Koepsell, Zimmerman, & Connell, 2002; Menec, Verena, Sirski & Attawar, 2005). 
The Hispanic Epidemiological Paradox

According to the U.S. Department of Health and Human Services, rates of hypertension, diabetes, liver disease and infectious disease are relatively higher amongst Hispanics than non-Hispanic whites (Torres 2004). However, recent studies have revealed an epidemiological puzzle, often called the “Hispanic Paradox” (Franzini, Ribble, & Spears 2001; Hayes-Bautista 2002; House & Williams 2000, in Torres, 2004). The paradox is that despite socioeconomic disadvantages, immigrant background, less education, lower paying jobs and less access to medical care Hispanics still report health equal to or better than non-Hispanic whites of the same economic profile (Torres, 2004). 

It has been suggested that this paradox has resulted from the so called “Salmon Bias”, where those who are sick return to their native countries (Torres, 2004). Another possibility is that the reportedly better health of Hispanics is a result of the process of natural selection that occurs from the rigors of border crossing, known as the “healthy immigrant posit” (Torres, 2004). Still another possibility is that cultural differences manifest themselves in different perceptions of what “health” is particularly related to mental and dental health.

It is important to emphasize that American culture is very different from that of Central or South American nations. In the United States there is an easy availability of fast food and snacks with high sugar and fat content. While many Americans admittedly consume too much of these food sources as evident from increasing levels of obesity and diabetes, new immigrants may simply lack awareness of just how bad these foods are for them. The idea of "acculturation" of Hispanics is often sited as a likely culprit for the extreme prevalence of obesity and diabetes amongst Hispanics. It is possible that the high prevalence of these conditions is rooted in difficulties adjusting to the norms of a different culture (Foreyt, 2003; National Heart, Lung and Blood Institute [NHLBI], 2003).

Dental Health and Access to Dental care

A report of the U.S. Surgeon General has called oral and dental health problems in the United States a “silent epidemic” (National Institute of Dental and Craniofacial Research [NIDCR], 2000). In every region of the nation, access to dental care is more difficult in rural communities. Dental caries (cavities) are the most common health affliction of children of all races. Low-income children have twice the incidence of dental caries compared to higher income children. Amongst Hispanic children, 43% have untreated dental caries compared to only 26% of non-Hispanic white children (Fos & Hutchinson, 2003). 

While 44 million Americans lack medical insurance, 108 million lack dental insurance (NIDCR, 2000). The National Advisory Committee on Rural Health and Human Services has made a list of issues that complicate access to dental care for rural peoples (Hanson, 2006):


Geographic isolation


Lack of adequate transportation


Large percentage of elderly population


Lack of fluoridated community water supply


Less access to dental insurance


Lack of providers willing to take Medicaid patients


Acute provider shortages

The problem of finding a care provider is further complicated by language barriers for those who speak only Spanish.

Access to Mental Health Services in Rural Areas
Often rural areas lack local medical infrastructure, meaning residents of rural areas with needs for mental healthcare services are particularly underserved.  While rural and urban populations show little difference in the prevalence of mental health disorders (Hartley, Bird & Dempsey 1999; Rosenthal & Fox, 2000 in Rural Training Center [RTC], 2002) statistics indicate that nationally, 75% of mental health professional shortage areas were rural (RTC, 2002). Acknowledging the great distance between population centers is key to understanding rural resident’s limited access to mental health services. Many people in rural areas are forced to seek mental health treatment far away from their communities. The lack of specialized mental health providers means that many mental health problems are handed down to family physicians that may or may not have the resources, training or time to adequately deal with the problems (Badger, Robinson & Farley, 1999).
Another concern for rural people is the stigma attached to being identified as having a mental health problem (Badger et al., 1999). While this may be a stigma common to both rural and urban settings, there is far less anonymity in rural communities. With respect to mental healthcare for rural Hispanics, related issues include the following: Language barriers and expectations; cultural insensitivity and bias, lowered expectations or stereotypes and different cultural constructs of norms for family life (Soto, 2000). Diagnosing and treating mental health problems is without argument, a very complex process. It is made immeasurably more complicated when the few mental health providers that are available in rural American communities may not speak fluent Spanish or, perhaps more importantly, may not understand the subtleties of mental health problems in the context of Hispanic culture.

Chapter Review

As a society, we are unsure of the health concerns specific to rural Hispanics (Torres, 2004). This is a critical problem. It is known that the rural Hispanic populations are increasing very rapidly and it is known that rural healthcare systems in the U.S. are already experiencing extreme financial strain and personnel shortages. As rural Hispanic populations are rapidly increasing, and as the number of Hispanics covered by Medicaid expands, rural healthcare systems and providers are facing a great deal of uncertainty regarding what services they will most likely to be called upon to provide for this new and growing segment of the rural population. Solutions are needed to even maintain the current level of medical, mental and dental care services being delivered in rural communities. Equal access to medical, dental and mental healthcare is essential to maintaining the health of all peoples in rural communities and these communities’ economic viability. Until we understand the specific needs of the new rural Hispanic population, equal access to quality care seems unlikely. We must understand the needs and determine what barriers to access might set the Hispanic population apart from the non-Hispanic whites that make up the largest part of the population in the vast majority of rural American communities.

CHAPTER 3

Methods

Rural Families Speak Project


The Rural Families Speak Project (RFS) was started in 1998, to study the effects of reforms to welfare policy on rural populations. Researchers from fourteen land grant universities in conjunction with the Agricultural Experimental Stations (AES) system, collected up to three waves of intensive interviews with rural low-income mothers. 


The project included interviews and survey collection from 522 rural families across the 17 participating states
. The criteria for entry into the study included: 1) Mother or mother figure,
 2) At least one child under age thirteen at time of entry into the study and 3) Household income less than or equal to 200% of the federal poverty line. Due to convenience sampling and the original intentions of RFS it is important to note this data set is only reflective of the rural poor. However, this is very difficult population to reach for study, and interview transcripts provide us rich information appropriate for use in this thesis.

Despite concerns for "rural" people, it is often a contentious or at least a confusing prospect to define what exactly is “rural”. Rural communities were defined for the RFS using the county classification system of the U.S. Department of Agriculture (Butler & Beale, 1994). The criteria for rural, according to this study, was a county with an urban continuum code of six or seven. The characteristics of communities with a code of six or seven are: (6) an urban population of between 2,500 and 19,999 that is or, (7) is not adjacent to a metropolitan area. 
Participant families were recruited through social programs such as those operated by Family Services, job training programs and Head Start programs as well as by word of mouth. The sampling strategy resulted in participants who for the most part were attached to social services, and receiving government benefits. Interviews containing both open-ended questions and standardized survey measures were conducted with participants in their own homes or in a public location such as a Cooperative Extension Office or public library.


Longitudinal data were collected from participants. Initial interviews and surveys were administered to participants between 1999 and 2003 (to accommodate three panels of participants as states joined the project). The first wave of interviews was followed by up to two successive interviews approximately one year apart. Using this mixed method longitudinal approach--collecting both quantitative and qualitative data at the same time and over several years--added depth to the data and allowed for analysis of trends that may not be clearly evident from either quantitative or qualitative data alone, or data from a single year. 

Overview of the Thesis Sample

The purpose of this thesis is to investigate possible differences in the health and healthcare needs of rural low-income non-Hispanic whites versus rural low-income Hispanics. To accomplish this goal I used a mixed method design. Qualitative and quantitative data were used simultaneously for analysis and to draw conclusions. 

