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Abstract
This article reports the findings from a recent study of older adults in the rural southwestern
United States and discusses practice and research implications. The aim of the study was to
analyze health disparities and strengths in the contexts of rurality, aging, a depressed economy,
and limited health resources. Identified themes needing action included sustained access to
prescriptions, transportation solutions for older adults in isolated communities, inadequate access
to care, poor infrastructure and coordination of services, scarce assisted living and in-home care
for frail older adults, and barriers related to culture, language, and economics.
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The Healthy People 2020 objectives call for more long-term services, support for older
adults and their caregivers, increased preventive services, and effective management of
chronic conditions for older adults in rural and urban settings.1 Approximately 20% of
Americans, or 55 million people, currently live in rural communities with fewer than 2500
residents. In general, rural populations experience higher rates of heart disease, cancer,
injury-related deaths, diabetes, and depression than do urban populations. Rural
communities are also characterized by lower rates of personal income, educational
attainment, health insurance coverage, access to emergency and specialty care services, and
reported health status of adults than are urban communities.2–4 Data are scarce regarding the
perspectives of rural older adults in New Mexico, a culturally diverse state, with the third
highest poverty level among states and a statewide poverty rate of 18.1%.5 Even less is
known about the health care perceptions, experiences, and contextual issues of rural older
adults in southwestern New Mexico on the US-Mexican border, afflicted by the decline of
the copper mining industry and struggling to meet the needs of successful aging in place.

Deeper understanding of these collective perceptions, social determinants, and contexts of
health emerged from an examination of the social ties and networks that characterize the
rural communities, linking all stakeholders, especially regarding older adults. These
networks were analyzed in the context of overall findings, informed by the ideas
summarized in the Table.

Building on findings from a pilot study, this current qualitative study analyzed health
disparities and strengths in the contexts of rurality, aging, a depressed economy, geographic

Copyright © 2012 Wolters Kluwer Health | Lippincott Williams & Wilkins

Correspondence: Jennifer B. Averill, PhD, RN, College of Nursing, MSC09 5350, 1 University of New Mexico, Albuquerque, NM
87131 (javerill@salud.unm.edu).

The authors declare no conflicts of interest.

NIH Public Access
Author Manuscript
Fam Community Health. Author manuscript; available in PMC 2013 February 24.

Published in final edited form as:
Fam Community Health. 2012 ; 35(4): 358–372. doi:10.1097/FCH.0b013e318266686e.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



isolation, cultural tensions, and limited resources for health and social services among
multicultural rural older adults in 3 counties in the southwestern United States. The focus
was on the older adults perspectives and perceptions of health and health disparities, in their
own words. This article reports the findings from the study and suggests implications for
practice and research initiatives.

The pilot study was smaller, encompassed one large rural county in the same study area, and
utilized the same methods as the study reported here. Results showed that participants’
definitions of health varied with socioeconomic status and included avoidance of contact
with the health care system, obtaining needed medications, remaining independent, a sense
of spiritual belonging, eating wisely, and exercising moderately. Older adults identified the
major concerns of escalating prescription costs, inadequate access to care, and social
isolation.17 However, existing strengths and assets were also identified: older adults
knowledge about sustaining health in austere conditions and caring for the sick using simple
measures; an existing group of dedicated professional providers applying their best efforts
and knowledge to the challenge of health care; and a preexisting community-based action
group working to decrease fragmentation of services, streamline delivery of services, and
work with legislators on funding priorities.18 Rural studies in other settings have identified
similar findings, with some regional and cultural variations.4,19,20–27 However, variations in
cultural groups, patterns of immigration/migration, impact of specific local politics and
economies, available resources, and the particular social networks in play result in important
differences among rural settings. It cannot be assumed that all are the same, and no work has
been documented about the health-related perceptions of this group of multicultural older
adults.

CONCEPTUAL FOUNDATION
The theoretical background for this study drew strongly from community-based
participatory research (CBPR), which may be interpreted as both a theoretical approach to
research and a set of specific strategies for conducting investigations. The participatory
sequence formulated by Stringer of Looking, Thinking, and Acting was used.19,28,29 Each
step of Stringer’s sequence corresponds to a key research phase of this work. The completed
study can be characterized primarily as Looking: recognizing, gathering, defining, and
describing the situation. The next phase will move beyond description to frame the
quantitative constructs, measures, and models that are critical to the Thinking phase, which
is more focused on explanation than description. Out of Looking and Thinking come Acting,
and this phase will correspond to a large, definitive evaluation, to be submitted as a future
intervention project, targeting the interventions and services identified in the upcoming
Thinking phase.

