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ABSTRACT

The health care needs of the children residing in Montana State University (MSU)
Family and Graduate Housing (FH) have not previously been examined in a
systematic manner. There are an estimated 400 children in this housing complex.
The students and their spouses are eligible for health care on campus at the
Student Health Service. Their children are not eligible for these services, and
parents must seek care for them in private, fee for service clinics in the Bozeman
community. A survey of the health care needs of this group of children was
conducted to describe the current choices for health care for children being made
by the parents in FH. The concepts put forth by Nancy Milio in her Framework
for Prevention (1976) guided the study. Surveys were mailed to 575 apartments in
FH in which children are allowed. Findings from the 74 parents who responded
indicated barriers to health care for children with respect to low income, lack of
insurance, lack of time and inconvenient clinic hours. Unmarried parents were
more likely to report difficulties with inconvenient hours and lack of time for
accessing health care. In addition, unmarried parents reported significantly lower
incomes. The sample was overall financially poor with 80% falling below the
200% federal poverty level, and 41% at or below the 100% federal poverty level.
Results of the study indicated a need to implement strategies to improve access to
health care for this group of children. Proposed strategies begin with education
and outreach to parents in in. Coordination with existing community resources
would follow, along with strategic planning to create a clinic to meet the needs of
the children in FH. The long term goals would involve development of a Pediatric
Nursing Center (PNC). This PNC would evolve through the coordination of
various university and community services, including the College of Nursing,
Student Health Service, Gallatin City County Health Department, a local physician
and dentist, and the FH community. Included in the FH community would be the
essential involvement of parents in FH to help guide and evaluate the services
implemented.
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CHAPTER 1

INTRODUCTION

The Family and Graduate Housing complex at Montana State University Bozeman
(MSU) is home to approximately 400 children. Although periodic surveys of this
population have been conducted, thorough documentation of the health needs of this
group is lacking. There are a total of 704 apartments in this housing complex, 575 of
which are available to families with legal dependents. This large group of children living in
Family and Graduate Housing (FH) is the focus of this project. The stress of student life
combined with the demands of parenting can tax even the most stable families. Financial
and academic demands can limit a family’s access to health care. Students and their
spouses have access to health care on campus at the Swingle Student Health Service
(SHS). Their children do not. It is in the best interest of the MSU campus and
community at large to understand the health care needs of this group of children in order
that appropriate interventions and services can be considered.
This introductory chapter will outline the demographics of MSU FH, summarize
health care options in the Bozeman community, describe the research problem, outline the
project’s conceptual framework, and identify limitations to the study. Assumptions
inherent to the conceptual framework are discussed and definitions of key terms are
presented. An overview of the current status of the health of America’s children is
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presented, along with a brief look at various college health services that provide health
care for children.

Demographics of Family Housing

Family and Graduate Housing (FH) at MSU is located at the western edge of the
campus in Bozeman, Montana. The city at large is a community of 30,000 people and the
campus size is approximately 11,500 students. It is estimated that 450 families in FH have
children living with them. Further, there are approximately 50 international student
families and 100 Native American families residing in this community, many of whom have
children. An estimated one third of families with children are single parents, though exact
figures are not available. Graduate students account for approximately 200 families and
undergraduate 250 to 300. Families are eligible for housing if they have at least one
member who is a student at MSU taking either nine undergraduate or five graduate credit
hours. The average stay in FH is three years, with the most active turnover of apartments
occurring during the summer and fall. At this point, there is no limit to the number of
years a family can live in FH (C. Niedermier, personal communication, September 1997).

Health Care Options in Bozeman and Significance of Study

The community of Bozeman is home to various private medical clinics, a 75 bed
hospital, a county health department, a local family planning and women’s health clinic,
and a newly opened volunteer community clinic which provides Saturday morning walk-in
services to uninsured, low income people on a sliding scale payment basis. There are also
private dentists, eye specialists, and physical therapists. Health care services for children
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are available through private, fee for service clinics. The Gallatin City County Health
Department (GCCHD) provides limited care for Medicaid families. Women, Infants and
Children program (WIC), and childhood immunizations for all children.
Students at MSU pay a health fee each semester, making them eligible for
comprehensive health care at the Student Health Service (SHS). Spouses are eligible for
this care for the same fee as well. Children of students are not eligible for health care at
SHS. Health care for children must be sought through private physician clinics. There is a
student health insurance plan under which children can be insured. Students are required
to have medical insurance to attend MSU, but coverage for dependents is optional.
Current figures indicate that 3,927 students are currently enrolled in the Student health
insurance plan, a Blue Cross/Blue Shield policy. Of these, 31 have enrolled their spouses,
42 their children, and 21 both their spouse and children (Robin Kuntzelman, personal
communication, January 1998). The cost to insure one’s children and spouse is a likely
deterrent to purchasing this plan. Families are charged $647 twice a year for a spouse and
$540 twice a year for any number of children. Deductibles are $200 per family member or
$400 per family per year. A 20% co-payment is instituted after the deductible is met.
Well child care including immunizations is covered 100% until age 24 months. These
dollar amounts are quite high for many families and could explain the relatively low
numbers of student families selecting this option.
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Health Care Options at Other University Health Centers

In order to explore health care options for children of students at MSU, other
campus health centers were contacted to determine the current status of this population at
other universities. A letter was sent to a host of college health centers via electronic mail.
The server reached over 1,000 sites and over twenty responded. Eleven of these
described services for children of students at varying levels. Services ranged from
emergent care only for children attending on campus daycare, to clinics complete with
matemal/child care for both university and community families. The latter describes
services at the University of Washington, Seattle, a large campus with medical and nursing
schools, a hospital and large community base. Most replies described programs offering
health care for children age 12 and older. Reasons cited for this age decision were based
on the fact that this age group can receive care approximating that of young adults with
respect to medication dosing and physical maturity. Providers at these health centers felt
less competent caring for the younger pediatric patients, and the cost to hire a pediatric
provider was prohibitive. Of interest in these communications was that those campuses
with more comprehensive coverage for children also had active parent groups who
initiated and supported the development of health services for their children. In addition,
changes in administrative policies also drove the development of child health services.
Such was the case at the University of Colorado at Boulder Wardenburg Student Health
Center. When the university administration required the health center begin providing
faculty and staff care, the decision to include children was made (Dr. Thomas Kuntzman,
personal communication, June 1997). The University of Washington developed a health
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center in response to changes in state laws. According to Terri Weiss, ARNP (personal
communication, June 1997), the students were paying mandatory health fees, but were
also seeking care outside the student health service. These outside services were paid for
separately. State laws made it illegal that individuals be asked to pay health fees twice, as
they were in this situation. The family health clinic was developed in response and is an
expansion of their already existing student health service. The clinic was seen as a way to
preserve the student health clinic and meet the needs of those who were seeking care
outside the student clinic. The clinic serves students and their families as well as people
from the community. Approximately 20% of visits to this clinic are children (Terri Weiss,
ARNP, personal communication, June 1997). At Western Michigan University a nursing
clinic was created 10 years ago to provide care to children of students. Nurses from a
local hospital as well as a consulting physician staffed the clinic, located in an apartment in
family housing. This clinic closed when these nurses were no longer available to the clinic.
Student requests led more recently to the development of services for children age 12 and
older at the student health center. However, according to Carol Eddy (personal
communication, June 1997), the number of child visits is quite low. She reported an
awareness of the need for services to children from birth to 12 years. These children are
currently referred to local area clinics.
In summary, the need for health care for student families with children has been
documented at other universities. A variety of options have been presented which attempt
to address this need. Further exploration of this issue takes place in the review of
literature section of this paper.
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Summary of Health Status of Children in the United States

Exploration of health care issues for children at MSU must be viewed in the
context of the society at large. The health care status of children in the United States is
examined in the following pages in order to place the study group in the proper societal
context. According to Bums (1996), 25% of America’s children live in single parent
homes, and by the end of the 1980’s almost 20% of America’s children were poor. This
represents an increase since the 1979 figure of 17%. Although overall poverty rates
appear to have remained constant over the past two decades, children have become more
impoverished while the elderly have improved their economic status. In fact, “today,
children are twice as likely as the elderly to be poor” (p.6). In light of these figures, it
becomes more apparent that supporting parents in their efforts to become educated is a
mission the college health community should uphold. Educated parents are less likely to
succumb to a life of poverty, therefore assuring better health for their children.
For human beings to reach their potential and be successful, they must be healthy.
In order for children to negotiate the American social system and achieve hopeful and
fulfilled lives, they must be healthy. Standards for pediatric health maintenance are
outlined by various groups of health care professionals including the National Association
of Pediatric Nurse Associates (NAPNAP) and the American Academy of Pediatrics
(AAP). Included in these standards are recommendations for routine health maintenance
visits intended to promote health and prevent disease and injury. In addition, NAPNAP
includes in its definition of preventive health care those activities “that actively promote
responsible behavior and the adoption of healthy lifestyles” (NAPNAP 1993, p.242).

7
NAPNAP believes that by supporting prevention-oriented health care aimed at behavior
changes in young people, America’s children will become healthier and financial and social
resources will be used more wisely. Both NAPNAP and AAP support comprehensive
health maintenance visits for children on a routine basis including eight visits from the
newborn to 12 month period, four visits from 15 months to four years, and annually
thereafter. These health maintenance visits should include assessment of physical and
emotional well being, screening for disease and disability, guidance in growth and
developmental issues, and immunizations. Provision of appropriate health education and
anticipatory guidance complete the visit (Bums, 1996).
With respect to specific health concerns for children, death rates are often used as
indicators of health status. For children age one to 14 years, the 1990 death rate was at its
lowest rate ever. 40% of childhood deaths are the result of accidents, and over half of
these due to motor vehicles (Bums, p.4). Homicide and suicide account for 25% of these
accidental deaths. With respect to specific age groups, five to nine year olds were more at
risk for pedestrian accidents, followed by one to four year olds. Children ages five to 19
years are more at risk for bicycle deaths, most of which are results of head trauma.
Clearly these deaths from unnatural causes can be prevented with better guidance and
health supervision for these vulnerable individuals. With respect to illness, an estimated 20
million children have one or more chronic conditions requiring health supervision. These
chronic conditions include diseases such as asthma and allergies, diabetes, neurological
conditions, and others. Mental and emotional disorders affect an estimated 12% to 15%
of children as well (Bums, 1996).

8
Adolescence is a unique period in the life of a child. The American Medical
Association (AMA) has created Guidelines for Adolescent Preventive Services (GAP) in
response to apparent needs specific to this age group. Health issues for adolescents differ
from those of the younger age groups. Between the years of 1985 to 1990 death rates in
children age 15 to 19 years increased 13%. This increase was primarily driven by
homicides among Black males. Since the 1970’s this is the only age group across the life
span in which death rates have steadily increased. Accidents and homicide are blamed for
this increase, with white teens more likely to die from accidents. Of all children, child
abuse and neglect is experienced most by adolescents, though children under six years are
more likely to die from abuse injuries. Two thirds of motor vehicle deaths in children
occurred in adolescents with alcohol playing a significant role in these deaths. The issues
of drug and alcohol abuse, sexually transmitted disease and teen pregnancy are also
priority health concerns for this often neglected group of children. Bums (1996) provides
us with the following disturbing figures addressing these needs: “Among 15 year olds, one
in seven smokes, one in three has consumed alcohol excessively, and one in five smokes
marijuana daily. At least one in four girls and one in three boys are sexually active.” (p.6).
Teen pregnancies are of concern in that the birth rate in 1991 for this age group was at its
highest in 20 years. In addition, “only 69% of students entering high school in 1986
graduated in 1990” (p.6). Clearly these figures point to a potential health concern since
education continues to be an important predictor for healthy life outcomes.
The Bush and Clinton administrations developed guidelines for the health
supervision of children. This program. Bright Futures: Guidelines for Health Supervision

of Infants, Children and Adolescents, “is based on a contextual approach recognizing the
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child as a member of the family and the community” (Biester, 1995, p.264). Bright
Futures supports the integration of services and family-centered and community healthbased supervision. Included in the guidelines are recommendations for integrating health
supervision into a system of care including primary, secondary and tertiary care. Among
the guidelines established by Bright Futures is a working definition of health supervision.
Health supervision includes the interview; physical examination; observation of the
child and family; and psychosocial, educational, and developmental surveillance.
Additional screening procedures - including vision, hearing, and metabolic
screening - also are included to identify areas that may warrant further assessment
and intervention (Biester, p.265).
Periods of family transition or stress, such as the years parents are in college, may call for
supplemental health supervision for the children. Bright Futures also recognizes that
health risks and needs may change over time and must be periodically reassessed. It is in
the best interest of the MSU community and the children residing therein that health
services “are accessible, continuous, comprehensive, family centered, coordinated,
compassionate, and integrated into a system of care” (p.265). With these guidelines in
mind, the exploration of health needs of children in MSU family housing ensued.

Statement of Research Problem

The purpose of this project is to identify and describe the health care needs of
children residing in FH at MSU. Specifically, the study explores the current options
parents choose for their children, the accessibility and availability of these options, and
barriers to obtaining health care for children. Current health maintenance practices, such
as immunizations and well checks, and parents' perceptions as to value of specific health
services for children were explored.
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Conceptual Framework

The ideas put forward by Nancy Milio in various works guided the
conceptualization of this study. Milio’s background in health care stems from intimate
community involvement as a public health nurse, facilitating the creation of a viable,
dynamic community health clinic in a severely underserved inner city neighborhood (Milio,
1970). She examines the health behaviors and outcomes of individuals from a public
health reference. Community health is seen from the perspective of the choices individuals
make within the health care system. Personal choice making is seen as a reflection of the
health of the community in which the individual resides. Milio claims that public policy
sets options for choices that people make with respect to health care. In addition, “people
seek out health services in ways not so much related to what health professionals advise as
best for their health, but more related to the alternatives open to them at any given time”
(Milio, 1981, p.92). Higher incomes and educational levels increase one’s access to more
costly preventive services. For individuals of lower economic and educational status,
prevention options are fewer and more difficult and “only when illness, especially severe
illness, occurs can their priorities for using limited funds shift so that time, distance, and
money become less important than getting to a medical setting” (p.92). Choice making of
individuals is not a matter of free choice, but rather made according to a limited range of
options available. In addition, options which are easiest and which hold promise of
greatest gain for the least cost are most likely to be chosen. Personal, social and economic
circumstances as well as the health systems available to them will also limit choice making
(Milio, 1981).
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In her empowerment model or “Framework for Prevention” Milio (1976) explains
that individual’s health care “choices are limited by the actual and perceived options
available to them” (p.438). These choices also include one’s personal and community
resources. Included in this framework are six propositions:
1. The health status of populations is the result of deprivation and/or excess of
critical health-sustaining resources.
2. Behavior patterns of populations are a result of habitual selection from limited
choices. These choices are limited by a.) actual and perceived options available
and b.) beliefs and expectations developed and refined over time by socialization,
formal learning and immediate experience.
3. Organizational behavior sets the range of options available to individuals for
their personal choice-making.
4. The choice-making of individuals at a given point in time concerning potentially
health-promoting or health-damaging selections is affected by their effort to
maximize valued resources, both personal and social.
5. Social change may be thought of as changes in patterns of behavior resulting
from shifts in the choice-making of significant numbers of people within a
population.
6. Health education can have little significantly extensive impact on behavior
patterns without the easy availability of newly perceived alternative healthpromoting options for investing personal resources (Milio, 1976).
Contradictions in the health care system also affect the health of certain population
groups within a community. The situation at MSU presents such a contradiction for
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student families. The current system provides primary health care to students and thenspouses at SHS. In contrast, children of students are not eligible for this service. Looking
at this contrast from the perspective of Milio, we might say that choices for health care are
more limited in the pediatric population than for the adult. Children comprise an invisible
group of vulnerable community members whose needs are potentially not being met. This
is no surprise given the historical context of universities, traditionally home to young
unmarried adults. A college education was not attainable by young parents whose families
began prior to completing college. This is not so today, however, and university
campuses are recognizing this in other areas, providing returning, non-traditional age
students extra support in their educational efforts. This is evident at MSU in the programs
which support older students such as Students Over Traditional Age (SOTA), the MSU
Daycare, as well as the large number of apartments available for families in the FH
complex.
Milio examines actual and perceived resource availability for the health care
consumer. The issue of choice is central, and making resources available so they can be
easily chosen is paramount to the health of the community. Such a framework suits this
project because it applies to community based health care and addresses the issues of
health-seeking and health-sustaining behaviors. The study explored parents’ health¬
seeking behaviors for their children, as well as both perceived and actual resources
available to families with children. The community is defined as the FH apartment
complex at MSU. Findings from this project will be interpreted with Milio’s propositions
in mind.
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Key concepts of this framework include 1.) resources, 2.) excess/deprivation, 3.)
choice-making of individuals, 5.) access/availability of resources and 6.) barriers to
resources. These key concepts are defined in the following paragraphs.