To select a sample that met my needs, selection criteria stipulated that participants must be of either Hispanic or non-Hispanic white ethnicity and have participated in at least waves one and three of data collection--as those waves contained particularly important and unique health questions. Quantitative data used in this thesis all came from wave one or wave three surveys and measures. Quantitative data from wave two were not needed for this thesis as it asked no unique questions of interest to this thesis. Qualitative interview transcripts used in this thesis came from all three waves of data collection.
Defining Family Members for This Study


The mothers that were interviewed during the Rural Families Speak project will be frequently referred to in this paper as "participants". Husbands or significant others living in her household of those mothers will be referred to as "partners". This study is attempting to examine differences by ethnicity, so partners whose ethnicity does not match that of their respective participant were not included in the quantitative analyses. All mothers were included in all analyses of "participants", regardless of their spouse’s ethnicity.

While many participants in the sample did report having more than two children, the data for those children did not allow for meaningful statistical analysis as individuals. The statistics for children beyond the second child have therefore been excluded due to the inherent weakness of this data. The oldest child living in the home of the mother is referred to as "child 1" and the second oldest child living in the home is referred to as "child 2". 

Children were examined individually because I suspected differences in insurance coverage and health status for of families immigrating to the U.S. with foreign born children. Ethnicity of children was considered to be the same as the ethnicity of their mother, the participant, regardless of the ethnicity of their father.

Qualitative Sample

I randomly selected 20 Hispanics and 20 non-Hispanic whites from the Rural Families Speak database that met the criteria of being either non-Hispanic white or Hispanic, and having participated in at least waves one and three of data collection. The transcripts of these 40 people for all waves of participation were read and sub-coded to uncover themes and important relationships in the data.

Patterns that were observed qualitatively, such as transportation difficulties, problems with access to dental care, and many others were noted and tabulated by ethnicity and frequency. These tabulations were used in combination with quantitative data in order to determine which relationships and themes were the most important to focus upon and include in this thesis. 

Quantitative Sample


The quantitative thesis sample included 112 participants. Only 56 of the 522 participants in the study were Hispanics who participated in at least two waves of data collection including wave one and three, all of these cases were included in the study. An equal number of non-Hispanic white participants meeting the sample criteria were randomly selected from the RFS database. This allowed for a sample with a matched number of Hispanics and non-Hispanic whites for quantitative analyses.

Demographics of the Quantitative Sample 

Table 1 summarizes the demographic characteristics of the families in the sample at wave one. The families were quite similar although Hispanics in the sample were far more likely to be married and average more children per family.
Table 1

Sample Demographics
	Characteristic
	Non-Hispanic white
	Hispanic

	
	
	

	Age of Participant N=112
	N=56
	N=55

	Range
	20-46
	20-47

	Mean
	30
	30

	SD
	6.71
	6.69

	
	
	

	Age of Partner N=76
	 N=33
	N=43

	Range
	23-47
	22-47

	Mean
	35
	33

	SD
	7.99
	6.30

	
	
	

	Number of Children
	N=117
	N=149

	Range
	1-6
	1-7

	Mean
	2.09
	2.66

	SD
	1.25
	1.32

	
	
	

	Age of Child 1
	N=56
	N=56

	Range
	0-19
	0-17

	Mean
	7.7
	9.0

	SD
	5.13
	4.58

	
	
	

	Age of Child 2
	N=33
	N=43

	Range
	0-16.5
	0-14

	Mean
	6.7
	7.0

	SD
	4.16
	4.01

	
	
	

	Marital Status
	N=56
	N=56

	Married
	n=22, (39.3%)
	n=42, (75%)

	Living with Partner
	n=11, (19.6%)
	n=5, (8.9%)

	Single
	n=13, (23.2%)
	n=4, (7.1%)

	Divorced/Separated
	n=10, (17.9%)
	       n=5, (9%)

	
	
	


Qualitative and Quantitative Data Analysis

Qualitative Data Review


Qualitative and quantitative data played equally important roles in the development of all aspects of this thesis. Qualitative data came from the interview transcripts of all three waves of the study. Conversation between RFS interviewers and participants were recorded during the interview and later transcribed. Interview transcripts were then coded by topic, one topic being health issues. Broadly defined health issues were further sub-coded for this thesis. These sub-codes were developed by observing recurrent themes during multiple readings of interview transcripts. New sub-codes included: Transportation problems complicating access to resources, dental problems, asthma and allergy problems, medical insurance problems, language barriers, eye and vision problems, and utilization of foreign healthcare. 

Not all of these sub-codes proved to be useful, so not all themes are included in the body of this thesis. The themes that were uncovered and sub-coded were further researched in the literature before quantitative analyses were conducted in order to examine themes proving to be the most significant, or thought provoking. Several particularly relevant excerpts from the transcripts were included in the results section of this thesis to illustrate points that were not, or could not be addressed through purely quantitative methods.

Quantitative Surveys, Measures and Questions


The interviews were divided into sections asking questions about different aspects of the participant’s lives. Several standardized surveys and measurement tools were administered during the interviews. These surveys and measures, along with various questions from the wave three interview protocol are the source of quantitative data analyzed in this thesis. These surveys, measures and the wave three protocol may all be found in the Appendix.

Depression Scale. Depression is measured by the 20-item Center for Epidemiologic Studies Depression Scale (CES-D), designed to measure depressive symptoms in the general population (Radloff, 1997). "Feelings About How Things Are Going," the Center for Epidemiologic Studies Depression Scale (CES-D), is designed to measure depressive symptomatology in the general population.  It has been widely used in a variety of research populations, including the national Even Start evaluation. Parents are asked to respond how often they had experienced specific situations or feelings in the past week. For example one item states, “I felt that everything was an effort.” Respondents had the following choices: (a) rarely or none of the time, (b) a little of the time, (c) a moderate amount of time, or (d) most or all of the time. Some items on the measure are reverse scored. Depression scale scores used in this thesis are from wave one interviews.

Health Surveys. Participants were asked to fill out a health questionnaire listing 36 health problems or risk factors (smoking, alcohol problems, and drug problems) for themselves and their partners. Participants also filled out a survey of 33 child health problems and risk factors for each of their children. Health survey information used in this thesis is from wave one.

Knowledge of Community Resources. In this measure participants were asked to indicate if they had knowledge of how to access various community resources. Question used from this measure includes those pertaining to finding a mental health counselor in the community and knowledge of transportation resources in the community. This survey was administered at wave one.

Other Questions. Demographic information was acquired during wave one interviews. Data on: Pharmaceuticals, continuity of care, insurance status, number of doctor visits for each family member, transportation times to medical facilities and emergency room use are all from the wave three protocol.

Quantitative Analyses


The quantitative analyses in this thesis were inspired by themes uncovered during the qualitative review process or by knowledge gaps found in the existing literature. A combination of independent sample t-tests, Chi-squares and analysis of variance (ANOVA) tests were used to analyze quantitative data. 

Independent sample t-tests were used to compare responses to the questions about: Transportation time to doctor appointments, number of health problems and scores on the depression scale.

Cross tabulations with chi-square statistics were used to investigate the types of health problems that afflicted each individual as well as questions pertaining to knowledge of transportation options, need for dental care, continuity of care and knowledge of where to find a mental health counselor. 

ANOVA tests using data from wave three were used to investigate the possibility of relationships between ethnicity or health insurance coverage and the number of times that each family member visited the doctor.

