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HELEN L. JOHNSTON

HEALTH TRENDS
IN RURAL AMERICA

HUNDREDS of small, new, modern hospitals every-
where in rural America attest the changes in conditions and attitudes that affect
the health of individuals and communities. The changes may have both posi-
tive and negative effects. They include the hospitals themselves, the readiness
of rural people to use them, a modification of the rural living and working
environment, and changes in the rural population itself.

Rural outmigration, for example,
has relieved overpopulation and sta-
bilized the economic level of some
communities. It has also left behind a
disproportivnate share of the young
and the old—the age groups with the
greatest relative need for health care.
It has made the support of needed
health services increasingly difficult in
some small communities. The overall
rural economy has improved, but one-
third of the Nation’s rural families
still have incomes of less than 2 thou-
sand dollars.

The urbanizing and broadening in-
fluences of radio, newspapers, tele-
phones, highways, and automobiles,
moreover, touch even the most remote
farm family and tend to reduce old
rural-urban differences in health
needs, attitudes, and behavior. Visit-
ing and shopping in nearby towns and
cities have become a part of daily

living, rather than a rare occurrence,
and the visits to town often become the
occasion for seeking medical or dental
care as well.

Especially among farm residents of
metropolitan counties, the rural-urban
contacts have increased through off-
the-farm employment. Off-the-farm
work helps to stabilize farm income
and makes possible improved nutri-
tion, clothing, and shelter; greater use
of medical, dental, and hospital care;
and more enrollment in health insur-
ance plans, often in connection with
industrial employment.

Offsetting those advantages to some
degree, however, are the lack of any-
one at home to care for sick or injured
family members when the homemaker
is employed elsewhere, less close super-
vision of the health of school and pre-
school children, less time devoted to
the preparation of nutritious meals,
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and more eating away from home,
Cafes and restaurants in small towns,
moreover, are less likely than those in
urban centers to be well equipped,
have well-trained workers, and be
supervised by agencies to protect the
public health.

Where suburban sprawl has en-
croached on farm communities with
little forethought or planning, the hap-
hazard use of land for farming and
nonfarm purposes may lead to health
and safety risks for farm and nonfarm
residents alike. Farm families may
have substantial sums invested in their
own water supplies and septic tanks;
they may resist taxation for public
improvements even after increased
density of population threatens con-
tamination of their own wells.

Both farm and nonfarm residents
may also be subject to the risks in-
volved in the drift of poisonous sprays
from aerial spraying equipment, the
use of crowded highways for slow-
moving farm equipment, and other
hazards arising from rapidly increas-
ing population in a previously rural
community.

Machines have greatly eased the
burden of farmwork. They also have
made the character of work hazards
more and more like those of industry,
but with far fewer controls. Safety
devices may be lacking or misused.
Overfatigue may result from long
hours of work during peak seasons.
Mechanized equipment may be used
by young people or temporary workers
who lack adequate supervision.

Expanded farm operations made
possible by the use of machines have
created new needs in some communi-
ties for short-term workers from out-
side the county or even outside the
State. Such measures as the provision
of field toilets, safe drinking water,
handwashing facilities, and a safe
means of preserving food for field
lunches become increasingly impor-
tant as larger numbers of fieldworkers
are employed. Adequate temporary
housing for workers and families from
outside the area is also important.
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Bvypassep By Economic and social
change, some rural people continue to
live at a depressed level. They may
live in the midst of relative prosperity,
but are themselves handicapped by
farm units that are too small to provide
an adequate family living; by age,
which may force them into retirement
without adequate resources to support
a satisfactory level of living, including
adequate health care; or by other eco-
nomic, or social, or maybe physical
disabilities.

Other communities have become
stranded where farmland has been
depleted or forests and mines have
been exhausted. The .people live in
dilapidated homes with few conven-
iences. They have little access to
health or other community services.

Some of these handicapped rural
people, with incomes far below a tax-
able level, take refuge in city slums.
Some become migrant farmworkers.
Some deteriorate in a steadily more
hopeless setting. The greatest con-
centration of the deteriorating rural
communities is in the Southeastern
and Southwestern States. Others are
scattered throughout the country.