DESIGN AND METHODS
Critical ethnography and CBPR

The study design blended critical ethnography and CBPR. Critical ethnography combines
descriptive ethnography, communicative interaction, and critical analysis of contextual
factors,30,31 as well as strategies commonly used in CBPR.32,33 The focus was on the
discovery, interpretation, and translation/application of local knowledge to practice, rather
than on testing hypotheses. Community residents were the experts in the description,
analysis, and interpretation of their own cultures, lifestyles, and ways of engaging the health
care system, public or private.

Critical ethnography and CBPR echo what Denzin and Lincoln34 refer to as “the merger of
indigenous [local] and critical methodologies”(p2) with the essential attributes of ethical

Averill Page 2

Fam Community Health. Author manuscript; available in PMC 2013 February 24.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



inquiry, respectful engagement, transformative potential for inequities, and direct pertinence
to the needs of the community. On the basis of a dialogue and partnership between the
researcher and community members/participants throughout all research activities, CBPR
was a natural extension of critical ethnography, the intent of which was to identify, analyze,
and resolve important health or social problems.35–37

Sample and setting
Consistent with CBPR principles, a subset of interested key informants in each county made
up the community advisory board (CAB) for the project. The CAB followed all phases of
research, asked questions, and responded to questions from me. Working through the CAB,
using purposive sampling28 of private and public health care organizations, the study
included 64 participants across 3 rural counties (12 men and 52 women). Fourteen women
and 5 men self-identified as Hispanic, and 38 women and 7 men self-identified as non-
Hispanic whites. Of the 64 participants, 40 were 65 years or older. The remaining 24
informants were adult family members, providers, or other community-dwelling adults who
in some way influenced the health care system (public or private) for rural older adults
groups. Although I attempted to include a sample that represented the demographic profile
of the region, my final sample did not completely match the approximately 50:50 split
between Hispanics and non-Hispanics in the local demographics, possibly because larger
numbers of Hispanic residents were difficult to reach through the contacts that I used in the
study and because few providers and other agency personnel were Hispanic. It was not
possible to precisely document differences in poverty levels between men and women in the
study region, but sources have noted that women usually make up 65% of the rural poor at
least 65 years of age; widowed women are even more likely to be poor than married
women.19,29 In the state of New Mexico, 16% of all persons 65 years or older live in
poverty, compared with 14% nationwide. In terms of age, 24% of all females and 22% of all
males in the state live in poverty, compared with 20% and 18% nationally, respectively.38

The older adults in this study diverged into 2 major groups: (1) individuals who were born in
the region, who had lived and worked locally all their lives (having been mine workers,
ranchers or ranch hands, farmers, or railroad workers), and who averaged 4 to 7 years of
education (with just 2–3 individuals who had graduated from high school or a local college);
and (2) retirees from elsewhere in the United States, who came to the region because of its
mild climate, lower cost of living, and nearly constant access to outdoor adventures.

Though widely dispersed, the counties were all located in a region of high desert and
mountainous terrain, with few major highways, 4 definitive seasons, and significant
distances between towns or cities. In fact, major cities were no closer than 80 miles away in
1 county and even further in the remaining 2 counties. I selected the 3 counties on the basis
of distinctive features of demographics, history, and settlement patterns to note similarities
and differences in health care challenges. The immense geographic area and the scarcity of
large population centers directly impacted the capacity of older adults to obtain needed
services.

Procedures
Specific methods used for this study were establishment of trust with public and private
sector agencies, ethnographic fieldwork and interviews (one-to-one and in groups), field
notes and a reflective journal, participant observation, photography, and archival review.
Approval was granted for this study by the University of New Mexico Health Sciences
Center’s institutional review board, and all data were collected with signed, informed
consent forms from participants.
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Establishment of trust with stakeholders—Having previously learned of the region’s
geographic, demographic, and socioeconomic features,39 I spent 3 to 5 days in each county
prior to data collection, connecting with key stakeholders. The stakeholders represented
public and private organizations, including managers, providers, and key personnel in
hospitals, home health and hospice agencies, senior meal sites, administrative offices, and
local groups (community health councils, volunteer centers, and colleges with health care
programs). These contacts were gatekeepers for the older adults and directed me to
participants for subsequent interviews. I met with the CAB each time I visited the region.

Ethnographic fieldwork and interviews—Ethnographic interviews were the
centerpiece of data generation, taking place in homes, agencies, clinics, senior meal sites,
and even automobiles. I asked a combination of open-ended, descriptive, structural, and
contrast questions.40,41 I queried older adults for their definitions of health and perceptions
about health care experiences with providers, services, and facilities; specific issues or
problems that concerned them about health care for rural older adults; strategies for
managing health care dilemmas and challenges; strengths, resources, and barriers existing in
the present system; what else was important to them that we had not yet thought to ask; and
(supporting CBPR) how they would like to see the information get used in their
communities.

