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Foreword

Disability and Vocational Rehabilitation in Rural Settings is an exceptionally
timely, unique, and comprehensive body of work that was created to ultimately
help persons with disabilities and their family members living in underserved
and rural geographic areas of the United States as well as internationally. This
text brings renewed interest to the complex interplay of the unique cultural
differences that challenge persons with disabilities who are disadvantaged on
so many different levels politically and economically, especially in mental and
physical healthcare, accessibility to services, and government entitlement pro-
grams that assist individuals and families transitioning in and out of poverty.
Counselor educators and researchers, preprofessional rehabilitation counselors,
and others in the related counseling professions will easily recognize this mate-
rial as a highly respected body of work. Clearly, this text has been handcrafted
by a group of expert authors that have a unique point of view to offer the
rehabilitation counseling and related counseling professions.

Indeed, this text brings new meaning to older constructs such as the “war
on poverty” and ‘“health disparities.” This authoritative source enhances the
renewed interest in the complex interplay of issues related to poverty and how
this cycle involves multiple dimensions such as social, cultural, familial, and
economic. Today, the consequence and impact of poverty on vulnerable
populations is far-reaching and multidimensional. Poverty in rural America
transcends individuals’ mental and physical health conditions, educational
and career opportunities, financial stability, and many other life areas which
impacts everyone.

One of the unique aspects this comprehensive body of work offers is the
careful attention given to the widespread problem of poverty in vulnerable
populations, within different cultural groups in the United States as well as
internationally. Moreover, this work extends beyond a “statement of the
problem” approach. It offers guidelines and solutions for increasing coping
and resiliency skills, capacity building, and educational training approaches
that have shown to positively impact rural communities and groups of indi-
viduals with disabilities.

The effects of poverty are most harmful to those most vulnerable which
overpoweringly include children, older adults, and people with disabilities.
The condition of poverty is particularly worrisome for persons with disabili-
ties where almost 22% live in poverty, compared to 13% of those without
disabilities. Persons with chronic and persistent health conditions require
greater financial support and access to healthcare than those without such
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financial constraints or healthcare issues. This body of work makes it clear
that the implication for living in poverty, particularly in rural and underserved
areas geographically, is that one is at risk in so many different life areas.
Overall, the devastating consequences of poverty itself may be reflected in
poverty of the mind, body, and spirit.

Disability and Vocational Rehabilitation in Rural Settings is extraordinary
because it offers much more than a review of the literature and discussion of
issues related to poverty and social justice. Such limited constructs do not
translate well into our twenty-first-century political and economic environ-
ments. Thus, readers will find that the material is comprehensive in nature,
practical, and particularly functional for counselor educators, researchers,
practitioners, as well as preprofessional counselors in the helping profes-
sions. It offers a very close, up-front, personal, and experiential account of
the problems and solutions for rehabilitation counselors and other related
helping professions providing services to persons with disabilities in rural
settings. The expert authors who embody this work understand the critical
mass that impacts persons in poverty from the medical, physical, vocational,
psychosocial, emotional, spiritual, and cultural perspective.

One of the most valuable lessons offered in Disability and Vocational
Rehabilitation in Rural Settings highlights the delicate balance of providing
services that are both culturally sensitive and culturally appropriate yet can be
offered within the boundaries of certain governmental programs and policies
that determine eligibility and assistance. The chapters in this unique work
provide an in-depth discussion that can be used as a primary resource to educate,
inform, and advocate reality-based, solution-focused, and culturally relevant
approaches rooted in cultural empathy.

I started my own career at a community-based rehabilitation center
(sheltered workshop) around 1979 in Murphysboro, IL, a small rural town in
Southern Illinois close to the border of Kentucky and Missouri. Besides doing
work adjustment training, job placement activities, and job coaching with
these clients, I also drove the bus to pick them up for work in the morning and
drop them off at the end of the day. I really got to know their family members
and the psychosocial challenges of individuals with mental and physical
disabilities living in rural America. This was my introduction to working with
people who had a variety of medical, physical, developmental, neurocognitive,
psychiatric, and chronic health conditions that were disabling. I remembered
this as a very rewarding opportunity that helped launch my career, which has
spanned over 30 years. Metaphorically, driving the “short bus” placed me in
the position of leadership, guiding people to find their way through work,
education, and career opportunities and then independent or support living
arrangements. [ have learned some valuable lessons living and working in
this small rural community because it reflected the content in this volume.
This work provides a valuable resource to the reader that reflects my own
experiences working with “salt-of-the-earth” people who have come from
humble beginnings.

Overall, 1 found Disability and Vocational Rehabilitation in Rural
Settings to be well written, organized in a clear and concise manner, and
presented in a well-informed and balanced way. This is a valuable resource
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for counselor educators, researchers, and preprofessional counselors alike.
It is an authoritative resource for practitioners who care about serving persons
with disabilities and others vulnerable to the conditions and experiences
of poverty.

Professor and Coordinator of the Military Mark A. Stebnicki
and Trauma Counseling Program,

Department of Addictions and Counseling

College of Allied Health Sciences

East Carolina University

Greenville, NC, USA



Preface

As editors of this book, Noel, Malachy, Allison, and I have over 45 years
of combined experience in education, research, and service delivery in reha-
bilitation, disability, social justice, and social services. As faculty members
in rehabilitation counseling education programs, we were looking for a book
on rural rehabilitation and discovered a 1999 edition as the most current.
The United States and other countries are nations of primarily rural landmass;
therefore, understanding the challenges of rural residents with disabilities in
these regions is important in service delivery, education and training, research,
and funding and policy development. In addition to areas in which the terms
rural, frontier, territory, and remote regions are identified specifically in
chapters, throughout this book, the term rural is used as an umbrella term that
is inclusive of all others. Our goal for this book is to discuss both challenges
and strengths of rural life. We acknowledge the diversity and complexity of
rural regions, but they share some common characteristics.