Rural people of the Great Plains, on
the other hand, share in general rural
economic and social improvements.
Nevertheless, they suffer a growing
handicap in their efforts to maintain
adequate community health services as
the population of the Great Plains coun-
ties continues to decrease. Speed and
ease of transportation compensate to
some degree by enabling the average
family to reach physicians and hospi-
tals even at distances of 50 miles or
more. For the less mobile aged or
chronically ill, especially those who live
alone, distance may be an insurmount-
able barrier to obtaining needed health
care. Moreover, the typical lack of ar-
rangements to meet unexpected health
emergencies affects all families of the
Great Plains region.

INFANT MORTALITY is among the in-
dexes of the health status of a popula-
tion. During most of the years since
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1928, infants born to urban families
had the best chance of survival. Rural
people have now regained a slight ad-
vantage over urban people, according
to 1959 infant mortality rates (infant
deaths under a year per thousand live
births).

Comparisons of infant mortality ac-
cording to residence, however, show
that babies born outside metropolitan
counties had a poorer chance to sur-
vive in 1959 than babies born to resi-
dents of metropolitan counties. Small
places of 2,500 to 10 thousand in non-
metropolitan counties had the highest
infant mortality rates. The rural non-
white infant mortality rate in nonmet-
ropolitan counties was nearly twice the
national average.

Regional differences also appear in
infant mortality rates. Although the
situation in the South has improved
greatly since 1928, mortality rates for
both rural and urban infants in the
South have continued to average higher
than those for any other region.

Most deaths of infants 1 to 11 months
old are considered preventable. The
Children’s Bureau reported for 1959
that infants of that age have the best
survival chances if they belong to white
families living in metropolitan coun-
ties. The mortality rate for all infants
aged 1 to 11 months declined by 21 per-
cent during the decade to 1960. During
the same period, the mortality rate for
nonwhite rural infants living outside
metropolitan counties increased by 5
percent.

Dara on injuries in accidents during
work and on chronically disabling
conditions provided by the National
Health Survey of the Public Health
Service offer other clues to rural-urban
differences in health status. Fifty-six
per thousand persons in farm sections
and 46 per thousand city persons were
hurt in work accidents each year in
1960 and 1gb1.

For all ages, the percentage of rural
persons who have some degree of
activity-limitation due to chronic con-
ditions exceeds that of urban people.
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Because many farm operators are
over 50 years old, it is significant that
24 percent of the rural farm people 45
to 64 years old were limited in their
activity by some type of chronic con-
dition, compared with 20 percent for
rural nonfarm and 16 percent for
urban residents.

More than half of the rural farm
people over 65 reported some degree
of activity-limitation from a chronic
condition, compared with less than 40
percent of the urban and 46 percent of
the rural nonfarm people of that age.

Among the chronic conditions re-
ported oftener among rural farm than
among nonfarm and urban residents
were hernia, heart conditions, high
blood pressure, as well as arthritis
and rheumatism.

The number of days spent in bed as
a result of disability was about the
same among urban and rural residents.
But after age 65 rural nonfarm and
rural farm people reported an average
of 17 days spent in bed during a vyear,
compared with 16 days reported for
urban persons.

Regional differences appear in the
number of days of bed disability. For
all rural farm people in the South,
regardless of age, an average of g days
of bed disability was reported—the
highest for any residence group. Rural
residents of both the West and the
North Central States, on the other
hand, reported lower rates of bed dis-
ability than other population groups
by residence in their respective regions.

Only a few clues exist to the relative
health disability among especially dis-
advantaged rural groups. In 102 low-
income rural counties designated by
the Department of Agriculture as pilot
counties for the Rural Areas Develop-
ment program during the fifties, infant
mortality averaged 31 deaths under a
year per thousand live births, com-
pared with 27 for the Nation as a
whole. The pilot counties were con-
centrated in the Southeastern States.

A study of the California Vocational
Rehabilitation Service in 1955-1958
assessed the seriousness of disability
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among seasonal farmworkers in that
State. About one of five adults had a
physical handicap that affected earn-
ing capacity.

RuraL HEALTH facilities have im-
proved measurably since the Second
World War.

The Hill-Burton Hospital Survey
and Construction Act of 1946 had
provisions to equalize the distribution
of modern hospitals so that all people,
regardless of where they lived, may
have ready access to general hospital
care.