English was the language of choice for most informants, although a translator was required
for several interviews. Most of the interviews were tape-recorded and later transcribed or
were documented in field notes when individuals preferred not to be audiotaped.

Field notes and reflective journal—Field notes captured the daily activities,
communications, and encounters in a log, tracking dates, times, types of actions, miles
traveled, and specific sites (agencies, homes, communities or towns, centers, libraries, and
stores). For interviews where the participant did not want to be audiotaped, the notes
contained my summary and synthesis of key points in the discussion.42 Simultaneously, I
kept a reflective journal that allowed me to explore dilemmas, problems, unanswered
questions, emerging ideas, potential topics for future interviews, and deeper levels of insight
and awareness about the overall study.43

Participant observation, photography, and archival review—Honoring
ethnographic traditions, work as a participant observer allowed me to live briefly in the daily
lives of participants.36 I joined them for meals; went with them to appointments; sat with
them as case workers, nurses, and others performed assessments and evaluations; and visited
them in their homes, neighborhoods, and senior centers.

Adding a visual component through photography forged the conceptual link for “real-world
contexts to understand how culture impacts on cognition.”44 The pictures of older adults and
settings depicted a more detailed and personal portrait of the older adults for care providers,
planners, and policy makers who influence the resolution of health disparities in rural
settings.44–46

I reviewed and documented archival data, such as historical records at local libraries (to note
past cultural and settlement/migratory patterns); eligibility brochures and pamphlets at local
agencies (noting readability levels, language options, and financial requirements); local
newspapers (to see trends in public voice when analyzing health care and other services for
rural older adults); and Web site information presented by various community groups. These
data were part of the contextual scene for the older adults and constituted an important
dimension of the total picture.
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Data analysis
Procedures used to analyze the data included sequential coding, thematic analysis, matrix
analysis, and strategies for methodologic rigor. Although not a linear process, the
fundamental actions for analysis of the interview data, field notes, and researcher’s journal
are summarized as follows40: (1) detailed reading and open coding of the transcripts; (2)
resorting of the identified segments into distinct conceptual categories for additional analysis
of commonly coded portions, or secondary coding, yielding a final set of codes common
across all data; and (3) synthesis and integration of the recurrent patterns, emergent across
all of the data, into distinct themes, or propositional statements/linkages among codes/
patterns.40,41

Congruent with the philosophies of critical ethnography, CBPR, and public health nursing, I
applied 5 criteria for study integrity and quality47–51: transparency, partnership, precision,
evidence, and compassion. Transparency refers to clarity, auditability, and ease of seeing,
following, exploring, and querying research activities for all stakeholders. Partnership refers
to a condition of consistent collaboration with community advisors in a joint effort and
being community engaged in all phases of work. Precision refers to practice of exactness,
accuracy, correctness, and care in all details of research design and process, with attention to
all phases of action and interaction. Evidence means anything that presents as useful data
(empirical, aesthetic, political, etc), such as documents, measurements, artifacts, art works,
objects, clues, substantiation, and signs/indicators. Compassion refers to consistent
benevolence, empathy, humanness/humanity, civility, patience, kindness, and acts of
conscience for all concerned.

The criteria were achieved by (1) efforts to check the findings against contradictory
evidence and explore for variations throughout all phases of the inquiry28,41; and (2) the
overarching idea that research should reflect empathic, compassionate relationships with
respondents; community-centered dialogue; professional, personal, and political
commitment in support of change and equity; and an orientation to human caring
ethics.48,50,52

RESULTS
Key themes and definitive issues for action identified by the older adults included (1) the
need to consistently manage prescription costs; (2) gaps in transportation between isolated
communities and health care resources; (3) inadequate access to primary and specialty care;
(4) poor social infrastructure and coordination of services; (5) scarce assisted living and in-
home care for frail older adults; and (6) barriers related to culture, language, and economics.
Literature addressing problems for older adults in all settings, both above and below the
poverty level, suggests that the issues identified here are not unique to the rural southwest.
However, the severity of health disparities, access, transportation, and other barriers is
greater in geographically isolated, economically poor settings, such as the rural counties in
this study.1–5,19,20–23

Community assets were also identified, including (1) local health councils, (2) volunteer
groups, and (3) a regional medical center in 1 county. Again, themes generally resembled
findings from other rural health studies,2,20–23,33,53 yet manifested in unique ways because
of the geographic location, a particular blend of cultures, and the economics of the
southwestern US-border region. The themes also supported evidence presented in Healthy
People 2020, Institute of Medicine (IOM) reports on rural health, and the National Rural
Health Association, regarding the most challenging problems for community-dwelling rural
older adults.1,3,20,24,26
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Affording and maintaining prescriptions
Given that the median age of community residents in the region continues to rise, that
income levels for all residents tend to be lower than the national average, and that older
people generally have multiple chronic conditions, managing prescription expenses was a
major concern. People told stories of having to choose among groceries, rent, or a
prescription. In addition, many of the older people, especially those 80 years and older, did
not drive because of lost vision, mobility, ability to afford a car, and/or the service of nearby
relatives to drive them. Participants told me that they routinely skipped medications, cut
them in half, or went without, using instead a variety of home remedies (eg, drinking more
water, taking herbs, eating certain foods, or practicing a ritual of prayer) to manage their
symptoms and diseases.