Our 38 chapters cover the following topics pertaining to disabilities in rural
communities: economic development; poverty; transportation, accessibility,
and accommodation; technology; healthcare; ethical practice and dual rela-
tionships; resilience and strengths; military personnel; marginalized racial and
ethnic adults and cultural competence and social justice; adolescents and tran-
sition students; offender populations; American Indians; agricultural, farm,
and immigrant workers; sensory impairments; international perspectives from
Africa, Asia-Pacific region, Australasia, Canada, Mexico, India, Turkey,
Colombia, and the United Kingdom; multiple sclerosis; substance-related and
addictive disorders; Workforce Innovation and Opportunity Act; impact of the
Americans with Disabilities Act; forensic vocational rehabilitation; climate
and weather; developing personnel through online learning; recruiting and
retaining rehabilitation counselors in rural communities; capacity building and
collaboration; volunteers and paraprofessionals; and research and evidence-
based practices. Our comprehensive text recognizes the challenges faced by
vocational rehabilitation, like other human service providers in rural commu-
nities, which are well documented.

Our text provides a perspective to rethink the delivery of vocational
rehabilitation services in rural areas. A unique feature is that authors of
individual chapters represent an array of diverse backgrounds and expertise,
including doctoral students in rehabilitation counseling. The inclusion of an
international perspective adds to the understanding of globalization of disabilities
in rural areas.
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We do not present this text as inclusive of all aspects that impact rural
communities, but rather, we hope that it will be an important contribution to
the existing literature as well as a response to the contextualization of rural
rehabilitation service, practice, policy, and research. Our desire is for this text
to serve as a practical and reliable resource for those studying and teaching
and for those involved in vocational rehabilitation and other human and social
service delivery. Similarly, policy and decision-makers, advocates, commu-
nity leaders, families, and persons with disabilities themselves may benefit
from this text.

Lexington, KY, USA Debra A. Harley
DeKalb, IL, USA Noel A. Ysasi
Lexington, KY, USA Malachy L. Bishop

University Park, PA, USA Allison R. Fleming
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Entrepreneurship and Economic
Development in Rural America

Ronald J. Hustedde

Overview

Americans with disabilities and rural communi-
ties have something in common: both struggle to
build assets and to create wealth. Yet, both have
opportunities for building a quality of life that is
rooted in equity and prosperity. Rural people and
those with disabilities start their own ventures
due to decreased employment opportunities. The
World Bank (2016) reports small and medium
enterprises account for more than half of all for-
mal jobs across the globe. These firms create
effective solutions for clean water, alternative
energy, health services, and education. During
1992-2005 smaller companies created more jobs
than larger companies. However, recent research
indicates start-up firms, regardless of size, and
generates the greatest surge of jobs in the USA
(Haltiwanger et al., 2012). Small firms account
for almost two-thirds of employment in rural
America (U.S. House of Representatives Small
Business Committee, 2016).

Entrepreneurship is seen as a route to eco-
nomic independence for people with disabilities.
According to Kitching (2014), one possible solu-
tion to problems of low labor market participa-
tion rates lies in the potential for people with
disabilities to become self-employed or to start
and run their own businesses. The risks of pov-
erty and barriers to employment are significantly
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higher for people with disabilities in rural areas
than for people without disabilities and for people
residing in urban areas. The reasons for both risks
and low employment rates are attributed to a
wide range including level of education, local job
market, social exclusion, and geographical
boundaries in rural areas.

Learning Objectives
By the end of the chapter, the reader should be
able to:

1. Describe disabilities and entrepreneurship in
rural areas.

2. Explore the economic and community obstacles
and opportunities that people with disabilities
in rural areas face.

3. Build a case for entrepreneurship as a venue
for creating wealth and prosperity among
those with disabilities in rural areas.

4. Provide insights on how rural communities and
advocates for people with disabilities can build
an entrepreneurial culture and ecosystem.

Introduction

People can consider entrepreneurship and/or self-
employment for various reasons: (a) out of neces-
sity, (b) attempt to increase their income, (c) gain
independence and autonomy, (d) take advantage
of an opportunity, and (e) improve work-life
balance (Potter & Halabisky, 2014). These rea-
sons may also influence people with disabilities;
however, they are also likely motivated by different
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factors such as the benefit that entrepreneurship
provides as entry into the labor market, a buffer
against employer discrimination, and flexibility
in work hours and accommodations (Jones &
Latreille, 2011). “In addition to facing the general
challenges to business start-ups that all entrepre-
neurs face, entrepreneurs with disabilities are
likely to face specific barriers to entering and
sustaining entrepreneurship activities” (Potter &
Halabisky, 2014, p. 8; see Table 1.1).

People with disabilities in rural communities
present unique challenges with regard to the desir-
ability and feasibility of entrepreneurship.
Moreover, barriers exist to the availability of
entrepreneurship training, technology, mentors
and advisors, and local incentives and tax credits.
Although entrepreneurship offers expanded
opportunities for people with disabilities in rural
areas, it is important to understand the contextual-
ized social-structural and geographical constraints
that rurality imposes on economic development
and inclusion of people with disabilities.

Table 1.1 Barriers to entrepreneurs with disabilities

Lack of confidence and limited aspirations — difficulty
identifying a business opportunity, developing this
business idea, and engaging with the available support
infrastructure in a meaningful way; unsupportive
family and friends

The benefits trap — fear of losing the security of regular
benefit income (supplemental security income or social
security disability income)

Lack of relevant business knowledge and skills — lack
of specialist business management, legal, and financial
skills and knowledge due to limited relevant education
and employment experience

Access to start-up capital — limited personal financial
resources; poor credit rating; disinterest/discrimination
part of the banks; lack of accessible information on
sources of grants and loans

Consumer discrimination — result in reducing the
demand for goods and services produced

Increased labor costs — some entrepreneurs with
disabilities need to hire assistants to help them undertake
tasks that many non-disabled people can do on their own
Lack of appropriate business support services —
business advisers are often reluctant to recommend
self-employment as a career option for people with
disabilities and sometime actively dissuade them;
inadequate or stereotypical understanding of the
activity restrictions related to the disability

Adapted from Potter and Halabisky (2014)

Link Between Rural America
and Disabilities

Over the past decade, researchers have asked
whether there is a relationship between geography
and disability. Information about that question was
released in 2013 by the US Census Bureau from
the 2008 to 2012 American Community Survey.
Self-reported disabilities from the survey are
defined as functional impairments in at least one of
the six areas: hearing difficulty, vision difficulty,
cognitive difficulty, ambulatory difficulty, self-
care difficulty, and the inability to live indepen-
dently. There are also distinctions between severe
and non-severe disabilities.