Definitions
1. ) Resources: Milio (1976) describes both synergistic and seminal healthsustaining resources. Seminal refers to basic resources such as food and shelter,
whereas synergistic include resources such as education and health services.
Health relies on a balance of health-sustaining resources. Problems arise when a
population is deprived of resources such as safe water and shelter, but are also
seen when diseases arise as a result of excess. Too much food leads to obesity and
other health problems. Rapid transportation and stressful work environments lead
to diseases seen in more affluent societies such as heart disease and anxiety
disorders. For purposes of this study, synergistic resources will be analyzed, in
particular health services. Seminal resources are assumed to be adequate and
essentially homogeneous in the FH community.
2. ) Deprivation/excess: these concepts refer to resources available to a population.
Health problems occur as a result of both excess and deprivation of healthsustaining resources.
3. ) Choice-making of individuals: behavior patterns of populations are a result of
habitual selection from limited choices. These habits are related to actual and
perceived options available as well as beliefs and expectations developed through
socialization, formal learning and immediate experience. Choice-making is related
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to an individual’s personal resources such as awareness, beliefs and money. An
individual’s societal resources equally impact choice making. The availability of
health-sustaining resources such as clean water, safe roads, affordable health
services, as well as rewards or penalties incurred by society for selecting or failing
to select options available also determine choice-making of an individual. Social
change is thought of as changes in patterns of behavior resulting from shifts in
choice-making of significant numbers of individuals in a population.
4. ) Access/availabilitv of resources: access to and availability of health-sustaining
resources is key to Milio’s framework for prevention. Not only must resources be
physically available, but also cost effective and compatible with the population’s
behavioral belief systems. “It is not enough to make people knowledgeable about
health-promoting choices. The other side of the coin is to provide ready access to
health-promoting options” (p.437). Health-promoting options must also be
available and “more readily so than health-damaging options” (p.437).
5. ) Barriers to resources: implicit in the previous concepts is the notion that
barriers to healthy living are health-damaging options in excess of and more
accessible than health-promoting options. Barriers can include financial
limitations, lack of community resources, lack of transportation, as well as a social
structure which does not support health-promoting options such as clean air and
water or accessible health care services.
In summary, Milio looks at health status of populations in terms of the outcome of
personal choice-making. Choices are limited by “the actual and perceived options
available to individuals, which reflect their community’s resources” (p.438). With this
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framework in mind, the exploration of health needs for children of students in MSU FH
was undertaken. The survey attempted to answer the question of which choices parents
are making in regard to their children’s health care, as well as perceived and real barriers
to access including personal and community resources.

Assumptions
Inherent to this study is the central assumption that children need health care and
that parents desire their children to have access to quality health care. In addition, Milio’s
framework recognizes that access to health care is unequal in a community. Again, this
contradiction is demonstrated by the availability of on campus health care for adult
members of student families but not for the children.

Limitations
The transient nature of the FH community must be considered when analyzing the
data. This is a constant challenge to the college health provider in general, and
information dissemination must be ongoing to a fluid and constantly changing audience.
Turnover of families in FH is constant. The nature of the community is relatively
temporary in that education is a self-limited experience, a stepping stone to a more stable
existence. FH is a housing community for student families, providing a low cost
neighborhood of transient families. Although the college years generally span a four to six
year period, not all families reside in FH for their entire MSU stay. Health education
efforts and other campus information must always be presented with this in mind.
Information is being heard for the first time by many members of the student audience.
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This study is limited by the survey method in which follow through with unclear
answers is not possible. The design of the survey tool is intended to minimize this
limitation. Where feasible, space for participants to describe and comment about their
answers was provided.
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CHAPTER 2

REVIEW OF THE LITERATURE

In order to form a foundation on which to approach the research problem and to
design the survey tool, literature was sought in the areas of community health,
underserved populations, pediatrics, college health and student families. There are few
studies that document the impact of student life on family structure and the well being of
children. Literature explored described the experiences of international students and their
families, the use of family housing communities for clinical education sites in baccalaureate
nursing programs, and specific topics in pediatric and family health. Historical
background for MSU FH exposed a small survey of the community done by
undergraduate students in 1996, and an article describing a Nursing Center at MSU
designed to provide baccalaureate students with a community health site during their
senior year in 1975 and 1976 (Hauf, 1977). This Nursing Services Center is no longer in
existence. The literature review will begin with this historical perspective then continue
with a review of literature describing health services for student families at other
universities. Issues of international student families follow, presenting additional
challenges to the health provider. The chapter closes with a review of literature
addressing access to health care. Access for children and adolescents is emphasized.
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Historical Perspective

Hauf (1977) described a Nursing Services Center that provided preventive services
to residents of MSU FH. This center served as a clinical site for baccalaureate nursing
students in the MSU College of Nursing so that these students could meet the
requirements for community health nursing. Care provided included maternal and child
care and primary nursing functions. According to Hauf (1977) the experience allowed
students to focus on nursing in the community and become involved in health education
rather than emphasizing the function of a public health agency and policy which tends to
be narrow in scope as an educational experience (Hauf, 1977). Other activities provided
at the Nursing Services Center included
“ prenatal classes and group discussions,... health histories; screening exams
such as heights and weights, blood pressures, hearing, vision, speech, DOST;
physical, psychosocial and intellectual assessments; hematocrits; urine tests for
sugar, protein, pH; throat cultures; immunizations; interpretation of exam results
with children and/or parents; making referrals; response to referrals made to the
Center; home visiting; out-reach; ill-child assessments; recording and care
planning; initiation and facilitation of health activities in the community such as
development of a multiple sclerosis chapter; blood pressure clinics; and health
education for the retarded” (Hauf, p. 10).
It is not clear in the literature why the Nursing Services Center ceased to exist. According
to Nancy Chandler, faculty member at the MSU CoUege of Nursing (personal
communication, January 1998), the clinic operated from 1973 to 1979. Approximately
200 families were served by the clinic in that time. Twelve to 15 were in FH and the rest
in the community at large. In 1980 the nursing curriculum at MSU changed and students
no longer needed community health preceptors in Bozeman. Junior and senior level
nursing students are now placed in other Montana communities for their clinical
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experiences. Funding for the clinic relied on a local, private charitable donor and staffing
derived solely from the College of Nursing (Chandler, 1998, personal communication).
In 1996 a group of pre-health profession students conducted interviews of 167
families in MSU family housing seeking information about their health care needs. The
raw data from this study and its overall design were not available for review and
incorporation into the present study. Data were collected by several different students in
an interview format. There is no evidence that controlling for variations in interviewer’s
styles occurred. A copy of the tool used and a statement of preliminary findings are
available in Appendix A. The sample consisted of 310 adults and 208 children.
Summaries of this survey's findings revealed 13% of two parent families and 30% of single
parent families had no medical insurance. These data are questionable because MSU
requires all students carrying seven or more credits to carry medical insurance. The
dependents however are excluded from this requirement. Other findings revealed that
21% of the families were on Medicaid and six percent of respondents identified the
emergency room as their regular source of medical care (Appendix A, Survey on
Community Health Needs, January 8,1996).

Family Health Care in the University Setting

Initial Attempts at Health Care for Student Families
Family health care for university students was described in several articles from the
mid 1960’s to mid 1980’s. Early attempts to address the needs of this group reflect the
social climate of the time. Typically issues of care for spouses of students, most often
wives, were addressed. During this time housing for families was referred to as “married
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student housing” as opposed to the more contemporary term Family and Graduate
Housing. Mason (1966), a physician at Emory University, addressed the increase in
married students on university campuses and offered various explanations for this
phenomenon. He reasoned that perhaps education was taking longer to complete so
students were participating in “the natural state of marriage” prior to completing their
degrees. The return to college of war veterans on GI educational bills also contributed to
an older student profile, many of who had families. An increase in the numbers of teen
pregnancies and marriage also contributed to the changing demographics of the college
sector. “Concomitantly there has been a growing liberalization of some of our ideas about
the sexes and the elimination of some of the barriers that in former years tended to
separate them (men and women) physically and educationally” (p.271). Mason attempted
to explain the health issues of student couples during college, and his views reflected the
more traditional sex role expectations of the time. Husbands were typically portrayed as
the student, with wives taking on the role of homemaker and sometimes breadwinner
during this period in the marriage. Health issues for these couples revolved around
relational issues, childbearing, pregnancy planning and sexuality. In addition the
emergence of a concern for the health needs of children of college students is evident in
Mason’s writings. He claimed that “anything planned to help the children of students will
help the children’s parents

The children of students need low cost medical care and

they need the protection of sickness and accident insurance, just as the student does”
(Mason, p.276). Students today define their family unit in more diverse terms than those
posed by Mason. There are significantly higher percentages of single parent families as
well as unmarried couples and homosexual families. MSU FH includes apartments for
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single graduate students, married or single parent families, as well as married couples with
no children.

Health Care Utilization Patterns of Student Families.
The concerns for health care needs of families in lower income and underserved
regions of the country are commonly addressed in the literature. Kripke (1971) expanded
this issue into the student family population. He claimed that student families have lacked
easy access to health services. In addition Kripke identified these families as valuable
educational resources for teaching primary health care. A study was undertaken at the
University of Iowa to investigate patterns of health care utilization of married students and
their dependents (Kripke, 1971). Problems with access, attitudes towards services
received as well as expectations for health care organization and financing were assessed.
Findings revealed extensive use of ambulatory medical and dental services as well as in¬
patient maternity. Key problems identified included expense, lack of information about
available services, and lack of general medical services for wives. Economically stressed
families and foreign student families indicated lower rates of insurance coverage for dental
and health care, lower rates of immunization and well care, and a greater likelihood of
being deterred from health care. These same themes emerged in a similar study at
Stanford University and are cited as comparison by Kripke (1971). Both Stanford
University and The University of Iowa are home to medical schools and hospitals. At the
time of Kripke’s writing (1971), student families, including children, had access to primary
health care within the medical center departments of Pediatrics and Obstetrics and
Gynecology. Dental students and their families had access to a dental care program
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through the College of Dentistry. Kripke suggested that student families constitute a large
segment of the student population and outpatient services are needed and, when available,
used extensively by these families. He additionally emphasized the value of the student
family community as an educational resource “to be utilized in teaching primary health
care at student and postgraduate levels and as a demonstration on family dynamics”
(p.126). Research into primary health care from an organizational and process approach
can also be pursued in this unique environment.
Utilization Under a Pre-Paid Health Plan. At the University of California Los
Angeles (UCLA) Marion Davis Pediatric Clinic, children of enrolled students were offered
health care through a prepayment plan (CHCPP). Wild (1976) explored the utilization
patterns of families enrolled in this plan versus student families who sought pediatric care
elsewhere. She cited variables of income, age and sex as being clearly related to
utilization patterns. Illegitimacy, residential mobility and family disorganization are also
identified as significant in participation in health care programs (Wild, 1976).
Socioeconomic variables have been found to be important predictors as well, with smaller
families and those with relatively higher incomes being the most frequent users of
preventative services. Wild cited the studies mentioned in previous paragraphs as
indicators that student families delayed or were deterred from receiving adequate health
care. In her study she specifically explored “the effects of demographic variables,
associated variables, and attitudinal variables as they affect university student families’
entry into and use of a child health care delivery system” (p.140). Findings indicated that
accessibility, meaning close proximity, to the clinic was a clear factor in deciding to join
the CHCPP. The foreign student community was well represented with 25% of the
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membership. CHCPP members tended to more readily use other campus services such as
student health, recreation centers, housing services and child care. Satisfaction was also
high in the CHCPP group as opposed to the non-member group. Unfortunately, only a
small proportion of potential users enrolled in the CHCPP and it eventually became
insolvent and was discontinued.
Sociodemographic Links to Utilization. Health care services for spouses of
students at the University of Florida Gainesville were instituted in 1975 (Robitaille,
Shaara, and Richie, 1977). In creating this service a survey was undertaken to gain a
better understanding of the utilization patterns of student families, including their children.
Eighty percent of families with children reported consultation with a physician for some
type of medical service during the investigation period of six months. The number of
visits for children was greatest. Wives and then husbands followed. In general all groups
made extensive use of outpatient services, however barriers to access were noted. In
particular expense, lack of information about available resources, location of resources,
and previous unsatisfactory experiences were chief problems identified (Robitaille et aL,
p.160). Use of private services was, not surprisingly, associated with higher incomes.
Those using private services reported fewer obstacles in obtaining needed care and more
insurance coverage for health and dental care as well. The survey contained a high
percentage of children younger than six years old, an age which inherently demands more
health supervision. This is no doubt a common thread among all student families given the
relatively young ages of parents and the marriage relationship itself. In addition to
identifying utilization patterns, Robitaille and colleagues argued again for the “value of the
student family as a research and teaching resource in the areas of family medicine, public
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health, and dental care” (Robitaille et al., p.161). The authors recommended further
investigation into development of health services for student families.
Utilization of Nursing Centers. Graduate nursing students at the University of
Florida, Palm Beach Gardens performed a community health assessment of families in
family housing. Their study “revealed a lack of inexpensive, easily accessible health care
for non-student spouses and children of student families” (Smith, 1986, p.79). In
response, a Family Health Center (FHC) was developed through the College of Nursing,
providing health assessments, information, counseling and an entry into the health system.
The author identified four functional structures associated with the FHC and vital to its
stability. These included the College of Nursing, Division of Housing, Student Health
Services and residents of family housing. Promoting self-care and wellness with Dorothea
Orem as the theoretical foundation were goals of the FHC. The student family was
“viewed as an integral part of an individual’s life and is included in the care” (p.80). As
the FHC was implemented and functioning, reassessment revealed that the community
served was indeed a transient, transcultural, young and educated population. Frequent
turnover of residents led to a constant need for continual informational outreach and
increasing awareness of FHC hours, location and services. Smith noted weaknesses in the
FHC centering around the lack of continuity of care due to the educational nature of the
FHC. The presence of a consistent nurse practitioner faculty member was one
recommendation. This person would be responsible for quality of client care and the
student experience. The author emphasized the benefit this FHC had for the nursing
student. The FHC “promotes self-confidence, self-direction, and self-initiative needed by
nurses practicing at an advanced level” (p.81).
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VanAntwerp and Spaniolo (1992) also described the provision of health services to
student families in conjunction with baccalaureate nursing education. The development of
a nursing clinic for children at Western Michigan University (WMC) provided primary
care to this community as well as clinical experiences for senior nursing students. In
collaboration with the family housing department and the College of Nursing, “the clinic
provides free walk-in services to WMU families with children” (p.213). Care included
developmental assessments and anticipatory guidance, parenting education, and referrals
to appropriate care options in the local community. A physician provided care one
morning a week, with families paying a small fee for this service. VanAntwerp and
Spaniolo cited that nurse practitioners would have been a invaluable resource to the clinic.
Faculty from the College of Nursing ideally “would have been prepared as certified nurse
practitioners in order to broaden their scope of practice” (p.215). Another ongoing
frustration the authors described was their inability to provide immunizations to the
children served. In addition, services were available for only one afternoon per week.
This affected not only continuity of care for families but also made it difficult to meet the
learning needs of the students.