Respondent voices echoed this theme in their own words. According to a senior volunteer
who helped bring a grant-funded medication assistance program to homebound older adults,
“We’re not hitting all the people who need this help [for obtaining their medications]. Some
don’t return, can’t do the paperwork, or don’t reapply after the 3 months. So some aren’t
getting what they should to be healthy.” A retired elementary school teacher told me, “My
friends all go to Mexico for it [medicines].” A homebound, wheelchair-bound older woman
who depended on others for her groceries, medications, and other services said, “I know
what they mean when they say, well, this month I’ll buy the medicine, I guess I won’t next
month …. If I have enough for my medicine, I get lower foods or no food.” A man who
cared for his seriously ill wife alone added, “Well, we have our troubles, and uh, the
distance to go for it [their prescriptions] is too much, so we just don’t do it.” And, finally,
from an older adult who also participated as a member of the local health council: “The
whole thing for drugs is hard. They didn’t have co-pays before, and now they’re paying 10
bucks. That’s a lot harder and it’s a lot to pay when you’re on a fixed income.”

Transportation gaps
In a region dominated by great distances between towns, providers’ offices, and other
sources of health and social services, families have been separated by economic hard times
and the need to find work at a distance from home. An informant who directed a large public
agency commented,

For some older people … they’re either too old to drive or not safe to drive, even if
they have a driver’s license. I don’t know if I want them out on the streets and
roads. If they have a license and they’re safe, they usually don’t have a car.

A locally funded senior transport van briefly served several of the larger rural towns.
However, eligibility requirements excluded people living a long distance from the towns. In
addition, physical capacity to be ambulatory and go to pick-up points, available time for
drivers to assist people who required more help, and costs passed on to van users limited
access to transportation. A lay health worker observed:

People have told me they often miss their appointments because they [van drivers]
are never there on time, or they don’t give ‘em enough time to make it to the
appointment on time to see the doctor. And then they have to pay 5 bucks or 7
bucks to use the van. They don’t have it.

Care access
Care access problems for older adults usually involved too few primary care providers and
specialty providers; providers who could not speak the language the older adults spoke; and/
or providers who left before establishing meaningful relationships with them. According to a
retired participant who also worked as a senior volunteer, “I do think people fall through the
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cracks to the tracks. A large number don’t have medical coverage or even get medical
attention or dental care, eye care, or prescriptions at all.”

There were exceptions to the overall findings because some retirees entering the region lived
in the more populous communities, closer to providers and necessary services. For the most
part, this retiree group held higher educational attainment than locals who had worked in
mining and agriculture, were more likely to have supplemental health and prescription
insurance, and were more likely to gather in large social groups at senior centers,
community-based activities, and planned recreational activities. However, a care provider
for a home health agency commented,

We see too many of these older couples move out here from wherever. They do
okay for a few years. Then one of them either dies or gets real sick, and their
families are far away. It leaves the other one alone. They don’t know the doctors
here, or they don’t like the ones who talk with an accent. And they don’t know
what to do, where to go. But they can’t seem to get into the idea of finding a
primary provider and getting referrals, especially into hospice. Sometimes they are
too afraid. They don’t trust people, they don’t have extra insurance, and sometimes
they even die alone at home.

Thus, an unanticipated finding was the growing need for palliative care and assisted living
options so that people could remain at home for life.

Patchwork service network
During the study, it became obvious that work was needed to accurately document exactly
which agencies offered what services; what the various eligibility requirements were; what
funding sources supported the programs; what kind of strategic planning, if any, had
occurred to keep programs sustainable into the future; what plans existed for linking to other
services and programs in the region; how specific information about health and social
services would be disseminated, communicated, assessed for adequacy, evaluated for
effectiveness, and revised in response to analysis and critique; and how the necessary
personnel levels could be maintained or expanded. Consultations with the CAB supported
these impressions. As one older adult council member commented, “Sometimes our right
hand doesn’t know what the left one is up to.”

At times, the stories were quite sad, like the one told by a long-time home care nurse:

We had a patient, she lived alone in the mountains east of town. She’d been sent
home from the hospital and we could not get to her for a week, with holidays and
the weather. When I finally could go, we found her dead in a tub of water. She tried
to give herself a bath, nobody was there to help her, and she died. We don’t know if
she had a heart attack or what.

