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ABSTRACT v

TITLE: The Influence of Rurality on Community Participation in a Community Health
Development Initiative

AUTHOR: Nancy E. Findholt
; Ve
APPROVED: QM/ZJ 4 Srceley”

Linda McCauley, PhD, RN,’FAAN

The purpose of this study was to describe how participation in a community health
development initiative was enacted in rural communities and to identify factors in the
culture and the physical setting and social structure of rural communities that facilitated
or hindered community participation. The research design was a multiple-case study
featuring three cases of rural communities that were engaged in a community health
development initiative. Each community was visited over a three-day period. Data
collection methods included semi-structured interviews with key informants from each
community’s health sector, focus groups with community members from non-health
sectors, document review, and community observation. Factors found to facilitate
participation included a high level of concern about health services; collective efficacy; a
strong sense of community; previous experience and success in social planning; the small
size of the community; the involvement of a leader who was unknown to residents; the
involvement of newcomers; and a positive perception of the lead organization (i.c., the
hospital). Factors that hindered participation included a low level of concern about health
services; skepticism concerning collective action; physical, structural, and psychological
or interpersonal barriers; and small size of the community (as this pertains to the lack of
anonymity afforded to residents). Several community characteristics that had been
expected to hinder rural health development were either not present or did not pose a
hindrance. The results suggest that community characteristics do have an effect on rural
community participation and should be assessed and, if necessary, addressed prior to
initiating a health development effort. Recommendations are offered for ensuring broad-
based community involvement. The findings are limited by the small size and limited
diversity of the sample, the lack of an urban comparison group, the structured nature of
the particular health development process that had been followed, and the fact that data
were collected at a single point in time. This study provides valuable insight into the
characteristics of rural communities and is the first to examine the effect of rurality on
community participation in community health development. The study also challenges
nurses to renew their commitment to community-based work.
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CHAPTER 1

INTRODUCTION TO THE STUDY

Go to the people.
Start with what they know.
Build on what they have.

(Old Chinese proverb)

Statement of the Problem

Approximately one quarter of the U.S. population resides in rural areas and
research suggests that rural dwellers are in poorer health than their urban and suburban
counterparts. Death rates for working-age adults in the most rural areas are higher than
for suburban residents, and the highest death rates nationwide for children and young
adults are in the most rural counties (Eberhardt et al., 2001). Rural populations have
higher rates of chronic illness and infant mortality (Eberhardt et al., 2001; National
Institute of Nursing Research, 1995; Rural Information Center Health Service, 2001;
Summer, 1991). Death rates from unintentional injuries and motor vehicle accidents are
significantly greater for rural residents than for persons living in more urbanized areas
(Eberhardt et al., 2001; National Institute of Nursing Research, 1995; Summer, 1991).

Rural populations have higher rates of teen pregnancy, smoking and heavy drinking



among adults, and suicide (Eberhardt et al., 2001; National Institute of Nursing Research,
1995). And rural elders report poorer health and a greater number of functional
limitations than elders living in urban areas (National Institute of Nursing Research,
1995; Summer, 1991).

Many of the health problems experienced by people living in rural communities
are directly related to social, physical, and economic conditions. Rural residents may be
predisposed to poor health because rural communities have higher rates of poverty, lower
levels of education, and a greater percentage of hazardous occupations (National Institute
of Nursing Research, 1995; Rural Information Center Health Service, 2001; Ricketts,
Johnson-Webb, & Randolph, 1999; USDA, 1997; USDA, 1999). Distance, not being
able to take time off from work, lack of reliable transportation, and lack of health
insurance pose barriers for rural families trying to access health care services (Rural
Information Center Health Service, 2001; Schur & Franco, 1999; Spencer & Morgan,
2001). In addition, rural residents have a limited number and variety of health care
resources available to them. The low population base, high poverty, and geographic
isolation make provision of health care unprofitable, and limited technological and
professional support have contributed to a severe shortage of health care professionals
(Eberhardt et al., 2001; American Nurses Association, 1996; National Institute of Nursing
Research, 1995; Rosenblatt & Hart, 1999; Weinert & Burman, 1996).

