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Abstract:

Patient transfers from rural to urban hospitals are commonplace in Montana. This practice is influenced
by the fact that specialized care and diagnostic equipment are located in the urban hospitals. The
purpose of the study was to determine patient reactions to transfers from rural to urban health care
institutions.

The study had an exploratory descriptive design. Interview questions addressed patient reactions to the
rural health care institution, the transfer process, and the urban health care institution. Questions were
based on the conceptual framework of Parsons' theory of sick role behavior and Wu's theory of patient
needs in relation to illness.

Fourteen patients transferred from rural to urban hospitals were interviewed to determine their
reactions. The data were analyzed using descriptive statistics.

The transferred patients in the study did not express any concerns in regard to the rural hospitals, the
transfer process, or entry into the urban hospitals. Both participants and their families cooperated with
the medical regime, including the decision for transfer. Transfer from the rural to the urban hospital
was viewed as a necessary action in order to regain health.

Results of the study indicated that patients react to rural-to-urban transfers by demonstrating Parsons'
sick role behavior. Concerns for costs, family separation, distance to medical care, length of stay, and
others were expressed. However, these were not expressed unless patients were less seriously ill or
convalescence had begun. Small sample size does not allow corroboration with Wu's theory.

Nurses were frequently identified as major care-givers during all three phases of the rural-to-urban
transfer. This indicates the important role of the nurse in meeting the needs of rural patients in both
rural and urban health care settings.
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ABSTRACT

Patient transfers from rural to urban hospitals are

commonplace in Montana. This practice is influenced by the fact

that specialized care and diagnostic equipment are located in
the urban hospitals. The purpose of the study was to determine
patient reactions to transfers from rural to urban health care
institutions.

The study had an exploratory descriptive design. Inter-
view questions addressed patient reactions to the rural health
care institution, the transfer process, and the urban health .
care institution. Questions were based on the conceptual frame-
work of Parsons' theory. of sick role behavior and Wu's theory of
pat1ent needs in relation to illness.

Fourteen pat1ents transferred from rural to urban hospi-
tals were interviewed to determine their reactions. The data
were analyzed u;ing descriptive statistics.

The transferred patients in the study did not express any
concerns in regard to-the rural hospitals, the transfer pro-
cess, or entry-into the urban hospitals. Both participants
and their families cooperated with the medical regime, in- :
cluding the decision for transfer. Transfer from the rural to
the urban hospital was viewed as a necessary action in order to
regain health. '

Results of the study indicated that patients react to
rural-to-urban transfers by demonstrating Parsons' sick role
behavior. Concerns for costs, family separation, distance to
medical care, length of stay, and others were expressed. How-
ever, these were not expressed unless pat1ents were less serij-
ously i11 or convalescence had-begun. - Small sample size does
not allow corroboration with Wu's theory.

Nurses were frequently identified as major care-givers
during all three phases of the rural-to-urban transfer. This
indicates the important role of the nurse in meeting the needs
of rural patients in both rural and urban health care settings.




CHAPTER 1

- INTRODUCTION

Statement of the Problem

Nursing is a patient-oriented proféssidn, providing care
for patients with yaried diagnoses and in different settings.
With the advances in emergenéy medicine in the Tast decade,
patients who have been transferred betwéen institutions aré
numerous and a new challenge to both rural and urban nurges.

In Montana, transferred patients from rural to urban health
care institutions are commonplace, fostered by its unique health
care system. This system consists of generalists Tocated in
rural areas‘énd specialists in urban areas. Thé rural area is
served by medical and nursing general practitioners in small,
éimp]y-equipped hospitals. Both medical and nursing professionals
in these settings must have a broad knowledge and skill base in
order to care for the diVersity‘of patients they see.

Specialty care for the Eastern part of the state 1is
located in the cities of Billings and Great. Falls. A Tlarge
number of medical and nursing specialists, drawn to Montana
by its wide open spaces and recreational opportunities, con-
gregate in Billings and Great Falls. Here they practice their

specialized skills, deVelop professional netwofks, and have access
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to continuing education and specialized equipment. Rural patients
from Eastern Montana ﬁust bg transferred to Billings and Great
Falls to receive these specializéd serices. Patients come to
these settings by self-referral, bhysibiah-refgrra}, Or'by,befng
transferred from rural to urban hospita1s.~'

Concern- for transferred patientSweVo1Ved from the investi-
gator's experience in rural hospitals, which often included
pfeparing‘patiénts for transfer to urban hospitals and .assist-
ing patients during transfers. The problems .associated .with
disténce, communications, and treatment protocols have been
identified and ére in the‘pfocess of being so]Véd. The dis-
tances these persons have to traVe]lare often great, up-to
350 miles in some cases. Besides traVe]]ihg'by car, a Variety
of elaborate transportation systems have deQe]oped and are used,
including ground and air,ambu1ance services. The two urban |
hospitals in Great Falls and Billings haVe taken this deVé]op-
ment one step further by proViding specially eqﬁipped airplanes
and helicopters and trained medical personnel for transferring
patients from rural settings. Elaborate communicaﬁion'systems
between hospitals  and bétween'ambuiances are'utiTi;ed; Pro-
tocols of 'specific treatment modalities to be adm{nistered be-
fore and during transfer are outlined and followed. Of special

interest to the 1n9estigator are thé patients who are transferred




to Billings.

The medical protocols of transferring patients have been
carefully and de]iberately-de&e]opéd.' To the investigator, con-
sideration for the patient has mnot .been uhdertaken. What are
their reactions to being transferred? Nurs%ng is a patient-
oriented profession where concern.is for the total patient, in-
cluding physiological, psychological, and socio-cultural chtors.
Reactions of transferred patients toward rura]-té-urban transfer
must be considered. Understénding_of,the transfer situation:is
needed if nurses are going td adequately care for rural patients
and meet their total needs. -

Purpose of the  Study |

The purpose of the study was to 1dent1fy.paﬁient reactions
to transfers from rural to urban health care'fnstitutions in
relation to sick role behavior and'the effects of i1lness and
hospitaTizatioﬁ on behavior. The actions of nu}ses in rural

and urban settings will be addressed relative to these findings.

Basi¢ Assumptions

Several basic assumptions were made regarding the study:
1. Transfers from rural to urban health care institutions
can cause reactions 1in patients.

‘2. Reactions can be expressed Verba11y.
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3. Patients are able to Vérbé]ﬁze thejr reactions to
transfer after 12 hours 1in urban health care

institutions.

" Definition of Terms
The definition of terms as used in the study are as follows:
Patient - 111 person of‘either sex between the ages
of 18 and 80, who Vo]unfari]y or 1nVo1untari1y initially
seeks medical treatment at a rural health care institution
and is subsequently transferred to an urban health care
institution for specialized care or diagnostié purposes.
Reaction - a verbal response to'beingvtransferred
from rural to urban health cafe institutions.
Transfer - the transporting of a patient via ground,.
airplane, or helicopter ambulance from a rural to an
urban helath care institution for specialized care or
diagnostic pfocedures and tests.
Rural Health Care Institution - any hospital
functioning in a cfty with a population of 2,500 dr

less and Tocated in Eastern and South-Central Montana

and Northern Wyoming.
Urban Health Care Institution - the hospitals

located in Billings, Montana: Billings Deaconess Hospital
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and St. Vincent's Hospital.

Seriously ill patient - é patient transferred after
stabilization from a rural -to an urban health care insti-
tution for specialized care.’

Less seriously i1l patient - a patient transferred
from a rural to an urban health care institution for

diagnostic procedures and tests and .subsequent treatment.




CHAPTER 2
REVIEW OF THE LITERATURE AND CONCEPTUAL FRAMEWORK

ReView of the Titerature focused on two maiﬁ areas. First,
background information on Montana as a rural state and its health
care system was reViewed. The -second, and major emphasis of
the literature reView, focused on how patients react to illness,
hospitalization, and moVement into the s%ck role. The Titerature
prdVided a conceptual framework for the study based on Wu's
' (1973) theory of patient needs in relation to illness, hospi-
talization, and treatment, and Parsons’ (1958) theory of sick

role behavior.

Montana's Health Care System

Monta?a is considered a rural state since 94.3% of its
cities have pdpu1ations of 2,506 or less (Copp, 1976; Montana
Department of Highways, 1979). Montana's population is pre-
sented in Table 1.