In another case, a public agency charged with coordinating a network of federally funded
senior services had just 1 lay caseworker for an enormous service area. Bicultural and
bilingual, she was responsible for performing all intake and follow-up assessments on
homebound seniors receiving services through that office. She commented, “I see a lot of
old people who could use wheelchairs, ramps, and bars in their homes. But there’s no way to
get them there. And some live pretty far away from town, you know.”

Scarce assisted living options
Throughout the study and since its completion, the need for assisted living options has
grown as a theme for residents and research partners. With a swelling older population, the
need for affordable housing expands. In part because of the depressed local economies,
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scarce opportunities exist for either institutional assisted living or aging-in-place and at-
home care alternatives. An older adult who lived alone said, “There’s this homeless
grandmother and grandfather around. They get sick and don’t have a place to go.”

Interviews with care managers, care providers, agency administrators, senior volunteers,
community health councils, and other informants from the various senior centers revealed
the greatest gap in senior care to be for those who need help with activities of daily living,
meal preparation, symptom management, and medication regimens. A manager of a local
senior center noted, “There’s this huge need for something in between, you know, retirement
housing or assisted living, or even hospice. Places people can go that are not nursing homes.
And most long-term places are full and not open to admissions.”

Nationally, Hawes and colleagues24 proposed that assisted living as it is currently
implemented in the Unites States is likely not to serve the needs of frail rural older adults.
Byok and colleagues53 found that in New Hampshire, citizen forums on the need for
palliative care argued in favor of more services in rural areas and requested that more
research funding be set aside for this topic. A long-time home care nurse in my study
remarked, “We see people who shouldn’t even be in the home, don’t have any family here,
but we can’t get them placed in a long-term care facility, and the hospital won’t take ‘em
‘cause they’re not really acute.” Since the National Institute of Nursing Research invites
proposals on palliative and end-of-life care, this finding represents a potentially valuable
opportunity for rural health researchers to influence community-based care for rural older
adults.

Barriers of culture, language, and economics
For older residents of these rural communities, often lacking adequate health insurance
coverage, prescription benefits, educational attainment, health literacy in any language,
capacity to adjust to the fast pace of busy health care centers and clinics, patience with
impatient others (office staff, assistants, and health care providers), and persistence to keep
pushing for what is needed, their situation has become dangerous, disconnected from care
and advocacy, and so unpleasant that avoidance becomes the strategy of choice. In fact,
when I asked what people considered the key definition of health and staying healthy, they
overwhelmingly responded, “Avoiding contact with the health care system!”

Barriers to care exist around cultural misunderstandings, language deficiencies of both
patients and providers, and the economics of purchasing health care, prescriptions, and other
related services. The values of each distinct group are based on their birthplaces, the
socioeconomic status of their own and similar families, experiences of their parents and
ancestors, immigration patterns in respective generations, and the roles they have held in
local society and community life. At one senior center, I noted strong differences between
some of the native-born Hispanic older adults and the ones who migrated from Mexico in
the last 20 years. A Hispanic woman born in the region more than 80 years ago said, “Those
people from Mexico are not like us. And they don’t think like us, we don’t like them very
much, but they’re here.”

Letting go of earlier norms when providers knew all the families and treated them as
additional family members is difficult for people in their twilight years, especially when
they perceive that no one cares who they are, what they think, or how they truly feel. In the
words of one informant, “It’s just hurry up, tell me what’s wrong, and pay before you go.”
At a meal site in a former mining town, a group of miners’ widows sat together for their
daily lunches and traded stories about how each one was getting along. One of them said,
“We pretty much do for ourselves, and we don’t need much help. Anyhow, they [health care
providers in their region] don’t know us any-more.”
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In addition, English has always been a second language for some residents, and if they
attained less than a high school level of education, they suffer frustration at the inability to
either understand or discuss a complex health problem—a striking example of health
literacy deficits. Many of the providers speak only English or have come from another
country, speaking neither English nor Spanish clearly enough for the older adults to
understand. Thus, it was not unusual to hear people say that the providers “never understand
me, and I don’t understand what they are saying.” These findings resemble results obtained
by Torres,25 Borders,26 and Guo and Phillips22 involving other Hispanic populations.

Economically, many older adults have spent their lifetimes being frugal because they never
earned enough money to generate savings and were raised to value saving whatever income
they earned. They have little to spend and are reluctant to spend for things they consider
minimally helpful. Complicating matters is the lack of case managers or navigators for both
public and private organizations, limiting use of agencies and fragmented services. One
informant said,

If you look at access, as they get older, the access to care is going down. And
especially among Hispanics, who are about 50% of our population. We’re not sure
why. Maybe some have no extra money or don’t like the way appointments work
these days, or just feel uncomfortable getting out of their homes.