While metropolitan counties have a disability
rate of 11.2%, the rate is more pronounced in
nonmetropolitan counties. Counties with popu-
lations between 50,000 and 10,000 people have a
disability rate of 15.2%, while noncore counties
with populations of less than 10,000 have a rate
of 17.4%. Although nonmetropolitan counties
have higher population rates of those who are 65
and older, there are consistently higher rates of
disabilities in nonmetropolitan counties across
all age ranges. These nonmetropolitan counties
represent about 72% of the US land mass (von
Reichert, Greiman & Myers, 2014).

Differences of Living in Urban
and Rural America

Rural Americans tend to be less influential in affect-
ing US federal policy because they only represent
about 14% of the US population (USDA Economic
Research Service, 2017). Partisan differences about
the environment, worker and food safety, and
agricultural issues make it difficult to build coali-
tions between rural and non-rural legislators. As a
consequence, rural America lacks a comprehensive
federal rural development policy (Hustedde, 2008).
Rural residents may be more effective in stimulat-
ing needed changes at the regional and local levels
to reflect the uniqueness and diversities of their
communities (Fortunato, 2014).

The rural landscape is distinguished from
urban areas by income, education, employment
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levels, and the role of gender in small business
development.

Income Disparities Rural residents tend to have
a lower income levels than their urban peers.
These differences can limit access to good and
services that can fuel economic development. It
also means that rural residents may not be able to
leverage as much capital for entrepreneurial
opportunities. Rural median household income
was $41,198 in 2012, while the urban median
household income was $52,988 in the same year
(Kusmin, 2015). Typically, income level is
directly proportional to education attainment.

Educational Levels Land, labor, and capital
were once viewed as the essential ingredients for
economic development. However, education is
now viewed as a critical fourth ingredient for the
knowledge economy, particularly for innovative
approaches to address pressing issues associ-
ated with health, environment, and other
needs (Shaffer, Deller, & Marcouiller, 2004).
Knowledge and skills cannot always be measured
by formal educational attainments, but that is the
measure that is available. Rural areas have made
educational gains, but they still lag behind urban
areas. Approximately 35% of urban areas have
working-age adults with 4-year college degrees
versus 19% in rural areas (Kusmin, 2015). The
higher concentration of employment opportuni-
ties for college-educated adults in urban areas
continues to draw people away from rural areas.

Employment Employment can be part of a down-
ward or upward spiral for economic development.
An area with high employment can lead to higher
wages because of the competition to secure work-
ers. The obvious consequences can be a more
potent economy and higher quality of life. On the
other hand, higher levels of unemployment can
set the stage for a downward spiral regarding the
quality of life and prosperity. Some unemployed
and underemployed people will turn to entrepre-
neurship as a venue for sustainable income.
Unemployment is higher in rural counties with
less formal education. Educational rates are lower
for racial and ethnic minorities in rural counties.

Rural businesses and consumers are as likely
to use the Internet as their urban counterparts.
However, broadband access is not as readily
available in rural areas, and the lack of popula-
tion densities leads to higher costs and a less
pronounced return on investments (see Chap. 4
for additional information on technology).

Gender Women from rural areas tend to have
less access to employment opportunities than
urban women. Hence, a higher proportion of
women from rural states are small business
owners. A South Dakota study of rural women
business owners indicates that the majority had
gross sales of less than $100,000. These women
defined success in four major categories: (a)
helping others, (b) contributing to family
income, (c) making a profit, and (d) feeling a
sense of accomplishment. Most of the respon-
dents indicated that being a woman was a posi-
tive or neutral factor toward their business
success (Meeder & Cumber, 2007). See Chap.
11 for additional information on women in rural
communities.

Summary The differences in urban and rural
areas are pronounced. Only 14% of Americans
live in rural areas. There isn’t a comprehensive
federal policy for rural development because of
partisan differences and unidirectional metropol-
itan communication linkages. Urban residents
have higher rates of formal education and income
than rural residents. Educational levels may
impede involvement in the knowledge economy,
and lower income could mean that rural people
will be able to leverage fewer resources for eco-
nomic development than their non-rural counter-
parts. Unemployment in rural areas tends to be
higher, especially for women and minorities.
However, women in rural areas are more likely to
start businesses because of limited economic
opportunities. In recent years, there have been
intellectual shifts in community development
practices. The focus is no longer on deficits or
problems but on assets or strengths. Rural regions
can discover their unique cultural, financial,
environmental, and infrastructure assets and
build on those strengths.
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Defining Entrepreneurship

An entrepreneur can be defined as an individual
(or team) who creates a new business venture
within a place that offers a new product(s) or
service(s) and adds value to markets within the
community. It can include innovative replica-
tion or introduction of a prior innovation to a
new market or to an old market in a novel way
(Fortunato, 2014). Contrary to popular opinion,
entrepreneurs are not huge risk takers. They
tend to take calculated risks and share those
risks with investors, partners, community, and
others.