The values and beliefs that are shared by many rural people also have an impact
on their health. Rural dwellers have been noted to associate health with the ability to

work, and to place a high value on independence and self-reliance (Weinert & Burman,



1994). In addition, rural residents may be more likely to use informal sources of help and
to resist assistance from persons perceived as outsiders (Lassiter, 1992; Weinert & Long,
1990). These characteristics can lead to refusals or delays in secking health care and
reluctance to comply with health providers’ advice. Furthermore, the decreased
anonymity, which is part of the rural experience, can make it difficult for rural residents
to seek help, especially for health concerns that carry a social stigma (Weinert & Long,
1990).

Community participation in health planning and development offers the potential
to improve health in communities that are poor, at high risk, and medically underserved.
A considerable body of research suggests that long-term public health benefits can be
achieved when people work together to create change. As the next chapter will explain,
these health benefits may be the result of empowerment that develops at the individual,
organizational, and community levels as people participate in health planning. Or the
improvements in health may occur because health care programs are often strengthened
when community members have a voice in how the programs are designed and
implemented. For this reason, many private and public funding agencies require
community participation as a condition of support (Lasker, Weiss, & Miller, 2001).

Although there is widespread interest in and support for community participation,
those who have tried to implement it have found that participation is complex and
difficult to accomplish. In attempting to understand it better, researchers have studied the
characteristics of people who participate and those that do not, the reasons people choose

to participate, and the characteristics of organizations that facilitate or inhibit



participation (Wandersman & Florin, 2000). Very few researchers have examined how
characteristics of communities affect participation. Knowing how a rural community’s
structure and culture influence community participation is important if effective
partnerships are to be established with community members,

Purpose of the Study and Specific Aims

The purpose of this study was to describe the influence of rurality on community
participation in a community health development initiative. The specific aims of this
research were (a) to examine how participation has been enacted in rural communities;
(b) to identify factors within the culture of rural communities that hinder or facilitate
participation in community health development; and (c) to identify factors in the physical
setting or social structure of rural communities that may hinder or facilitate participation
in community health development.

Significance to Nursing

For nurses who have an interest in improving the health of rural populations, there
is both a theoretical and a practical reason for learning more about the process of
community participation, what barriers serve as impediments to participation in rural
communities, and what conditions or actions may facilitate participation. If we accept
that the health of individuals and families is largely determined by the health of the
community, and that healthier communities are those that have the ability to manage their
own health, then understanding how to work with a community in a manner that
facilitates involvement and promotes competence becomes critical. Furthermore, from a

practical standpoint, successfully engaging a rural community in health planning can lead



to greater acceptance and effectiveness of the resulting health interventions, which, in

turn, can lead to improvements in individual and community health.



CHAPTER I
BACKGROUND AND CONCEPTUAL FRAMEWORK
Chapter II develops the background and conceptual framework for this study on
rural community participation. Background supporting this inquiry is provided through a
discussion of the definition of community participation and the conceptual basis for
participation. The research on factors that influence community participation and on
rural health beliefs and practices is reviewed to inform the selection of variables to study.
Finally, the conceptual framework that guided and organized this investigation is
described, and the definitions, assumptions, research questions, and propositions are
presented.

The Definition of Community Participation

Although much has been written about community participation, the concept still
lacks specificity. The reason for this is that both “community” and “participation” have a
wide range of meanings (Robertson & Minkler, 1994; Woelk, 1992).

The word “community” has been used to describe a defined location and the
people who live there. It has also been used to refer to a group of people who share
certain ftraits, such as ethnicity or culture, or who experience similar health risks. The
fact that people have common characteristics does not, however, mean that they
experience a sense of community. Even people who live close together may have very

different interests and needs, and might not feel connected.



One definition that takes into account the sense of community is that developed
by Israel, Checkoway, Schulz, & Zimmerman (1994). According to their definition, a
community is a locale that is characterized by the following elements: (a) a sense of
identity and belonging, (b) common symbol systems — language, ceremonies, (c) shared
values and norms, (d) mutual influence — community members have influence and are
influenced by each other, () shared needs and commitment to meeting them, and 63}
shared emotional connection — common history, experiences, and mutual support.