The manager of a publicly funded health service stated, “Sometimes, older people put off
health care—it’s a change in personal and family culture to use preventive services.”

Assets and strengths
Although the challenges to even basic care for the older adults are considerable, rural
communities displayed impressive strengths and assets alongside the problems. A closer
look at the assets is warranted because before designing solutions, an inventory of what is
and is not working well should take place. The strengths will play a key role in interventions
aimed at reducing or eliminating inequities. The assets could be summarized as (1)
individual peers, family members, and caregivers/providers; (2) community-wide advocacy
groups and centers; and (3) an array of rural values that inform the older adults behavior,
outlook, and belief systems.

For older adults living alone, select individuals comprised the lifeline and human connection
in daily survival. Examples of these individual contacts included peers who lived close
enough to visit by walking or watching out their windows, family members who lived with
an older adult or nearby, neighbors who had known the older person for a long time, a
visiting nurse, a case worker, a social worker, a priest, or a local police officer on patrol. If
available, such visitors were often the only source of contact with the outside world, asking
such simple questions as “How are you doing?” or “Have you eaten today?” A visitor might
notice a new health problem, a lack of available food or heat, a need for home repair, or
simply a need for human contact.

Importantly, the presence of a small dog or cat was often the most treasured asset in the
daily life of an older person. On more than one occasion, I heard someone say of his or her
pet, “If it weren’t for him [her], I’d have nobody to talk to or love.” The pets were family
members to them. Without question, this network of both formal and informal individuals
was a pivotal asset to a number of rural older adults living alone in the more remote
communities.

For each of the 3 counties, at least 1 community-wide advocacy group, senior center, senior
meal site, or other organization constituted a helpful asset in terms of health promotion,
common voice, or quality of life. One county in the study had an active community health
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council, made up of local residents across the lifespan, representing the interests of all age
groups, schools, businesses, health care providers, a local university, a network of senior
centers, senior meal sites, a volunteer group, and some faith-based initiatives for assisted
living.

Finally, assets and strengths of older residents, regardless of their heritage, culture, or
history, nearly always included a set of rural values that infused all areas of their daily life,
including the challenges of aging in remote communities. I summarized the core values as
resiliency, diligence, autonomy, and spirituality, echoing similar values identified in other
rural studies, yet manifest in a way particular to the desert southwest, near an international
border.27 The older adults were resilient because in discussing their health, their definitions
of health, their view of our health care system, and how they kept themselves active daily,
they emphasized that they simply did what they needed to do—get up, get work done, take
care of themselves and others, clean up their dwelling, fix meals, stay busy, communicate
with people, and remain engaged in the flow of daily life. They spoke of cardiac, endocrine,
pulmonary, orthopedic, psychological, economic, family, work-related, transportation-
related, and other challenges, but always brought the conversation to the present moment
and the fact that they had made it this far, could still handle some things on their own, and
planned to do so as long as possible.

Diligence and autonomy were the twin pillars of their approach to daily demands of personal
care, chores, attention to family members, pets, and local activities. In the words of a woman
who taught school for many years, “We worked every day, and we didn’t take money unless
we got it done.” Laziness, inactivity, or refusal to try and do something useful with their
waking hours never seemed an option. They made it clear that no one else was responsible
for their happiness.

When I asked what was most important to them in their lives and in their aging, they usually
responded that some kind of spiritual or religious orientation was central to health. The
majority spoke of a particular church or a daily ritual of prayer, “quiet time to think,” or of
simply being outdoors to enjoy nature. The key seemed to be a connection to something
larger than themselves and beyond the routines of daily living.

Coaxing from this group of resilient, independent older adults a definition of health proved
difficult, because for them, health and how one stays healthy are synonymous. Rather than
try and redirect them in terms of language, I allowed them to tell me what mattered most
about health and/or staying healthy. Accustomed to a lifetime of daily responsibilities, most
participants defined health as avoiding the health care system, along with the ability to get
out of bed each morning and remain active. One gentleman said, “I hope it don’t get to
where I have to live with somebody. I don’t like to be a burden or have somebody tell me
what to do.” A retired nurse added, “Health is keeping a good weight, staying active with
walking and whatever. And a proper diet. And a spiritual life with daily prayer and
meditation.”

LIMITATIONS OF STUDY
While providing rich documentation of participants’ perceptions and ideas, the study had
several limitations. As a lone outsider conducting the investigation in a vast rural locale, the
researcher likely missed finding additional data sources and informants who might have
added breadth and depth to the insight achieved. The trend toward team science will insure
that all future investigations will consist of multiple investigators. Also, any outsider will
hear and observe only part of the whole picture surrounding the lives and health care
dilemmas of community-dwelling older adults. Future studies should include a local
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community member as part of the research team, to increase the likelihood of more complete
understanding and data capture.