While business owners have entrepreneurial
traits to stay in business, all of them are not
entrepreneurs. Some business owners are man-
agers who routinely open and close their busi-
nesses each day. The Ewing Marion Kauffman
Foundation claims that business owners who
revitalize, grow, and reinvent their business are
inherently entrepreneurs, while other business
owners who are merely maintaining their opera-
tions are behaving more as managers (Markley,
Mackey & Luther, 2005).

Sirolli (2012) argues against the myth of the
entrepreneur as a single individual. He con-
tends that the most successful entrepreneurs
consist of teams who are skilled in three areas:
(a) the development of a product or service, (b)
marketing or sales, and (c) finance, including
anticipated sales, overhead, and potential prof-
its. While some individuals may be talented or
drawn to two of these areas, they are seldom
accomplished in all three. The team concept
makes it easier for individuals who may have
disabilities to focus on their strengths rather
than perceived limitations.

Entrepreneurs seize opportunities. They may
not invent the idea, product, service, or approach,
but they see value in something and carry it
toward action. Contrary to popular opinion, their
primary motivation is not exclusively about
financial gain. They are driven by passions — the
ability to make a difference in people’s lives, to
provide employment to others, to create a life-
style, or to prove their creative spirit (Gruidl &
Markley, 2015).

Entrepreneurial Types

Entrepreneurs are not the same. It can be argued
there are at least six kinds of entrepreneurs. These
are discussed below.

Aspiring entrepreneurs include those people
who have not started a business or venture yet
because their timing isn’t right. They may be
researching their idea, or they may lack encour-
agement, partners, and finances or face other dif-
ficulties or limitations. Start-ups have taken the
plunge and actually launched their enterprise, but
they may not have a solid business plan or have
not fully developed their team. The needs of
aspiring and start-up entrepreneurs are similar.
They often need community support, mentoring,
training, or business counseling.

Survival entrepreneurs include those who start
a venture because of unemployment or the need
for supplemental income. They are not necessar-
ily growth oriented because what they really want
is a job with fixed wages and benefits. Typically,
they are not considered part of conventional com-
munity economic development strategies because
they are part of the informal economy and often
act on a cash basis. Nevertheless, there is a grow-
ing awareness that these kinds of businesses are
important. Nonprofit microcredit services, mod-
eled after the Grameen Bank in Bangladesh, have
emerged in the USA to provide loans and other
financial services to people who cannot access
conventional loans or credit. In order to access
microcredit, these entrepreneurs are usually
required to receive financial literacy and business
planning, training, and counseling to insure their
success (Dewan, 2013). Survival entrepreneurs
can move toward growth with community
encouragement and visioning.

Lifestyle entrepreneurs are attracted to a place
or business that suits their idea of a good life.
They may run a bed and breakfast establishment,
a hardware store, and a fly-fishing business or
serve as a family physician. While there are
numerous and successful lifestyle entrepreneurs,
they typically don’t have aspirations to grow.

Growth-oriented entrepreneurs are driven to
grow their sales and profits and to build their new
products or services. The entrepreneurship litera-
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ture refers to them as “gazelles.” Many regional
and state entrepreneurship policies attempt to
identify the potential high-growth businesses and
provide assistance to help them expand. They are
seen as major job and wealth creators because
they have compounded growth rates of 15%
per annum. These firms represent about 4-5% of
American businesses.

Civic or social entrepreneurs have the same
motivations as other entrepreneurs. However,
they tend to work in teams with an emphasis on
interdependence and inclusivity. They start with
an optimistic view of the local or regional econ-
omy and bring their entrepreneurial mind-set to
the civic arena. Their long-term interests and the
community’s interests complement each other.
These civic entrepreneurs fall along the contin-
uum from for-profit businesses to nonprofits.
While they generate sufficient revenue to be sus-
tainable, they address issues related to the envi-
ronment, social justice, or sustainable economic
development (Kerlin, 2006; Murray, 2012). These
ventures may also take on the form of a coopera-
tive or an employee-owned business. In recent
years, “B” corporations have emerged and are
certified by the B Lab, a nonprofit organization
that focuses on a shared and durable prosperity,
transparency, and a positive impact on the com-
munity (B Lab, 2016).

Youth entrepreneurship is another important
component to consider. National surveys indicate
that most high school youth are interested in
starting their own businesses (Markley et al.,
2005). Their involvement in entrepreneurship is
of vital concern to rural communities for retain-
ing their youth and encouraging them to innovate
and use their talents to create wealth and jobs.
The key is to provide opportunities for them to
learn about the business world and to learn entre-
preneurial skills. The impact from entrepreneur-
ial programs in schools and other organizations
such as 4-H or Junior Achievement is significant:
an increased interest in education, problem-
solving, practical skills in teamwork and finan-
cial management, and leadership skills and
interpersonal skills (Kaufmann & Stuart, 2007).
The challenge for communities is to develop
high-quality entrepreneurship programs. Youth

entrepreneurship initiatives have emerged in rural
America to provide economic alternatives based
on rural assets and to avoid the “brain drain” to
urban areas. Organization such as the Future
Farmers of America and programs in the
Cooperative Extension System are focusing more
resources on youth entrepreneurship (Schroeder,
Heinert, Bauer, Markley & Dabson, 2010).

Challenges for Rural
Entrepreneurship

Rural America has a rich entrepreneurial tradi-
tion that is part of the American identity: it has
attracted immigrants and people with imagina-
tion. During the industrial age, improvements in
agricultural, mining, and extractive technologies
created new opportunities for entrepreneurs that
strengthened rural economies and quality of life.
While urban areas have outpaced the growth of
rural areas during the past 50 years, rural areas
are no longer dependent on farming, forestry, and
mining. Rural economies have shifted into manu-
facturing, tourism and recreation, and a variety of
service-based industries. These shifts require
funding and other resources for start-ups and
expansion including product and market research,
operations, and sales. The funding issue is more
pronounced for entrepreneurs who are seeking
exponential growth.