Ethics


The data used for this thesis were collected as part of Rural Families Speak Project, a multi-state examination of low income families in rural counties. Researchers in all participating states received approval from their respective Institutional Review Boards (IRB).


Several excerpts from interview transcripts have been included in the body of the thesis. Names used to identify participants are pseudonyms to protect the identity of the individuals and their families. Prior to beginning the review of these transcripts and the associated data, the author of this thesis underwent the recommended training courses. Certification to this effect is on file with Oregon State University.

CHAPTER 4

Results


The results that follow in this section describe insurance coverage, health problems and statistics for several other key questions that were asked by this thesis. These statistics help characterize how rural low-income non-Hispanic whites and rural low-income Hispanics face many of the same challenges, but may be facing them with very different needs and health problems.

Insurance Coverage

Medical Insurance

Consistent with the literature comparing national statistics (Torres, 2004) non-Hispanic whites in this sample were found to have far higher rates of medical insurance coverage than did Hispanics in the sample.
In the sample used for this thesis 76% of non-Hispanic white participants had medical insurance compared to only 55% of Hispanics, 2(1, N= 107) = 5.32, p < .05. Among non-Hispanic white partners, 77% were reported to have medical insurance versus only 56% of Hispanic partners, 2 (1, N = 67) = 4.23, p < .05. 

Of non-Hispanic white first children, 97% were reported to have medical insurance compared to only 64% of Hispanic first children, 2 (1, N = 96) = 16.71 p < .001. Of non-Hispanic white second children 94% were reported to have medical insurance compared to only 73% of Hispanic second children, 2(1, N = 77) = 5.24, p < .05.

Qualitative Responses, Medical Insurance. Several excerpts from participant interviews are discussed with regards to insurance status. As this quote below from a women living in rural Oregon illustrates, insurance coverage is not something that everyone can afford and oddly enough, in this case, the reason that the Hispanic  participant cannot afford her health insurance is in fact related to her health problems. 

 
Interviewer: 
Does anyone [in your family] have health insurance?

Belicia:
No, basically right now we are under God’s good grace.  Before the accident I had insurance but they were taking too much from my check so I had to stop paying it.”


Statements such as this were not uncommon in the transcripts. Several participants seemed to be caught in the vicious cycle of health problems where they could only get health insurance benefits (i.e. work) when their health was good, once they experienced health problems either the physical effects or the economic impacts of illness caused them to lose their job along with their health insurance.

Dental Insurance

Table 2 summarizes the data related to dental insurance coverage. As seen, rural low-income Hispanics are less likely to have dental insurance than rural low-income non-Hispanic whites. These finding are significant and consistent for all family members. These statistics are a clear reflection of the fact that very few poor have dental insurance regardless of ethnicity. Based on the data it is clear that ethnicity is related to whether or not rural poor have dental insurance coverage, there are however admittedly a variety of confounding factors than prevent assigning causation to ethnicity alone. Extremely low levels of adult coverage regardless of ethnicity are evident from the table below.


These statistics from the thesis sample show that amongst rural low-income children, Hispanic second children appear more likely to have dental insurance than their older siblings. It is possible that this difference is a result of the fact that many immigrants bring at least one child with them to America that is not covered by Medicaid as a non-citizen. However, the limits of this study, which are discussed in Chapter 5, prevent further evaluation of this theory. Why insurance rates go down for non-Hispanic white second children in the sample is not clear. 
Table 2

Frequency and Chi-Square Statistics of Dental Insurance by Ethnicity

	 
	Participants Ethnicity
	N
	Responded Yes
	 

	Participant Has Dental Insurance
	Non-Hispanic white
	54
	63%
	

	
	Hispanic
	53
	35%
	

	
	
	
	
	

	Partner Has Dental Insurance
	Non-Hispanic white
	34
	62%
	

	
	Hispanic
	43
	33%
	

	
	
	
	
	

	Child 1 Has Dental Insurance
	Non-Hispanic white
	45
	98%
	

	
	Hispanic
	50
	50%
	

	
	
	
	
	

	Child 2 Has Dental Insurance
	Non-Hispanic white
	32
	90%
	

	
	Hispanic
	44
	60%
	

	 
	 
	
	
	

	 
	df
	N
	 2
	p<


	Participant Has Dental Insurance
	1
	107
	7.87
	.01

	Partner Has Dental Insurance
	1
	67
	5.34
	.001

	Child 1 Has Dental Insurance
	1
	95
	27.20
	.001

	Child 2 Has Dental Insurance
	1
	76
	9.21
	.01


Health Status


The motivation of this thesis is to understand how a new part of the rural population differs from the existing population of mostly non-Hispanic whites and how those differences will affect rural healthcare systems and rural people. A part of understanding these differences is determining if there are characteristic diseases or conditions more common in one rural low-income ethnic population than the other. In order to assess this, the incidence for 36 medical conditions and risk factors were compared for participants and partners by ethnicity. For first and second children, a total of 33 medical conditions and risk factors were compared by ethnicity. Significant differences are noted in the tables that follow.
Participants. Non-Hispanic white participants in the sample reported an average of 5.76 health problems/risk factors, Hispanic participants reported a significantly lower average of 3.70 health problems/risk factors, t(108)=2.84, p<.01. Table 3 identifies the specific health problems/risk factors that were reported significantly more often for either non-Hispanic white or Hispanic participants.

Table 3

Frequency and Chi-Square of Participants’ Health Conditions by Ethnicity

	Condition
	Non-Hispanic white
	Hispanic
	 
	 

	Tobacco Use
	45%
	2%
	
	

	Joint Problems
	37%
	7%
	
	

	Asthma
	25%
	7%
	
	

	Fatigue
	38%
	20%
	
	

	
	
	
	
	

	 
	Df
	N
	2
	p<

	Tobacco Use
	1
	110
	6.22
	0.01

	Joint Problems
	1
	110
	3.91
	0.05

	Asthma
	1
	110
	7.23
	0.01

	Fatigue
	1
	110
	27.89
	0.001


Partners. Non-Hispanic white partners in the sample were reported to have an average of 4.18 health problems/risk factors, whereas Hispanic participants were reported to have a significantly lower 1.14 health problems/risk factors, t(68)=5.38, p<.001. Table 4 identifies the specific health problems/risk factors that were reported significantly more often for either non-Hispanic white or Hispanic partners.

Table 4

Frequency and Chi-Square of Partners’ Health Conditions by Ethnicity
	Condition
	Non-Hispanic white
	Hispanic
	 
	 

	Heart Problems
	13%
	0%
	
	

	Depression/Anxiety
	23%
	2%
	
	

	Asthma
	19%
	2%
	
	

	Back Problems
	32%
	7%
	
	

	Tobacco Use
	84%
	7%
	
	

	Migraines
	16%
	0%
	
	

	Learning Disability
	13%
	0%
	
	

	Permanent Disability
	16%
	2%
	
	

	Anger Management
	19%
	2%
	
	

	
	
	
	
	

	 
	Df
	N
	 2
	p<

	Heart Problems
	1
	73
	5.73
	.05

	Depression/Anxiety
	1
	73
	7.46
	.01

	Asthma
	1
	73
	5.93
	.05

	Back Problems
	1
	73
	7.69
	.01

	Tobacco Use
	1
	73
	43.85
	.001

	Migraines
	1
	73
	7.27
	.01

	Learning Disability
	1
	73
	5.73
	.05

	Permanent Disability
	1
	73
	4.47
	.05

	Anger Management
	1
	73
	4.47
	.05


Child 1. Non-Hispanic white first child in the sample were reported to have a mean of 2.93 health problems/risk factors versus the reported Hispanic first child mean of only 1.74 health problems/risk factors. This difference was significant, t(106)=2.76, p<.01. Table 5 identifies the specific health problems/risk factors that were reported significantly more often for either non-Hispanic white or Hispanic first children.