Because of this fact, a unique health care system has develop-
ed. FEast of the Rocky Mountains, Montana's health care systemA
cosists of a large rural health care system dependent upon fwo
urban health care organizations of specia]ized‘§er91ces Tocated

in Billings and Great Falls. These specialized services include




Table 1. Montana's PopuTation Ranges ahH’Number of C1t1es
- Within Each Range. o

Number of cities within th1s

Population range population Fange "~
1-500 - 368
501-1,000 - "
1,001-2,000 | 29
'~ 2,001-2,500 6
- 2,501-4,000 - 8
4,000-5,000 6
5,000-10,,000 g
10,000-15,000 5
15,001-20,000 - .
20,001-30,000 3
60,000-70,000 ,

(Montana Department of Highways, 1979)

highly technical mediéal and nursing care and the latest .diag-
nostic procedures and tests.

Patients that enter the health care system in rural areas
are often transferred to urban areas for.diagnbstic procedures
and tests or'speciaTized care;‘ Many also ehter urban organiza-

tjons by self-referrat. The 1n9estigat0r's work in rural hospitals
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reVea]ed a fairly consistent practice of-either transferring
patients for diagnostic procedures and tests, or stabilizing
patients in serious condition and fransferring them for specialized
care. Patients who were transferred for aiagnostic reasons were
not seriously il11, but were transferred to Qrban hospitals where
special tests and diagnostic procedures could be performed and
subsequent treatment adminisfered. Transfer ‘usually occurred
after having spent seVera]'days in the rural hospital.

‘Seriously i1l patients were .stabilized and then transferred
from rural to urban hospitals. This practice follows the
American College -of Surgeons classification system that defines
the kinds of injuries hospitals are capable of handling. dhe
classification system has four Tevels. Level I hospitals
handle serious trauma and have some specialists. Level III
hospitals handle moderate injuries, such .as "uncomplicated
injuries and chest injuries, but no neurological, cardiac,
or abdominal injuries” (fTransfer of Patients,” 1980:140).
Level IV hosptia]s‘proVide stabiTizatjon and maﬁégemeht of major ‘
bodily injuries followed by thé transfer of the patient to a
hospital classified at a.higher 1eVeT'(“New Rules for Trauma
Care,"31980:227)f Aecording to-this systqﬁ,ﬁbntana's.rura]
hospitals meet the requirements for.lassification at Leve1’;II

or IV, necessitating transfer of seriously i11 patients to
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Level II hospitals. Billings' hospita1s; the urban health
care orgainzations.selected for this study, meet.LeVeT IT re-
quirements, éithough "no formal'.designation process for hospital
classification has been made .in Montana"'(Dawson, 1981).

Rural hospitals are unable ‘to proVide édequate critical
care de]iVery for seriously .i11.patients because of problems
with geography, financing, and utilization, as identified by
the Montaha Health Sys’cems'Agen"cy‘5 Inc. (1979:4-45). The
digtance between hospitalg'in‘Mohtana necessitates the need
for small hospitals to have the capacity to treat criticél]y
i1l patients. This service .is 1ikely to be proVided at a loss
to rural hospitals. Because of Tow utilization there is
decreased staff proficiency in the abilify to proVide care.
Continuing education is needed to maintain staff skills, yet
small hospitals do not have étaff flexibility to allow time
for these programs or funding to send staff to programs in
distant communities (Montana Health Systemé'Agehcy; inc,,
1979:4<45); E11is, in a_surQey of 36 registered nurses
. in Western Montana, identified.pfobTéms rural hospitals have
in regard to emergericy care de119éry.i These included staffing
problems, keep%ng skiT1S'upLdated; Tack of facilities, and

Tack of equipment (1980:47)." "
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It has been noted that professional people with specialized
knowledge are attracted ‘to urban rather than.rural areas (Hurlburt,
1975; Hassinger, 1976). "With inéreaging specialisation, transfer
of critically i1l patients to special ﬁnifs is Tikely to incrgase"
(Waddell, 1975:1939). Transferring patienté for specialized care
and diagnostic procedures and tests .is also reported-?y Hassinger,
who states that general practitioners in-rural areas depend on
urban specialists for medical serVices'(I976:174); |

The yellow pages of Billings' telephone directory Tist
173 medical and surgical specialists currently in practice.
(The Mountain States Telephone and Telegraph Co,; 1980:468-472).
Medical services include emergency.medicine; cardiology, endo-
crinology, nephrology, neurology, ophthalmology, and ﬁu]monary
diseases. Surgical services include areas of cardio?ascu]ar, '
neurological, orthopedic, thoracic, ophthalmologic, and
plastic surgery (The Mountaih State Telephone aﬁd Te]egraph
Co., 1980:472-6). Among the specialty areas supplied by
Billings' hospitals are a.dialysis unit, a burn treatméht unit,
“two computerized axial ‘tomogram (C;A:T;) 'scanners, -and open
heart surgéry. The aVaﬁ]abi]ity of these spéciafized services
~in Bi]]ings'is a major reason for many of the rural-to-urban

transfers.
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Billings' specialists offer their services to a broad
geographic area which includes South-Central and Eastern Mon—
tana and parts of Northern Wyoming. Data %n Table 2 are from
Research Services West (1979) and dépict fhe percentage of each
county's residents djscharged from Montana'§ rural hospitals
between July and December, 1978 and admitted to the urban health
centers of Billings Deaconess Hospita1 or'St; Vincent's Hospital
(1979:15). These counties compose South-Central and Eastern
Montana, the rural areas serVed‘by the urban health care in- \
stitutions of Billings. Billings' hospitals receive a ;jgni—
ficant percentage of patients from these surrounding counties,
with 28.2% of St. Vincent's hospital patients and 44% of .Billings
Deaconess Hospital patients being from them (Résearth Services

West, 1979).

Patient Reactions to Transfers

Review of ‘1iterature did not reveal any specific studies
regarding patient reactions to transfers from rural to urban
health care institutions. The Titerature addressed only intrg—
hospital and inter-agency transfers. Data regarding intra-
hospital transfers were specific-to’ the transfgrring of patients
in generaT and transferring coronary care unit patients in parti-

cular. Several studies of intra;hospita1’transfers revealed
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Tabel 2. Montana Counties and Percentage of Residents Who went
to either Billings' hospitals between July and December
1978.

County Percentage County Percentage County Percentage

Yellowstone 97.4% Sweet Grass 33.7% ~ Custer 15.5%

Musselshell 93.0 Wheatland 30.2 Sheridan 10.8
Golden Valley 71.2 Powder River 29.6 Richland 10.6
Big Horn 62.1 Dawson 19.5 Park 9.8
Carbon 59.0 Wibaux 18.8 McCone 9.1
Rosebud 54.2 Fallon 18.7 Roosevelt 8.7
Treasure 49.0 Carter 177 Daniels 8:3
Petroleum 47.7 Prairie 17.4 Fergus b
Stillwater 38.9 Garfield 15.6 Valley 5.9

(Research Services West, 1§79:T§)

controversial findings with reports of favorable, neutral, and
detrimental effects on patients (Kornfeld, 1968; Shannon, 1973;
Smith, 1976; Welch, 1977; Toth, 1980). Data regarding inter-
agency transfers were in relation to the elderly and the newborn.
Transferring the elderly was seen as a risk with reported in-
creased mortality rates (Selifman, 1974; Zweig and Csank, 1975;
Birren and Schaie, 1977; Hasselkus, 1978; Fanslow and Masset,
1979). Transferring the newborn was reported as having definite

physical benefits that had to be weighed against the importance
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of parent-baby bonding (Tooley and Goldsmith, 1977; -Young, 1978).

Conceptual Framework

The Titerature on Wu's (1974) theory.of patfent needs in
relation to illness, hospitaTiiation, and treatment, and
Parsons' (1958) theory of sick role behavior provides a conéeptua]
 framework for the study. The following examination of the litera-
ture addresses the éoncepts. ' .

Patient Needs . - _ S . ¢

Wu's (1973) theory of patient neéds addresses the stresses
of illness, hospitadization, and treatment. Wu identified
hospitalization énd treatment as "stressors that the ind1917
dual may have to deal with in addition to the illness itself"
(1973:47). Transfers made within the hospital are seen asva
potential additibna] stress. "Not only must they lTearn to adjust
to a single ward but {n today's hospitals it is not uncommon to
have to aqjust to several areas. This frequent movement and
change of environments can become an added stress for many
patients" (Wu, 1973:67).

Patient needs in relation to stresses of illness, hospi-
talization, and treatment to which Wu refers are operationali-
" zed in the study as patient concerns. These'inc1ude concerns

about costs, family separation, fear of the unknown, and modes
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of transportation u;ed transferring patfents.