Up to 1962, two-thirds of the beds
in general hospitals built with Hill-
Burton aid were in small towns and
cities. Nine hundred new hospitals—
nearly one-third of the total built with
Federal aid—were in communities of
less than 2,500. About one-fifth were
in communities of 2,500 to 50 thou-
sand.

Besides the general hospitals, about
half of the public health centers built
with Hill-Burton aid are located in
small communities. Small communities
have been able also to qualify for
assistance in the construction or im-
provement of nursing homes and diag-
nostic and treatment centers.

A study by the Public Health Service
suggested that income level, rather
than rurality, is a governing factor in
the location of health facilities. Metro-
politan and nonmetropolitan counties
of comparable per capita income had
comparable numbers of beds in general
hospitals and nursing homes in relation
to their population.

CONTINUING REGIONAL disparities ap-
pear when data on the distribution
of physicians, dentists, and nurses per
100 thousand of population are exam-
ined by year and by region.

Throughout 1921-1960, the South’s
supply of physicians, dentists, and
nurses was at a lower level than that of
any other geographic region.

Metropolitan counties in 1940 had
153 physicians per 1oo thousand resi-
dents, compared with go per 100
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thousand in bordering counties and
79 in all other counties. Twenty years
later—in mid-1959—the physician-
population ratios for each group of
counties had decreased. Highly urban-
ized counties continued to have about
twice as many physicians per 100
thousand people as isolated counties.
Specifically, in mid-1959, metropolitan
counties had 146 physicians per 100
thousand persons; bordering counties,
77; and isolated counties, 75.

EstaBrLising  functional relation-
ships between health personnel and
facilities in small communities and
those in urban centers is viewed by
many health experts as a way to main-
tain quality of rural health care.

They cite as some of the advantages
the opportunity for physicians to main-
tain the contacts that contribute to
professional growth; easier referrals
without loss of patients; and provision
of a wide range of diagnostic and treat-
ment services for rural residents with-
out costly duplication of facilities.

The number of formalized relation-
ships between health facilities in small
and large population centers is still
negligible, although one of the initial
objectives of the Hill-Burton program
was to facilitate such relationships.

Less formal and extensive relation-
ships, on the other hand, have in-
creased. They involve such arrange-
ments as the new establishment of pre-
ceptorships by medical schools, which
assign graduate students to physicians
in smaller centers, and periodic insti-
tutes given by teaching hospitals or
other institutions for practitioners from
the area.

A report in 1962 of an experiment
in Michigan in establishing relation-
ships among small and large health
centers suggested that the difficulty of
implementing regionalization in the
health field has corollaries in library,
school, and other fields. Small institu-
tions desire autonomy and self-suffi-
ciency. They fear being swallowed up
by larger institutions if they establish
working relationships with them.
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Group practice, in which several
physicians representing different spe-
cialized interests work together, also
is viewed as a means of improving and
stabilizing rural health services. It
helps “put the patient together,” in
that a single group of individuals takes
responsibility for his medical care in
much the same way as the old-fash-
joned country doctor took responsi-
bility for total health care of his
patients.

Formalized group practice has grown
in number of units and in number of
physicians associated with group prac-
tice organizations since 1940. The Pub-
lic Health Service reported a threefold
increase between 1946 and 1959. Of
the 1,200 groups in 1959, more than
one-third were in isolated counties.

In addition to these formalized
groups, which usually share facilities,
equipment, and income, informal refer-
ral arrangements apparently have in-
creased between the physicians of small
and large communities.

SErvICEs For rural groups having
special needs because of age, health
condition, or income status are mini-
mal in most small communities.

Homemaker and home nursing serv-
ices are least well developed in the small
community and the sparsely settled
farming areas, despite growing needs
because of the increasing employment
of homemakers away from the farm
home.

Physiotherapy services can greatly
relieve the suffering of some chronically
ill and aging persons; they seldom are
found outside of major urban centers.

School health services, if they exist
at all, are usually inadequate.

Health services especially geared to
meet the needs of a temporary influx
of farmworkers and their families sel-
dom exist. Psychiatric service for the
mentally ill is almost entirely lacking,
and so is counseling for families of for-
mer mental patients on their return to
the community.