In addition, the critical ethnographic/CBPR strategy yielded narratives, experiences, and
observations that could only happen in sustained fieldwork, with few restrictions on time,
distance, or setting to generate the qualitative data. Yet, missing from this study were
concurrent opportunities to garner epidemiological or statistical parameters of older adults
health that might have strengthened the conclusions and findings. Those data will be
planned into future studies in the region.

CONCLUSIONS AND IMPLICATIONS
Practice and research implications are necessarily at the level of the rural community (as
opposed to individuals), involving local residents/CAB, agency representatives, and
researchers as partners. The implications are that (1) community partners must be multi-
disciplinary and multicultural, combining lay, professional, and retired participants; and (2)
evaluation criteria will blend researcher participant strategies and mixed research methods in
a negotiated effort. Given that this study was exploratory, using critical ethnographic and
CBPR methods, it is not feasible to predict with certainty or clarity exactly what
interventions or evaluation strategies will be employed in future studies. CBPR requires that
when a new phase of work begins, the research team will need to meet with community
stakeholders to revisit priorities for action, brainstorm best methods for implementing
interventions (blending mixed-methods science with community preferences), analyze
limitations and local/cultural considerations, engage in self-reflection on the completed and
suggested research/practice, and design a partnership model for all research
activities.30–34,36,37,47,49,50,52,54

All research aimed at developing specific interventions and actions will necessarily involve
the input and partnership among community advisors, advocacy groups, multiple disciplines
and professions (from the sectors of health care, business, education, technology, and
government), and researchers, a conclusion supported by the IOM.3 Not only is this kind of
multivoiced team-building essential from the perspective of rural communities but also it is
increasingly a requirement of national funding agencies. On the basis of findings, emphasis
will likely be on care management for older adults across settings, including palliative care
in the community and home.

Within the context of community preferences and priorities, interventions should include the
guidelines for rural health care suggested by the IOM3 and Healthy People 20201: greater
emphasis on population health; core services in primary care, mental health care, dental
care, long-term care, caregiver support services, preventive services, and emergency
services; local and regional service links; community voice and engagement in determining
services; multidisciplinary and collaborative teams of providers, managers, community
members, and leaders; financing options that fit rural communities; and health information
technology infrastructure.3

Evaluation regarding the merit of any future research will blend both research team
perspectives and the viewpoints of community members. As Lincoln50 observed,

I label it [research] communitarian because it recognizes that research takes place
in, and is addressed to, a community; it is also accurately labeled because of the
desire of those who discuss such research to have it serve the purposes of the
community in which it was carried out, rather than simply serving the community
of knowledge producers and policymakers.(p334)
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As a result, the communities where the work will take place have the authority and support
to develop their own criteria for success in upcoming studies.

Finally and importantly, it is important to reprise and examine the importance of complexity
science, social capital, and social networks as overarching conceptual touchstones in the
current program of rural studies. Moving from the general to the more specific observation, I
suggest the above ordering of ideas is most plausible as explanatory pattern. The work of
Santa Fe Institute scientists such as Waldrop,6 Kauffman,7 and others55,56 posited that
humans in all settings tend to organize, collaborate, and pool their resources for solving
problems, communicating important information, and meeting challenges. Furthermore, they
proposed that the tendency to organize and collaborate for the common good was inherent to
individual cells, organisms, people, communities, and systems. Their musings came about
after intensive observation, tracing of historical events, interviews/conversations,
assessments/tests/modeling of various kinds, and verification over time and multiple data
sources. The implications of their arguments center on the interplay of predictability and
uncertainty or chaos. Is it possible that the impetus to connect with others is a matter of both
physiology and mind, of instinct, motivation, and even survival? Binder and colleagues57

would argue affirmatively on this point. For investigators studying human communities,
implications are that taking time to observe, verify, and document patterns of human actions,
interactions, and networks could strengthen the impact of specific/targeted interventions in
social health services, business and fiscal negotiations, policy, and politics. This thinking
frame resonates with critical ethnography and CBPR, especially as I prepare for next phases
of work in partnership with the rural communities.16

From complexity theory, it is easy to move into an analysis of social capital, an idea central
to complex human communities, but with abundant/variable definitions in the literature.58

Polkinghorne59 and Bourdieu/Wacquant60 suggested that human capital encompassed at
least 4 domains of assets: economic (money, property), cultural (goods, services, education),
social (networks, acquaintances, power dynamics), and symbolic (legitimization). I consider
all of these dimensions relevant to understanding the rural communities, and study findings
provide nascent descriptions of them. Future work should build on these preliminary
insights, adding pertinent empirical measurements to better assess our capacity for effective
interaction and intervention to help resolve or manage problems for rural older adults.