Table 5 shows digestive problems in child 1 were reported significantly more often for Hispanic child 1 than for non-Hispanic white child 1. This is the only specific health condition or risk factor for any family member that was reported to occur with greater statistically significant frequency in a Hispanic family member in this sample of rural low-income families.

Table 5 

Frequency and Chi-Square of First Childs' Health Conditions by Ethnicity
	Condition
	Non-Hispanic white
	Hispanic
	 
	 

	Asthma
	18%
	6%
	
	

	Anger Management
	18%
	6%
	
	

	Digestive Problems
	0%
	9%
	
	

	Migraines/Headaches
	13%
	2%
	
	

	
	
	
	
	

	 
	Df
	N
	 2
	p<

	Asthma
	1
	110
	4.27
	.05

	Anger Management
	1
	110
	4.27
	.05

	Digestive Problems
	1
	110
	5.24
	.05

	Migraines/Headaches
	1
	110
	4.85
	.05

	 
	 
	 
	 
	 


Child 2. Non-Hispanic white second children in the sample were reported to have an average of 2.50 health problems/risk factors, and Hispanic second children were reported to have a mean of only 1.02 health problems/risk factors, t(73)=3.11, p<.01. Table 6 identifies the specific health problems/risk factors that were reported significantly more often for either non-Hispanic white or Hispanic second children in this rural low-income sample.

Table 6

Frequency and Chi-Square of Second Childs' Health Conditions by Ethnicity
	Condition
	Non-Hispanic white
	Hispanic
	 
	 

	Allergies
	31%
	0%
	
	

	Depression/Anxiety
	13%
	0%
	
	

	Skin Problems
	16%
	2%
	
	

	Ear Infections
	35%
	16%
	
	

	ADD*/ADHD**
	9%
	0%
	
	

	
	
	
	
	

	 
	Df
	N
	2
	p<

	Allergies
	1
	76
	15.83
	.001

	Depression/Anxiety
	1
	76
	5.81
	.05

	Skin Problems
	1
	76
	4.54
	.05

	Ear Infections
	1
	75
	5.66
	.05

	ADD*/ADHD**
	1
	76
	4.30
	.05

	 
	 
	 
	 
	 


*Attention Deficit Disorder ** Attention Deficit Hyperactivity Disorder

Healthcare Utilization


The examination of insurance and health problems has illustrated two points very clearly about the families in this sample, rural low-income Hispanics are less likely than rural low-income non-Hispanic whites to have insurance and yet, the rural low-income Hispanics are in better self-reported health. In this section on healthcare utilization, a closer examination will be made of how insurance status and ethnicity affect the number of times that individuals are visiting the doctor.

Insurance, Ethnicity and Number of Visits to the Doctor


An important component of this thesis is to question how rural healthcare networks might expect the changing racial/ethnic profiles of their communities to affect them economically. To address this question an analysis of variance (ANOVA) was performed to evaluate the relationships between: Ethnicity, insurance status, and the number of visits to the physician for participants, partners and the first two children in each family.

Participants. This analysis of participant data reveals that for participants neither ethnicity alone, nor ethnicity and insurance status together predict the number of visits to the doctor. The only variable that significantly affects the number of times that participants visit the doctor is insurance status alone F(1,103)=6.61, p<.05. Table 7 summarizes these findings.
Table 7

Effect of Ethnicity and Insurance Status on Participants' Visits to the Doctor

	Source
	Type III Sum of Squares
	df
	Mean Square
	F
	Significance

	Corrected Model
	1186.016(a)
	1
	395.339
	2.218
	.091

	Intercept
	5272.391
	1
	5272.391
	29.585
	.000

	Ethnicity
	126.232
	1
	126.232
	.708
	.402

	Insurance Status
	1177.982
	1
	1177.982
	6.610
	.012

	Ethnicity X Insurance
	29.626
	1
	29.626
	.166
	.684

	Error
	17642.741
	99
	178.210
	
	

	Total
	27082.000
	103
	
	
	

	Corrected Total
	18828.757
	102
	 
	 
	 


a  R Squared = .063 (Adjusted R Squared = .035)

Partners. The analysis of the relationship for partners reveals no significant effects for ethnicity, insurance, or the interaction of ethnicity and insurance. These factors do not appear to predict partners' visits to the doctor.
Child 1&2. Like their fathers, the number of times that either of the first two children visited the doctor does not appear to be a factor of insurance coverage or ethnicity alone, nor is it a factor of insurance coverage and ethnicity considered together.
Qualitative. While there does not appear to be significant correlation between insurance and visits to the doctor for any family member except mothers, qualitative statements made during participant interviews paint a different picture. It is important to remember that qualitative passages can enrich quantitative data, like in the passage on the next page where qualitative data illustrates the fact that many uninsured participants may have a different idea of what constitutes a health problems than do the insured. 


This non-Hispanic white participant from Ohio illustrates that sometimes insurance plays a role in whether or not someone visits a physician, especially for non-emergency problems. While having insurance may not have a significant effect on the average number of doctor visits, it is clear that participants make choices about seeking medical treatment based on their coverage status.

Interviewer:
Medical Care, Have you had problems paying for anything 




you needed since you don’t have a card [Medicaid card]


Jenna:

No. I just don’t go.


Interviewer:
Dental care?


Jenna:

Don’t go.

Interviewer:
Medicines? Same thing?


Jenna:

Right


Interviewer:
You are in pretty good health in general aren’t you?


Jenna:

Well, I need a hysterectomy and I can’t do it. I got a tooth 

that needs capped. Can’t do it.

Emergency Room Use


As mentioned in the literature review, it is a concern that nationally Hispanics are increasing their use of emergency room services (Hargraves, 2002). In order to investigate this issue of emergency room use, responses to two key questions were examined, the first being: “In the past year has a member of your family used the emergency room because a regular doctor was not available?” There were no significant differences in percentages of non-Hispanic white and Hispanic participants who answered yes to this question. 

The second question asked (if the participant had already stated that they or a family member had used the emergency room at least once) was, “How many times in the last year did a member of your immediate family use the emergency room?” There was not a significant difference in the number of times that non-Hispanic whites and Hispanics in the sample made use of emergency room care based upon ethnicity. Keeping in mind that the Hispanic families in this sample are also larger than the non-Hispanic white families (more children, more likely to have a partner), data does not appear to support the idea that rural low-income Hispanics in this sample are any greater users of emergency rooms than are rural low-income non-Hispanic whites in this sample.
The passage below from a non-Hispanic white woman in Nebraska illustrates that sometimes people even put-off going to the emergency room out of fear of not being able to pay. When this woman's injury did finally become so bad that she needed to go to the emergency room, she remarks that it, "Cost her a lot more in the long run," and she was probably right--but the poor have no other option in many communities. 
Gilda:   
I was at the gas station here in the city, the day before I started work at the gas station, I broke my little toe.

Interviewer:  
Oh no!

Gilda:           
It came most of the way off.

Interviewer:  
Oh no!

Gilda:           
I had a young boy here when I did it. Well, I couldn't afford to go the doctor.  My mom and my sister are nurses.  I taped it up and I went to work the next day. 