Costs associated with medical care increase with transfer.
Added expensés of the transportatioh~tp the second medical facility,
specialized care,’and the cost of ‘motels anq meals for family.
members, .as well as maintaining part of the famf]y in the home,
may be concerns of transferred patijents. Locke reported that
patient transfers to urban areas for spediaiized care can cause
emotional and economic probTems . (1978:23). Wu is in agreement ..
stating that ”facfors other than those that initiated the jl11-
ness process can significént]y ihf]uehce its ‘courses and out-
come. For examb1e, financial worries could sTow down and
.impede full recerry" (1973:12). _

In addition to financial concerns, patients have concerns
about separation. Hospitalization means separation of patients
from family and friends, support ‘systems utilized in eQeryday
1ife and .times of crisis (Caplan, 1964; wu,'1973).“ Separation
Teaves patients feeling .isolated and helpless. When patients
are transferred and hospitalization:is at a.distance from the
family home, the effects of stress may be more seVere.-jTrans-
ferred patients are temporari1y‘cut'0ff_from all pre§10us
. 'systems of support: “"Itis the.simgltaneous rupture of a

whole range of existing relationships that makes relocation
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.psycho]ogi;a11y taxing for many" (Toffler, 1970;103).

As a consequence of hospitalization, social contacts are
Timited. Sebaration not only effects patients, but family and
friends as well. These significantzotherg must readjust their
lives (Caplan, 1964:115). '

Transferred patients are-cared for at distant hospitals
which further accentuateé the'éeparation'from family and
friends. Most people in the Eastern half of ihé.United;States
are within 100 miles of health care facilities. This".is not
the case in the Western part of the United States'(HassingeY
and Whitiné, 1976). Hoépfta]ization.at coﬁSiderab1e distance
from home was identified by Volicer, in two .studies of stressful
éVents associated with hospitalization .as being a highly stress-
ful eQent’(Vo]icer, 1973; 1974). In contrast, Snyder, in a
study of .15 home dialysis patients in Western Montana, found
that distances up to 900-miles were defined as being close
and convenient in terms of tra?el to health care facilities’

' (1979:100).

Various fears may be of concern for transferred patients.
Tranfer to the urban hospitals in all probability indicates
the seriousness of the health problem. Patjents may be

frightened when faced with the.prospect of tranfer to urban
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hospitals with all 1t3'imp1icatioh§‘of serious illness.

Along with fear associated:with.the meaning of being trans-
ferred comes the fear of going to:unfamiliar places with un-
familiar people responsible for patient‘éare and Tife. Hasselkus
discusses Markus' concepts of :relocation, in that re1ocation’
includes "first, the depri?ation of familiar cues and environ-
mental supports; and second, the need to.cope with_new sets of
. stimuli in an unfamiliar envitronment™ (1978:632). |

Transportation modes may .also be of concern to transferred
patients. ITf patients are to be transferred more than iOO
mi1es; an air ambulance serVice, either fixed-wing or heli-
copter, is recommended (Hensler, et al., 1976; McCombs., 1978).
Different modes of transportation used in transfers and the
importance of yerba1 and written communication bétween the
transferring hospitals and the receiVing hospitals are well
documented in the Titerature (Goodman, 1975; Hurlburt, 1975;
Cowper-Smith, 1976; Hensler, et al., 1976; Shircore; 19765 Edlich,
et al., 1978; Locke;.1978; McCombs, 19783 Nerland, 1978; Fanslow
and Masset, 1979):

Volicer, in two studies with a total of 263 patients, identi-
fied some of the same-concern;'ogt]ined:aboVe; .EVentslassociéted

" with hospitalization that were considered as highly stressful .
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included "admission for:Tife-threatening illness, inadequate
insurance to cover hospitalization, admission for surgery, un-
‘diagnosed ailment at time of -admission, and hospitalization
at considerab]e distance from-home"”(Vo1iéer, 1974:237). Othgr
events considered Tow-stress eVents.inc]udea "adﬁission for
diagnostic tests only, not haVing;Qisitors, being cared for by
unfamiliar physicians, and:isolation from friends" (Vo]icer,
1974:237). Smith, in a study of 320 patients, found that
transfer itself was not identified.as a stressfu]'eVent of
hospitalization (1976:192).
Summary

From the review of the literature on patient needs,
operationalized as. patient concerns in this study, several
areas of concern were identified and supported. How patients
react to transfers from rural to urban health care institutions
can be demonstrated by verbalization of_these concerns.

Sick Role Behavior

Parsons' (1958) theory of sick role behavior provides
another perspective for the conceptual framework of this study.
The works of Parsons' and Wu's integration of the effects of
illness on patient behavior proVide the basis for the following

discussion of sick role behavior.
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_Parsons defines illness .as a:ﬁsocia11y institutionalized
role-type," disturbing the capacity of .an individual for norma]]yj
expected tésk or role performance?(1958fl76). I11ness.is.91ewed
as a crisis, something 1nterrqpting the norma1_f10w of events;
ITTness causes changes in a person that make functioning at
an optimal physical and psychological capacity impossible (Wu,
1973)..

According to Parsons' description of siék role behaVioﬁ, '
the patient "can not be 'held responsible' for the incapacity”
' (1958:176), but does have two obligations to FUIFill. ‘First;
the patient has an obligation "to try to 'get well' and cooperate
with others to this end. To be i11,is'inherént1y undesirnable
- (1958:177). 'The patient has the obligation to seek competent
help and to cooperate with competent agencies in their attempts
to help him get well" (1958:177). In order to facilitate
' recoVery, the patient in the sick role:is exempt."to varying
ways and for Varying periods according to tﬁe nature of the‘
illness, from.his normal ro]e‘and.task obTigationé"'(Parsons,
1958:176);' Withdrawal from ‘normal adult-actf91ti¢s and concentra-
tion on getting well "is expected. . The patient is preocéupied
with illness (Wu, 1973:160). -

Regréssjon occurs, and~is characterized by egocentricity,
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constriction of interests, .dependericy, and ‘hypochondriasis, .es-
pecially in those seriously or -dcutely il11 (Wu, 1973:160). The
patient, who now is eiempt from adult responsibilities, is con-
cerned with self and with whattis.hapben{ng within to the point
of hypochondriasis. Outside interésts are Feduced becagse of
egocentricity. Much energy:js"needeq to deal with the illness,
leaving little energy for otherwactiVities'(Wy, 1973).

The patient becoméS'dependent upon othérs, part%aT]y because
of the illness and partially beéause of the egocentricity and
constriction of interests. Compliance and cooperation with the
prescribed medical regime influence recoVery (WU; 1973).

As the ilTness becomes less severe and Tess demanding, the
patient gradually resumés adul't responsibilities with a broadened
scope of interests. More energy for outside activities and
thoughts is available (Wu, 1973:163). |

No two people react to illness and hospitalization in
the same manner. . Perceptions an individual has regarding ill-
ness andlepita]jzat%on are influenced by a mixture of internal
and external factors;. Personal variables that influehce sick
role behavior include "personality, social status, occupation,
education, age; and sex" (Wg,'1973fl66)L cher variables that

influence sick role behaVior are "the nature of the illness,
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. social role norms, interaction,with.re1e9ant-others, the hospital
culture, and the medical care system"™ (Wu, 1973:1975). Today's
medical care system encourages adoptidn of sick role behavior
by the patient. Patient perceptions.abouf hospitalization and
treatment are inf]uencgd'by perceptions and role expectation;
of pare-giVers (Wu, 1973; Orem, 1973). On the other hand, today's
" social role norms are changing.wﬁth advances of the prosumer
movement. With many people taking responsibility for their own
health, sick role behavior may be 1nf1uenced'(Toff1er, 1980).
Summary

Adopting sick role behavior is an expected activity for a
person who is i11. The patient enters the health care system
seeking help. In order to get we1],.cooperation witH the
medical team is necessary. To facilitate this cooperation, the
patient is temporarily exémpt from normally-expected, day-to-
day activities and duties. Responsibility for illness is
not the patient's, but, to.regain health, the patient is to -

do what must be done to get well.

Chaﬁter'SUmmary

Montana is a rural state .with a unique health care system
consisting of a large rural area-dependent upon urban organi-

zations for specialized services. Scattered, limited services
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create a common event in Montana's:heq1th care system: . transferring
patients from rural to grbgn ho;pita];;' Patient reactions to
rural-to-urban transfers may be inf]yenced'by patient concerns
and/or sick role behanor, and may.be.eliéited as patients enter
the health care system at the rural health care institution,
during the traﬁsfef process, or .at the urban health care.in-
stitution.

The purpose of this study .was -to determine how patients
react to transfers from rural-to urban health care institutions.
\ReView of the Titerature and the conceptual framework set the
parameéers of the study. The focus of the .study was on rural
patients’ movement from wellness to illness, “incorporating

“the framework of patient concerns and.sick role behavior.