Abbott cautioned that too often in studies blending surveys with health indicators,
investigators try to link social capital with human health in communities.58 However, often
missing in this effort are reliable, valid measures linking the concepts evidentially. He calls
for empirical evidence (as opposed to proxy data) to establish conceptual and experiential/
actual clarity about social capital. If one accepts this notion, then qualitative studies with
analyses of the social networks, communication strategies, and effectiveness of partnerships
are helpful in establishing operational definitions and accurate metrics for social capital.12,16

In the current study, I informally assessed the effectiveness, depth, and consistency of
partnerships among the community stakeholder groups (eg, senior centers, private hospitals,
community health councils, and volunteer groups) and between myself and the various
groups to be moderately successful—good in the number of contacts between the individual/
group stakeholders and me, the quality of our discussions and problem solving, and in the
mutuality of purpose; not as good in consistency over time, capacity to somehow capture,
analyze, and leverage the things we collectively learned for future benefit. Although that is
imprecise in quantification, it is useful in establishing basic understanding, insight, and
knowledge about how human networks operate in the region. It means that in next phases of
work, the research team will have a reasonable idea about whom to contact, how to
communicate with the various groups, and the best strategies for engagement. I have a
decade of work in the region,17,18 and a few of the current community partners have been
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part of that sustained effort, even as new ones arrived and some departed or died during the
interval. Thus, knowing where to start in new stages of work is not a mystery, with specific
personal contacts maintained (by telephone, e-mail, and occasional site visits) during and
between actual research activities. The aims of this study did not specifically include an
analysis of social networks. However, in the spirit of Abbott’s58 suggestions, next studies
should include ethnographic data on the relationships between social networks and social
support (SNSS); social support and reciprocity; SNSS and social capital; and the impact of
SNSS on the effects of social capital on health.

Out of complexity science and social/other capital in human communities comes the more
specific idea of social networks, those webs by which people directly identify, recognize,
communicate, and influence daily life, manage stressors for the collective interest, and
engage with external entities.9,11,14 I propose the ideas presented in the Table as key to
describing and utilizing social networks. From the macro level of our existence to the micro
level of everyday actions and interactions, the social ties people establish, nurture, sever, or
otherwise influence are critical to our well-being and ability to survive. Human resilience,
hardiness, adaptability, relational capacity, patterns of interaction, and social participation in
meaningful activities depend on our social networks—with each other individually,
significant others (people and pets), providers of health/social services, community members
who help shape political/economic/educational agendas, and even investigators—informal
and formal networks make a crucial difference.8,11–16 Successful social ties appear to
strengthen the health, vitality, and quality of life for rural older adults and for others. In this
study, the quotations from participants spoke to the role of social networks in keeping
people less isolated, more connected to others in their surroundings, and to a greater purpose
in their lives. At least one of the stories told of what happens in the absence of such
linkages, when someone died alone at home. In a national and local context of scarce
economic resources, the social capacity of the communities, especially involving lonely
older adults who may not be as mobile as they once were, is critical to their level of health
and belonging. Deliberate inclusion of a focus on the nature, quality, and effectiveness of
social networks in these rural communities will therefore be intrinsic to future phases of
inquiry.
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Table

Perspective on Social Networks: Foundations, Interpretation, Impact/Outcome

Sources Foundations Interpretation/Process Impact/Outcome

Waldrop6; Kauffman7:
Santa Fe Institute,
complexity theorists

People tend to organize according
to needs, purpose; collaboration/
adaptation of networks occurs in
cells, organisms, humans,
communities, and systems

Observation, interviews,
assessments, verification

Understanding these networks
strengthens interventions in
business, social health services,
politics, funding

Wheatley8–10; Wiles et
al11

Community/network is the human
web of connection, perseverance,
and resilience

Social discourse, re-engagement of
people in their communities

Resolution of problems, social
civil activism, and work for
change

Greenhalg12; Kotelchuck
et al13

Core concepts: interpersonal
communication and influence;
partnership

Use social activity surveys to map
social networks

Innovations, evidence, change;
meet community needs, improve
social determinants of health,
policy

Grbich14 Understanding patterns of
interaction is key

Identify people, assess relational
dynamics/power, produce a
graphical analysis, confirm/adapt
with data over time

Insight regarding key linkages,
patterns, group behaviors over
time

Holmes and Joseph15 Social participation improves older
adults health, works as a protective
factor

Provide network of services,
opportunities for affiliation/dialogue

Improvements in morbidity/
mortality, self-managed illness,
symptoms

Madison16 Performance as social behavior
gives insight to people’s priorities,
actions, motives

Analyze actions, communication
patterns, scenes (contexts), agents
(persons), agency (means, tools,
instruments), and purpose (aim/
objective)

Accurate interpretation of human
actions, what they mean, and how
we may support or help
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