Interviewer:  
Oh wow.

Gilda:           
So, I did that and it got worse, and I had to go to the doctor.  And so that cost me more money in the long run.

Access to Medication


Utilization of the healthcare system goes beyond just visits to a doctor or emergency room. How patients follow the instructions given to them by physicians is essential to making those visits productive. To investigate this part of healthcare utilization, participant’s responses as to whether or not they followed doctors orders for drug use as well as whether or not they were able to fill prescriptions have been analyzed. Regrettably, responses to these questions were only available for children, not participants or partners. 

Analysis of the data revealed that the only significant difference between ethnicities was for whether or not participants had postponed or not filled a prescription for child 1. Among Hispanics, 12.5% reported that they had postponed or failed to fill a prescription for child 1, while 0% of the non-Hispanic whites reported the same 2(1, N= 84) = 4.85, p < .05. This may again be an effect of first born children being non-citizens, however limits of the study prevent further evaluation of this possibility.
There was no significant difference between the answers for child 2. Answers to the question regarding whether or not orders were followed in how prescriptions were administered were not significantly different by ethnicity. 


The following passage illustrates that while there may not be a large difference in the difficulty that rural low-income non-Hispanic whites and rural low-income Hispanics face when it comes to access to medication, it does not mean that there is not a problem. It simply means that families of both ethnicities are facing the same problems. The passage below from a non-Hispanic white woman living in West Virginia illustrates the impacts that inadequate access to medication can have on a person’s health and well-being.

Interviewer: 
Do you have access to medical care?

Marnie:
…I'm afraid to go to the doctor.  I'm afraid to go buy my medicine that I actually need. So when I'm really sick I don't go because I'm afraid of the bills.


After the interview was complete, the interviewer made remarks that it was very clear to him that the women was putting off going to the doctor because of economic fears. He commented that she had sixteen health conditions listed on her survey and had just found a lump near her arm-pit that concerned her—and she still would not go to the doctor for fear of not being able to pay. He said, “…Definitely a situation where she’s compromising her health because of financial reasons.”

Mental Health


Exploring different cultural contexts of mental health concerns is beyond the scope of this thesis, but an attempt to understand how the mental health needs of rural low-income Hispanics differ from rural low-income non-Hispanic whites has been attempted, as well as an assay to see if people of the two ethnicities are equally aware of how to access treatment resources. The Rural Families Speak Project administered the CES-D depression measure, as described in the methods section to measure risk level for depression. Also administered was the following question, “Do you know how to find a mental health counselor,” which was considered to indicate knowledge of resources that could help with depression.


There was no significant difference in scores on the CES-D between non-Hispanic whites and Hispanics, indicating similar risk levels for depression. There was however a significant difference between ethnicities when it comes to knowledge of how to find a mental health counselor. Among rural low-income non-Hispanic white participants, 86% knew how to find a mental health counselor compared to only 38% of rural low-income Hispanic participants 2(1, N= 112) = 27.52, p < .001.
Dental Care


It was documented in the literature review that dental problems are common for rural people and even more common for Hispanics than non-Hispanic whites. Qualitative data revealed that participants sometimes found it difficult to find a dentist that would accept Medicaid dental insurance even when participants were covered. A question that cuts to the heart of the matter will be analyzed—“Did you need to see a dentist but didn’t go?”


Chi-square analyses of responses to this question indicate that there is no significant difference between ethnicities when it comes to forgoing needed dental visits. These finding are inconsistent with previous literature (Kappagoda, 2004), and findings in this thesis showing far lower levels of dental insurance coverage amongst all rural low-income Hispanic family members than in their rural low-income non-Hispanic white counterparts. It is possible that these data reveal differing expectations for dental health between rural low-income non-Hispanic whites and rural low-income Hispanics--or it could reveal that rural low-income Hispanics simply have far superior dental health compared to Hispanics nationally and low-income non-Hispanic whites in rural communities. 

Hispanic children are known to have far worse dental health than any other sub-group of Americans (Kappagoda, 2004). Perhaps this data reveals that not only is this due to a lack of access to dental care (less insurance), but also due to varying cultural perceptions of what type of dental problems necessitate going to the dentist, or appropriate preventative measures, as discussed by Kappagoda (2004). 


It is important to note that having Medicaid dental insurance should not be considered a proxy for actual access to professional dental care. This is illustrated in the following examples from a non-Hispanic white woman in Minnesota. This interview provides a possible explanation as to why there is no reported difference between ethnicities despite differing levels of dental insurance coverage when it comes to whether or not a person forgoes dental care: 

Interviewer: 
And, so when you were on medical assistance, did you take


the children to the dentist? 

Audra: 
Yeah, they went every sixth months.  Now, unfortunately, (the dentist’s office) sent a letter saying he was not going to accept any patients with that the health program anymore.  He was losing too much money.  So, after all these years, you know, we've known him for- for five years.   

Audra's comments above are from her wave two interview. In the following wave's transcript we see the same participant still expressing her family’s problems finding a dentist that will take Medicaid.

Interviewer: 
So there isn't a dentist in your area, or-? 

Audra: 
-Oh, there's plenty of dentists; they just won't take the Medicaid insurance.  That's because the state won't reimburse them as much as they want. 

Continuity of Care


Seeing the same doctor improves the chances of preventative care, and is likely to increase the quality of the care received (Dimiti et al., 2002; Menec et al., 2005). As can be seen in Table 8, based on the sample, rural low-income non-Hispanic whites and their children are more likely to have a regular doctor than are rural low-income Hispanics.
Table 8

Frequency and Chi-Square for Continuity of Care by Ethnicity

	 
	Participants Ethnicity
	
	Responded Yes
	 

	Participant-Doctor She Usually Visits 
	Non-Hispanic white
	
	87%
	

	
	Hispanic
	
	62%
	

	
	
	
	
	

	Partner Has Doctor He Usually Visits
	Non-Hispanic white
	
	63%
	

	
	Hispanic
	
	47%
	

	
	
	
	
	

	Children Have Doctor They Usually 
	Non-Hispanic white
	
	96%
	

	
	Hispanic
	
	71%
	

	 
	 
	 
	 
	 

	 
	df
	N
	2
	p<

	Participant-Doctor She Usually Visits
	1
	92
	7.67
	.01

	
	
	
	
	

	Partner-Doctor He Usually Visits
	1
	55
	1.27
	>.05

	
	
	
	
	

	Children-Doctor They Usually Visit
	1
	90
	9.68
	.01

	 
	 
	 
	 
	 


These data reveal that, in this sample, rural low-income non-Hispanic white participants and children are more likely to have a doctor that they usually see than are rural low-income Hispanic participants and their children. While the population is young this may not be a highly visible problem, but as this huge new demographic ages it will become more and more essential that Hispanics are receiving adequate and equal preventative care. The interview excerpt that follows from a Hispanic woman in California illustrates the importance of a continuum of care for families--even this Spanish speaking family (translated interview) when their physician spoke only English.

Interviewer:    And umm how do you feel to have the same doctor instead 

of going to a clinic where any doctor...

 Concettina:    
I feel more confident, I feel uh well he has always 

attended my other babies and I have confidence in him. You know in his capabilities of being a gynecologist.  The (?) not too prepared...

Interviewer:    Does he speak Spanish?

Concettina:   
No, no only English.

Interviewer:  
But you understand everything?