CHAPTER 3
METHODOLOGY

The purpose of the study was to determine patient reactions
to transfers from rural to urban health care-institutions. In
this chapter methodology of the study .is presented.

*Research Design

The study was an exploratory descripti?e design adﬁressing
the question, "What are patient reactions to transfers from
rural to urban health care institutions?" The study utilized
a structured interview developed by the inVestigator._ When
Tittle:is known on a topic, personal interviews are -powerful
methods of securing information'(Po]ft.and Hungler, 1978:203).
Interview data provide depth and quality with opportunities
for verification (Ker]fnger, 1973). Since dinterview schedules
‘regarding patient reactions to rural-to-urban transfers were
not aVai1able, one was de&e]oped addressing patient éoncerns
and sick role behavior experienced by patients while in rural
health care.institutions, during the transfer process, and
upon entry into urban health cére institutions.

Setting and Sample

Montana .is a rural state with'on1y'two urban areas,
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Billings and Great Falls, proVidihg Specialized medical care for
Eastern and South-Central Montana. ."Because of the 1n9est1gator's
interest, Billings Deaconess Hospital'énd St. Vincent's Hospital, -
located in Billings, were se¥ected“to,repfesent the urban héa]th
care . institutions. Both hospita?s.receive a lTarge -number of
patients from surrounding ruraT-cognties'(Research Servicés
West, 1979). Thgse hospitals - house specialized units and equip-
ment .with medical and nursing“speciqlists from many.-fields
serVing them. '

The target population were patients who had been transferred
from rural -hospitals to these Billings' hospitals. Other criteria
that had to be met for patients to be considered for partici-
pation in the study were in re]ation'to_age and place of resi-
dence. Participants se1ected for the study were between the
ages of 18 and 80,.a1ert; briented; coherent, and representing
a Variéty of medical diagndses.' Patients who were selected
were from a rural area with a popu]afion of 2,500 or less
with a functioning hespital. "Patients of .either gex, and
any race; keligion; 0ccupat10n;=OrAéducationa] 1ev¢1 were
eligible for participation in the study. S

'Data"CoiTeCtipn‘InStrUmént

A structured 1nter91ew was deQe]oped'by the investigator

to elicit patient reactions to rural-to-urban. transfers.
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Questions related to the rural health care institution, the
transfer process, and the urban-health care institut{on.

Questioﬁs addressing demographic .and background data, as
we]].qs reactions to rura1-to=grbqn.transfers in relation tb ,
patient concerns and sick role :behavior weré asked. . Demographic
questions elicited information Yegarding age, sex, marital -
status, occupation, town of residence, years at that residence,
diagnosis, and rural and urbanradmission dafes. Questions
. specifically addressing the rpra1.hea1th care institution, the
transfer process, and the urban health care institution.made
up the major part of the interview. Appendix A contains the
data collection instrument.

Validity of the data collection instrument was assessed
through pilot interviews. The presumption was held that each
participant had.face Va1idity as an informant (Brink and Wood,
1978:123) and that self-report would be truthful.

To .assess the instrument's reliability, two questions
addressing the same.concept were presented differently by
rewording the questiohs.'IWith,eVéry interﬁiew, the same
questions were asked in the same order in order to reduce
inVestigétor.bias and :"insure.comparability of responses”

'(Po]it'and'Hungler,'19783326); Each participant was-giVen
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the opportunity to give additional .information at the end of .
the interview.

Data Collection Method

Data for the study were-co11ectedtbefWeen January 9, 1981 and
February 4, 1981. Using the criteria‘out1iﬁed for the study, 110
patients were screened. Only 14 patients met the criterié and
were interviewed. The remainder .screened were either too i1
to participate, were in Billings by self-referral or physician-
referral, or did not meet the criteria of age.

“Inter91ews were held in the patient's hospital room and
required from 30.to 60 minutes for completion, with-an aVekage
time of 30 minutes. Interviews were held 12 to 72 hours after
the patient's admission to the urban health care institution.
Verbatim recording of the data was done at the time of the
interview by the investigator.

Pilot Study

A pilot study with a sample of four patients wa§ firét
conducted to assess the adequacy of the interview and to.identify
problems thaf may be ehéountered or areas of inquiry which may
have been overlooked. As a result of this pilot study, addi-
tional questions were added regarding occupation, marital

status, and How patients planned to return home. Patient's
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occupation and marital stétgs we?eﬁdigcussed by participants
of the pilot study and indicated an.influence on the patients'
reactions to transfers. The'queétioh'addressing.the return-trip
home was added as the inVestigator beT{eVéd this may be an area
of concern'for transferred patients;' Resu]fs of this pilot study
with these four patients are included in the overall findings
of the stgdy because patients spontaneously pro?ided the in-
Vestigator with this information.

Human Rights

Provisions were made in the study for protection of the
participants' human rights. The human rights committees of
Montana State University Sch061 of Nursing, Billings Exteﬁded
Campus, Bi11ing§ Deaconess Hospital, and St. Vincent's Hospital
reviewed the study and granted approQa] for conducting it.
Copies of thé letters oanpproVa1 are found in Appendix B. Signed
consent for participation jn the study was received from each
participant. A copy of the consent form is in Appendix C.

Each patient's capability to participgte in the study was
assessed by the hospital unit's head nurse and the 1nQestigator.
Each participant received verbal and written explanation df

Ll

the study and assurance of andnymity and qpnfidgntia]ity.
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Data Analysis

Upon completion of the data'co1Fection,‘ddta were sumﬁafized, '
categorized and tabulated. ‘Pertinent aemographic data were
cross-tabulated with the genera]:findihgs; Data are presented
in tables using numerfca] frequencies and iﬁ narrativé form in

the f011ow}ng chapter.




CHAPTER 4
FINDINGS AND DISCUSSION

The study was an exploratory descripti?e survey of 14
patients' reactions to transfers from rural to urban.health
care institutions re1at19e_to~concerns and sick ro]e‘beha91or.
Data was gathered by an 1nter01ew deVe]oped‘by the jn?éstigatdr.
The results were andlyzed with the .findings and discussion'

presented in this chapter;

Screening Data

One hundred and ten persons with rural addresses hospital-

ized in two Billings hospitals were-identified by the investigator.

Of these 110, gglx 14 had been transferred from rural hospitals.
The great majo?ity (n=85) Were self-referred or physician-
referred with subsequent hospital admission for diagnostic
procedures, tests, and surgery.‘ The remainder (n=11) were either

too 11 to partiéipate or did not meet the age criterion.

‘Demographic Data

The data reported were collected from these 14 transferred
patients. These participants included a representation of
ma]es'(n¥8) and females (n=6), who were .either employed

(n=7) or retired (n=7). A1l were alert, oriented, and co-
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herent. . The majority (n=ll).were“43.year§ of age or older.
| Six participants Tived 200 or more miles from Billings; the
remaining-eight lived from 53" to.100:miTes from Billings. The
majority (n=10) were married. :"Eight participants had Tived at
their present rural residence 32 :years or more; the remaining
".six had maintained their.bresent*rura] residency for seven
years or less. ' |

Participants had diagnoses of .either serious illness (n=9)
br less serious_111ne55'(n¥5),i'Determination of serious and"
1es; seriogs diagnoses was based upon reasons for transfer and
Tength of time before transfer from the rura1'hospita1, For ,
example, the participant who suffered a head injury and multi-
ple fractures was defined as haVing a serious diagnosis. Rural-
to-urban transfer was instituted for this patient immediately
after stabilization due to the need for the specialized care
of a neurologist, orthopedic surgeon, and intensive care
monitoring. Another participant who had onesided paresthesia
was defined as haVing a less serious .diagnosis. .This patient's
transfer took place after seVen.days'of.rura] hospitalization.
The .diagnostic procedures and sophisticated testing necessary to
determine the cause of the paresthe;ia was on]y.aﬁai]ab]e in

urban hospital settings.
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The majority of participants:(n%9)'had spent Tess than two
days in the rural hospital before transfer; spent fiye or less
days in the urban hospital before being interviewed; aﬁd had
seven or more total sick qays;f'Tab1é é p%esents the specific'

demographic data on all 14 participants.

Backg%ouhd;Data‘

Background data were gathered in re1$tion to the rural’
health care institution and the transfer process to facilitate
participant—in?estigator rapport.qnd gain backgrognd information
regarding the basis for the rural-to-urban transfer as be}ceived
by the participaﬁfs. Appendix A -contains the forma£ of the
interview. |

Rural Health Care Institution

Background data regarding problems that brought participants
to rural hospitals and means of getting there were addressed.
The great majority of tHe participants (n=12) described the
problem that led to rural hospital admission with symbtomo1ogy,
for example, "I was coughing up a lot of blood." Others used
common diagnostic terms, such as "I had a heart attack."
Participants were brought to rural hospitals either by a car
driven by the participant's spouse, a re]atiVe, br themselves

(n=10) or by Tocal ambulance (n=4).
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Table 3. Demographic Data of Patients Transferred from Rural to
Urban Health Care Institutions (N=14).