Health Care Needs for International Student Families

Interactions with international students in the MSU college health clinic suggest
there may be unmet health need for their families. According to the Office of International
Studies at MSU, approximately 20% of international students arrive with families These
families are faced with adjusting to a new culture, communicating in a foreign language,
and negotiating health care in a complicated, unfamiliar system. Numerous studies have
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explored the health care needs of international students and their patterns of use of
university health centers. Since it may be assumed that many health issues facing students
will be similar to the issues of their accompanying families, it is useful to review these
findings. Two key recommendations were made by a number of authors. First,
international students require orientation to services available at their student health
centers and information about how to obtain health care, including medications, in thengreater communities. Second, the need for culturally sensitive care to this population has
been identified, specifically in relation to issues of loneliness, communication barriers, and
differing health practices (Ebbin and Blankenship, 1986; Miller and Harwell, 1983; Sharif,
1994; Kayser-Jones and Abu-Saad, 1982).
UpvalTs Model of Uprooting (1990) described the displaced nature of
international students living in a foreign culture. Students faced pressures to perform well
academically in a foreign language and they were often burdened with missing their family,
friends and familiar foods. These issues of uprooting placed the international student at
risk for anxiety, insomnia, depression and somatic complaints (Upvall 1990; and Ebbin and
Blankenship, 1986).
DeTurk, Posey and Aaltonen (1995) explored health care utilization by
international families. They found that the vast majority of international student families
had utilized some aspect of the health care system within their first year in the United
States. While 71% of these felt they had received adequate care, high cost was perceived
to be their biggest barrier. Given that 95% of the non-student spouses and 51% of
children in this study were without health insurance, this comes as no surprise. For those
campuses who do provide services to student spouses, DeTurk and colleagues
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recommended that extra efforts be made to reach those spouses who were resistant to
venture into group situations. The authors found that over one half of international
student families questioned reported having experienced language difficulties with health
care providers. At the University of Southern California this problem was approached
through the English as a Second Language classes where issues such as primary health
care, emergency care, and labor and delivery practices in the United States were
discussed. Vogel (1986) described the adjustment problems of Japanese wives at Harvard
University. Through her work leading focus groups for these women she unveiled
common problems faced by these international families. Communication problems were
among several issues highlighted in her works. Wives tended to be less proficient at
English than their student husbands. As well, Vogel found that pervasive anxiety of living
overseas and social isolation affected their social adjustment. Poor understanding of
health insurance, differing health care practices, and miscommunications between Japanese
patients and their American medical providers were common difficulties encountered when
accessing health care.
The issues of international families mentioned here will undoubtedly surface when
these families access care for their children. Literature which speaks directly to the needs
of the children was not found. VanAntwerp and Spaniolo (1992) however noted that
among the highest users of their family nursing center at WMU were the international
families. International spouses at MSU provided the author with insight into their issues
at a focus group in the spring of 1997 (Lavin & Marcus, 1997). The group consisted of
seven women from as many different countries. Dominant themes which emerged echoed
those found in the literature. These included cost of health care in the US, resource
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awareness and utilization, isolation and loneliness, and language difficulties. In addition,
although all women reported awareness of health care services for themselves and their
husbands, most were unclear as to options available for their children. Clearly this speaks
to a silent community of potentially underserved children at MSU.

Summary of Literature on Student Families

Studies addressing the health needs of student families were examined to identify
prevalent concerns in this population. This group, when given access, utilizes health care
appropriately and frequently. The needs are apparent in both native and international
families. Previous attempts to meet these needs have also provided learning opportunities
for university students. However, it is not evident that the needs of student families were
assessed thoroughly prior to implementing the majority of clinics presented here. This
might inevitably lead to such a clinic’s demise given that the impetus for the clinic came
from needs of the provider rather than those of the community served. With this in mind,
the survey attempted to assess these needs and utilization patterns of families with children
at MSU. Future service planning can then follow, with the desires and needs of the
families rather than the providers guiding the process.

Access to Health Care

There have been a large number of papers, both theoretic as well as research
studies, which address access to health care. Specific measures of access and access for
children and adolescents are the focus of the following discussion. Concepts are defined
and issues surrounding health care access for children and adolescents are described.
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An underlying assumption to the discussion of access to health care is that better
access will lead to better health outcomes. Thomas and Penchansky (1984) proposed that
improved access leads to more appropriate and cost effective utilization of health care
services. These authors provided a working definition of access based on the following
dimensions: 1.) availability, 2.) accessibility, 3.) accommodation, 4.) affordability and 5.)
acceptability (Thomas and Penchansky, 1981; Penchansky and Thomas, 1984). Access is
viewed as the degree of “fit” between the clients and the health system. The five
dimensions represent closely related but separate phenomena. It is not easy to separate
the dimensions as they each affect one another, but studies by Penchansky and Thomas
(1981; 1984) indicate that these dimensions can predict satisfaction with and utilization of
health services. A definition of each dimension is presented in Table 1.

Table 1. Dimensions of Access (Thomas & Penchansky, 1984)
Dimension
Availability

Definition
The relationship between the volume and type of existing services (and resources)
and the clients’ volume and type of needs.

Accessibility

The relationship between the location of supply and the location of clients, taking
account of client transportation resources and travel time, distance and cost.

Accommodation

The relationship between the manner in which the supply resources are organized to
accept clients (including appointment systems, hours of operation, walk-in facilities,
telephone services) and the clients’ ability to accommodate these factors.

Affordability

The relationship between prices of services and providers’ insurance or deposit
requirements and the clients’ income, ability to pay, and existing health insurance.

Acceptability

The relationship between clients’ attitudes about personal and practice
characteristics of existing providers including age, sex, location and type of facility
or religious affiliation of provider or facility, as well as provider attitudes about
acceptable personal characteristics of clients, including ethnicity and patient
payment source.
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Satisfaction can be viewed as an outcome of experiences in using health care. It
has been used to predict utilization of health services, a relationship that is not always
clear. Sociodemographic characteristics are implicated in utilization behavior (Thomas &
Penchansky, 1984). Results of their study suggested “sociodemographic characteristics
relate to behavior through patient’s beliefs and perceptions” (p.566). Findings also
significantly related utilization behavior to access dimensions. Dissatisfaction with
services (acceptability), for example, negatively influenced utilization for males and those
with only a high school education. Housewives and younger people utilized health
services based on satisfaction with price, the affordability dimension. Women in general
seemed to utilize based on acceptability in this study. Accessibility was, however, not as
strong an influence on utilization in any of the sociodemographic groups of the study.
Perhaps this is reflective of the relatively abundant health care services of the study area
under discussion (Thomas & Penchansky, 1984).
Penchansky & Thomas (1981) identified travel time as predictive for satisfaction
with the dimension of accommodation. Time spent in the waiting room, however,
predicted satisfaction with the dimension of affordability. Availability, accessibility and
accommodation were also predictive of higher utilization rates. We can presume from
these relationships that variations in the five dimensions of access - availability,
accessibility, accommodation, affordability and acceptability - will influence client
utilization, provider practice patterns, as well as satisfaction with health services. For
example, availability of too few providers will over burden those in practice, thus altering
their delivery of care. Expensive services will be available and affordable to only those
with financial resources, thus reducing utilization by those with less. Clearly these
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dimensions are separate yet interdependent and must be factored in to any discussion of
access. The dimensions of access also mirror those put forth Nancy Milio. Choice
making of individuals is based on availability, accessibility, affordability, accommodation
and acceptability.

Access to Health Care for Children
Access to health care for adolescents and children was examined in order to better
understand the needs of the study group. Utilization of medical care has been shown to be
influenced by the mother’s marital status and education, the child’s age, parental
occupation and number of children in the family. Access to medical care is also a strong
determinant of utilization (Pless & Pless, 1997). Barriers to access are tied to income and
social class. Wood, Hayward, Corey, Freeman and Shapiro (1990) evaluated children’s
access to health care via telephone survey. The sample of 2,182 children provided data
from which to evaluate access. Findings from this study confirmed that children of
families who are poor, near-poor and non-white were far less likely to have health
insurance. Those who were non-poor, white and had health insurance were more likely to
have a regular source of health care, whereas poor, non-white children and those with
Medicaid insurance were far more likely to use the emergency room for their health care.
These children also made higher use of community clinics and outpatient hospital clinics.
In regard to annual well checks (recommended by the American Academy of Pediatrics for
children age one to five years old, see Chapter 1), “37% of poor children in this age range
had not had one (well check) within the past year, compared with 16% of non poor
children in this age range” (Wood et al., p.668). Of the seven percent who were not

32
currently immunized, those who were poorer and under age two had significantly lower
immunization rates. Overall access to care, as measured by having insurance and a regular
source of care, was worse for poor and near-poor children (household income <150%
poverty level). Independent of poverty status, non-white children also had less access to
health care. Non-white children were less likely to have a regular source of care, more
likely to have financial barriers, and were more likely to use emergency rooms, community
clinics, and hospital outpatient departments rather than a private physician for their care.
In addition, children less than five years old who were non-white were less likely to have
seen a physician within the past year and more likely than others to have incomplete
immunizations. Finances and lacking a regular provider were significant barriers for low
income children. Children on Medicaid were much more likely than those with private
insurance to use the emergency room, community clinics and hospital outpatient
departments as their regular source of care. Interestingly, those with Medicaid were also
less likely than the insured children to have had a physician visit within the past year.
Woods and colleagues (1990) revealed some interesting features that might predict
utilization and access to health care. In particular, one sees a true racial difference that
does not disappear when controlling for other socioeconomic variables such as income and
residence. The central finding from this study is the conclusion that being non-white, poor
and near-poor are significant predictors of poorer access to health care services.

Access to Health Care for Adolescents
Issues of adolescent’s access to health care are often presented in the literature
separately from the general pediatric population. Their issues appear to echo those
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discussed in the section addressing children. Use of ambulatory health services by
adolescents age 11 to 17 were examined using data from the 1987 National Medical
Expenditure Survey (Bartman & Moy, 1997). Findings revealed that race, middle income,
lack of insurance and lack of a usual source of care were predictors of not accessing
ambulatory health care. Those adolescents at greatest risk for not receiving adequate care
were those who did not identify a regular source of health care.
Kouzis and Newcomer (1996) investigated the impact of school based primary
care clinics on adolescent’s use of the emergency room and hospitalizations. Those
students who had access to a school clinic had lower emergency room visits and were less
likely to report a hospitalization. Significant predictors of hospital use included the
presence of a chronic illness, having health insurance, African American race, older age,
and lower grade. Overall access to primary care was increased with the use of school
based clinics, as well as a reduction in the number of emergency room visits and hospital
stays.
A self-report of health care needs of adolescents was the focus of a study by
Zimmer-Gembeck, Alexander and Nystrom (1997). Using the Youth Risk Behavior
Surveillance survey (YRBS), adolescents in 50 Oregon schools reported on their needs for
specific types of health care. Of the 19% who reported unmet needs, the majority were
female, racial minority, rural, and sexually active adolescents. Unmet needs included
illness care, personal or emotional problems, and birth control
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Summary of Literature Review

Exploration of the literature has focused on issues of student families with children
and various models used to facilitate health care for them. Services are commonly
connected with schools of nursing and provide a dual function of providing primary care
to children and educational opportunities for students in nursing and medicine. Studies of
international student families revealed a need for culturally appropriate health care.
Children of these families are at risk for not receiving adequate care due to financial,
cultural and isolation barriers. Finally, the five dimensions of access - availability,
accessibility, accommodation, affordability and acceptability - highlight those issues
pertinent to the evaluation of access to health care. Literature on access to care for
children and adolescents revealed barriers in populations of low income and non white
racial groups. Lack of a regular provider and lack of insurance placed children at risk for
inadequate access to health care. The presence of school based clinics providing primary
care to adolescents has been shown to improve access for these individuals as well as
reduce the numbers of emergency room visits and hospitalizations. The following section
will describe the methods used in designing and implementing the study.
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CHAPTER 3

METHODOLOGY

Study design and data collection procedures are outlined in the following chapter.
The human subjects protection process is reviewed. The sample is identified as well as the
data collection tool and process of survey dissemination. In addition, methods of data
analysis are described.
Study Design and Data Collection
Survey Design
The study employed a mailed survey targeting families with children in MSU
family housing. The survey tool was designed by the investigator, guided by concepts
gleaned from work experience in college health, the literature, and the conceptual
framework for the study. Experts in the fields of pediatric and community health, nursing
research, as well as family housing were consulted in an ongoing advisory manner.
Concepts addressed by the survey are derived from Milio’s framework for prevention and
include the following: 1.) resources, 2.) choice making, 3.) access/availability of
resources, 4.) barriers to resources, 5.) demographic information. Each question on the
survey addresses at least one of these concepts as follows. Question (Q)-l through Q-5
identify health sustaining resources and choice making of individuals. Q-15 through Q-22
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address choice making by seeking input as to the value people place on specific health care
services. Q-5 through Q-7, Q-28 and Q-29 address access / availability while Q-7 through
Q-14 seek to identify barriers to resources. Q-23 is an open-ended question designed to
allow comment by participants whose issues might not be addressed by the survey
questionnaire. Demographic indicators of health care are addressed in Q-24 through Q40. Appendix B contains the survey tool
Pre-Testing. A formal pretest was run with the help of three parent residents of
family housing who completed the survey. Access to these parents was through a parent in
FH at MSU. This individual was given three copies of the survey and asked to complete
one and give the other two to his neighbors. These parents were asked to fill out the
questionnaire and provide information back to the researcher. Final critique and comment
as to its ease of administration and coherence of the survey tool were elicited. Few
suggestions were made by the parents. The comments as to the time it took to complete
the survey were incorporated into the cover letter. The final survey packet included a
cover letter, the questionnaire, a self-addressed return envelope, and a entry blank to
participate in a drawing for a $25.00 gift certificate at a local toy store. This final item
was included to provide incentive for participation and express appreciation to those who
took the time to take part in the study.