Concettina:   
Um hum, not everything, but he has nurses that are bi-

                        
lingual nurses too, if I don't understand a word...

Interviewer:  
Someone helps you.

Concettina:   
Aha.

Barriers to Access

Transportation


Transportation is a key way in which rural and urban communities differ. There is often no public transportation in rural communities in contrast to urban and suburban areas where public transportation is generally available. Interview transcripts describe rural poor families that do not have access to transportation of their own; they are forced to rely on neighbors or even ambulance services if they have a phone. Lack of access to transportation is a major problem in the delivery of healthcare services in rural areas (Phillips, McLeroy & Kenneth, 2004)


While it is evident that transportation is a particular problem in rural communities, quantitative analysis of participant responses to questions regarding difficulties faced finding transportation found only some differences between ethnicities. There were no significant differences in responses to the questions, "How long does it take you to get to medical appointments," among families that had a car, however, Hispanics in this sample were significantly less likely to have  knowledge of transportation choices in their community, 2(1, N= 111) = 7.71, p < .01.
Qualitative. Qualitative responses illustrate that some participants do face significant difficulties finding transport to healthcare. The following excerpt is from an interview with a Hispanic woman living in California who is asked what she would do in an emergency if she did not have a car or a telephone.

Interviewer: 
And, okay. What would you do in a health emergency without a car or telephone?

Oceana: 
In a health emergency?

Interviewer: 
Yeah, if you had a health emergency and you didn't have a car or a telephone?

Oceana: 
I'd run to my neighbor's house.


In rural communities it is not uncommon for the nearest neighbor to be minutes away. Many rural people who have always lived in rural communities fail to recognize the inadequacy of resources available to them compared to their urban counterparts.

Language Barriers

Language barriers did not come up as often as was anticipated in the qualitative review. Perhaps the lack of bilingual healthcare professionals or translators is being effectively dealt with by the healthcare systems, or perhaps the people in this study simply choose not to discuss the issues as there were no direct questions about the topic. 

The following quotes come from a Hispanic women and her Hispanic partner as they discuss their frustration in dealing with translators who they do not trust to be equally fluent in English and Spanish.

Interviewer:  
Are you satisfied with the healthcare that you and your family receive?

Genoveva:     
Yes.

Interviewer:    Why?

Salvador:     
Well, because they take care of us even though we have to pay, but yes, they have taken care of us. 

Salvador:       
There are times when, for example, the problem here is...communication is a problem.

Genoveva:      
And not in all ...for example, here there is someone that speaks a little Spanish, and that person translates what they tell us and at times it's not the same, right? When, for example, a person speaks very good Spanish and they say it right...Here we have this translator and you expect that she speaks good English, that she says it right, that one feels ( ). 

Interviewer:     Exactly.

Salvador:         But one tries to communicate.

Interviewer:     So language is one of the difficult barriers.

Salvador:         One of the problems.

 Uniquely Qualitative Observations

Problems That Cannot Be Treated in Emergency Rooms: Vision, Dental


Rural uninsured people’s sole access to healthcare is often limited to the emergency room, or a community clinic where they are available. Whether or not people are insured, these resources provide a guaranteed source of treatment for life threatening conditions, and some reduced level of primary care. What emergency rooms do not provide for people who are no longer (or have never been) qualified for Medicaid is an avenue to receive preventative medical care that would reduce their need to turn to emergency rooms. For many dental or optical/vision problems, emergency rooms offer no care whatsoever.


The excerpts below come from the transcripts of a rural low-income non-Hispanic white husband and wife talking to a Rural Families Speak interviewer about his difficulties finding a job because of his eye problems. He then brings up the very good point that it would be much cheaper to fix his eyes than pay him disability for the rest of his life. His wife then states that the problem was brought on because he was not able to go to the doctor to deal with his diabetes.

Jedediah:
Doesn't [University Hospital] have an eye clinic or 

something? I should check up on that, and I never did. I went down and talked to the voc rehab guy, and he was talking about how they get special equipment for doing certain jobs, how he can give me counseling. I just flat out told him I really, I either want you to tell me we'll pay you cause you can't work very well, or we'll help you get your eyes fixed. I don't want counseling, I don't want help finding a job, I can find a job very easily. I just, you know, if you could help me financially, sure I'll take it. Or if you can just help me get my eyes fixed, that's what I'd prefer, just get them fixed and move on. 

Marilyn:  
By the time they get done paying so much disability your whole life, you could have had your eyes fixed and you could have been something you wanted to do…But sometimes I think his blood sugar does, he hasn't been to the doctor forever and a day. 


The excerpt below is from a non-Hispanic white woman living in West Virginia. She speaks about the lack of Medicaid coverage for dental care and eye care. These are important points to consider given the necessity of being able to see in order to move up the social ladder in American society and get a job that pays well. The same can also be said for the difficulty of getting a good job when you have bad teeth (Simpler, 2006).

Interviewer:
Are you satisfied with the healthcare you receive?

Reagan:  
Yes.

Interviewer:  
Okay.  Is there anything in particular why you’re satisfied?

Reagan:  
My kids.

Interviewer: 
What about for you?

Reagan:  
For me, I’m not satisfied in it because I think the welfare system should have a thing, especially for people, you know, that can’t get the money to pay for dental work and stuff like that.  I think they ought to have something, in that category.  And eye care.  ‘Cause I have to pay for my glasses, if I get ‘em.  You know, my dental work.


Receiving proper and adequate primary and preventive care is essential to maintaining the health of rural populations. It is difficult to get proper and adequate primary and preventive care in emergency rooms. The excerpts in this section have shown some of the frustrations that the uninsured and underinsured are forced to deal with, and some of the consequences of the shortcomings of America's current healthcare system for the rural poor, regardless of ethnicity.
CHAPTER 5

Discussion and Conclusion

Medical Insurance Coverage and Utilization of Healthcare Services


The results of the analyses conducted for this thesis indicate that rural poor Hispanic participants, partners and the first two children in these families have lower health insurance coverage than do rural low-income non-Hispanic whites. Analyses of the impacts of insurance status and ethnicity on the number of visits to the doctor showed that amongst participant mothers, it was not ethnicity, but instead insurance status that was a significant factor in the number of visits to the doctor. For partners and children of interview participants neither ethnicity nor insurance statuses were significant factors in the number of times family members visited the doctor. 

Hispanics in the sample were no more likely to have used emergency room services because a primary care physician was not available than were non-Hispanic whites. Those Hispanics who reported using emergency care did not report using it more frequently than non-Hispanic whites. Supporting statistics do not lead to the conclusion that rural low-income Hispanics are any greater users of emergency room services than are their rural low-income non-Hispanic white counterparts. These statistics are encouraging given the fears stated in the literature that Hispanics have increased their usage of emergency room services to twice the usage rate of non-Hispanic whites (Hargraves, 2002).


Statistical analyses point to the conclusion that rural low-income Hispanics do not have difficulty accessing physicians because of their ethnicity, nor do rural low-income Hispanics place greater stress on physicians or emergency rooms than rural low-income non-Hispanic whites. It also appears that insurance is not a factor in determining access to a physician, with the exception of mothers of both ethnicities. Given these results it would seem that educating rural low-income Hispanics to the fact that preventative health care and continuity of care are necessary and important to maintain their superior health status in the face of pressure to acculturate to American lifestyles. 
Continuity of Care


Results show that rural low-income Non-Hispanic whites are more likely to have a doctor that they routinely visit than do rural low-income Hispanics, these finding are consistent with national trends (Hargraves, 2002). The benefits of having the same doctor over time are debated in the literature, but it is generally believed that it is advantageous, particularly for children, to continuously visit the same physician (Dimitri et al., 2002; Menec et al., 2005). This should be a concern for public health officials. If left unresolved, this issue could lead to serious health problems in the future for rural Hispanics. A concerted effort needs to be made to increase preventative and primary care accessible to rural low-income Hispanics.