Sex Age Marital status Working status Diagnosis
M2 19 sb Employed SIC
F 76 W Retired LSI
M 47 S Employed SI
M 12 M Retired SI
M 32 M Employed SI
e 61 M Employed SI
F 62 M Retired SI
F P W Retired SI
F 65 M Retired LSI
M 43 M EmpTloyed LSI
M 35 M EmpTloyed LSI
M 55 M Employed SI
F 81 W Retired LSI
M 66 M Retired SI

dM=male; F=female; PS=single; W=widowed; M=married; CSI=serious
illness, LSI=less serious illness.

- h &
Rural residency Miles transferred Rural stay” Urban stgy”Sickdayéy-
7 Years 60 Miles 0 Days 8 Days 8 Days
33 81 4 4
43 93 21 21
72 81 2
C A 340 8
40 53 17
100 2
308 e
209 15
306 3
210 15
7
9
10

—
HFNMNONOHREFENNOO O

283

81

60
Means-28.8 Years 162.4 Miles 3.3 Days 5.5 Days 8.8 Days
%Rural stay=days at rural hospital before transfer; Pyrban stay=
days at urban hospital before interview; CSick days=total sick days.

OO N = OFN
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" The Transfer Proceés

Several reasons for the transfers, as perceived by the
participants, were reportéd. ~The need to be under_the care of
a specialist was reported the-most.frequeht1y’(n=5). For
example, one participant stated,ﬂ"I.needéd to get to my hearfl
doctor." Other reasons for the transfers iﬁc]uded the need
to get a better equipped facility (n=4), .the need for the
performance of special tests-in order to determine "the roat
of the problem"™ (n¥3), and the perception that the pre-
cariousness of the participant's physical condition necessitated
the transfer (n=2). For exaﬁp]e,'in response to the question,
"Why were you transferred?" one pafticipant responded, "They
were worried about hemorrhaging on the brain."

Varjous modes of transportation were used in the transfer
process, with combinations of different modes .used in some
transfers. Local rural ambulance services were reported as’
being used the most in rural-to-urban transfers (n¥5). Other
modes utilized included Tocal air ambulance serVices'(n¥3),
cars (n¥2), and Bi1lings' helicopters and air ambulances
'(n%2). Combinations of .different modes included a Bi]}ings
air ambulance with a helicopter:.and a Tocal ambulance with

a Billings Advanced Cardiac .Life Support (A.C.L.S.) ambulance,
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which were utilized after one participant refused to get in

a Bi11ings he]icopter."

‘Patient Reactions to Rural-tétUrban Transfers

Patient reactions -to transfers from ryra1 to urban hospifa]s
are presented in relation-to the:rural health care institution,
- the transfer process, and the yrban‘hea1th care institution.
" Participants' reactions'tO'eqch of these are presented 1in the
following pages.

"Patiéht:Reactidné'Re]atiVe?to*the”Rura1'Hea]th'Care Institution

The rural hga1th care.institution was addressed as one area
of influence on patient réactions to rural-to-urban transfers.
Questions were asked to elicit react%ons in relation to patient
concerns and sick role béhaQior. -

The majority of the participants (n=12) remembered their
entry to fhe‘rura1 heq]th care institution and clearly recalled
‘the.eVents.that followed. Responses included the following,
"They put me on the emergency room table, started an I.V.,
gaVe me 0xygen,_and wheeled me in for X-rays." One participant
had Vagqe remembrance of the.circumstances surrounding the
entrance to the rural hospital.-."No -doubt this was due-to the
' seVere‘myocérdiaT“infarctioh-the participant‘Was experiencing.

Another could mot remember anything about the rural-hospital,
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even though "I guess I was telling people my name, my allergies,

.and who to call."

Twe]?e ﬁarticipants knew at ‘Teast one persori, nurse or
physician, Wholcared for them initially in the rural hospital,
with 9 “indicating they knew "eVeryone”'(nurses, physicians,
aides, and ambulances attendants). .As one participant stated,

"In a small town, éVéryone knows eVerybody;“

Most participaﬁts'(n¥10)‘reported not having any‘concerns
entering the rural hospital. Others reported concerns in relation
to pain, aiggnosis, where to go for specialized care, and negative
feelings toward the rural hospital due to problems encountered with
preVious admissions. One partiéipant said, fI just wanted relief
from the pain." Another asked, fWhat's the matter with me?"

While another stated, "I didn't know where to go (for specialized
care)." These concerns were hénd]ed'by nurses, ke]ati?es, or
were left unanswered.

Sunmmary

On entering the rural hospital, most participants reported
not having any concerns. They rgmembered their entry to the
fura] hospital and were able to describe the events that
followed. The participants, in general, knew at least one

person who cared for them initially in the rural hospital.
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Patient;Reactions‘ReTatiVé“tolthé%Trdnsfe}'Pfocéss

The transfer process waswaddresgedtas‘another area of
influence on'patient regctiohs-tofrgra}—tp—urban'transfers.
Agaiﬁ, guestions were :asked torelicit reactions in relation
to patient concerns and;sick role behavior. |

Varjous reactith'wereﬁélicitéq.fkom the partjcipant;
when they were told théf theyiweré.béing'transferréd.. Hq]f_-
of the participants beTieQedrthe.trqnéfer was necessary.and
were willing to go. ‘As 6ne.partic1pant_stated, "T wanted
to.figgre out what wa§ wrong:with .me." The other half haq
mixed-reactions.' SeVera]zdiqh't'want to be trans%erreq, bgt
wanted .either to stay in the fgra1“hb§p1ta1 or go to another’
urban hospital other than those.in Biilings. One partic{pant :
wanted to_bé transferred to .Great.Falls as family memberslliVéa
there.

Only two participants were frightened when told about
being transferred. .One stated; "It scared the hell out of
me. I just knew I was going ‘to :kick the'bgcket;" Another
. said; “I .didn't know it was thattserio@;LV Another partici-
pant reported not being-toid:aboutVthe transfer;.bpt that
‘knowledge of being transferred ta.Billings was ggined when

"I heard thé'(émbu1anée)isireh-going;""'Patieht-reactiohs-to
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being told about the transfer to the urban hospital are presented

in Table 4.

TabTé 4. Patient Reactions to Be1ng Told About the Rural-to-
Urban Transfer. - .

Patient react1ons » ...': ." Number of responses
Seen ‘as a necessary action . 7 '
'Statéd.did not want to -‘go . 3
Were surprised/scared T2
Not told/did not remember R ' 2

Thé majority of participants (n=9) reported not having any
concerns upon being told that the transfer was scheduled. Concerns
reported were in regard to costs of the transfer and specialized
care, the estimated length of .time that would be spent in the
urban hospital, and whether surgery would be required. One parti-
cipant reported, "I told them I wanted to go to Great Falls,
but they didn't Tisten to me." For the ﬁarticipant who voiced
them, physicians discussed the concerns of surgery and tength
of stay. It was reported that no one .discussed costs or the
decision on where to be transferred with the participants who
voiced these concerfs.

. Being inQo]Ved'inﬂa transfer pré?ioUs to thjs particular

one was reported by:eight participants. . Those who had not been’
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1nvo]vedlin preVious transfers did'not voice any concern re-
garding that inexperience.

Nurses were identified by six participants as persons
responsible for their care before .being fransferred.' Phygi-’
cians were seen a§ responsib1e“for:fiye of fhe transfers. "My
hgsband" and the participant .were:also identified. Persons
percei?ed.as responsiblé for patient care prior to transfer

are presented in Table’5.

Table 5. Person Perceived as Reshonsib]e for Patient Care Prior
to Transfer.

Care-gijver fdentified Numbér of responses
Nurse 6
Physician_ | 5
Spouse or other family member 2
Did not remember 1

Preparation for transfer was seen by most participants in
regards to physical care (n=5) and specific treatments (n=7).
This preparation included administration of medications ané intra-
venous fluids, explanations, and getting the participants dresséd
appropriately for transfer. Nufses were percei&ed as the ones
doing patient care by four of the participants. Other identified

as being involved in patient preparation included physicians
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" (n=3), émergeﬁcy medical technicians (E.M.T.) (n=2), family members
(n=2), and the participant. _

In desc%ibing the trip from the-rura? hospital to the
“urban hospital, most participants.responded by describing the,
physical environment (n¥12). The trip was "smooth;"'o?er
"rough roads," and "Tike any .other.airplane ride." As
mentioned preVioué]y, all modes of. transportation, ground, .
-fixed-wing, and he]icopter;-Were.utﬁTized.