Finances for Rural Entrepreneurs

The ecosystem for rural entrepreneurship has
shifted during the past 20 years. It used to be
about finding capital from commercial banks or
relying on personal resources including those
from friends and family. However, the range of
players has broadened to include public financing
programs, microlending for small businesses,
community development financial institutions,
formal and informal investment groups, US
Department of Agriculture and Small Business
Administration programs, and crowd financing.
Rural businesses are more likely to use tradi-
tional tools such as bank and debt capital and are
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less likely to use equity capital such as crowd
funding or angel investment groups. Rural entre-
preneurs may be less likely to take on more debt
than urban peers. There are also geographic dis-
parities in the distribution of bank and public sec-
tor financing in some rural counties. Some rural
areas have more robust demand for alternative
financing than others because of a less sophisti-
cated ecosystem or local public policies that are
less favorable for entrepreneurs (Markley, Pages,
Scruggs, & Miller, 2012).

Limitations for Rural Entrepreneurs

The higher population densities of urban
American with concentrated services make it
easier for urban entrepreneurs to access equity
finances, technical assistance, institutional sup-
port for small businesses, and proximity to mar-
kets. The remoteness of rural areas and strong
ties with kin and close friends can restrict infor-
mation flows and can isolate rural entrepreneurs.
Lop-sided power relationships of dominant
employers and elites in rural areas can also dis-
empower citizens. In addition, many rural coun-
ties have experienced “brain drain” — population
shifts of college-educated adults to urban areas
where there are more economic opportunities.
While those lacking a college education in rural
areas are more likely to be self-employed, they
don’t generate as much income as college-
educated entrepreneurs (Fortunato, 2014). While
rural firms are more persistent and have better
survival rates than urban firms, they tend to have
slower growth rates and generate fewer jobs than
their urban counterparts. The slower job growth
rates can be attributed to smaller home markets
and limited access to business services including
coaching and mentoring (Markley et al., 2012).

Opportunities for Rural
Entrepreneurship

In spite of these limitations, rural locations have
advantages for entrepreneurs of all types. Rural
self-employment has outpaced urban self-
employment by taking advantage of access to

natural resources and lower costs of land and
labor. Family farms are turning to agritourism
such as farm stays, agricultural festivals, and
pick-your-own produce (Gartner, 2004). In addi-
tion, value can be added through direct sales to
consumers or moving from nonorganic to
organic, planting different crops, raising different
animals, or adding something to a raw commod-
ity such as the production of jam or sausage.
They can also find ways to save energy or make
their products viewed as superior to other
competitors (Lu & Dudensing, 2015).

Lifestyle entrepreneurs are often attracted to
rural areas because of the scenery and outdoor
recreation or to escape the pressures of urban life.
These exurbanites can draw upon the Internet to
launch information-based businesses with export-
oriented links to outsiders. Other lifestyle entrepre-
neurs are drawn to tourism-related entrepreneurship,
apparel, retail, interior design, and hospitality firms
because they want to live in a certain place or
maintain a lifestyle without the confines of tradi-
tional employment (Fortunato, 2014).

Civic or social entrepreneurs are driven by the
need to bring about some form of social change.
The rural landscape is dotted with civic ventures
that focus on issues such as affordable and safe
housing, alternative health care, asset-based
economic development, arts and artisans,
environmental conservation, disability rights,
youth development, and community-based phil-
anthropic organizations. Capital access has been
a problem for these entrepreneurs, but web-based
intermediaries, socially conscious investors, and
the growth of local philanthropies are minimiz-
ing some of these obstacles (Bornstein, 2007,
Bornstein & Davis, 2010; Harris et al., 2013;
Shapiro, 2012). Social entrepreneurs are also
being nurtured through business schools and
other institutions that integrate social issues with
business concepts. For example, Berea College in
Kentucky has a multiyear undergraduate pro-
gram, Entrepreneurship for the Public Good; its
intent is to help rural communities in Central
Appalachia. According to the organization’s
website, the primary focus is on “a process when
one person or a group of people in a community
originate an idea or innovation for a needed
change and influence others in that community to



1 Entrepreneurship and Economic Development in Rural America 9

commit to realizing that change, despite the
presence of risk, ambiguity, or uncertainty”
(Entrepreneurship for the Public Good, 2016).

Rural youth entrepreneurship is becoming
more visible as community development strategy
because it engages youth in creative learning and
problem-solving business acumen and provides
alternative economic choices. Rural-dominated
organizations such as the Future Farmers of
America and the Cooperative Extension System
are creating more venues for youth to be innova-
tors (Guthrie, 2013). The Center for Rural
Development learned that the key to rural entre-
preneurial communities is to attract youth and
keep them there. There are strong emotional ties
to families, friends, and groups that can keep
youth involved if they believe that educational
and economic opportunities are available to
them. Communities have often, unintentionally,
not involved youth in shaping their own futures
and local development efforts. Based on their
study of over 6000 youth in the Midwest, the
Center recommends these action steps:

1. Create a community action plan for improve-
ment that actively engages youth.

2. Encourage the growth of medium- and small-
sized businesses through coaching and techni-
cal assistance that offer employment and
ownership opportunities for youth.

3. Introduce entrepreneurship into the school
curriculum or as an extracurricular activity
with links to entrepreneurs who can serve as
mentors or provide hands-on activities for
aspiring entrepreneurs.

4. Consult and involve local youth in every
aspect of community development efforts as a
way to build new leaders (Dabson, Schroeder
& Markley, 2010).

Opportunities for Rural
Entrepreneurs and People
with Disabilities

More than 8.8 million noninstitutionalized civil-
ians with disabilities live in rural America
(U.S. Census Bureau, 2015). Historically, Western

societies have institutionalized or marginalized
those with disabilities. However, the past 30 years
have witnessed marked changes because of
social movements that focused on inclusion. The
Americans with Disabilities Act (ADA) of 1990
is modeled after laws that prohibit discrimination
based on race and gender. The ADA covers
disabilities related to mobility, stamina, vision,
hearing and speech, learning disorders, and emo-
tional illnesses. It addresses access to the work-
place, state and local government, places of
accommodation, and commercial facilities and
telecommunications for people who have hearing
or speech impairments through telecommunica-
tions relay services.