"Eliminating disparities in minority healthcare will be difficult without first eliminating gaps in minority health insurance" (Hargraves, 2002, para.1). Having access to regular care is necessary to receive proper preventative care. It would seem that eliminating disparities in health insurance coverage and encouraging preventative care across all ethnic and economic lines is a prerequisite to making meaningful reforms in other areas of rural medicine and rural public health.

Access to Medication


Significantly more rural low-income Hispanics report having postponed or having failed to fill prescriptions for their oldest child than did rural low-income non-Hispanic whites. While it cannot be said with certainty why this is, it is a possibility that this fact reflects how many immigrant families bring at least one child with them to America who was born in a foreign nation. Children born outside the U.S. to non-citizen parents are not eligible for Medicaid. While this theory may well be true, it is important to note a limitation for the variables of first and second children. These variables were not controlled for by age, nor were nativity or the legal status of any family member inquired about during the Rural Families Speak Project. Therefore conclusions about why insurance status and access to medication varies between Hispanic children cannot be made with certainty.
 
Once rural low-income Hispanic participants succeeded in filling prescriptions they indicate that they administered the drugs to their children with the same attention to the doctor's orders as do rural low-income non-Hispanic whites in this sample. 
Access to Healthcare Facilities 

Transportation barriers are one of the major issues complicating access to all health services for all rural people (Phillips et al., 2004). There was a significant difference by ethnicity in response to the question about finding transportation choices in the community. There was not a significant difference when reported times to get to medical appointments were compared by ethnicity for families that had a vehicle. Transportation issues in rural areas critically need to be addressed—particularly finding transportation options for people who do not live in close proximity to medical facilities, as there is rarely any public transportation available in rural areas or from rural areas to larger population centers.

Number and Type of Health Problems


Analyses of the number of health conditions reportedly suffered by family members indicate that participants, partners, and the children in rural low-income Hispanic families all suffered significantly fewer self-reported health problems, or risk factors, than did their rural low-income non-Hispanic white counterparts. These findings are consistent with previously reported findings for recent Hispanic immigrants in the greater United States (Torres, 2004). An important limitation to these findings is that health data are self-reported by participants for themselves and other family members. The effects of different cultural norms on discussing or disclosing family health problems have not been taken into account by this thesis. Participant responses were simply taken at face value and statistically examined.

Analyses of the particular health problems suffered by a significantly different percentage of participants, partners or children revealed that all but one affliction (digestive problems suffered by child 1 in Hispanic families) are more common in non-Hispanic whites, the significance of this observation is not clear. 

A particularly noteworthy statistic is the very large difference in the percentage of rural low-income Hispanics versus rural low-income non-Hispanic whites who report tobacco use. Every year over 400,000 Americans die of smoking related diseases (Center for Disease Control, 2001). It is hoped that the lower rate of tobacco use will persist amongst rural low-income Hispanics and lead to a decrease in the amount of money that will need to be spent to treat these conditions in the future.

Hispanics in this study did not report higher incidences of obesity or diabetes than the non-Hispanic whites in this study. This does not seem to support what the literature indicates for Hispanics in the United States (Foreyt, 2003). According to the National Institutes of Health ([NIH], 2006, p.2), "Because the average age of Mexican Americans is younger than for other groups, the age and sex adjusted prevalence of diabetes in Mexican Americans is twice that of non-Hispanic whites…" This demographic characteristic in part accounts for why literature indicates that relatively young Hispanics have higher incidence of diabetes than adults of the same age in other ethnic groups. Developing diabetes is not generally something that is considered a serious threat, even to Hispanics, who are under the age of 45 and not overweight (NIH, 2006). It is still critical to note that self-reported diabetes may not be extremely prevalent in this sample solely because of the relatively young average age of family members when considered in light of the average onset age of Type 2 diabetes. 
It is also possible that the fact rural low-income Hispanics tend to be occupied in labor-intensive jobs in service, manufacturing and agricultural fields that may make them less susceptible to obesity and diabetes than their urban counterparts because of regular strenuous activity. There is also reduced access to fast food in rural areas; while alternatively, readily available access in urban settings may contribute to obesity trends observed in Hispanics nationally. 
There is also the distinct possibility that the lack of health insurance coverage and preventative care means that rural low-income Hispanics are simply not aware of the fact that they are suffering from conditions such as diabetes and hypertension that are nationally more prevalent in their ethnicity. Diagnosis of these conditions would greatly increase the need for routine visits to the doctor for treatment if finally identified. Again, an important limitation of this study is that all health conditions were self-reported.
Many Hispanics in the United States are recent immigrants so it remains a possibility that they have simply not yet completely suffered the negative impacts of acculturation. The National Heart Lung and Blood institute reports that some of these negative impacts include negative psychological consequences from living in a culture with different norms (mental health problems), changing diet and the inability to navigate a foreign medical system (NHLBI, 2003). It is, however, an important limitation of this study that no systematic inquiries were made about the length of time spent in the U.S., their nativity or their legal status. 
Due to these limitations I cannot say that the rural low-income Hispanics in my sample are all immigrants or how long they have been in the U.S. It was however clear from the transcripts that many of the Hispanics in this thesis sample are first or second generation immigrants to the U.S., some of which were very likely not here legally. This limitation makes it difficult to conclusively say that Hispanics in this sample are healthy because they are recent immigrants to the U.S., or that these rural low-income Hispanics might have remained healthy despite having already integrated and acculturated to the norms of American society.

Torres (2004) tells us that a more sedentary lifestyle coupled with diets increasing the already high levels of fats and carbohydrates typically found in Latin American diets are a key component of the acculturation process described by the National Heart Lung and Blood Institute (2003). These facts raise a concern that Hispanics who become permanent residents of rural communities will suffer marked increases in the incidence of conditions like diabetes and obesity.
Mental Health and Mental Healthcare Access


The CES-D scores indicate that rural low-income Hispanic and non-Hispanic white rural low-income women are at similar risk for depression. The detailed examination of individual health problems, however, shows that rural low-income non-Hispanic white participants, their partners and their children all identified at least one mental health related condition with significantly greater frequency than their respective rural low-income Hispanic counterparts.

If these results are analyzed with the premise that there are no difference in cultural context of mental/emotional problems between rural low-income non-Hispanic and rural low-income Hispanics, then these results would indicate that rural low-income non-Hispanic whites have far greater need for mental health services than do rural low-income Hispanics. That premise, however, cannot be assumed.

Ruiz (2005) outlines several reasons why addressing mental healthcare in the Hispanic population is a critical issue. Ruiz says that translators are a problem, as they often bring their own bias to translation, as well as understating things they find embarrassing or unimportant. Ruiz strongly advocates the need for teaching English to the American Hispanic population as well as making a point of educating more bilingual and Spanish speaking healthcare professionals.


Ruiz also emphasizes the extreme importance of understanding the cultural differences surrounding contexts of mental illness and psychopathology between Hispanics and non-Hispanic whites. Many Latin American cultures place different importance on the roles of folk healing and religion in confronting mental illness than does mainstream American culture (Ruiz, 2005). These are not differences that can be compensated for by simply teaching non-Hispanic white healthcare professionals the Spanish language if they do not also understand Hispanic culture--hence the importance of recruiting and educating Hispanic healthcare professionals.