Nurses and'EEM;T;'é were identified :as the main persons
responsible for patient care during the transfer'(n¥8). Other
listed -as responsible included ‘relatives and the participant.
In one case, the'care was shared by a nurse and an 'E.M.T.
Persons'perceiVed as responsible for patient care during the

transfer are presented in Table 6.

Table 6. PerSon‘Pérceived as Responsible for Patient Care During
" the Transfer.

Care-giver identified Co Number of responses
Nurse ‘ ' 4
E.M.T. 4
Relative = . 3
Did not remember 2

Participant 1
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The general reaction of the participants towards the
transfer process was-positi?e;“:As.one participant stated, "Every-
thing was hand1ed Very well." -Eight participants had no concerns
about the transfer process. Concerns repérted were in regard to
who was driQing the‘ambu1ance;'the-additioné1 cost of the transfer,
the weather conditioné, and "What's happening to me?"

Summary

Various reactions to being told about the 1mpénding transfer.
were reported with half of the participants believing the transfer
was necessary in order to get well. The other half reported not
wanting to be transferred, being scared, and not being tq]d.

The majority of the participants did not have any_aaditional
concerns. after being told that the transfer was scHedu1ed.'

Most participants did notzhaVe‘any cohcérnsuregardﬁng phe a
transfer process. Nurses wefe‘identified‘as major ﬁare-givers
prior to the transfer and in preparatfon for the transfer,
with nurses and E;M.T;'s sharing patient care during the‘transfer.

In general, reaction to the transfer process was positive.

Patient Reactions Relative to the Urban Health Care Institution
Urban health care institutions were the third area addressed
in the study with questions focusing on'e1icit1ng reactianxin

" relation to patient concerns and sick role behavior. All of
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the participants entered the‘urban:he§1th éare institution .as
"direct admiFs,""bypassing the -emergericy ward and being taken
directly to the proper medical gnit for édm?gsioh. On ad-
mission fo the medical unit, participants were oriented by
nurses (n=7), physicians'(n55); relatives (n=1), or not
oriented at_a11'(n¥2);

Varied reactions to admission to the urban hospital
were reported. Half of the participants were "happy to be in a
place where I can get help and get better." They expressed that
they were finally getting to the hospital where they'couid
concentrate on gétting well. Others had various responsés.

Two participants were "so sick, it didn't matter" where they
were. Two others were concerned about themselves with one
‘stating, "A11 I was concerned about was me.". Another responded
with, "I knew it was a strange environment." Patient reactions
upon entering the urban health care institution are presented
in Table 7.

Most participants (n=10) did not have any concerns on
entering the urban hospital. Of the concerns expressed by
others, those of 3 participants were in regard to their
physical conditions and were addressed by thejr yrban physicians.

For example, one participant asked, "What's going to happen to




41

Table 7. "Patient Reactions Upon Enter1ng the Urban Hea]th Care

Institution. _
Reaction. ' ) " Number 0f,nesponses<
Happy to be at urban-hospital = 7 '
Did not matter where they were : 2
Self-concern 2
Physical enVironment'strange ) 1
Physical enQirOnment/did‘not matter 1
Surprised to be.at urban hospital 1

me?"

Concerns expressed by the participants on entering the

urban hospital and who handled these concerns are presented‘ih

Table 8.

Table 8. Concerns Expressed on Entering Urban Hospital and Who

.HandTed Them.

been

Concerns/hand]ed'by . Number of responses
None ' 10
Phyéﬁca1”condﬁtidh/physician - 3
Physical condition/relative © 1

The majority of the participants’(n¥10) had never previously

patients in the urban health care institution. None of

the participants knew ény of the people who cared: for them in

the urban hospital. Neither of these factors elicited any
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concern from the participants.
Aftef their admission to the urban hospital, five partici-
pants wére concérned about their physica].condit{on and/or diagnosis
and what had to be done "to remedy -it." Physicians addressed"

these concerns. Other concerns were expressed and are presented

in Table 9._

Table 9. Concerns Expressed After Admission to the Urban
_Hospital and Who Handled Them. .-

Concerns/handled by ~ Number of responses
Physical condition/physician 5
None - | 4
Length of stay/physicién . . 2
Costs/nurse 1
Job and family/nurse C 1
Loneliness/Teft unanswered 1

Half of the participants had no further concerns to share
at the end of the interview. Concerns expressed by the 6ther
half included the statements of "The roads sure were rough.",
"It's too bad I have to come all this way for tests.", and
"T'm sure thankful I have insurance.”. ' Concerns expressed at
the end of the interview regard1ng the rural-to-trban transfer

are presented in Tab]e 10.
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Table 10. Further Cohéerns'Expkesseleegarding thefRura]QtQ-
Urban.Transfer. . . -

Concerns . Tumber of respohseg
None T 7

Physical condition - 2

Road conditions - 2

Distance to medical .care ] 1

Family separation : 1
Distance to medical care/costs 1

None of the participants'had any concerns regarding theif’
return trip home. Thirteen participants eXpected to réturn
hpme by car driven by a famey“membér. One expecied to return
home by airplane.

‘Summary

On entering the urban hospital, all participants were
admitted directly to a medical unit. The main reaction to
the urban admission was é feeling that now they could "get
down to the business of getting well." They did not have
any concerns on enterihg the urban ‘hospital, even though
most of them had never been patients there before and none
of them knew any of the people who were caring fqr them.

The most frequent concern reported by the participants
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after Qdmission to the urban ‘hospital was in regards to their
phy;ica] condition. THEy wanted ‘to know what was wrong and how
it coy]d be remedied. "None of the participants had any concerns
regarding their return-trip home. -

The participants identified nurses as the main people re-
sponsible for their orientation te their surroundings and to
what was happening to them on-admission to the urban hospital.
Physicians were identified.as the people who handled their
concerns regarding physical condition,.d{agnosis, and treat-
ment.

Data Relevant to Demographic ‘Data.and General Findings'

Thé pertinent findings in re]atioh to the tabulation of
~demographic data with generai findings of the study were in
regard to distance transferred and dﬁagnosis. Eight parti-
cipants were transferred 1ess than 100 miles in order to
arrive at the urban hospital and were transported mainly
by Tlocal ground ambulance services. Others were transported
by car, helicopter, and the combination of a local ambulance
with a Billings A.C.L.S. ambulance. Emergency medical
technicians were reported as the persons responsible for
care of half (n=7) of the participants durﬁng these transfers.

Others reported as being responsible for patient care
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included nurses and family members.

Six participants were transferred more than 200 miles in
order to arrive at the grban'hospita1 and were transported by
both rural and urban .air ambg1anceiserv1c§, in five of the six
transfers. Nurses were identified as the_pérsqns responsible
for the care of ﬁa1f of the participants during these long-
distance transfers. Of the.six who were -transferred more ﬁhan'
200 miles, .three were transferred more than 300 milesvby 10c§]"
or Billings air ambulances and relatives were 1dentifiéd as
the persons responsibTe“for patient care in two of the three
transfers.’

Pérticipants who were defined as being seriously 11T
expressed less concerns than thosevdefined as being less
seriously i11. Less seriously ill partfcipants'exphesséd‘con—
cerns regarding costs, ]eﬁgth of stay; the ﬁbssibi]ity of_
surgery, loneliness, family separationéhand distance ‘to
medical care. Many of these are the same cdnce}ns identified -
by Volicer (1973; 1974) in her studies of stressful events of
hospitalization. | |

Seriously il1 participants.did not voice concerns gnti]
after the eighth day of urban hospitalization. From one to

eight ‘days after their urban admission, their main concern was
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their physical -condition. . Then, after the.eighth day, ‘concerns
regarding family separation, costs,.length of stay at the urban
hospital, and distancevtO'medical'caré were expressed.
ngmary _

Eertinent findings .in relation to the tabuTation of .
dempgraphic data with gehera}ffindings of the study were in
regard to distance transferwed'and'diagnosis: Differences‘
in the modes of transportqtiohzand:medica] personnel.used'
dgring transfer were identified -according to distance trans-
ferred. o

Less seriously i]T:participénts recalled haVing concerns
shortly after urban admisgioh.:ESimijaf concerns were voiced
by seriously i1l participants after-the efghth day of urban

hospitalization.