The continuing rural shortages of
health personnel to some extent are ac-

193

centuated by increasing demands for
some types of health service. The use
by rural people of hospitals for mater-
nity care has risen sharply. Only 45
percent of rural mothers in 1940 were
hospitalized at childbirth, compared
with more than go percent in 1959.
Urban births in hospitalshave increased
also but at a less rapid rate; g7 percent
now take place in hospitals.

Overall rates of utilization of hospi-
tals by rural people, on the other hand,
remain little changed since about 1930.
The Committee on the Costs of Medi-
cal Care reported at that time that 4.6
percent of the residents of small towns
and rural sections had some hospital
experience in an average year, com-
pared with 7.1 percent of large city
residents. In 1957-1958, the National
Health Survey reported, 5 percent of
open-country residents were hospi-
talized, compared with 10 percent of
the residents of cities of 100 thousand
or more. The average length of stay
for rural farm and nonfarm residents
was 7 to 8 days, compared with g for
urban residents.

The use of physicians’ and dentists’
services by rural people has increased,
but continuing disparities exist be-
tween rural and urban levels of use.

Rural farm people averaged 3.8
visits annually to physicians, compared
with 4.9 for rural nonfarm and 5.3 for
urban residents in 1957-1959. People
of the rural South reported the fewest
visits, although the South had the
greatest proportion of rural farm
people with limitation of activity
resulting from chronic conditions.

Rural people are also less likely to
use dental care. When they do, more
likely it is for extractions rather than
for fillings or other remedial services.
One-fourth of the rural farm people
reported never having visited a dentist,
compared with 20 percent of the rural
nonfarm and 16 percent of urban
people.

GeocGrapHIC PROXIMITY makes less
difference than in the past in the
distances people go for health care.
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Residents of a county in the Great
Plains region—Kit Carson County in
Colorado—used more than 200 differ-
ent physicians in 1958. Seven physi-
cians practiced in the county at the
time. Most of the out-of-county physi-
cians consulted were specialists, nearly
one-half of whom practiced in Denver,
more than 150 miles from Burlington,
the county seat.

Studies in Mississippi, Connecticut,
and New York counties indicated that
the proximity of a doctor or hospital
does not determine where people will
purchase medical or hospital care.
The increasing mobility of the popu-
lation makes the majority of rural
people far less dependent than in the
past on nearby resources, except for
emergency cases.

MEbpIcAL FOLKWAYS, including the
use of old home remedies and folk
practitioners, still compete with more
sophisticated methods of treatment,
especially among the low-income rural
minorities.

The use of midwifery, for example,
has almost disappeared among rural
families in general. Nonwhite rural
families, however, continue to use
midwives, especially in some of the
more isolated rural communities of the
South.

Health neglect also is common
among low-income rural groups. Phy-
sicians in California, who studied the
reasons for failure to use prenatal
care, even when it was offered through
free clinics, found that major obstacles
included inadequate understanding,
dissatisfaction with the services made
available to indigent persons, or failure
to qualify for indigent care because
family income was too high—even
though marginal—or because resi-
dence requirements could not be met.

For the migratory farm family, lack
of residence status is likely to bar the
use of community services offered to
others of similar income, even in the
place they call home.

Not only purchasing power but also
perceptions of health needs and appro-
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priate means of care affect rural
families’ demand for the community
health services. Differences among
rural people in their awareness of need
and proper care are associated with
differences in education and level of
participation in community affairs, as
well as differences in occupation and
income.

Rural family health expenditures in
1955 averaged about 63 dollars a
person—more than double those in
1941, in terms of dollars of constant
purchasing power. They were about
8o percent of the health expenditures
of urban families in 1955, compared
with less than half the urban expendi-
tures in 1941. In both years, the varia-
tions in expenditures may in part be
accounted for by differences in levels
of charges between rural and urban
areas. As data as to utilization show,
however, there are also real differences
between the two population groups in
use of care.

The medical expenditures of farm
people in families with incomes of less
than 2 thousand dollars averaged 55
dollars per person and represented
about g percent of their total outlay
for family living in 1955, compared
with about 5 percent in the general
population for the year. For farm peo-
ple with incomes between 2 thousand
and 5 thousand dollars, medical ex-
penditures averaged between 60 and 65
dollars. Expenditures rose rapidly in
groups that had incomes of more than
5 thousand dollars.