Survey Dissemination
Final survey appearance was determined following guidelines outlined in
Catanzaro and Woods (1988). Suggestions followed were intended to increase response
rates including the following: 1.) print the questionnaire as a booklet, 2.) do not print
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questions on the cover pages, 3.) reduce the size from the original 8 1/2” X 11” paper, and
4.) reproduce the booklet on white or off white paper (Woods and Catanzaro, p.320).
The survey was printed on off white, recycled paper. In addition the cover of the survey
contained the title of the study, name and address of the investigator, and a graphic
illustration.
The office of FH mailed the survey in a bulk mailing at the beginning of the Fall
1997 semester. Surveys were mailed only to those addresses of two and three bedroom
apartments. Families with children can only reside in these 575 units. The two bedroom
units have families without children as well a those with children. The questionnaire
contained a opening statement asking only those residents with children to fill out the
questionnaire. Those who did not have children were asked to indicate on the survey, fill
out the optional contest entry blank and return the packet in the provided self-addressed
envelope. This step was deemed important in that, due to fair housing laws, there are no
available means to identify which families in these apartments actually have children. In
order to better identify the target population, those families receiving the survey who did
not have children needed to be identified.
Surveys were mailed to all 575 apartments on September 24, 1997 through the
MSU campus mail service. A reminder postcard (Appendix C) was mailed one week later
on October 1,1997. Participants were asked to return surveys by October 10,1997
giving them three weeks from the initial mailing to return the survey. Three methods of
survey return were explained in the cover letter. The first option was to place them in a
designated covered box in the family housing office, which is located in their
neighborhood. The second option was to place the completed survey in a similar covered
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box in the College of Nursing. A third option was to drop the surveys off at any campus
mail drop. In order to limit cost, none of these options required postage. A selfaddressed envelope was provided, directing returned surveys to the investigator at the
College of Nursing. Drop boxes were checked daily and returned surveys collected and
stored in a locked drawer in the College of Nursing. The drawing for the gift certificate
was held one week after the return deadline of October 10, allowing for any surveys
delayed by the postal service. The winner was notified by telephone and the gift certificate
awarded by mail. The contest entries were then destroyed in order to assure
confidentiality.

Response Rate
Of the 575 surveys sent, 100 (17%) were returned. Of these 100,74 came from
families with children. The remaining 26 were from student families without children. Of
the 74 respondents, two were non-student families comprised of visiting professors and
their families. Although not students, these families were included in the study due to
their residing in the community of interest. The final sample consisted of 74 families
(n=74), 72 of whom are students and two visiting faculty families. The total number of
children in the sample was 123.

Human Subjects Approval

In May 1997 the College of Nursing Human Subjects Committee reviewed the
proposed study. The committee gave approval dependent upon minor changes
recommended in the cover letter. These changes included additional information as to
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where completed surveys would be stored as well as assuring that all recipients of the
survey were eligible for the incentive drawing, regardless of parenting status. The cover
letter served as a means of communicating informed consent to all participants.
Participation in the survey indicated consent. After these revisions were made in the fall
of 1997, the survey dissemination commenced. Appendix D contains the Human Subjects
proposal and letter indicating approval of the study, as well as the cover letter.

Data Analysis

Data were analyzed using the Statistical Package for the Social Sciences (SPSS)
software program. Raw data were entered into a Microsoft Excel spread sheet then
transferred to SPSS for analysis. Survey data were entered twice by the investigator to
confirm accuracy. Simple frequencies and descriptive methods were implemented as well
as correlational exercises. Tables, graphs and discussion of data analysis can be found in
Chapter 4. College of Nursing program staff assisted with data analysis and production of
graphics.
Qualitative data were taken from written comments. The comments were
transcribed and then coded into categories according to concepts identified. This
technique is modeled after the grounded theory approach for qualitative research.
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CHAPTER 4

FINDINGS OF THE STUDY

This chapter includes a report of the data and discussion of findings from the
study. The first section presents both quantitative and qualitative findings. The second
section provides a discussion of results and strengths and limitations of the study. The
chapter closes with a review of implications for nursing and recommendations for short
and long term strategies to promote health in children residing in MSU FH.

Report of the Findings
Demographics
Age and Gender. Seventy-four parents responded to the survey (n=74). This
included 63 (85%) women and 11 (15%) men. The average age of respondents was 30,
with a range from 20 to 48 years. Children referred to in the sample totaled 123, including
58 girls and 65 boys. Their average age was 4.4 years, with a range from two months to
19 years.
Marital Status. Fifty-three parents (73%) reported being married and 19 (27%)
not married. This latter category included nine (13%) single, five (7%) divorced, three
(4%) living with a partner, and two (3%) separated. For purposes of the study, only those
married couples who were not separated were included in the married category.
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Student Status. Of the 74 responding parents, 40 (55%) were students, 21 (29%)
were the spouse of a student, and 11 (15%) indicated that both they and their spouse were
students.
International Students. International families totaled nine (12%) of the sample of
74 parents. The remaining 65 (88%) were from the United States (US). International
families included one from each of the six following countries: Canada, Japan, Germany,
India, Denmark and Chile. The two remaining international families were from Korea.
Eleven percent of parents indicated English to be the second language spoken in their
home. These included all of the international parents except the one from Canada. It also
included two Native American parents who spoke Native American dialects at home.
Ethnicity. Question 34 asked parents to indicate their ethnicity. The majority
(n=63) of parents indicated Caucasian. Four parents were Asian or Pacific Islander, four
Native American, two Hispanic, and one Other. In addition to seeking the country of
origin for the parent, the survey asked the same of the parents of the respondents. Ten
parents had mothers who were bom in a country other than the US and 13 had fathers
from other countries. Parents bom in a country other than the US totaled ten as well
These figures, for the most part, reflect the foreign families in the study group. In
addition, five other parents had one parent from another country, and two parents were
bom in a foreign country but were US citizens.
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Insurance Coverage for Children. Forty-two (58%) families had health insurance
for their children through the parents’ policies. Another 15 (21%) were enrolled in
Medicaid. Two Native American families had Indian Health Service (IHS) benefits and
were included in those with private insurance. The remaining 15 (21 %) families indicated
their children had no insurance. Of those who had health insurance, either privately or
through Medicaid, 41 (55%) famihes' insurance covered well child exams and nine (12%)
did not. Fifteen families (20%) did not have insurance for their children, and three (4%)
did not know if their insurance covered well child exams. Marital status also affected the
rates of insurance coverage for children, with married couples reporting higher rates of
private insurance for children and unmarried with higher rates of Medicaid coverage.
These differences are highfighted in Figure 1.

Figure 1. A Comparison of Marital Status and Insurance
Coverage for Children Residing in MSU FH
(n=72 families)

Private
Insurance
66%

No
Insurance
16%

Insurance coverage was highly correlated with income (r=-.496, p<001). Fortyone percent of the parents at 100% poverty level or less received Medicaid. Twenty-two
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percent were uninsured and 37% percent had private insurance. This latter category is
thought to include those who were able to purchase insurance through the Student Health
Service plan. On the other end of the spectrum, those 14 parents whose income exceeded
the 200% level had private insurance for their children.
Income. Self-report of income in the past year varied widely. In addition to
income, parents were asked to indicate the number of people who were supported by the
stated income. The lowest reported annual income was $700 and the highest was
$50,000. Ten parents chose not to answer this question. Twenty-six (41%) parents
reported income placed them at the 100% poverty level In addition, 13 (20%) were at
the 200% or better poverty level The majority of parents (80%) reported incomes placing
them below the 200% poverty level (figures based on 1997 Federal Poverty Guidelines,
appendix E). Married and unmarried parents were dispersed differently along the poverty
scale continuum, with a higher percentage of unmarried parents in the 100% poverty level
than married parents (56% unmarried, 32% married). In addition to percentages, a
Pearson’s Correlation Coefficient r was computed to examine the relationship between
marital status and poverty level (r=-.259, p=.04). Figure 2. is a bar graph showing
distribution of family incomes in both married and unmarried families represented as a
percent of federal poverty level
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Figure 2. Distribution of Income by Poverty Level and
Marital Status (n = 64)

Residence. Parents reported an average stay in MSU family housing of two years,
with a range from two months to eight years. The average time as students at MSU was
2.5 years with a minimum of two months and maximum of nine years. Finally, residence in
Bozeman ranged from two months to thirty-one years, with an average of four years. Out
of state residency was not elicited.

Choice-making for Children’s Health Care
The following section describes health care services utilization patterns for families
with children. Table 2. displays choices for children’s health care made by parents in the
past year. These data come from Q-2 in which parents were asked to indicate the number
of times they had used specific local health care services for any of their children.
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Table 2. Utilization of Health Services Available in Community by Families with Children
in MSU Family and Graduate Housing in the Past Year.
Number of
Number of
Total number of visits
Health Care Service
Chosen
families who used families who did
services for
not use services
children
for children
Local Clinic

59 (80%)

15 (20%)

258 visits (4.4 visits/family)

Emergency Room

21 (28%)

53 (72%)

33 visits (1.6 visits/family)

Dentist

22 (30%)

52 (70%)

43 visits (2 visits/family)

Eye Doctor

11 (16%)

62 (84%)

18 visits (1.6/family)

Gallatin City County
Health Department

17 (23%)

57 (77%)

40 visits (2.4 visits/family)

Gallatin Community
Clinic

1 (3%)

72 (97%)

1 visit (1 visit/family)

School Nurse

6 (8%)

68(92%)

6 visits (1 visit/family)

Bozeman Urgent Care

12 (16%)

62 (84%)

22 visits (1.8 visits/family)

Physical Therapist

5 (7%)

69 (93%)

103 visits (90 for one child)
Remove this one and total=13
visits or 3.25 visits/family

Other
(acupuncture, neurologist,
out of town urgent care,
ENT, WIC)

9 (12%)

65 (88%)

68 visits (one family made 36 and
another made 15 visits). Remove
these and total visits=17 visits, or
2.4 visits/family

Alternative Providers
(Homeopathy,
Chiropractor, Naturopath,
Midwife)

8 (12%)

65 (88%)

50 visits (two families with 13 and
24 visits). Remove these and
total=13 visits by 8 families (1.6
visits/family).

Preventive Care. Data addressing utilization patterns of preventive health care
services in the form of well child clinics (WCC) were also sought. Parents were asked to
indicate the month and year of their child’s or children’s last WCC. Using crosstabs
calculations, this date was then compared against the individual child’s age in order to
determine if dates of well child exams were appropriate for the corresponding age of the

46
child. Eighteen children (15%) had not had a WCC for more than 1.5 years. Of these 18
children, 15 (83%) were age six or younger. One 11 year old and one six year old had not
had a WCC for over five years, and one 15 year old had not had WCC for five years.
Immunization rates were high (98%) for the study group. The only parent who
reported not having their children immunized cited a philosophical choice to defer this
aspect of health maintenance. All other parents who answered this question reported
current immunization status. Specific dates for these immunizations were not sought.
Information Seeking. Parents were also asked to identify other sources of health
information they employed for their children’s health care. Many parents cited books and
telephone “Ask a Nurse” type resources. In addition, other sources of advice for the care
of their children was sought. The top three choices were identified as follows: 1.) Doctor
(84%), 2.) Family member (58%) and 3.) Nurse (47%). Other choices were books (28%),
pharmacists (20%), friends (16%), alternative providers (9.5%) and other (9.5 %). Other
sources identified included therapists, Internet, “Ask a Nurse”, midwife, and the county
health department.

Access/Availability of Health Care
Data addressing access to health care were ascertained in Q-5. Parents were asked
to identify (from a given list) which service each of their children had needed in the past
year and whether or not the need was met. Not all parents answered the second part of
the question, that which identifies whether or not the need was met. Findings revealed
deficits in access to dental and vision care for children.
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Twenty-seven parents, or 45 children, reported needing dental care in the past
year. Of these families, 20 received the care and seven did not. Twelve children or 10%
of the total had no dental care in the past year. Two parents reported not receiving
needed vision care - a total of eight children or 6.5% of the total No other deficits were
identified including care for immunizations, illness and injury, emergencies, chronic illness,
physical exams, physical therapy and rehabilitation, mental health and learning disabilities.
Parents identified other needs including neurologists, midwives, well child checks, hearing
evaluations, cardiologist and the surgery center, all of which were received.
Satisfaction with Health Services. Parents were asked to respond to whether or
not they were satisfied with the care their children received. The responses indicated
overall satisfaction with 58 (78%) satisfied, five (7%) not satisfied, and two (3%) partially
satisfied. Partially satisfied was assigned those who received more than one type of
service and were satisfied with some but not all care received. Eight parents (11%) did
not answer the satisfaction question and one (1.4%) did not receive the care sought.
Barriers to Health Care. Visual analog scales (VAS) were used to measure the
extent to which parents perceived a specific barrier to be a problem. Values ranged from
0 to 55 with 0 indicating “not a problem at all” and 55 being a “very severe problem”.
The numbers reflected parents' subjective impression of how problematic the stated barrier
to health care for their children is. Figure 3. displays a bar graph of mean scores from the
VAS (Q-7 to Q-13).
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Figure 3. Mean Visual Analog Scores for Barriers to
Obtaining Health Care for Children*
35

B Cost of care

30

□ Not covered by
insurance

25
20

□ Inconvenient clinic
hours
□ No time

15
10
5
0

□ Didn't know where to
go
B Care not available
B Didn't have
transportation

* 0 = not a problem at all, 55 = a severe problem

In addition to simply identifying VAS scores for the total sample, analyses were
conducted with several subgroups in the sample. VAS scores were compared to gender,
income, insurance status and international student status.
Men and women scored similarly on issues of barriers to care. However, men
identified care not being covered by insurance as more problematic than women did (mean
score men 36, mean score women 23, t= 1.9, p=.09), using an independent samples t-test.
A Pearson’s Correlation coefficient r was run to compare the various components
of the VAS to one another. Significant correlations emerged between cost of care and
care not covered by insurance (r=.62, p<.01), no time and inconvenient clinic hours
(r=.57, p<.01), inconvenient clinic hours and not knowing where to go (r=.38, p=<.01),
and not knowing where to go and care not being available in the town (r=.25, p=.04).
Marital status as well proved to be associated with certain barriers to care. Single
parents identified inconvenient clinic hours and no time as more problematic than did
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married parents. Single parents scored a mean of 14.8 and married 7.2 on the VAS on the
item addressing no time (t=-2.3, p=.06). Additionally, single parents’ mean scores for
inconvenient clinic hours were higher than married parents (mean single parents 15.1,
mean married 7.9, t=-2.1, p=.04)) using a standard t-test.
Insurance status revealed problems with access in those families without insurance
for their children and in those whose insurance does not cover well child care. Table 3.
lists mean scores from the VAS for three insurance categories: insured privately,
uninsured, and Medicaid. An analysis of variance (ANOVA) was conducted to examine
differences between perceived problems amongst families with private insurance, those
without insurance, and those with Medicaid for their children.

Table 3. Mean VAS Score for Barriers to Care by Insurance Status (0="not a problem at
alT, 55="a very big problem”)
Insured
Uninsured Medicaid F value p value
Barrier
(n=41)
(n=15)
(n=15)
Q-7 cost of care
Q-8 not covered by insurance

29
19

42
50

27
21

4.4
16.5

.02
<.01

Q-9 don’t know where to go

5

11

10

2.6

.08

For those families whose insurance did not cover well child checks (WCC), differences in
VAS scores were revealed in the area of cost, not covered by insurance, and inconvenient
clinic hours. Table 4. lists mean VAS score for those whose insurance covers WCC and
those whose insurance does not. Included in the second group are those who have no
health insurance for their children.
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Table 4. Mean VAS Scores for Barriers to Care by WCC Coverage (0="not a problem at
all", 55="a very big problem")
Mean VAS score Mean VAS score
p value
t
Barrier
WCC covered by WCC not covered
insurance (n=39) by insurance (n=27) value
-2.1
.04
37
30
Q-7 cost of care
-3.2
35
<.01
19
Q-8 not covered by insurance
-2.1
.04
15
Q-12 inconvenient clinic hours
7

International parents responded similarly to US parents with respect to VAS
questions. Independent samples t-tests were run on all VAS questions and no significant
differences between the means were found. International and national parents had similar
mean VAS scores for problems with cost (mean international (I)=26, mean national
(N)=31, p=.49), insurance coverage (mean 1=25, mean N=24.5, p=.94), transportation
(mean 1=2.3, mean N=4.9, p=.45), inconvenient clinic hours (mean 1=7.6, mean N=
10.2,p=.66), as well as with awareness of sources of care in the community (mean 1=8.5,
mean N=6.8, p=.69). International parents did, however score significantly higher in
respect to no time for health care (mean 1=3.3, mean N=9.5, p=.01, t=2.7). The low
scores, however, reveal relatively little trouble with having inadequate time to access
health care for the children.