Results indicate that rural low-income Hispanics have less knowledge of how to find a mental health counselor in their communities than rural low-income non-Hispanic whites. Rural low-income Hispanics likewise appear to have less need of these services than rural low-income non-Hispanic whites, judging from the list of specific healthcare problems. The results seem to indicate that rural low-income Hispanics may have thus far avoided, or overcome, the negative effects of acculturation and have few mental health concerns, and consequently have less need of mental health resources in their communities. Considered in the context of the literature on Hispanic mental health, and also considering the limitation of self-reported health data, the meaning of these results is not completely clear.
Dental Health and Access to Dental Care


Dental insurance coverage for participants and partners differs significantly by ethnicity. All members of rural low-income non-Hispanic white families are more likely to be insured than their rural low-income Hispanic counterparts. Interestingly, when asked whether or not family members needed to see the dentist in the past year but had not gone, survey results indicate that rural low-income Hispanics were no more likely to have put off visits than their rural low-income non-Hispanic white counterparts. 


Dental problems were a common theme in the transcripts of non-Hispanic whites, but were noticeably absent from Hispanic interview transcripts. This observation would seem to indicate that rural low-income Hispanics have better dental health than do rural low-income non-Hispanic whites, in this sample. If this is indeed the case (we have no quantitative data on dental health for participants or their families) then rural low-income Hispanics in this sample would be a notable exception contradicting national data on dental health in Hispanics, particularly Hispanic children (National Society for Hispanic Professionals, 2006).
Impact of Changing Demographics on Rural Health Systems

Results indicate that new populations of low-income Hispanics in rural communities will change the scope of issues that need to be addressed by rural healthcare systems. The increase in Hispanic populations will certainly change the magnitude of healthcare directed toward the uninsured, as rural Hispanics are currently far more likely to be poor and uninsured than non-Hispanic whites (Jolliffe, 2004). In this study it appears by all measures that rural low-income Hispanics are a healthier group of people than are rural low-income non-Hispanic whites. As the proportion of Hispanics in rural communities grows larger, hopefully the overall epidemiological situation of communities will improve due to this new population's healthy status. This is provided that rural low-income Hispanics maintain what appear to be an overall superior health status and avoid (or continue avoiding) the negative health effects associated with acculturation. It cannot be forgotten that there exists the possibility that self-reported mental, dental and medical health indicated in surveys is simply a result of a cultural difference in perceived importance of some health issues, or the lack of proper diagnosis.  

More broadly, there certainly appears to be a real disparity when it comes to continuity of care which may lead to much larger health problems over time. The lack of insurance coverage for rural low-income Hispanics will need to be addressed as a precursor to fixing this problem.

The absence of continuity of care is a problem with long-term effects. An effort needs to be made by the public health establishment to educate rural low-income Hispanics about the importance of preventative care and of the need for frequent check-ups with any physician, preferably the same physician over time. Maintaining the markedly low rates of tobacco use by rural low-income Hispanics would be almost certain to maintain many of the trends of health superiority observed amongst rural low-income Hispanics as the population ages. However, national data indicates that the gap in smoking rates between ethnicities is closing for younger Hispanics (American Cancer Society, 2006). It is critical to try and maintain the current low levels of tobacco use amongst rural low-income Hispanics while continuing to encourage a reduction of use by rural low-income non-Hispanic whites. This should also be a major mission of public health officials in rural communities.
For the families involved in this study, it appears that the Hispanic Paradox holds true in rural communities, just as it has been observed nationally. Despite all of the hardships and inequities dealt with by rural low-income Hispanics, they appear to be a healthier group of people than are their rural low-income non-Hispanic white counterparts.
Qualitative data indicates the importance of there being bilingual or Spanish speaking healthcare professionals in rural communities. The need for these services is likely to lessen over time as permanent Hispanic populations learn more fluent English, but it is clear from the interviews that when bilingual healthcare professionals can be found they are appreciated--far more than are translators that may or may not be fluent in both languages and might possibly fail to accurately articulate communication between physician and patient. 

When Pfeffer & Parra (2004) asked 583 Hispanic farm workers in rural New York what their biggest need was, they said learning English. Only 40% of the migrant workers that they interviewed said that they could understand English, and less than a third reported that they could speak English. The presence of a huge group of people in the United States who do not speak English should continue to be a concern for public health officials, and healthcare providers.

My conclusion from the statistics in this study is that rural low-income Hispanics, as individuals, do not currently have a disproportionate negative impact on rural healthcare system because of their health status. If in fact rural low-income Hispanics are receiving less preventative care as a result of less insurance coverage or less continuity of care than are rural low-income non-Hispanic whites, then there may be subsequent long term negative impacts on rural healthcare systems. Torres (2004) notes that the protective effects of the Hispanic Paradox seem to wear off as populations become acculturated. If rural low-income Hispanics have not succeeded in learning how to navigate American healthcare systems and established means to acquire adequate preventative care before the negative aspects of acculturation take effect, the economic results could be disastrous for already stressed rural healthcare systems given the extremely low levels of health insurance coverage that the RFS observed among rural low-income Hispanics. 
A proactive effort to develop nutrition education programs for rural low-income Hispanics could be an effective way to help prevent or inhibit some of the negative effects of acculturation that lead to obesity and diabetes. This could be especially helpful for rural low-income Hispanic children who are struggling to grow up in a society that may be very different than the one that their parents grew up in. Nutrition education programs of this nature are operated by university Extension Services across the country and could be tailored to the needs of low-income Hispanics in rural communities.
Impacts of Current Rural Healthcare Systems on the New Population of Rural Hispanics

"The fusion of socioeconomic, lifestyle, language, and occupational forces creates health problems for Latinos that are more complex than the health problems of the general population" (Torres, 2004, p. 163). Already facing a myriad of problems, the growing numbers of rural low-income Hispanics are receiving their healthcare through a system long accustomed to meeting the needs of an almost entirely non-Hispanic white, English speaking population. 


As Hispanics make up larger segments of rural populations healthcare officials need to be watchful that all citizens receive equal treatment from the healthcare system for their specific health needs. The statistics from the analyses of specific health problems done in this thesis indicate that similar to national trends, there are differences in the healthcare needs of low-income rural Hispanics and the needs of rural low-income non-Hispanic whites. The needs of the relatively healthy rural low-income Hispanic population are likely to become more and more similar to the needs of urban Hispanic populations as the effects of acculturation develop, including the higher incidences of diabetes, obesity and dental problems.
Still, it is hopeful that rural low-income Hispanics can maintain their enviable position of having far superior overall health when compared to rural low-income non-Hispanic whites in the face of pressure to acculturate to American lifestyles. The current situation leaves rural low-income non-Hispanic whites with something to learn from rural low-income Hispanics if the differences in health status are a result of cultural behavior, diet or habits and not ethnic differences rooted in genetics. Rural public health officials and rural healthcare systems should take steps to maintain the current healthy status of rural low-income Hispanics, rather than combat problems similar to those faced by more urban systems serving large Hispanic populations in the future.
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� CA, IN, LA, MA, MD, MI, MN, NE, NH, NY, OH, OR, WY, KY, WV, IA, SD


� Several interviewers allowed the participation of significant others in the interview along with mothers. 