The connectedness of a community and the extent to which members share
interests and needs is important to participation for two reasons. First, community
participation in health development involves collective decision-making and control, and
this 15 not possible unless community members share at least some sense of community
(Israel et al., 1994). Second, participatory approaches will only be effective if the
interests and needs of all sectors of the community are represented. When communities
are not homogenous, which is often the case, special efforts will need to be taken to
ensure that the perspectives of all groups, particularly the marginalized, are represented
(Meleis, 1992; Woelk, 1992).

The term “participation” also has a range of meanings because of the many levels
or forms of participation that can occur. Arnstein (1971) depicted participation as a
ladder representing a progression of citizen power over program decisions and resources.
At the bottom rungs of the ladder are projects where community members participate
only as recipients of services or education. Projects that solicit input from community

members but do not allow them to have control over decisions are located in the middle



of the ladder. The highest level of participation occurs at the top rungs where citizens
have managerial power and control over decisions and resources. Similarly, Rifkin
(1986) visualized participation as an inverted triangle ranging from “benefits”, at the
narrow bottom point (where people participate simply as beneficiaries of a project), to
“planning” at the top (the broadest form of participation, where the community controls
the planning process and determines what programs to implement).

In a review of participation in health projects, a WHO Study Group (1991) found
that participation had been interpreted in three different ways: as contribution, as
organization, and as empowerment. Participation as contribution occurs when citizens
participate in predetermined programs by donating resources such as labor, cash, or
material goods. Participation as organization involves the development of structures to
facilitate participation. Empowering participation involves communities, especially the
poor and marginalized, developing the power to make decisions and to have control over
health care services.

It is the highest or broadest level-the empowering form—of participation that has
been incorporated as a key component of the World Health Organization (WHO) Health
For All strategy (World Health Organization, 1978; World Health Organization, 1995).
Rifkin, Muller, and Bichmann (1988), taking the WHO intention into account, defined
community participation as “a social process whereby specific groups with shared needs
living in a defined geographic area actively pursue identification of their needs, take
decisions and establish mechanisms to meet these needs” (p. 933). Three characteristics

of participation that appear in this definition are activeness, choice, and the possibility of



choice being effective. For the purposes of this dissertation, this definition of community
participation was used.

The Conceptual Basis for Participation

Community participation is widely accepted as an essential aspect of public health
development for three reasons. First, participation is thought to improve health planning
and to enhance the effectiveness of health programs. Second, participation has the
potential to empower individuals and communities, and research shows that
empowerment is linked to health. Third, participation is morally consistent with the
principles of social justice and democracy. This section will explore the role that
participation plays in each of these areas.

Participation’s Role in the Planning and Delivery of Health Programs

The participation of community members in health planning appears to offer
several advantages over conventional planning, where professionals control health care
decision-making and problem-solving. Many of the health problems that confront
communities today are grounded in socioeconomic and political conditions that are too
complex to be resolved by any one person, organization, or sector working alone (Annett
& Nickson, 1991; Lasker, Weiss, & Miller, 2001). The insights of local people, who
know in a firsthand way about the problems they experience, are invaluable in developing
a thorough understanding of these conditions and in designing interventions that will be
effective in addressing them (Lassiter, 1992).

When community members are involved in health planning and decision-making,

health programs have a better chance of success. Community needs will be more
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accurately assessed because people know themselves and their circumstances better than
professionals (Jewkes & Murcott, 1998; Lassiter, 1992). Furthermore, involving the
community in health planning results in projects that are focused on the health concerns
of the community, rather than the concerns of health professionals (Annett & Nickson,
1991; Arcury, Austin, Quandt, & Saavedra, 1999; Kreuter, Lezin, & Young, 2000).
Thus, the planning process and the resulting programs gain credibility within the
community.