Chapter Summary and.Discussion

The purpose of the study was to determine pétient
reactions‘fo transfers from.rural to urban héa]thucare in-
stitutions. Data were presented in four sections: screening
data, demographic data, background data, énd patient réactions
to rural-to-urban transfer; in relation to tﬁe rural health
care .institution, the transfer process, and the urban health

care institution.
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One hundred and ten patients were -screened for the study with
only 14 meeting the study's criteria. The majority of those
screened had come to the urban hospital by se1f—ﬁeferré] or
physician—ﬁéferra]. In general, participants did not have any
concerns in regard to the rural health care institution. These
findings suggest that this lack of concern was due to the parti-
cipants' perception of the serious or ehe}gency nature of their
prob]éms. Because of this perception, pafticipants saw a need
to go to the rural hospital for care. Lack of concerns also
may have been due to-being cared for by familiar people, thus,
facilitating fulfillment of the sick role obligations of .
seeking help and cooperating, as describéd by Parsons (1958).

The parficipants did not have any concerns in regard
to the transfer process. It is reasonab1é to assume from thesé
findings that siék role béhavior was being demonstrated. Parti-
cipants wefe cooperating with the prescribed medical regime,
which included being transferred, in order to get well.
Families of the partiéipaﬁts also fndfcéied sick role behavior
with their cooperation with the decisiéh for transfer. Once
the participants had adopted the sick role, interests were
restricted and egocentricism deVe1opéd; Preoccupation

with illness reduced interests to self and away from outside
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activities. Transfers from rural to urban hospitals were seen
as necessary actions in the participants' plight to get well.

Nurses were frequently identified :as the persons re-
sponsible forlpatient care before the transfer and for preparing
patients for transfer.  Patient care during most transfers was
the responsjbi]ity of nursés or emergency medical technicians.

On admission to the urban'hospité],.§11 of the partici-
pants were taken directly™to almedibaT unit. The partfcipahts
believed that once they were at the urban hospital the
process of getting well could begin._ Their main concern was
their physical cqndifion or diagnosis and treatment. None
were concerned abodt their return trip home. .

These findings Tndicate'confinuétion of sick role behaVior
into the urban health care institution. Regressjon continued
and the ‘hypochondriasis Wu (1973) described became' evident
in the egocentricity expressed by the participants. Most
energy was concentrated on illness and its rehedy.

Lack of concern expressed on admission to the urban
hospital may have been due to the pérticipants? belijef that
they wére in competent hands.. Also, the participants' preVious
experience with ho;pita]izatiohamay have made surroundings
and people less strange.and more predictable. For those who

had never been hospitalized preViousTy, experience drawn from
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hospital .visits, te1e913%on prdgrams; or movies may have added
to their perceptions (Wu, 1973Y).

Ngrses were identified:as the persons responsible for -
Ofienting participant; during-their admfssiqn. Physicians-
were .recognized as the :person who handled their concern regarding
diagnosis and treatment.

Differences in mode; of,transportétibn and who gave
patient care dyring tran;fertwerevnoted in relation to.dis-
tances transferred. .OVera]J;"}ocal services were utilized-
in most tran;fers with'ngrse;:and'E;M;T.'s in attenqance of .
the patient. | :

Concerns reported were'901cédfby‘1ess seriously ill
participqnts. Seriously ill.participants did not voice
concerns until after .the eighth day of urban hospitalization,
and they then had many of the:same concerns as voiced by the
Tess seriously ill.

These .- findings support-Wu's (1973) report that.as iliness
becomes less severe and Tess demanding, patients.gradually
resume -adult reSpohsfbiiities‘énd their scope’of jﬁtenest ;
broadens. More‘energy.}s aVailab1é~f0r outside‘thoughts anq
actiVities; which cog1q.be.interpnetedjas ;bncerps for'costs;

Tength of .stay, and the .other concerns réported‘by the participants.




CHAPTER 5
CONCLUSIONS

The purpose of the study was to determjne patient reactions
to transfers from rural to urban health care institutions. Con-
clusijons that were derived from thé study are presented in this
chapter along with nursing imb11cation$,'recommendations for
further study, and limitations.of the stﬁdy.

Conclusions

Montana is a rural state. Specialized medical care east
of the Rocky Mountains is located in two cities. Of the 110
patients screened for this study, the great majority came
tb urban hospitals by self-referral or physician-referral.

A small number (N=14) came on a more emergency basis, trans-
ferred directly from rural hospitals to urban centers because
of their need for 1mmédiate or specialized care. The large
number of referrals may inaicate an adaptation to Montana's
unique health care system. _

In the study, patients transferred from rural. hospitals
to Billings' hospitals demonstratéd sick role behavior as
a reaction to being transferred. They demonstrated coopera-

tion with health care professionals; withdrawal from adult
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responsibilities, and egocentricism. Sick role behavior began
with entry to the rural hospital where medical help was first
sought. It continued on through the transfer prbcess and into
the urban health care institutions. Cooperation with profes-
sionals, an aspect of sick role behavior, included acceptance of
transfer. Withdrawal from adult reépongibi1ities was indicated
when no concerns were voiced in regard-tg the rural health care
institution and transfer process. Upon entering the urban
hospital, patient egocentricism was demonstrated. Interests
were restricted to diagnosis and treatment. During the entire
process of trans%er, patients depended on nurses and others
for care and explanations. Very 11t%1e concern-waé expressed
regarding the participants' families.

Findings from the study support Parsons' (1958) theory
of sick role behavior. These rural patients demonstrated
sick role behavior beginning with the entry into a rural
hospital, during the transfer process, and continuing into
the early days of urban hospitalization. After this period,
the rural patient began to move out of the sick role. . The
patients in.the'study were inagreement with Smith's (1976)
finding that transfer between health care settings .is not |

perceived as a stressful event.
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When il1lness became 1es§Ndemand1ng or~w1th less serious
illness, these rural patients tended to demohstrate less
sick role behavior. Adult responsibilities were resumed and
concerns were expressed. At this point the rural patients
begin to express concerns related to their illness and
associated factofs. Concerns regarding costs, length of stay,
distance to medical care, family separétfon, the possibility
of surgery, and 1one11ness.wefe expressed by the less serjously
i11 patients. After the eighth.day of urban hospitalization,
the seriously i11 patients verbalized many of the same con-
cerns. Several of these concerns, costs, distance, family
separation, and surgery, have also béen‘identified by Volicer
(1973;1974) in studies of stressful events associated with
hospitalization with patients in an Eastern health care setting.

Wu's (1973) theory of patient needs, oberationaTizéd to
patient concerns for costs, family éeparation, fear of the
unknown, and modes of transportation, were verbalized
by the study's participants. Due to the smallness of the
sample, the significance of patient concerns related to
patient reactions ih rural-to-urban transfers can not be
determined; Arre1ationship between patients concerns and

diagnosis is indicated. Less serjously i1l patients
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expressed concerns sho%t1y“aftér urbaﬁvhospita1ization;
Seriously i11 patients did not express concerns until aftef,
the eighth day of urban hospita]izatiohi..

Nursing Implications

Nurses were frequently identified as major care-givers to
patients experiencing transfer from rural to urban hospitals.
Nurses cared for patients in the rura1lhoépita], were involved

in patient preparation for transfer, cared for patients during

transfer, and oriented patients upon entering the urban hospifq]s; ‘

They continued to be the major care-givers in the urban health
care setting. |

Rural and urban'ﬁurses appear to be in positions to
influence the behavi&r of.transferred patients. Nurses in
rural settings need to promote commuhication‘between‘hospitais
and coordination of patient care. Nurses in urban‘settings
need to recognize the 1oss of'fami1y support with transferred
patients. These patients are used to‘béihg in familiar
settings and may not know anyone in the urban setting, a
situation disturbing to many patients.' Initiation of
orientation programs and surrogate support system organizations
for rural patients in urban health care settings may help.

Nurses in both settings must Be aware of .the influence
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of sick role behavior on patient reactions to rural-to-urban
transfers. Perceptions of illness are not only influenced
by patientg' beliefs, but also by perceptions of those
who administer patient care (Wu, 1973). Knowing this; nurses
must be aware of patient behavior demonstrated in rural-to-urban
transfers. It is necessary to note both the dependent sick role
behavior and the evéntuaf emergence from'egocentricism to -
awareness and expression of concerns. By acknowledging these
as normal reactions to both patients and their families,
nurses will éﬁd patients in coping better with their illness
and movement towards recovéry. Recognition of these factors
will aid nurses in their assessment ‘of batient readiness for
teaching and discharge planning.