In spite of these gains, the 2015 unemployment
rates for those with disabilities were 10.7%, while
those with no disabilities was 5.1%. About 32% of
workers with a disability were employed part time,
while 18% of those with no disability have part-
time jobs. Working-age people with a disability
were more likely to be self-employed than those
without a disability (U.S. Dept. of Labor, 2016).

There are risks for entrepreneurs who carry
the weight of their operations on their own shoul-
ders and spread themselves too thin. Hence, pol-
icy makers have created programs to share risks
for entrepreneurs with disabilities. These efforts
are also part of a pattern of inclusivity by federal
and local governments and nonprofit groups.
At the federal level, there are a variety of initia-
tives to create self-employment for those who are
disabled. Table 1.2 lists entrepreneurial resources
for people with disabilities.

While the initiatives listed in Table 1.2 are
noteworthy, it is only in recent years that scholars
have attempted to bridge the gaps among entre-
preneurship studies, rural studies, and disabilities
studies.

Arnold (2011) conducted the first national
study of those who are disabled and self-
employed. She found that over half of entrepre-
neurs with disabilities had initial investments of
less than $10,000 to start their businesses. They
reported that their investments came from one of
more sources: personal savings (59%), credit
card/cash advance (30%), loans from family
members (25%), institutional loans (18%), and
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state vocational rehabilitation funding (16%).
There were a variety of reasons why they started
business including wanting to be their own boss
and seeing a need for a product or service. Forty-
three percent cited the need to accommodate
their disability through flexible work hours or
working conditions. The typical entrepreneur
with disabilities in this study of 330 respondents
was a white male with some college education.
Their businesses were diverse: construction con-
tractors, manufacturers, artisans, farming/ranch-
ing, retail, and providers of various services.
Fifty-two percent reported their disability
affected how they ran their business. Nine-one
percent enjoyed their business, and 56% reported
their business as “successful.”

There are several studies that have attempted
to identify the key variables that influence how
entrepreneurs with disabilities can be nurtured.
Heath and Reed (2013) identified 38 low-income
entrepreneurs with disabilities in Alaska, includ-
ing those from rural areas. Their program offered
training sessions on topics such as marketing and
financial management that was followed up with
networking sessions on building social capital
and one-to-one support from other entrepreneurs.

A web-based conferencing system was used
because some of the participants lived as far as
1000 air miles from each other. While many
entrepreneurship initiatives focus on technical
aspects of developing a business, this
industry-driven support model promised a low-
cost effective method for entrepreneurship
because they concluded that the focus on social
capital addressed the geographic isolation and
connected them to other low-income entrepre-
neurs and to others in the field. The one-to-one
mentoring was also effective:

e The Chicago Add Us In (AUI) program was
funded through the US Department of Labor
to remove environmental barriers that inhibit
entrepreneurship among the disabled. It built a
consortium among key institutions including
hospitals and rehabilitation centers to view
entrepreneurship as an alternative to wage
employment. The consortium offered courses
to develop business plans and provided men-
toring and a business incubator for start-ups.
They also explored the creation of small coop-
eratives as venues for people with disabilities
to become co-owners rather than sole propri-

Table 1.2 Entrepreneurial resources for people with disabilities

Federal resources

Small business administration: https://www.disability.gov/
Office of Disability Employment Policy (ODEP), US Department of Labor: https://www.dol.gov/odep/resources/

Other resources that provide training, encouragement, and networking assistance
Disabled Businesspersons Association offers entrepreneurship education courses for those with disabilities: http://

disabledbusiness.org

DisabilityBiz.org offers business plan training and consulting for disabled entrepreneurs: http://www.

disabilitybiz.org

Entrepreneurship Bootcamp for Veterans with Disabilities offers experiential training in entrepreneurship and
small business management to post 9/11 veterans: http://ebv.vets.syr.edu/

The Global Network for Entrepreneurs with Disabilities provides information for entrepreneurs at various stages

of their journey: http://entrepreneurswithdisabilities.org/

The Hadley Institute for the Blind and Visually Impaired offers entrepreneurial online courses for those with

vision impairments: http://www.hadley.edu/

Job Accommodation Network contacts entrepreneurs with disabilities to others in their field: http://www.

careersbeyonddisability.com

University of Montana Research and Training Center on Disability in Rural Communities investigates approaches
to help rural rehabilitation service providers to help those with disabilities to achieve and maintain employment:
http://rtc.ruralinstitute.umt.edu/employment-vocational-rehabilitation/
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etors of businesses. The consortium of various
agencies generated systems changes that
improved the opportunities for people with
disabilities to become self-employed. The
“lessons learned” from this initiative are:

» Relationship building among agencies is key
to success.

e Troubleshooting and assessing progress is part
of facilitative leadership.

e Through cooperative efforts among agencies,
entrepreneurship can empower people with
disabilities.

e Trusting relationships and collaboration
among agency leaders create the ingredients
for systems changes.

The consortium requires more work because
agencies have to gradually change their culture
and openness to entrepreneurship (Balcazar,
Kuchak, Dimpfl, Sariepella & Alvarado, 2014).

Veterans and Entrepreneurship

Among the 2.3 million individuals who have
served in the US military forces since 9/11, one
in every four has a service-related disability (see
Chap. 8 for discussion on veterans). Veterans are
likely to have a variety of military skills and
knowledge that can be transferred to civilian life.
Evaluations of the Entrepreneurship Bootcamp
for Veterans with Disabilities indicate that hob-
bies and self-employment should not be confused
with creating a business. Blass and Ketchen
(2014) learned that veterans who started busi-
nesses are most likely to succeed if the firms are
based on three factors. First, they have a value
proposition — why a customer would spend
money with that business rather than another
organization. Second, successful businesses
leverage the unique experiences and attributes of
the entrepreneurial team including military expe-
riences. Third, the business is built around a pro-

cess or system that prospers even if the
entrepreneur leaves. These three factors are also
applicable to nonveterans.