Importance of Health Care Services
The second series of VAS (Q-15 to Q-22) elicited parents’ responses to the
importance they place upon specific health care services and practices. Scores again
ranged form 0 to 55 with 0= “very important” and 55=“ not at all important”. Gender,
insurance status, income, and international student status were again compared to
determine differences among subgroups. Figure 4. is a graph of the eight categories of the
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VAS in order of importance using mean group scores. Scores have been reverse coded to
enhance the meaning of the concept of importance of health care with zero indicating “not
at all important” and 55 indicating “very important.”

Figure 4. Mean Visual Analog Scores of Parents’
Assessment of the Importance of Health Care Services for
Children*

ffl Illness/Injury care
□ Immunization
H Dental care
■ Well child care
I Vision care
B Physical exams
B Learning difficulties
S Mental health

* 0 = not at all important, 55 = very important

Men and women did not differ significantly in their ratings of the importance of
various health services for children. Similarly, international parents did not differ from US
parents. Cross sectional analyses revealed these groups to differ with respect to marital
status and insurance coverage for WCC. Table 5. fists these variations with respect to
importance of dental and vision care for those who do and those who do not have health
insurance that covers WCC.

c
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Table 5. Mean VAS scores for children with WCC coverage versus those without
(0= “not important at all", 55= “very important”)
Mean VAS score WCC not
Health Care Service Mean VAS score WCC
P
covered by insurance (n=39) covered by insurance (n=27) value
.03
47
41
Q-19 Dental Care
.05
46
40
Q- 20 Vision Care

Marital status correlated with differences in importance of services with unmarried
parents valuing mental health services, dental care, vision care and physical exams more
than their married counterparts. Data from married and unmarried parents addressing the
importance of different types of health care are listed in Table 6.

Table 6. Mean score for VAS comparing marital status. (0= “not important at all",
55=(,,very important")
Mean VAS score
Mean VAS score
Health Care Service
married parents (n=53) unmarried parents (n=19)
26
37
Q-18 Mental Health Care
42
47
Q-19 Dental Care
41
Q-20 Vision Care
47
Q-21 Physical Exams
30
40
Q-22 Learning Difficulties
29
39

p value
.01
.03
.01
.03
.04

Income also correlated significantly with parents’ appraisal of access to specific
health services for their children. Income was significantly associated with importance of
access to dental care and vision care (r=.33 and r=.26, respectively).

Qualitative Concepts

Parents were encouraged to comment on health care concerns in two sections of
the survey. Twenty-one of the 74 parents provided such responses enabling a qualitative
review of health care access issues for children in Family Housing at MSU. Common
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themes which emerged were grouped into the following categories: cost of care,
satisfaction with care, issues of Medicaid clients, access to care, and environmental issues.

Cost of Care
This concept was by far the most frequently identified issue. Eleven parents
commented on situations surrounding cost. Being able to meet insurance deductibles and
the inability to afford health insurance were key issues. Parents described foregoing
recommended medical and dental treatments due to insufficient funds. They also sought
out less expensive alternatives such as midwives and naturopathic providers for thenhealth care needs. Another parent identified other community resources that are provided
at no cost. “I take advantage of free clinics (like the lead poisoning one) that do a good
service and help me as a parent." Another parent’s response reflects the issue of
inadequate treatment due to cost: “No insurance, so hard to get adequate treatment with
one visit- what we could afford”. This same problem is echoed by this comment:
“At age 3 and 3 1/2 my daughter went to see the dentist, but because she wouldn’t
cooperate with the dentist and I couldn’t afford to do anything more than on the
initial visit, nothing was done
My daughter fell and her teeth were pushed in.
At that time I only called two dentists to see if she should come in. I got
conflicting stories from the dentist and another friend’s advice. No care was
received.”

The issue of health insurance was a concern for several parents. One mother
described her difficulty as a single parent and not being able to afford health insurance for
her children. “Because I am a single parent with no insurance for my girls, I can no longer
afford to take them to the doctor if they’re ill... I don’t know what to do if something
happens.” Similarly, another parent stated “I cannot afford health insurance for my
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daughter. It would cost $1,080 per year to put her on the student insurance. I worry that
if she gets hurt it will leave me with bills I cannot pay.” Another uninsured parent
summarized this issue as follows: “If a family does not have personal insurance, any kind
of outside health care is extremely difficult to pay for.”

Satisfaction With Health Care
Parents were both complementary and critical of health care their children had
received. Positive comments were expressed about a naturopathic provider who treated a
child for an ear infection. The child was also suffering from side effects to medications
prescribed by a physician. Another parent, whose children are uninsured, reported
choosing a midwife for her obstetric and newborn care. ‘The baby was bom at home
because the doctor’s fee was too much. The midwife is a naturopathic doctor so we go to
her whenever we can. She’s great and the fees are more reasonable.” Clearly this parent’s
satisfaction is closely tied to cost of care as well as quality of services received. Another
parent, whose usual provider is a naturopath, commented favorably on the care her child
received at the Surgery Center. ‘This was the first time we have needed to use
conventional medical therapy for either of our children & we were very pleased with the
quality of care received at the Surgery Center.” She reported equally negative experiences
with the hospital claiming they “were insensitive and lacking.” Use of the Urgent Care
Center was identified as a positive experience and the parent would “not hesitate to take
him there again.” A Korean mother reported having to wait too long in the emergency
room while her son received sutures. Another parent reported dissatisfaction with advice
given over the phone in an urgent situation with her chronically ill child.
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Issues of Medicaid Clients
Medicaid issues surfaced in several responses. A sense of feeling discriminated
against due to being poor was a common theme. One woman cited her reason for not
obtaining Medicaid: “they degrade my family and my situation with their attitude toward
me,\ Parents on Medicaid reported other problems with the system. Limited numbers of
Medicaid providers who see children and feeling discriminated against by physicians were
two problems that emerged. “Sometimes our health care provider seemed to minimize our
concerns. We are on Medicaid so it was like he didn’t want to have to keep seeing us if
he didn’t absolutely have to.” Another parent had concerns about choices for Medicaid
families: “.. .there is a very limited amount of doctors in the area that will take Medicaid.
That’s a problem - no choice.”

Access to Care
The previous comments certainly reflect issues of access to care for families. In
addition parents noted problems with access due to lack of knowledge about where to go,
distance to specialists, and trouble getting appointments. One parent cited being unable to
get the child’s immunizations in time for school and ended up obtaining them at a county
health department in another state who had a walk in clinic. Dental appointments were a
problem for one parent who complained of a four week wait. One parent of a child with
“multiple problems” noted that a list of pediatric specialists around Montana would have
been helpful for them. Other suggestions from parents that would facilitate their access to
care for their children pointed to a desire for on campus services for children. Having a
low cost service similar to that provided by the student health service was a
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recommendation from four parents. Well child checks, immunizations, illness/injury care
and consultation services were recommended.

Environmental Issues
Other concerns offered by three parents addressed parents' perceptions of
environmental concerns in FH. One parent described difficulties with a faulty refrigerator
and poor drains in her bathroom. Another parent enumerated his concerns with chemicals
used to treat wooden playground equipment, chemicals on lawns where children play, and
concern for lead in the water pipes. This same parent also had concerns about delayed
snow removal from roads in FH. Another parent identified social issues surrounding
unsupervised children and racial hostilities between children on FH playgrounds. Conflicts
between younger and older children were identified and attributed to “children in family
housing at age 2-16 are left to come up with something to do to entertain themselves with.
It worries me that at the age group of 2-4 years that they are being ignored basically ”

Discussion of Findings

The study was undertaken to describe the health care needs of children in MSU
Family and Graduate Housing (FH). The following discussion highlights central findings
and their implications for nursing practice. Findings include health care utilization
patterns, barriers to access to health care services, and parents’ attitudes toward health
care services for their children. Barriers identified include cost issues, insurance deficits,
as well as time and convenience factors for unmarried parents. Strengths and weaknesses
of the study are also discussed.
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Health Care Service Utilization (termed choice-making bv Milio)
All but one parent reported using a local health care service or services for their
children at least once in the past year. Highest reported use was in local clinics (80% or
59 families), followed by dental services (30% or 22 families) and the emergency room
(28% or 21 families). Services least used included the Gallatin Community Clinic (3% or
one family), the school nurse (7% or six families) and physical therapists (7% or five
families). The Gallatin Community Clinic (GCC) is a newer service and operates during
Saturday mornings only. Parents may be less likely to use the GCC for these reasons.
The public school system hires only one school nurse who is responsible for all primary
and secondary schools in the district. Her primary role is in screening for common
childhood and adolescent problems such as scoliosis, hearing deficits and visual
impairment. This limited role is a likely explanation for the low utilization of the school
nurse by the sample. Physical therapy (PT) is generally a service utilized by adults and
older children. The use of PT in he sample was seen in children with chronic disabilities
requiring special assistance. The relatively well remainder of the sample would generally
have little need for PT. High use of local clinics reflects the demands of the ages of
children in the sample. Younger children require more frequent health maintenance visits
as well as care for illness. The use of the dental clinics is low when one considers that
annual exams are recommended for children by the age of four. Emergency room use is
nearly equal to the numbers of visits to the dentist. The significant number of children
who received care in the emergency room (33 visits) may reflect poor access to a primary
provider. Milio (1981) identified lower income as leaving fewer choices for preventive
health care. Lack of preventive care and a regular provider has been shown to increase
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use of the emergency room (Bartman & Moy, 1997). Emergency room utilization is also
higher in Medicaid clients versus those with private insurance (Wood et al., 1990).
Children in the sample who used the emergency room in the past year included 17 visits by
children with private insurance (52%), nine with Medicaid (27%), and seven with no
insurance (21%). These numbers are confounded by the number of visits to the
emergency room by children with private insurance. One child in the private insurance
group, an individual with multiple health problems, made five visits to the emergency
room. This high rate of use may reflect the child's fragile health status rather than lack of
access to a regular provider.
Well child care (WCC) was deficient in 15% of the sample in that 18 children had
not received WCC in over 1.5 years. The majority of these children (83%) were less than
six years old, an age group typically noted as having higher health maintenance needs.
The high percentage of families in the sample without insurance might account for some of
this deficit. For those children who do have insurance, 14% did not have coverage for
WCC. An additional 21% of children had no insurance, leaving a total of 36% of the
sample without WCC coverage. It is not known what percentage of Medicaid or privately
insured children had WCC covered until age 18. Current Montana state laws require
insurance companies including Medicaid pay for WCC until age two years. Given the low
incomes of the sample, this deficit in WCC reflects findings in other literature addressing
needs of low-income families. Low-income families are less likely to receive preventive
care and less likely to have a regular source of health care.
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Immunizations, another indicator of preventive care utilization, were reported to
be current in 98% of the sample. A possible explanation for this lies in the school and day
care rules which require current immunization status for attendance. Parents who are
students are more likely to need daycare and are therefore more likely to have their
children immunized. Opportunities for reporting error might also affect this finding and
are discussed in the strengths and weaknesses section of this paper.
Parents utilized a variety of resources to obtain health information including books,
health care providers, family and friends, as well as the Internet and “Ask-a-Nurse”
services. This reflects a fairly self-motivated group of parents who strive to meet the
health needs of their children in ways most compatible with their philosophical and
financial situations. Health care providers appear to be the most frequently utilized
information sources for parents, especially doctors and nurses. Family members are also a
highly regarded source for health care advice.
Use of Alternative Care. Alternative providers were significant participants in the
health maintenance of the sample. Midwives and naturopathic providers were selected by
several families. Reasons cited include philosophical as well as financial influences.
Parents who seek health care services for their children will do so according to services
available as well as those from whom they perceive a personal approach. Any study of
health care practices and needs of individuals must examine this side of the system. Health
care providers are often unaware of such practices by their patients and patients are often
hesitant to share them with doctors and nurses for fear of criticism. Information about
utilization of alternative care, such as chiropractic and naturopathic providers, addresses
the personal and “natural” approach these providers are perceived to represent.
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Alternative remedies are more readily available over the counter than prescription drugs
which require a costly physician visit. This may explain the significant use of alternative
services by the study sample. By simply being available over the counter, alternative
medications are deemed safer than their prescribed counterparts. In addition, lower
income families tend to feel marginalized in the dominant health care system. The
personal and “hands-on” approach of a chiropractor or naturopath can do much to
engender a sense of being taken care of and listened to. Student parents who seek
alternative providers are taking an active role in their children’s health and attempting to
match their resources and belief systems with the choices available to them. Nurses and
other health care providers must learn to accommodate patients who seek alternative
therapies in order to establish trust and facilitate optimal blending of benefits from both
practices. Zagorsky (1993) recommends a team approach to this process, one which
involves the family and all involved providers.