Even though a majority of the participants identified
nurses as major care-givers in the rural and urban settings,
emergency medical technicians (E.M.T.) were also identified
as being responsible for care of patients during transfers
of Tess than 100 miles. Further it was found that re}atives‘
were often 1dentif%ed a§ being responsib]e for patient care
when transfers were more thén 300 miles. It is probably
appropriate for E.M.T.'s to be in charge of patient care

during transfer, but delegating care of patients during
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transfer to relatives is not appropriate. Nurses, or
E.M.T.'s, should be utilized in these transfers as relatives
are emotionally involved with the patient and not trained -
for suCh_reSponsibiWity. The quality of care given during
transfer was\hqt addressed in this study.
Limitations |

The fimé criterion proved to.be Qery‘limitiﬁg. Sevéfa]\
patients were too i1l to be interviewed within 72 hours of |
their admissipn to Urban hospital and were lost from the study.
However, whenever pbssib]e,‘these patients were Tnterviewed.
at a later date. This may have effected the results since
participants utilized recall to provide the data for the study.
Interviews were conducted up to 21 days after urBan admissibn,

Interviews are considered an appropriate means for dété
collection in an exploratory descriptive design. Limitatfons
‘of the interview’For this study included the f611owing}
the great majority of questions focused on patient concerns;
. provisions for follow-up questions were not provided in the
interview;schedule; and the consént form was ﬁoq Tong for
man& of the participants to read and had to be read by the
investigator. h |

Extensive tests of reliability and validity were not
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conducted onlthe-interview tool. In this type of study using
patients as informants, reliability of thé instrument varies
greatly with mood, physical condition, or environmental factors
surrounding patients (Brink and. Wood, 1978; Polit Shd'Hungler,
19785. Even though controls for these variables were provided,
they were not completely controlled and may have influenced
the results 6f the study.

Recommendations for Further Study

Due to the small sample size, result; of the study can
not be generalized. Replication of the study is recommended
using a larger ;amb1e. The present interview survey tool
requires further refinement and validation prior to furfher
use. To broaden the focus of the study, a cdmbarison of
reactions to transfer or transport of those who were
physician-referred, se]f—feferred, and transferred from rural
hospitals should be undertaken. .

In this study, patients who regained conscjousness after
urban admission we%e ofiented by relatives or not orjented at
all. Invéstigation of how comatose patients are oriented
is another area to be investigated.

Investigating reactions of families of patients who

were transferred is another important area for further study.
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Spéuses and éignificant otherslare so' involved in rural-to-
urban transfers that their reactions need to be addressed.
Reactions of nurses to rural-to-urban trangfers is another area
for further study. The investigator noted different reactions
from rural and urban nurses involved in patient transfers,
including relief, disjnterest, and cohcern. Another area
for furthéf investigdtion may Be theAexaﬁfnation of the
facilitation of sick role.behavior by family and health care
professioﬁa]s, including nurses; A]so; whefe‘do concerns |

originate,‘from\the patient, family, or health care professionals?
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" Patient Reactions to Transfers from Rural to Urban Health Care

Institutions

Patient Interview Guide (Case # )

‘Sex (Optional) Occupa?iohu . (Optiohai).
Age  (Optional) Marital Status (Optional)

Town df Residence

Length of time at that residence

Diagnosis

Admission Date (Rural)

(Urban)

Today's Date

A. Introduction
1.  Purpose

2. Rights
a. 30-60 minute interview
b. No special risks/benefits
o Voluntary participation -
d. Confidentiality/anonymity
e. Volunteer to be interviewed?

i. Sign consent
ii. Copy with participant

B. Rural Health Care Institution
1. What problem brought you to the’ Hospital? -
2. Who brought you to the ' Hospital?
3. What do you remeber about entering that Hospital?

4. Did you know any of the people who cared for you?

5 Did you have any questions or concerns on entering
that Hospital? How were they handled and by whom?

6. What was your reaction when you were told you were
being transferred? -

7. Did wyou have any other questions or concerns after
you were told about the transfer? How were they
handled and by whom?
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C. The Transfer

Why were you transferred?

How were you transferred?

Who was responsible for vour care before the transfer?

How were you prepared for the transfer and by whom?

Describe your trip here.

Who was responsible for your care during your transfer? .

How were things handled in the transfer process?

What was your impression of the transfer process?

Did you have any questions or concerns about your
transfer? How were these handled?

10.  Have you been involved in an ambulance transfer before?

OO OUTEWN

D. Urban Health Care Institution
1. Describe your entry into this Hosp1ta1 What do you
remember about entering this Hospital? When did you
first realize you were here and who oriented you
to what did happen/was happening?
2. What was your initial reaction on entering this
Hospital: (or when-you first realized you were
- here)?
3. D1d you have any questions or concerns on entering
this-Hospital? How were they handled and by
whom?
Have you been a patient in this Hospital before?
Did you know any of the people who cared for you?
Did you have any additional concerns or questions
after you were admitted? How were they handled
and by whom?
How will you return to your home?
Are there any other things about your transfer I
haven't asked about that you would Tike to discuss?

o O1
s s e

0~
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Approval Letter from MSU School-of Nursing - Billings Extended Campus

mg @ | | SCHOOL OF NURSING

BILLINGS EXTENDED CAMPUS EMC CAMPUS BOX 574, BILLINGS, MONTANA 59101

Judy Schmidt, R.N., Graduate Student
School of Nursing
Montana State -University

Dear Ms. Schmidt:

Your research proposal ""Patient Reactions to Transfers from Rurat
to Urban Settings', was reviewed and approved for protection of
human subjects on November 12, 1980. All consent forms will be
secured and held in a locked fi]e in this office for three years.
Best wishes for a successful study..

Sincerely,

ﬁmW

Ruth Vanderhorst, R.N.
Education Director

RV/dk
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Approval letter from St. Vincent's Hospital

SC}%HS’ 1233 North 30th Street
ol P. 0. Box 2505
incen - Billings, Montana 59103 -

HOSQE?@? 406-657-7000

December 11, 1980

Judy Schmidt, R.N.
Post Office Box 654
Roundup, Montana 59072
Dear Judy:

The Research Review Committee has approved your research "Patient Reactions
to Transfers from Rural to Urban Health Care Institutions“.

As discussed per phone, your research will occur between mid January and
extend into February as needed. Also, the Head Nurse meeting will be sched-
uled for December 19, 1980 at 0930 enabling you to share your research pro-
ject and goals.

We are looking forward to participating in this study.

Sincerely, )

C;;Cituzanz/ ]%Z&O%éakaé/" A&V/

Lorraine Reinhardt, R.N. ' g

Assistant Director of Nursing Service

LR/jb
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Apbrova] Letter from Billings Deaconess Hospital -

December 26, 1980

Judy D. Schmidt, RN
P.0O. Box 654
- Rourdup, Montana 59073

Dear Judy:

After committee review and your consideration of our suggestion,
the Research Camnittee of Billings Deaconess Hospital grants
permission to conduct data collection for your study at Deaconess.
The unit supervisors have a copy of the abstract and enclosed

you will find a list of key people for each nursing unit. It
would be helpful to present a copy of this letter to the unit
staff prior to interviewing any patient.

We will be looking forward to receiving the results of your study
and utilizing the material to Jimprove our services to patlents ard
their’ famllles.

Sincerely, .

#éh/(aé{

Sue T. Cable, RN
Chairperson, Research Committee

STC:ch

enc .
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Consent to Act as & Participant
~in"the study entitled:

Patient Reactions to Transfers
from Rural to Urban Health Care Institutions

r

The purpose of the study, as explained to me by judy Schmidt,
a registered nurse in the graduate program at the Montana State
University School of Nursing,:is to:explore the patient's needs
in a rura1;to—urban transfer. '

To participate in the.study, I will take part in an inter-
View asking questions about my reactions to my transfer from a
rural to an urban health care institution. The interview will
requife about 30 to 60 minutes of my time. 1 will participate
’in the study at my convenience.” I have the right to ;top the
interview at any time beéausé of fatigde, treatments, or nursing -
care and continue on when'i choose. I can withdraw from the
study at any time. My decision to participate, not to parti-
cipate, or my decision to withdraw from the study will be kept

éonfidentia] and will not influece my care and treatment. My
replies will be'képt confidential and 611 1nformatioﬁ will be
coded to protect my anonymity. The information I giye will
be dest}byed after the data is analyzed and tabulated, and

the results of the study will be sharedeith other nurses
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through publication.

There will be no benefit to me bersona11y from participating
in the study, but the information gained from the study may help
nurses provide better patient care in the future. There will be |
1ittle or no risk 1h participating in the study. |

I, therefore, agree to participate 1n'the study. "Patient
Reactions to Transfers from Rural to Urban Health Care Institu-
tions." If I have ahy questions regardiﬁg‘this study, I may

contact Judy Schmidt by calling (406)-323-1758 collect.

Signature

Date
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