The expenditures of nonwhite fami-
lies tended to be lower and to repre-
sent a smaller percentage of total family
outlay than among white families. This
may, in part, reflect nonwhite families’
lack of access to services, especially in
the South.

Prepayment coverage has expanded
among people in the half-dozen most
rural States faster than for the United
States as a whole in recent years. The
National Health Survey’s report on in-
surance coverage for rural farm, rural
nonfarm, and urban people, however,
shows that rural farm people continue
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to have less insurance coverage than
other groups. They differ also in type
of coverage and in the proportion of
hospital bills paid by insurance.

According to the National Health
Survey, one-half of rural farm residents
had no insurance. About one-third of
rural nonfarm and fewer than one-third
of urban residents had no insurance.
A smaller proportion of persons in all
residence categories had surgical insur-
ance, compared with hospital insur-
ance; a still smaller proportion had
other medical coverage.

For each type, the proportion of rural
farm people having the specified cover-
age was smaller than the proportion
of urban or rural nonfarm. Urban peo-
ple were most likely to have a Blue
Cross or Blue Shield type of coverage.
The insurance held by rural farm peo-
ple was likely to fall in the category,
“other.”

The proportion of the hospital bill
of discharged patients paid for by in-
surance averaged 7o percent for urban
and rural nonfarm people. For rural
farm people, it averaged 55 percent.
The proportion of persons discharged
from hospitals with more than three-
fourths of the bill paid by insurance
averaged 50 percent for urban and
rural nonfarm patients. For rural farm
patients, it averaged 39 percent.

The rural aged—and especially those
from farms—must rely on their own
financial resources to pay for needed
health care oftener than the urban
residents.

The possible influence of method of
payment on utilization of service is
implied in another Social Security
Administration report of the early
fifties.

The rural farm population past 65
averaged 86 days of hospital care per
100 persons in comparison with 184—
more than twice as many—for urban
persons. When the insured population
only was considered, however, insured
farm groups had high hospital ad-
mission rates accompanied by average
stays only moderately less than other
population groups. Their resulting
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average of 208 days of hospital care
per 100 persons was greater than the
national average.

How much farther the possibilities
of rural enrollment can be stretched
may be questioned under existing cir-
cumstances. National Health Survey
reports show a rapid increase in the
percentage of persons enrolled with
increase in income. To urge individ-
uals or families to join prepayment
organizations when their income aver-
ages 2 thousand dollars or less, as is
true of one-third of the Nation’s rural
families, would seem likely to be costly,
unproductive, and questionable from
the point of view of the needs of the
people. The individual insurance they
would be likely to purchase would be
the most costly and limited in benefits.
It might provide for the economic
catastrophe; it would be unlikely to
encourage early detection and treat-
ment of ailments before they reach the
catastrophic stage.

On the other hand, when improve-
ments in income are made by enlarge-
ment of the farm unit, off-farm work
opportunities, or other means, rural
people need to continue to work with
voluntary health insurers to develop
new community organization tech-
niques and to gain acceptance of
existing community organizations—
other than employee groups—as a
basis for group insurance coverage.

Insurance purchased on a group
basis has the advantages of greater
benefits at lower costs than individ-
ually purchased insurance.

In the future, as in the past, rural
people will need to run fast to stay in
place. The relative position of rural
and urban residents in the availabil-
ity and use of health facilities and
services has remained about the same
the past two or three decades.

Personal and community economic
levels continue to be important keys
to levels of health and health care.
Geographic accessibility of service is
of somewhat less importance than
formerly to the majority of rural resi-
dents. It is still of crucial importance
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to some of those who are most needy—
the aging, the chronically ill, migratory
farm families, and the indigent rural
resident.

In asking how rural areas might be
brought up to the standards of urban
communities, a question may be raised
about urban standards. Even in the
city setting where medical advances
have been applied most fully, services
still usually represent a hodgepodge,
in the midst of which the consumer
finds few guidelines to tap the services
best fitted to his needs.

AMONG THE HOPEFUL factors are
some legislative developments.

The Community Health Services
and Facilities Act of 1961 opened the
door for rural as well as urban experi-
mentation in methods of providing
health care to fit changing needs and
circumstances. Emphasis is placed on
services for the chronically ill and the
aged.