Access to Health Care
Overall access to health care services for children in FH was examined through the
use of direct questions as well as the VAS method. Barriers to care were identified as
cost of care, lack of insurance coverage and the type of insurance a child had. In addition,
marital status affected access to care due to more problems with time and inconvenient
clinic hours.
Although most services needed were reportedly received, significant numbers of
children went without dental and vision care. These are services not often covered by
most health insurance policies. “Low reimbursement rates have been reported by
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providers to be a major factor in Medicaid non-participation” (Hashim-Nainar & Tinanoff,
1997, p.315) by dentists. Dental services are not generally considered life-threatening so
might be delayed during times of financial hardship. However, current primary care
models include oral health care and basic dental services as integral components to
primary health care services (Isman, 1993). Kripke (1971) reported extensive use of
dental services by student families when these services were made available through
schools of dentistry. A review of dental providers in the Bozeman community revealed
significant barriers in that no dentists currently accept Medicaid clients. According to the
Office of Public Assistance of Gallatin County, parents needing dental care for their
children on Medicaid must drive to Helena where there are Medicaid dental providers.
This is a distance of over 100 miles, a venture that is not likely to be feasible for a family
with limited time and resources. Location of health care providers was also identified by
Robitaille et al. (1977) as a key problem in accessing health care for student families.
Those who had access to private services were impacted less than those relying on public
assistance or who were uninsured.
Cost of Care. VAS data revealed cost and lack of insurance coverage as key
barriers to health care for children in MSU FH. Income correlated with these barriers in
that lower incomes decrease access to health care services and choices parents make. As
described by Milio, access to care is limited by the choices or options available to
individuals. Those without a payment source will have fewer options from which to
choose. Incomes in the sample were low with most families (80%) falling below the 200%
poverty level and 45% below the 100% level. Lower incomes also correlated with other'
barriers. Those with lower incomes were more likely to have problems with inconvenient
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hours and time issues as well as not knowing where to go. Families under stress will have
more trouble accessing care due to time constraints and schedules, as well as having
limited resources with which to make care accessible.
Insurance Coverage. Significant numbers of children were without health
insurance. Married students had higher rates of being uninsured than did single parents
(Married 23%, Unmarried 16%). This difference might be explained by the higher
numbers of Medicaid children in single parent families. Income, as expressed by percent
federal poverty level, revealed a financially poor population in FH. However, unmarried
parents reported significantly lower incomes than did married parents (Figure 2.). Married
parents, though still a low-income group, had higher incomes which may reduce their
opportunity for public assistance. This places these families in the “working poor” group too poor to purchase insurance but with too high income to qualify for Medicaid. This
leaves a significant number of children (21%) of the group with limited financial access to
health care by virtue of being uninsured.
For those parents whose children had health insurance, either private or Medicaid,
cost of care, though still problematic, was less so than for those without insurance of any
kind. In addition, those whose insurance covered WCC were less troubled than those who
did not have WCC coverage. Having WCC covered by insurance reduced problems with
cost of care as well as inconvenient clinic hours.
Qualitative comments revealed significant issues with respect to Medicaid clients.
Common concerns revolved around access to providers in the community who will treat
children on Medicaid. In addition, parents on Medicaid have experienced situations in
which they felt discriminated against. Such experiences will decrease access and make it
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less likely for parents to seek care other than that which is of a more urgent nature in
order to avoid appearances of abusing the system. This could mean a decrease in
preventive services sought and delayed treatment for problems that arise. Chapters IV and
V of the Medicaid handbook (Appendix F) address guidelines for using the Medicaid
system and for maintaining the health of children. The handbook encourages clients to
seek preventive care on a regular basis and specifically lists ages for WCC visits. In
addition, the handbook outlines the rights of Medicaid clients and provides instructions in
how to file a complaint for issues of discrimination.
Marital Status. Inconvenient hours and time constraints were more problematic
for single parents than for married. This may be explained by the fact that single parents
are often the sole person responsible for the care of their children. In addition, they are
trying to meet the demands of being students and perhaps hold down a job. Such a
situation leaves little time for taking children to scheduled appointments and may explain
the significant number of visits to emergency rooms in the sample, a service which is open
24 hours a day. More unmarried parents had Medicaid coverage for their children.
Inconvenience might indeed be tied to this factor. A list of Medicaid providers in Gallatin
County (Appendix G) revealed that only ten of the 25 family and pediatric providers are
currently accepting new pediatric Medicaid patients. Five of these ten are in communities
located ten and thirty miles outside the Bozeman city limits. For the new student family
receiving Medicaid, these distance and transportation barriers limit access and
convemence.
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Parental Opinion of Importance of Health Care Services for Children
The value one places on health has been equated with health practices (Bums,
Doremus and Potter, 1990). Active participation in health care practices has been found
to correlate with health status, marital status, socioeconomic status, and employment. The
use of preventive services and routine health maintenance visits is less common in lower
income groups. In addition, low-income women define health as the absence of disease or
symptoms (Bums, Doremus and Potter, 1990). These authors found through their
research that low-income women, however, placed high values on health. Low income
women do value health but cite significant barriers to obtaining health care for their
children. Barriers such as lack of finances, lack of personal energy, distrust, unfamiliarity
with surroundings, inadequate transportation, lack of child care, non-supportive significant
others, and inappropriate scheduling of health activities are potential barriers to lowincome mothers. Findings from the current study point to an overall value placed on
services such as illness and injury care, WCC, dental care and immunizations. Lesser
value was placed on physical exams (such as for sports physicals), mental health services
and help with learning disabilities. These were valued independent of gender, insurance
status, income and nationality. Differences however did emerge in subgroups of parents
whose children did not have insurance for WCC. Those without coverage for WCC were
more likely to place a higher value on dental and vision care. In addition, parents who
were single placed a higher importance on mental health services, dental care, vision care,
physical exams, and learning difficulties. Presumably single parents have greater financial
burdens and less support in raising their children than their married counterparts. This
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greater value they place on the aforementioned services can be interpreted as a reflection
of their needs for parental support.

Strengths and Weaknesses of the Study

Strengths
Uniqueness of Study. The study is the first of its kind to identify specific health
care needs of the children residing in MSU FH. The information presented is new and
documents quantitative and qualitative information identifying university student parents’
perceptions of and experiences with the health care system. Such information is necessary
if the needs of this group are to be addressed. As evident from experiences with other
university clinics attempting to meet the needs of student families, the actual needs of the
group must be identified before services are implemented. Designing a program without
such an assessment may limit the success of the program.
The survey tool was designed to be visually appealing and to provide an effective
format for parents to describe the health care needs of their children. The use of VAS was
seen as a innovative way to identify the magnitude of the issues presented.
Support from FH Administration. The study was well supported by the director of
MSU FH, Carina Niedermier. The survey was designed with her input and mailed by the
FH staff. Health care needs of the children residing in FH are a concern of the FH
administration. Results of the survey will help guide future programming for FH residents.
Enhances the Current Literature. Current and comprehensive literature
documenting the health status and needs of children of university students is lacking. The
study provides insight into the needs of this group and adds to the body of knowledge of
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health care for children. Future planning of health services on university campuses will
benefit from information about the families, both spouses and children, of students.

Weaknesses
Sample Size. It is every survey researchers hope to have a high response rate.
Non response to questionnaires can be a major factor affecting validity of study findings
(Woods and Catanzaro, 1988). This study sample was small (n=74), representing a 17%
response rate, with only 74% of the 100 returned surveys qualifying for the sample.
Factors contributing to this low response rate are proposed. The population, that being
student parents at MSU FH, are likely to be extremely busy with many daily demands. In
addition, the survey was sent at the beginning of the semester, a time when new families
would have had little experience with the local health care system and little time to identify
local issues of health care for their children. However, the timing of the mailing was
chosen in order to avoid periods of higher academic demand such as mid term and finals
week. The end of the year would find many families leaving the FH complex and
therefore less likely to participate in a survey about a community they no longer are a part
of. There may be no ideal time to conduct a survey with this busy and transient group of
people. The relatively young age of this population might also be factored in. Younger
children are less likely to have encountered health problems. Additionally, student parents
might be less likely to anticipate health needs due to their own youth and lack of personal
experience with health problems.
Potential for Selection Bias. Ninety-eight percent of the sample had accessed
some form of health care for their children in the past year. It can be postulated that those
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who did not respond have had little experience with the system, therefore judging
themselves unqualified to contribute to the survey. The question arises as to whether or
not the 74 parents are representative of the FH population as a whole. Woods and
Catanzaro (1988) note that “respondents that actually return questionnaires... cannot be
assumed to be representative of the intended sample if most of the sample did not
respond’’ (p.316). Additional challenges lie in interpreting data from a group of well
children along with the small numbers in the sample having complex health needs. By
aggregating this data, a distorted bias view of the total sample may occur.
Small International Family Representation. International families were poorly
represented in the sample. Nine parents out of an estimated 50 international families in FH
responded (roughly 10%). Non-responders might have been hindered by language barriers
or a misunderstanding of the intent of the survey. According to Stephanie Becker of the
Office of International Students at MSU (personal communication, 1997), foreign students
are asked to provide proof of health insurance for dependents who come with them to
MSU. It was evident from the focus group of international student spouses (Lavin &
Marcus, 1997) that a significant number of international families might indeed not obtain
such insurance. Perhaps these parents were hesitant to provide health care information
about children for fear of repercussions. The cover letter (Appendix D) provided
reassurance of confidentiality, but language barriers might confuse parents whose primary
language is one other than English. Literature on issues of international families indicate
barriers exist with respect to language and cultural difficulties. These factors may have
diminished the response rate for international parents.
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Problems With Self-Report. Another limitation to any mailed survey lies in the
accuracy of self-report. For instance, the reporting of immunization status asked only if
the children’s immunizations were current. Parents were not asked to list exact dates of
immunizations. This was avoided due to the complexity of such data for both the parent
and the investigator. Income data is also limited by self-report. Parents were asked to
provided total income from all combined sources from the previous year. For some this
might prove difficult due to lack of records or confusing financial situations. One mother
stated that her parents supported her and her child. This might be a common trend for
young student parents and is not factored in to the income profile of the sample.
Problems With the Survey Tool. Several problems with the survey tool surfaced in
the tool development and data analysis phases. These problems included formatting
difficulties and the discovery that certain questions were not answered due to oversight
and questionnaire design. These difficulties are outlined in the following paragraphs.
Formatting Difficulties. The survey was designed on 8 1/2” x 11” pages.
Formatting the survey into a booklet made of smaller pages, as recommended in Woods
and Catanzaro (1988), presented a challenge. The VAS scoring was initially designed to
be measurable in increments of ten. However, the final format resulted in a scale of zero
to fifty-five. Another oversight in the survey format was with respect to the VAS. The
scores in the first VAS, that which addressed barriers to health care, were defined by
lower numbers being less problematic and higher numbers more problematic. The second
VAS, addressing parental opinions regarding the importance of health services for
children, defined lower scores as more important and higher numbers as less important.
Answers however, reflected that parents understood the VAS in that consistency was
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noted in the responses. In presenting the data in the previous section, the second VAS
was reverse coded to provide consistency in presenting the study’s findings.
Issues not Clearly Answered bv the Survey. In retrospect the survey failed to
answer a key issue: that which identifies the source of primary care for the children in the
sample. The literature addressing access to health care points to this as being a critical
indicator of access. Individuals who do not identify a regular source of health care, or a
primary provider, tend to have lower incomes and utilize emergency services
inappropriately. If further studies of this nature are pursued, it would be wise to ask
parents to identify their children’s primary health care provider.

Recommendations for Future Strategies to
Address Identified Needs of the Children in Graduate and Family Housing at MSU

The study provides a descriptive analysis of the health care needs of children in FH
at MSU. Results point to specific areas of need in this population. Future strategies to
meet these needs are highlighted. Included in the following discussion are both short term
and long term strategies to improve health and opportunities for health in this population.

Short Term Strategies
Educational Efforts. Parent education aimed at increasing awareness of services
available in the community is suggested in order to meet the short term needs of the
children in FH. Simple written guides to services available in the community are one
option. The information could be presented in pamphlet format and include the following:
1.) a list of health care providers in the community, including dentists, who see children.
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2.) a list of low cost services for low-income families such as the GCC and the Gallatin
City County Health Department (GCCHD), 3.) a list of Medicaid providers, 4.) helpful
phone numbers such as “Ask-a-Nurse”, the hospital emergency room, Bozeman Urgent
Care Center, Public Assistance, the Help Center Hot-Line, and the Poison Control Center.
In addition, the pamphlet should include general guidelines for seeking health care in the
community. For instance suggestions as to when it is appropriate to use the emergency
room and when a phone call or office visit might suffice. Parental support in the
community will also be identified. Programs such as Parent Share, an educational and
support group for parents, and the Food Bank are examples of such support. Helping
these families tap into available resources early in their residency at FH will enhance their
ability to better meet the needs of their children.
It would be best if these pamphlets were made available upon moving to FH.
Currently residents are given a packet of information including a brochure from the MSU
Student Health Service. The proposed brochure could accompany this information. In
addition, when parents attend orientation to MSU there could be information alongside
the Student Health Service (SHS) information pertaining to services for children. The
same literature will be available at the SHS, a site where parents often inquire about
services for their children. International families will also be given this information during
orientation with the Office of International Studies.
Other opportunities to reach these families present themselves in the form of
parent education classes provided by nurses and other health professionals in the
community. Additional support for this might be integrated with the College of Nursing
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(CON) and its students. Evening discussions surrounding pertinent topics for parents
could include health advice, parenting skills, first aid for children and nutrition.
Coordination With Existing Community Services. In addition to disseminating
information about health services for children, identifying clinics in the community who
will coordinate their services with FH is recommended. The GCC, College of Nursing
(CON), and Gallatin City County Health Department (GCCHD) are possible resources.
Nursing faculty at the CON and students of the Family Nurse Practitioner program might
contract for space at the GCCHD and GCC in order to organize an evening clinic for
children in FH. Services might be provided on a sliding scale basis similar to that already
employed by the GCC. The clinic could operate on evenings when the GCCHD is closed
and the GCC is not utilizing the space. Services offered would include WCC, diagnosis
and treatment of minor illness and injury, and referral to appropriate community services.
Appointments will be reserved for only those children whose parents are students at MSU.
This could include those families who live off the campus as well as the FH residents.
The proposed strategies could be implemented with little funding and preparation.
The long term plans would be of a more permanent nature and involve more of the
university community.

Long Term Strategies
Long term strategies proposed involve development of an on campus nursing clinic
for the children of MSU students. Such a clinic could be located in the FH community
and be open on a regular basis for the primary care of children from birth to 18 years.
Integration with the CON and other health related university departments (HD) would
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enhance the services offered. In addition, the SHS could provide auxiliary support in the
form of laboratory, radiology and pharmacy services. The FH division would be central to
the clinic by providing space and administrative support. The clinical staff would include a
permanent Family Nurse Practitioner as well as nurse practitioners from the CON who
would staff the clinic on a part time basis and supervise Nurse Practitioner students. A
local physician and dentist (MD/DDS) would provide medical and dental referral and
consultation services as needed and the GCCHD would serve as support for childhood
immunizations and services for families on WIC programs. A final component to the
proposed model would be the involvement of FH parents who would serve in an advisory
manner to the clinic and help guide the development and continuation of services. The
proposed nursing clinic clearly involves strategic planning and adequate binding in order
to succeed. Inclusion of all involved parties is critical to its success. Such a clinic can
base its design on the model presented in Figure 5. The key groups identified are referred
to as sub-systems. The model outlines a framework on which to develop a Pediatric
Nursing Center (PNC) for children of MSU students. It is hoped that the information
presented in this paper will help guide this process.

Figure 5. Proposed Model for PNC and its Sub-Systems
Definitions:
• PNC - Pediatric Nursing Center.
FH - Family Housing.
• Parents - Residing in FH.
• SHS - Student Health Service
• CON - College of Nursing
• HED - Other Health Related
Departments
• MD/DDS - Local
Physician/Dentist
• GCCHD, Gallatin City County
Health Department.
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Conclusion

Nancy Milio defines the health of a community based upon the availability of
health-sustaining in excess of health-damaging resources. The MSU community has
resources available to students and their spouses to help them meet their health care needs.
Children who live on the campus are, however, exempt from these services. This limits
parental choice making with respect to health-sustaining options for their children. By
limiting choices during the demanding years as a parent and university student, the health
of these children may be jeopardized. Little is known from the literature what impact
these years might have on the health of the family or children. The study presented here
points to critical factors which are, however, known to limit choice making for individuals.
Factors identified include poverty, limited time for single parents and inadequate or lack of
health insurance for significant numbers of children. These concepts are reflected in the
literature on access to health care for children as well Opinions of parents regarding the
importance of primary services for children indicate a desire for primary care for thenchildren. Studies reviewed indicate that student parents, when given the opportunity,
make appropriate and effective use of health care services for their children. By making
such services more readily available to these families, both by providing low cost as well
as convenient services via a nursing center, the choices available for student families will
increase. This will, according to Milio, enhance the health of the community at large. The
health of a community is, after all, reflected in the health sustaining options available to its
members.
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COMMUNITY HEALTH CLINIC
January 8, 1996
SURVEY on COMMUNITY HEALTH NEEDS
Preliminary Findings from
Montana State University Family Housing Survey
167 Total number of Family Housing units in which the
residents agreed to be interviewed
118 residences with children
49 residences without children
310 Number of adults included in survey (ages 19-57)
213 adults in households with children
97 adults in all-adult households
208 Number of children included in survey (newborn to 18yo)

Dental care needed (if over 2 years since last dental check, or if 5 years
old and never had a dental exam):
91 adults = 29%
32 children =15%
No medical insurance:
13% of 2 parents + children
10% of adults with no children
30% of single parents + children
Regular medical care:
6.6% of survey participants: have “none”
6% of survey participants consider emergency room
as their regular source of medical care
Immunizations:
1% of children in survey did not have complete
childhood immunization series because of
parental preference
Medicaid: 108 of the survey participants receive Medicaid = 21%
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COMMENTS on Health Care Needs:

58 were concerned re the high cost of health care: the deductibles, the co-pay, the
prescriptions, the insurance premiums.
35 mentioned the need for dental care or insurance coverage for dental.
23 commented on the need for optical care.
13 had difficulty getting appointments during day-time hours, and
wanted more evening and weekend care available.
11 thought their Medicaid coverage and care was good.
10 said they wanted to be able to afford insurance.
8 wanted more preventative care available
8 thought a community clinic sounded like a good idea, especially if it had the backing
of the community’s doctors from the beginning.
6 thought more low cost women's health care was needed.
5 valued continuity of care, establishing an on-going relationship with a health care
provider
4 said being on Medicaid made it difficult to get good medical care:
because of doctors’ “attitudes” or having to wait for appointments.
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CATEGORIES: by Family Structure and Insurance Coverage
Two Parents: with insurance coverage for all of family
41 residences
82 parents
69 children
Two Parents: with insurance coverage only for parents, not children
18 residences
36 parents
28 children
Two Parents: with only one parent and no children insured
17 residences
34 parents
35 children
Two Parents: with everyone covered except one parent
6 residences
12 parents
13 children
Two Parents: no insurance for any member of the family
13 residences
26 parents
22 children
One Parent: insurance for all of family
5 residences
5 Parents
7 children
One Parent: insurance for parent, but not for children
12 residences
12 parents
21 children
One Parent: no insurance for any member of the family
6 residences
6 parents
13 children
Adults, with no children:
7 adults have no insurance
90 adults have insurance through employment or MSU
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HEALTH CARE NEEDS
OF CHILDREN LIVING IN MSU FAMILY AND
GRADUATE HOUSING

Kristi A. Lavin, RN
MSU College of Nursing
Bozeman Montana
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The following questions relate to health care for your children (child). I am
interested in services you have used to obtain care for your children. Please answer
each question carefully, and circle the answer that best fits you. It might be helpful
to have the child’s health records available to answer the questions that follow. If
this is not possible, answer to the best of your knowledge.