The Viability of Entrepreneurship
for Those Who Have Disabilities

In a review of key literature about entrepreneurs
and disabilities, Arnold and Ipsen (2014) con-
cluded that entrepreneurship is an important eco-
nomic development strategy for those involved in
vocational rehabilitation. It provides a viable
option for those with disabilities because it offers
flexible scheduling to address health issues,
increases economic independence, and allows
people to stay closed to supportive networks.
Government policies can help entrepreneurs with
disabilities to succeed.

However, there is a trade-off when govern-
ment organizations invest in generic programs
but do not have resources to adapt those programs
to meet the broad spectrum of those with disabili-
ties (Kitching, 2014).

People with disabilities have seldom been
involved in community economic development
initiatives, nor have rural community develop-
ment strategies generally reflected the well-
being of those with disabilities. Admittedly, it
can be cumbersome to generate inclusive repre-
sentation of the disabled, women, immigrants,
and youth. However, research indicates those
rural communities that have multiple stake-
holder representation and leadership tend to
have greater economic impacts (Ipsen et al.,
2006). Vocational rehabilitation programs and
rural Centers for Independent Living (CILs) are
untapped resources for integrating those with
disabilities into leadership positions, employ-
ment, and small business development. A study
of citizen-led rural community development
efforts in two states indicates that there were
multiple outcomes:
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e It changed the views of locals who viewed
those with disabilities as assets because they
took on leadership roles where others did not.

e Alternative economic development strategies
were pursued rather than merely competing
for large-scale industrial plants.

e Community people came to see the role of
vocational rehabilitation in overall economic
development.

e A greater sense of solidarity emerged among
community people.

e The capacity of citizens to promote commu-
nity development was enhanced through
engagement (Ipsen et al., 2006).

Enhancing Rural Entrepreneurship
Among People with Disabilities
at the Local Level

Entrepreneurship is more than government or pri-
vate agency support programs or individuals who
have a hunger to follow their passions and create
innovative enterprises. It involves a culture or
mind-set (Hustedde, 2007) that stimulates shared
learning and a systems approach. A learning
community questions the status quo, discovers
and shares new knowledge, and changes behavior
to reflect its learning (Gruidl & Hustedde, 2003).
The second premise involves strengthening the
entrepreneurial ecosystem. Typically, rural com-
munities neglect to question the gaps or missing
parts in an entrepreneurial system or how the
parts are interconnected. New frameworks are
needed to animate people for fostering entrepre-
neurship. Systems thinking aligns technical
assistance and financing programs and involves
institutions at all levels (Dabson, Malkin,
Matthews, Pate & Stickle, 2003; Macke and
Markley, 2006). Advocacy groups need to move
away from an exclusive focus on finding employ-
ment for those who are disabled. If they want to
nurture independence and economic security,
they also need to see themselves as economic
partners in strengthening the local and regional
systems for entrepreneurship. Abstract discus-
sions about a learning community and a systems
approach are likely to be frustrating for readers

who want practical applications of these princi-
ples. Hence, seven approaches for fostering an
entrepreneurial ecosystem and culture are
suggested.

First, it is important to make a case for entre-
preneurship. It is in the self-interest of rural com-
munities, vocational rehabilitation organizations,
Centers for Independent Living, and those with
disabilities to explore the promise of rural entre-
preneurship. It is more than just small business. It
is about innovation to meet needs and wants:
mobilizing resources, sharing risks, building
teams, and carrying that into for-profit or non-
profit ventures including cooperatives and B cor-
porations. Entrepreneurship is linked to rural
vitality. A systems approach focuses on entrepre-
neurs and their range of personal and business
needs and building supportive entrepreneurial
communities. The case can be made for the spec-
trum of entrepreneurs that add to a community’s
quality of life and economic prosperity: survival
entrepreneurs, lifestyle entrepreneurs, medium-
sized businesses, growth-oriented entrepreneurs,
civic and social entrepreneurs, and youth entre-
preneurs. Unless a community can articulate the
promise of entrepreneurship, local policy makers
are likely to fall back on investing meager
resources in industrial recruitment and attraction
and ignoring the promise of entrepreneurship
(Macke & Markley, 2006).

Second, rural communities need to welcome
fresh voices and to embrace inclusivity. Those
communities that welcome youth, immigrants,
women, and the disabled to the table will achieve
a great sense of belonging and a willingness to
set goals and to bring about change. Those who
are disabled may be reluctant to be involved
in local organizations unless they are invited
(Ipsen et al., 2006, p. 65), but they make up a sig-
nificant part of rural America.

Third, communities and service groups for
those who are disabled need to mobilize resources
for entrepreneurs to thrive. A systems approach
is needed. Consortiums need to be created among
agencies, government institutions, and other
organizations to lessen barriers for self-
employment among those who are disabled
(Balcazar et al., 2014). Some communities have



1 Entrepreneurship and Economic Development in Rural America 13

turned unused space or empty downtown stores
into incubators with low rents and technical
assistance for entrepreneurs to thrive in the areas
of arts, agriculture, manufacturing, technology,
and youth entrepreneurship. Several lowa com-
munities offer monthly technical assistance
workshops for entrepreneurs to start or expand.
Other communities have programs that link
entrepreneurs and their ideas for expansion with
informal investors on a regular basis.