Some examples of activities that may
be undertaken under the program are
demonstrations of nursing care of the
sick at home, as a means of preventing
or reducing disability; demonstration
of specialized services, such as physio-
therapy, supplied from a central source
to patients at home or in nursing
homes; and development and testing
of methods of recruiting, training, and
using homemakers, nurses’ aides, and
other subprofessional personnel in
home-care programs.

Groups interested in this program
can obtain information from their
State health departments.

Financial support to help States and
communities extend services to mi-
grant workers and their families was
authorized through the Public Health
Service under 1962 legislation, which
provides grants to pay part of the
cost of family health service clinics and
other projects to improve migrants’
health services or conditions.

The objectives of the migrant health
legislation are to provide a setting in
which migrant farmworkers and fami-
lies can realistically be expected and
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encouraged to take responsibility for
meeting their own health needs. This
will require the scheduling of services
to prevent and treat illness at times and
places accessible to migrants and with-
out restrictions because they lack resi-
dence. It will also require upgrading
their living and working environment
to make such minimal facilities as
toilets, drinking water, handwashing,
and bathing and laundry facilities
available in order that they can ob-
serve good personal health practices.
Finally, it will require interarea coor-
dination so that the present disparities
in services and the methods whereby
they are provided will be minimized.

The expanded Hill-Burton program
of the Public Health Service continues
to facilitate the efforts of rural people
to provide facilities and services for gen-
eral hospital care, nursing home care,
public health, and some other types
of services.

The Small Business Administration
also assists rural hospitals, nursing
homes, and local physicians and den-
tistswho need loans for new or expanded
facilities.

The banding together of two or more
counties has succeeded in extending or-
ganized public health services to some
rural counties. To accomplish the same
general objective, contracts for service
between the State health department
and rural counties without local public
health organization have proved suc-
cessful in California.

Continuing shortages of health work-
ers are neither a rural nor an urban
problem, but a national problem. The
Public Health Service reported that
ratios of physicians to population have
remained practically unchanged since
1940. With dentists, as with physicians,
active practitioner-population ratios
were lower in the early sixties than in
the prewar period. The number of pro-
fessional nurses has increased, but a
serious shortage existed in 1963 in re-
lation to demand. In hospitals alone,
more than twice as many professional
nurses were employed in 1956 as in

1943.
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To maintain medical care of high
quality for rural people will require
continuing study and effort to organize
services effectively, especially where de-
population, poverty, interarea farm
migration, or other factors create spe-
cial needs.

The growth of _group practlcc units
in rural areas gives promise for the
future. A small town with several
physicians practicing together may be
less likely to become *“ doctorless” than
the one-doctor community.

Moreover, nearly all group practice
units have a built-in method of main-
taining quality care, ranging from time
off to attend meetings and post-
graduate courses to participation on
medical school faculties.

The continuing poverty of some
people and of some communities is
also neither a wholly rural nor a
wholly urban problem. However, rural
poverty may go unnoticed until a
shift to urban residence brings it to
light.

As one writer commented, ‘‘Ne-
glected health conditions in the rural
area fester into dependency in the
cities, as city schools and other institu-
tions identify problems that were
unnoticed before.”

A major objective for the improve-
ment of both rural and urban health
care is to plan, organize, and adminis-
ter health services in a manner that
will give the entire population maxi-
mum accessibility to service according
to need.

To proTECT and maintain the health
of rural people, it is necessary to:

Continue to increase knowledge of
the influence on health of the changing
environment of rural people; for
example, the effects of mechanization
and the use of toxic substances in
agriculture;

Continue ““watchdog” observation
of rural-urban differences in health
status and utilization of health serv-
ices, in relation to economic and
social as well as geographic accessi-
bility;
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Continue investigation and develop-
ment of methods to overcome the
‘social costs” of distance in such areas
of continuing depopulation as the
Great Plains;

Continue research to determine the
real roots of human health behavior,
especially among the underprivileged
groups whose need for health care may
be especially great;

Continue application of research
findings to processes of providing and
financing service, methods of health
education, and modification of the
environment as necessary.

HerLen L. JouNSTON is in the Migrant
Health Section, Division of Community
Health Services, Public Health Service.
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Cooperative Service, the Department of
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White House Conference on Children and
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