Q-l. Have any of your children seen a health care provider in Bozeman during the
past year? (doctor, nurse practitioner, etc.)
A. YES
B. NO
C. I DON’T KNOW

Q-2. The box below lists health services in Bozeman. Please indicate how many
times you have used these health services for any of your children (child) in the vast

12 months:
EXAMPLE: Health Services

Number of times used

Local Clinic
Ambulance

Health Services

Local clinic or doctor’s office
Hospital emergency room
Gallatin City County health department
Bozeman Urgent Care Center
Local Physical Therapy
School nurse
Local dentist
Local eye doctor
Gallatin Community Clinic
Alternative care (homeopathy, chiropractor, etc.) Please
specify what type of care:
Other (please specify)

Number of times used
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The next list of questions will be specific for each individual child in your family. In
the following chart you are asked to provide general health information for each
child. Please begin with your eldest child as CHILD 1, and the next eldest as
CHILD 2, etc. The first chart is asking for information about immunizations and
general checkups
Q-3. Please provide the following information about each of your children or child:
EXAMPLE:
AGE
CHILD

GENDER

MONTH & YEAR OF
LAST WELL CHECK
-UP

IMMUNIZATION
S CURRENT?

MONTH & YEAR OF
LAST WELL CHECK
-UP

IMMUNIZATION
S CURRENT?

CHILD 1
CHILD 2

CHILD

AGE

GENDER (boy or
Rirl)

CHILD 1
CHILD 2
CHILD 3
CHILD 4
CHILD 5
CHILD 6

Q. 4. When you have questions about your children’s health, where do usually go
for advice? Please circle your top three resources.
A. DOCTOR
B. NURSE
C. FAMILY MEMBER
D. FRIEND
E. PHARMACIST
F. PARENTING CLASSES
G. ALTERNATIVE PROVIDER (herbalist, homeopath, etc.)
H. BOOKS
Please specify
I. OTHER
Please specify
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Please proceed:
The next question asks you to identify which health care needs each of your children
or child has needed in the past 12 months. I am also interested in whether or not
this need was met. Please refer the list of health services in the box below when
answering this next question. Again, I ask you to answer for each child individually.
HEALTH CARE NEEDED
IMMUNIZATIONS
ILLNESS / INJURY CARE
EMERGENCY CARE
MANAGEMENT OF A CHRONIC ILLNESS
SPORTS / SCHOOL PHYSICALS
PHYSICAL THERAPY / REHABILITATION
DENTAL CARE
VISION CARE
MENTAL HEALTH / BEHAVIOR PROBLEMS
LEARNING DIFFICULTIES
OTHER Please specify

CODE
A
B
C
D
E
F
G

H
I

J
K

Q-5. Referring to the list of services above, and using the appropriate code letter to
the right of the service, please list all services each child has needed in the past 12
months and indicate whether or not these needs were met.
EXAMPLE:
CHILD

HEALTH CARE NEEDED

CARE RECEIVED?

CHILD 1
CHILD 2
CHILD

HEALTH CARE NEEDED

CARE RECEIVED?

CHILD 1
CHILD 2
CHILD 3
CHILD 4
CHILD 5
CHILD 6
Q-6. Was the care your child (children) received to your satisfaction?
A. YES
B. NO
C. NO CARE WAS RECEIVED
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Please use the space below to comment as you wish.
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The next question deals with obtaining health care for your children (child) in general. I
am interested in the barriers you may have encountered when seeking health care for your
children or child. Place an X along the line which best indicates the degree to which
the issue on the left has affected your child’s access to health care: (please see the
sample below)
ISSUE
NOT A PROBLEM AT ALL

SEVERE PROBLEM

Q-EX. FINDING A BABYSITTER

(the placement of the X above indicates that I feel finding a babysitter is a problem but not
a severe problem)

ISSUE
NOT A PROBLEM AT ALL

Q-7. COST OF CARE

Q-8. NOT COVERED BY MY INSURANCE

Q-9.1 DIDN’T KNOW WHERE TO GO

Q-10.1 DID NOT HAVE TRANSPORTATION

Q-ll. NO TIME

Q-12. INCONVENIENT CLINIC HOURS

Q-13. CARE NOT AVAILABLE IN THIS TOWN

Q-14. OTHER - please specify:

A SEVERE PROBLEM
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This next series of questions seeks your opinion as to the importance of the following
health care services for your children. Please indicate how important each service is
to you by placing an X on the line below the service in each question..
EXAMPLE
VERY IMPORTANT NOT AT ALL IMPORTANT

Q-EX. AFTER SCHOOL ACTIYITIES

(the X above indicates that I feel that after school activities are very important)
HEALTH CARE SERVICE
VERY IMPORTANT NOT AT ALL IMPORTANT

Q-15. WELL CHILD EXAMS

Q-16. IMMUNIZATIONS

Q-17. ILLNESS AND INJURY VISITS

Q-18. MENTAL HEALTH / BEHAVIORAL CARE

Q-19. DENTAL CARE

Q-20. VISION CARE

Q-21. SCHOOL/SPORTS PHYSICALS

Q-22. LEARNING DIFFICULTIES
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Q-23. Is there anything else you can tell me that would help me understand the
health care needs of children in family housing? Please take your time and use the
remaining space to comment.

Please go on to the next page...
You are almost finished!
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Thank you for providing me with information about your children’s needs. I now
need to know a little about you.

************************************************************************

Q-24. Are you a man or a woman? (please check one)
A. MAN
B. WOMAN
Q-25. What year were you bom? 19
Q-26. Check your current marital status (pick one best answer)
A. MARRIED
B. SINGLE
C. LIVING WITH A PARTNER
D. SEPARATED
E. DIVORCED
Q-27 Please check the one that best describes you
A. I AM A STUDENT
B. I AM A SPOUSE OF A STUDENT
C. BOTH MY SPOUSE / PARTNER AND I ARE STUDENTS
Q-28. Which best describes your children’s (child’s) health insurance status. Circle
only one.
A. COVERED UNDER PARENT’S POLICY
B. CHILD IS UNINSURED
C. CHILD IS COVERED BY MEDICAID
D. I DON’T KNOW
Q-29. If your children do have health insurance, does it pay for well child exams?
(including check-ups, immunizations, routine preventative care)
A. YES
B. NO
C. I DON’T KNOW
D. CHILD NOT INSURED
Q-30. What was your family’s income in 1996, before taxes? Please include all
sources of income.
b. How many people are supported by this income (include yourself)?

(people)
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Q-31. Are you an International Student Family?
A. YES
B. NO
a. If yes, what country are you from?
(country)
b. What country is your spouse/partner from?
(country)
Q-32. What is the main language spoken in your home?
Q-33. What other language(s), if any, is spoken in your home? _
Q-34. Which race / ethnic group best describes you? (choose one)
A. WHITE
B. ASIAN OR PACIFIC ISLANDER
C. NATIVE AMERICAN OR ALEUT - What tribe or nation
D. AFRICAN AMERICAN
E. HISPANIC
F. OTHER (Please specify)
Q-35. In what country was your mother bom?

(country)

Q-36. In what country was your father bom?
(country)
Q-37. In what country were you bom?

(country)

Q-38. How long have you been a student at MSU?
Q-39. How long have you lived in Bozeman?
Q-40. How long have you lived in family housing at MSU?
Thank you for participating in this survey! You have completed the task. Now place
this survey in the envelope provided and send it back to me by (insert date here). I
value your participation in my graduate experience.
Kristi.

3
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PLEASE! DON’T FORGET TO FILL IN YOUR NAME ON THE BACK OF THE
COVER PAGE IF YOU WISH TO ENTER YOUR FAMILY IN THE DRAWING FOR
$25 AT THE ROCKY MOUNTAIN TOY CO. THE DRAWING WILL BE HELD ON
(INSERT DATE HERE) AND THE WINNER WILL BE NOTIFIED BY (INSERT
DATE HERE)

Fill in the following to be eligible for the drawing for the sift certificate at the Great
Rockx Mountain Tox Co.:
NAME:
ADDRESS:
PHONE NUMBER: Daytime

Evening
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APPENDIX C
REMINDER POSTCARD
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Dear Resident of Family Housing,
This is a reminder to everyone to please fill out
the survey on the Health Care Needs of Children
in MSU Family Housing. If you haven *t had the
time yet to complete the survey, please do so
today. Your input is vital to this study. Thankyou
to all of you who have already turned in your
surveys. I lookforward to hearing from the rest
of you and entering your name in the drawing for
a gift certificate at the Great Rocky Mountain Toy
Co. Surveys should be in by Friday, October 10,
Please call me at 587-7432 if you need another
copy of the survey
Thankyou so much for your participation.
Kristi Lavin

MSU Family Housing
1502 West Garfield
Bozeman, MT59715

NON • PROFIT ORG.
U. S. POSTAGE

PAID
Permit No. 69
Bozeman, MT 5971S
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APPENDIX D
APPLICATION TO THE MONTANA STATE UNIVERSITY
COLLEGE OF NURSING
HUMAN SUBJECTS REVIEW COMMITTEE
AND COVER LETTER
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College of Nursing
Main Campus
Sherrick Hall
P.O. Box 173560
Bozeman, MT 59717-3560
BOZEMAN

Iseptombor ■■12/

Phone (406) 994-3783

199?*

(406) 994.6020

Billings Campus
Campus Box 574
MSU • Billings
Billings, MT 59101
Phone (406) 657-2912
Fax
(406) 657-1715

Great Falls Campus
2800 11th Ave. South
Suite 4
Great Falls, MT 59405
Phone (406)455-5610
Fax
(406) 455-2526

Missoula Campus
32 Campus Drive
Missoula, MT 59812-8238
Phone (406) 243-6515
Fax (406) 243-5745

MEMORANDUM
TO

Kristi Lavin

FROM:

Daryl T. Ries, Chair
Human Subjects Committee
College of Nursing

RE: Permission to commence with your project

I have reviewed the corrections to your proposal for the project
entitled" Health Needs of Children Residing in Montana State
University Family Housing," and find that you have adjusted the
proposal in all areas suggested by cpmmittee in May 1997.
Thus you may continue with your survey and we wish you the best
of luck in its completion. We would like a brief report of the
completed project.

cc: Dr. Patricia Butterfield
Project Chair

Mountains and Minds • The Second Century
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Kristi Lavin Proposal

FORM A2 Attachment
Purpose of Study:
The purpose of this study is to identify and describe the health care needs of children living
in Family Housing at MSU. Health care for students is provided on campus at the Swingle
Student Health Service. However, families with children must seek health care for their children
through local providers. Health care for children can be a costly and time consuming process for
student families. The planned survey will reveal important information that will help guide future
health care planning at MSU and in the greater Bozeman community. Information sought will
address needs, access, barriers, resource utilization, and health practices for children in these
families.
L.

II. Brief Description of Subjects:
Participants in this survey will be residents of MSU family housing. There are approximately 400
apartments in this community in which children reside. Surveys will be sent to all two and three
bedroom apartments in the family housing complex. Those who have children will be asked to
complete the survey, and those who do not will be asked to indicate this and return the survey.
The director of family housing has agreed to assist with distributing the surveys through the family
housing newsletter
m. Brief Description of Procedure:
The survey will be sent to participants in the September 1997 family housing newsletter.
Participants will be asked to return the survey within two weeks. A reminder letter will go out to
all the two and three bedroom apartments two weeks after the first mailing. Surveys will be
returned in a self-addressed envelope via campus mail to the investigator in do the College of
Nursing (or through the office of family housing. This detail has yet to be worked out).
Included in the survey packet will be a letter introducing the researcher and the purpose of
the study. Participation in the survey is interpreted as consent. To encourage participation and
demonstrate appreciation to participants, a drawing for a gift certificate for $25 at Rocky
Mountain Toy Co. will take place at the conclusion of the data collection period. Entry into the
drawing will occur voluntarily as participants will optionally fill out a form in the survey packet to
send back with the survey. They will be asked to place their name and address on the form to be
entered in the drawing. The drawing will take place at a designated date approximately one week
after the survey deadline to allow for last minute responses to come in. This will be the only place
in which an address will be on the survey, and it will be detached from the survey responses upon
receipt. To avoid the appearance of discrimination against families without children, all persons
who send in the registration for the drawing (regardless of whether or not they completed the
survey) are eligible for inclusion in the drawing. Respondents will return surveys by placing them
in an self-adressed envelope provided and dropping them off at either the Family Housing Office,
the College of Nursing, or at the campus mail drop in the SUB.
IV. Brief Description of Risks and Benefits:
Risks of this survey are minimal due to nature of survey research and the relatively non-invasive
nature of the questions being asked. Emotional considerations for those participating must always