Community participation is also an important factor in developing health
programs that are culturally appropriate. If services are to be effective, they must be
designed and delivered in a manner that is congruent with community norms and values.
Cultural insensitivity is a primary reason for the mis-use or under-use of health services
(Annett & Nickson, 1991). Community members know what health interventions are
suitable to local lifestyles and norms, and what interventions would be inappropriate or
offensive. Therefore, their involvement in planning increases the likelihood that
programs will be accepted (Annett & Nickson, 1991; Arcury et al., 1999; Jewkes &
Murcott, 1998; Lassiter, 1992). Greater acceptance can translate into higher utilization of
health services, which is beneficial to both the community and the program.

The preceding paragraphs document how the knowledge and insights that
community members contribute to the planning process enhance the effectiveness of
nterventions. However, the knowledge that local people receive by participating in
health planning also aids in health program success. A fundamental principle of health

education is that change cannot occur until people recognize the need to change (Minkler
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& Wallerstein, 1997). Old attitudes and practices must be reconsidered before change
can take place. Involvement of a community in its own health development leads to new
awareness and attitudes concerning the health and the causes of ill health, thus making it
more likely that change will be successful and permanent (Minkler & Wallerstein, 1997;
Rifkin, 1986; Thompson & Kinne, 1999).

Because participation garners community support and acceptance, it has the
potential to mobilize significant community resources and energy that can facilitate
project implementation (Annett & Nickson, 1991; Bracht & Tsouros, 1990; Kreuter,
Lezin, & Young, 2000; Rifkin, 1990). Voluntary contributions of money, materials, and
labor are important in extending scarce resources and can make it possible for programs
to reach hard-to-reach, at-risk populations such as the poor, ethnic minorities, and
persons living in geographically isolated rural regions (Goeppinger, 1993; Rifkin, 1990).

Finally, participation develops local ownership, the sense of responsibility for and
control over the health program. When the community perceives that the health program
belongs to them, they are more willing to maintain it even after outside sources of support
are withdrawn. Hence, participation enhances continuity of services and contributes to
project sustainability (Annett & Nickson, 1991; Arcury et al., 1999; Bracht & Tsouros,
1990; Thompson & Kinne, 1999).

Farticipation’s Role in Empowerment

Community participation is also important because it is empowering, and research
from several disciplines has documented that empowerment promotes health.

Empowerment is a multi-level construct, occurring at individual, organizational, and
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community levels. These levels of empowerment are mutually interdependent;
empowernment at one level is both a cause and a consequence of empowerment at the
other levels (CDC/ATSDR, 1997; Israel et al., 1994; Zimmerman, 2000). Participation is
an essential aspect of empowerment. It is interwoven with empowerment at all levels and
i1s both an effective empowerment strategy as well as an outcome of empowerment
(Robertson & Minkler, 1994).

Empowerment at the individual level is often referred to as psychological
empowerment. It includes three dimensions: (a) intrapersonal — a belief in one’s
perceived efficacy, competence, and control; (b) interactional — the knowledge and skills
needed to understand and influence systems; and (c) behavioral — taking actions to exert
control over one’s environment (CDC/ATSDR, 1997; Speer, Jackson, & Peterson, 2001;
Zimmerman, 2000). The concept of psychological empowerment is linked to
participation in that it is through participation in community organizations that
individuals develop analytic skills, a critical awareness of their environment, and greater
perceived competence and control (Wallerstein, 1992; Zimmerman, 2000).

At the organizational level, a distinction is made between empowering
organizations and empowered organizations. An empowering organization provides
individuals with opportunities to participate in decision-making, thus enabling them to
develop competencies and to increase control over their lives. An empowered
organization is one that influences the larger system of which it is a part (CDC/ATSDR,
1997; Schulz, Israel, Zimmerman, & Checkoway, 1995; Zimmerman, 2000). An

empowered community is one where citizens and organizations work together to address
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community needs. Characteristics of an empowered community include pluralistic
leadership, accessible resources for all community members, a variety of voluntary
organizations (i.e., coalitions), and equal opportunities for involvement (Zimmerman,
2000). Through participation in collective activities, individuals and organizations
provide support for each other, develop problem-solving skills, and gain increased
control over the quality of life in their community (I<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>