lO'l Kristi Lavin Proposal

be considered since answering questions that cause one to think of negative experiences can
create negative feelings. Refusal to participate is always an option for such cases. Benefits of
participation are minimal and dependent upon the situation of each individual participant. It can
be helpful for parents to reflect on past experiences and recall positive and negative experiences.
It is possible that the survey will refresh parents* memories as to the importance of health care for
their children as well. It is hoped that the results of the survey will benefit the population
surveyed by increasing the community’s awareness of the needs of these children.
V. Brief Description of Procedure to Maintain Confidentiality:
To maintain confidentiality, the surveys will be sent to the apartments as described above. Names
will not be attached to the surveys, but returned entries for the drawing will be. This is an
optional activity however, and the drawing entry will be detached from the survey response upon
receipt. Once the drawing takes place, the entries will be destroyed. The surveys will not be
marked or numbered so they cannot be traced to the participants. Surveys will be stored in a
locked file cabinet at the College of Nursing. Possible access to this raw data file will be limited
to only the investigator, OARS personnel, and members of the project committee.
VI. Deception Statement:
Deception will not be a part of any phase of this study.
VIE. Attachments:
Copies of the survey are attached. Informed consent is addressed in the cover letter.
Participant’s response to the survey constitutes consent.
Attachment A: Cover Letter and Survey
Attachment B: Research Proposal
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Research Proposal
Health Needs of Children Residing in MSU Family Housing
Kristi Lavin
MSU College of Nursing
Spring 1997
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I. Introduction
There are between 300 and 400 families residing n Montana State University (MSU)
family housing who have children. Although periodic surveys of this population have been
conducted, thorough documentation of the health needs of this group is lacking. Overall, resident
family students tend to be under financial and academic constraints which potentially limit their
ability to access health care for their children. Family housing provides an economical housing
option for these student families. The majority of international student families also live in this
community. The percentage of single parents has not been documented.
It is estimated that 400 to 500 children live in family housing, though exact numbers are
not available. It is important to the health of the campus at large to know if this group of children
is receiving adequate health care. Data collected in this study will identify the health needs of
these children. A mailed survey to parents residing in family housing at MSU will be the primary
method of data collection. The data will be compiled and analyzed to identify needs and practices
of the target population.
A. Purpose:
The purpose of this study is to identify and describe the health care needs of children living
in family housing at MSU.
B. Significance of the Study:
There are no health care services for children at MSU. Health care for students and
spouses is available through the Swingle Student Health Center located on campus. Children who
need health care must go to local clinics. Most of these clinics are private and require payment or
insurance. The county health department provides some services for very low income families
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such as well child care and immunizations. All children can receive vaccinations at the health
department on a financial donation basis. There is also a newly opened Community Clinic that is
open on Saturdays mornings for uninsured people. Children can be seen here for a sliding scale
fee. Health care for children can be a costly and inconvenient experience for student families.
Young children require frequent well child exams, anticipatory guidance, immunizations,
school physicals, and illness visits. This can strain the student financially and emotionally. Given
the population density of children in family housing and the issues addressed above, it would be
helpful to know that these children are well immunized and have access to needed health care.
Not having these services places these families a risk for illness and injury. Long term health of
the family is dependent upon the parents’ completion of college leading to more opportunities for
employment. Inability to obtain health care for children might also place that family at risk for
quitting school in order to work to pay medical bills.
C. Research Question:
This study addresses the research question: What are the health needs of children residing
in MSU family housing? Included in this question are the concepts of need, both perceived and
real, access, barriers to care, resource utilization, and health care practices.
D. Framework:
Nancy Milio (1972) proposed a “Framework for Prevention” in which health care “choices
are limited by the actual and perceived options available to them” (p. 438). These choices also
reflect one’s personal and community resources. Included in this frame work are six propositions:
1. The health status of populations is the result of deprivation and / or excess of critical
health - sustaining resources.
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2. Behavior patterns of populations are a result of habitual selection from limited choices.
These choices are limited by a.) actual and perceived options available and b.) beliefs and
expectations developed and refined over time by socialization, formal learning and
immediate experience.
3. Organizational behavior sets the range of options available to individuals for their
personal choice - making.
4. The choice - making of individuals at a given point in time concerning potentially
health - promoting or health - damaging selections is affected by their effort to maximize
valued resources, both personal and social.
5. Social change may be thought of as changes in patterns of behavior resulting from
shifts in the choice - making of significant numbers of people within a population.
6. Health education can have little significantly extensive impact on behavior patterns
without the easy availability of newly perceived alternative health promoting options for
investing personal resources. (Milio, 1972)
This framework examines actual and perceived resource availability for the consumer of health
care. The issue of choice is also considered, and making resources accessible so that they can be
chosen readily is paramount to the health of a community. Results of the survey will be
interpreted with these propositions in mind.
E. Assumptions:
A central assumption of the proposal is that children need health care and that parents
desire their children to have access to health care.
F. Limitations:
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The study is limited by the survey method of research in which follow through with
unclear answers is not possible. The design of the questionnaire is intended to minimize this
limitation. New ideas that emerge from the survey will be woven into the results and pave the
way for further exploration of this issue.
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September 15, 1997
Dear Resident ofMSU Family Housing,
Thank you for taking time to participate in this important survey. I value your time,
expertise and experience as a student raising a family. My name is Kristi Lavin and I am a
registered nurse in the MSU College of Nursing graduate program. I am studying to become a
Family Nurse Practitioner and am interested in the health care needs of children of college
students. Your input is vital and can help describe the needs and issues parents face while
working towards a college education.
The purpose of this survey is to gather information about the health care experiences of
children in student housing. Please help me by taking some time in the next day or two to answer
this survey. It is estimated that it will take you approximately 20 to 30 minutes to complete the
survey. Please take your time. Your answers are valuable to this study. Return the completed
survey to me by dropping it off at the Family Housing office, the College of Nursing, or at the
campus mail drop in the SUB. I need your survey by October 1,1997. Remember there are no
right or wrong answers -lam interested in your own experiences.
In appreciation of your participation you may enter a drawing for a $25 gift certificate
at the Great Rocky Mountain Toy Company. To be in the drawing you must place your name,
address, and phone number on the last page of the survey and return it with the entire packet.
You do not need to complete the survey or have children to enter the drawing. When your survey
is returned to us, your name will be separated from the survey itself.
The information you provide is confidential and your answers will in no way be linked to
your name. Completed surveys will be kept in a locked file in the College of Nursing for five
years, then destroyed. Access to these surveys is limited to myself, my graduate committee, and
the Associate Dean of the College of Nursing. Completion of the survey indicates your
willingness to participate in this study. There are no risks to you for participating in this
project. There is no penalty if you choose not to participate in this survey, and your housing and
student status is in no way impacted by this study.
Thank you for your time and thoughtful participation in this study. Together we can
further our understanding of the health care needs of children of families attending MSU. If you
have any questions, please feel free to call me at 587-7432. You may also contact my advisor,
Dr. Patricia Butterfield, at the College of Nursing, 994-2763.
Sincerely,
Kristi Lavin, RN
NOTE: IF YOU DO NOT HAVE CHILDREN UNDER THE AGE OF 19 LIVING WITH YOU,
EITHER FULL OR PART TIME, PLEASE RETURN THIS SURVEY TO ME NOW, AND CHECK
THE SPACE BELOW. IF YOU DO HAVE CHILDREN UNDER THE AGE OF 19 YEARS
LIVING WITH YOU, EITHER FULL OR PART TIME, PLEASE CONTINUE WITH THIS
SURVEY.
I do not have children under the age of 19 living with me.
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1997 FEDERAL POVERTY LEVEL GUIDELINES
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1997 POVERTY LEVEL GUIDELINES
ALL STATES (EXCEPT ALASKA AND HAWAII) AND D.C.

Income Guidelines as Published in the Federal Register on March 10

7*97
ANNUAL GUIDELINES
FAMILY
SIZE
1
2
3
4
5
6
7
8

100% *
POVERTY
7,890
10,610
13,330
16/050
18,770
21,490
24,210
26,930

120%
9,468
12,732
15,996
19,260
22,524
25,788
29,052
32,316

133%
10,493.70
14,111.30
17,728.90
21,346.50
24,964.10
28,581.70
32,199.30
35,816.90

150%

185%

200%

11,835
15,915
19,995
24,075
28,155
32,235
36,315
40,395

14,597
19,629
24,661
29,693
34,725
39,757
44,789
49,821

15/780
21/220
26/660
32/100
37/540
42/980
48/420
53/860

For family units of more than 8 members. add $2,720 for each
additional member.

MONTHLY GUIDELINES
FAMILY
SIZE

100%
POVERTY

120%

1
2
3
4
5
6
7
8

657.50
884.17
1,110.83
1,337.50
1,564.17
1,790.83
2,017.50
2,244.17

789.00
1,061.00
1,333.00
1,605.00
1,877.00
2,149.00
2,421.00
2,693.00

133%
874.48
1,175.94
1,477.41
1,778.88
2,080.34
2,381.81
2,683.28
2,984.74

150%

185%

200%

986.25
1,326.25
1,666.25
2,006.25
2,346.25
2,686.25
3,026.25
3,366.25

1,216.38
1,635.71
2,055.04
2,474.38
2,893.71
3,313.04
3,732.38
4,151.71

1/315.00
1/768.33
2,221.67
2/675.00
3/128.33
3/581.67
4,035.00
4,488.33
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APPENDIX F
LIST OF MEDICAID PROVIDERS
IN GALLATIN COUNTY
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APPENDIX G
SECTIONS HI, IV, V & XVI FROM
THE MEDICAID GUIDEBOOK
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III. Your Rights Under Medicaid
You have the right to:
• Expect the same quality of medical care available to the general public.
• Be treated politely and with respect by health care providers and their staff.
• Understand your medical conditions.

^ .

• Be told about the treatment your doctor advises BEFORE it happens..
• Refuse treatment to the extent of the law.

. •

• Be told of possible results before accepting or fefusing treatment.
• Talk to your doctor and expect that conversations with your doctor and your
medical records are kept private.
• Choose your own primary care provider in the PASSPORT or HMO program
(where available).
• Make a complaint about Medicaid and receive an answer.
• Understand how Medicaid works. Ask questions!
• Know what medical services are covered or paid for by Medicaid for the
program you are enrolled in.
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IV. Getting the Most Out of Your Health Care

Here’s How You Can Help!
Medicaid is an expensive program. It's paid for with tax dollars. As a partner in your
own health care, its up to you to help keep health care costs low. Here are some
things you can do to get the most from our Medicaid dollars:
• Make healthy lifestyle choices.
• Keep your children healthy. The best ways to keep your children healthy
include:
• Feed them a healthy diet
Live In a smoke-free place. If you smoke, your second-hand
smoke can*harm your children. Kids who grow up in homes where
people smoke are sick more often and can have serious breathing
problems.
• Make sure they get enough rest Kid's muscles, bones, and
brains need plenty of rest to grow and work right. Set a regular
bed-time for your kids and stick to it. Kids under 6 usually need
regular naps too.
• Help them exercise and be active.
• Immunize. These important shots help protect, kids from serious
diseases such as mumps and measles. See the next section
called "Getting Regular Checkups for Your Children" for more
information.
a

Stop smoking. Smoking causes many serious illnesses such as lung
cancer, emphysema, other breathing problems, and some forms of heart
disease. If you smoke, your second-hand smoke can harm your children and
cause bronchitis and asthma.

• Limit or stop drinking alcohol. Alcohol is linked to major birth defects,
serious accidents, and many health problems, including cirrhosis of the liver,
swelling of the pancreas, brain and heart damage, and cancer. If you decide
to drink, drink moderately. Don't drink if you are pregnant.

Exercise regularly.

* Eat sensibly. You need a balanced diet with different foods.
• Maintain a healthy weight Ask your doctor about a healthy weight for you.
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• Use health screening benefits. Use programs such as Baby your Baby,
EPSDT (for individuals under, age 21), and others for cholesterol, blood
pressure, health risk check, preventative checkups, etc. These services can
help identify and reduce risks before they become serious illnesses.:
Screening means testing whether you have or are at risk of getting a
disease. Ask your doctor about getting a cholesterol and blood pressure .
test. Also ask your doctor about when you should get regular checkups.
• Select one primary care provider, and get regular health checkups, even
when you feel fine. Having one regular provider
• keeps all of your medical records in one place;
• gives the doctor your whole health history;
• •. gives the doctor a chance to leam about you while you are well;
• gives you a familiar person to get care from; •
• gives you a chance to ask questions;
• means you have a doctor if you need care after office hours;
• means you have someone to go to for ideas if you need a
specialist.
• Call ahead to talk with your doctor before making an appointment when
you are not sure if you really need to see him/her. Sometimes your
doctor can give you advice over the phone. This will save you a trip and
save Medicaid the cost of an office visit.
• Ask for a second opinion for non-emergency surgery. When your health
is at stake, you would be wise to find out if another doctor agrees or
disagrees. Be sure to take test results and x-rays with you so they wont
have to be done over again.
• Ask for generic prescriptions. Generic drugs are not "brand name" drugs,
but they still have the same ingredients as name brands. Generic drugs are
often less costly than name brands. Your co-pay for generics is also less.
Ask your doctor or pharmacist if a generic drug would work for you.
• Check your hospital charges. If you can, keep a record of services while
you're in the hospital, then ask to look at your itemized bill, and compare
charges. Look for services or drugs you did not get, unusually high charges,
and double charges. You must pay for items such as TV or laundry, so be
sure you received services you are paying for.
• Obtain a receipt for co-payments paid to providers. You may be able to
use your co-pay receipts towards^our incurment (if you’re a “Medically
Needy" recipient).
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V. Getting Regular Checkups For Your Children
All children, age 20 and under, who receive Medicaid are eligible for our well child
program. This program is called the Early and Periodic Screening Diagnosis and
Treatment Program or “EPSDT" for short. The EPSDT Program encourages parents to
get routine checkups for their children, even when they are not sick. These checkups
or ‘well child screens” include:
•
•
•
•
•
•
•
•

A head-to-toe physical exam
An eye exam
A hearing check
A nutrition check
A growth and development check
Blood and urine tests
Immunizations, if needed
At least one visit per year to a
dentist after the first tooth comes in
(Children three and up also are referred to a dentist for regular dental
care.) <
If any problems are found during the check-up, your child will be referred to the right
person for further exams and possible treatment.
EPSDT services are provided by your child’s doctor and other health care professionals
(health department, clinic, nurse practitioner, physician assistant, dentist, etc.). Just call
for an appointment, and be sure to say you want an EPSDT or well child exam for your
child so health care providers can schedule the right amount of time. Bring your child’s
Medicaid card. There is no charge to you or your child for EPSDT services and
immunizations. If you need help with transportation, call the transportation hotline at
1-800-292-7114 (in Helena call 443-6100).

When Should Your Child Get Checkups And Shots?
Arrange for the first EPSDT or well child check-up as soon as your child gets a
Medicaid card. Then, get a checkup and shot every time your child reaches one of the
ages on the chart on the next page.

What If We Are in the FAIM Program?
If you are in the FAIM Program, it means that your child must have regular checkups
and get her/his shots before you will get a check. Here’s what to do. Each time your
child reaches one of the ages on the chart on the next page, call the doctor’s office.
Ask for an appointment for a “well child exam." Bring your yellow EPSDT card with
you, and have the doctor sign it. This will be your proof that your child is getting regular
checkups.

EPSDT Chart
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XVI. How To File A Complaint
Denial of Medicaid eligibility: if you have been denied Medicaid, you can contact
your County Office of Public Assistance to find out why. They can also tell you how
to appeal the denial. You can find the address and phone number at the back of
this booklet.
Denial of Medicaid payment: If Medicaid has denied payment for a sen/ice, you have.
the right to appeal that denial within 90 days. Contact:
DPHHS Office of Fair Hearings
1400 Broadway, Room C-211
P.O. Box 202951
Helena, MT 59620-2951
Your appeal must be in writing.
Discrimination: If you believe you have been discriminated against on the basis of
race, color, national origin, age, sex, handicap, political beliefs, or religion, contact:
DPHHS / Division of Child and Family Services
P.O. Box 202951
Helena MT 59620
(406) 444-4545
Duplicate billing: If you think that a health care provider is charging both you and the
Medicaid program for the same services, if you think charges are being made to
Medicaid for services you did not get, or if you know of anyone abusing Medicaid,
please call:
Citizen's Advocate Office: 1-800-332-2272
or write:
DPHHS / Division of Quality Assurance
SURS Unit
P.O. Box 202951
Helena, MT 59620
(406) 444-4540
1-800-362-8312