Fourth, communities and those who served
those who are disabled need to focus on assets
rather than deficits. Kretzmann and McKnight
(1993) revolutionized the field of community
development when they questioned those in the
most economically distressed communities in
America about their strengths and assets includ-
ing their skills, talents, and hidden resources.
Asset mapping continues to inspire communities
to focus on the positive and to build new opportu-
nities. Those who are disabled as well as women,
immigrants, youth, and others can become more
involved when they see assets in themselves and
others including cultural assets, natural assets,
built assets, financial assets, political assets,
social capital, and human capital (Emery & Flora,
2006). Entrepreneurship can be part of a commu-
nity’s wealth creation strategy. It can also enhance
the environment and add to a community’s qual-
ity of life (Markley & Stark, 2013).

Fifth, it is important to cultivate networks for
entrepreneurs to thrive. As discussed earlier,
entrepreneurial teams are more successful than
loners. Individuals in a team can complement
each other’s strengths and weaknesses.
Entrepreneurs with disabilities need full-time or
part-time partners like any other business. In
addition, entrepreneurs need to be exposed to a
variety of models including small cooperatives. It
is also important for those with disabilities or
other perceived limitations to hear stories from
entrepreneurs who have faced and overcome dif-
ficulties. Entrepreneurial recognition programs
and other events can encourage entrepreneurial
networking among different age groups, ethnic
backgrounds, income levels, and other interests.
Peer learning is one of the most effective tools for
people to learn more effectively.

Sixth, communities, regions, and states need
to develop a shared vision about entrepreneur-
ship. If a community or region knows its assets
and understands market potentials, it can develop
a big picture of its future including an entrepre-
neurial focus in areas such as the arts, alternative
energy, agriculture, recreation, and other venues.
To be effective and compelling, these visioning
initiatives must include those who are disabled,
youth, women, and people from various ethnic
and income backgrounds. An entrepreneurial
ecosystem integrates entrepreneurship into
school curriculums as part of a continuous learn-
ing and explores issues such as the demand and
supply of debt and equity capital and technical
services for business and civic innovators.

Seventh, communities need to foster entrepre-
neurial leaders and advocates to help the com-
munity and region to prosper. In helping
entrepreneurs to recognize opportunities and
build new ventures, communities can enhance
their economy, improve their environment, and
expand the diversity of people involved in public
life (Markley & Stark, 2013). Vocational reha-
bilitation organizations and Centers for
Independent Living must find ways to nurture
leaders to advocate for entrepreneurs and
strengthen the ecosystem for entrepreneurship to
grow and mature. Questions must be explored
about who is missing in alternative economic
development strategies including youth, those
from different ethnic backgrounds, income lev-
els, or disabilities. Entrepreneurial civic leaders
can also help small-scale entrepreneurs to move
toward growth stages to serve new markets or
provide new services or products by linking them
with resources and networks or helping to craft
local policies to foster expansions.

Summary

This chapter blends rural studies with scholarship
about entrepreneurship and disabilities. It
describes the level of disabilities in rural areas
and explores the definitions and spectrums of
entrepreneurship. There are similarities between
urban and rural entrepreneurs with disabilities,
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but rural areas have limited supportive services
for entrepreneurs. However, there are unique
opportunities for rural entrepreneurs that include
natural resources, alternative energy, recreation,
and other possibilities.

While federal policies and private initiatives
can be helpful for rural entrepreneurs who are
disabled, local communities must build an inclu-
sive entrepreneurial culture that builds a learning
community and involves a systems approach in
which parts are interlinked. Seven practical strat-
egies are offered for rural communities to build
an inclusive entrepreneurial culture and an entre-
preneurial ecosystem.

Learning Exercises
Self-Check Questions

1. What are some of the reasons that people with
disabilities consider entrepreneurial activity?

2. What are the different entrepreneurial types?

3. What is the argument in favor of entrepre-
neurs consisting of teams rather than
individuals?

4. What are the differences between urban and
rural entrepreneurship?

5. How can entrepreneurship be enhanced for
people with disabilities at the local level?

Experiential Activities

1. Interview an individual with a disability in a
rural area that is engaged in entrepreneur
activity or is self-employed, and report on
how he or she got started and how he or she is
maintaining the enterprise.

2. Meet with a local business owner, and discuss
what is necessary to develop a business plan
for a self-start business.

3. Identify an incubator for small business devel-
opment in your local community, and deter-
mine available resources to assist in the
development of entrepreneurial activities.

4. Interview a rehabilitation counselor that has a
rural caseload, and discuss if he or she has

assisted clients to become self-employed and
what supports and strategies were used.
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Disability, Income, and Rural

Poverty

William A. Erickson, Sara VanLooy, Sarah von
Schrader, and Susanne M. Bruyére

Poverty anywhere is a threat to prosperity everywhere.

Overview

Poverty exists as a cycle. The occurrence of pov-
erty in one social, cultural, or economic dimension
tends to affect other dimensions such as health or
income investment. The less income a person,
community, or country has, the less capital they
have to reduce poverty over time (Lynn, 2005).
Poverty, particularly persistent poverty, in rural
America is greater than in urban areas (Weber,
2007). Many rural residents have been left behind
or shut out of our nation’s prosperity. Regionally,
rural and small town poverty rates are highest in the
South and lowest in the Northeast and Midwest.
Too often poverty has the most detrimental impact
on people who are the most vulnerable, over-
whelmingly children, older adults, and people with
disabilities (Housing Assistance Council, 2012).
Even during good economic times in America,
rural communities have experienced disproportion-
ate poverty rates, with persistent poverty being
more prevalent among more remote counties and
areas with distinctive concentrations of racial/
ethnic minorities (Weber, 2007).
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(United Nations Development Program, 1995)

The response to poverty in rural communities
has been a combination of targeted governmental
programs and policies, yet poverty persists.
Edelman (2006) discussed the lessons we have
learned from the “war on poverty” and identified
lessons for future programs. Among these lessons
were that poverty cannot be addressed successfully
without addressing the question of income and
rural poverty cannot be addressed in a vacuum.

The situation for people with disabilitiesis par-
ticularly dire, with over one in five persons with a
disability living in poverty (21.5%) compared to
slightly more than one in ten of those without
(12.5%). The situation is even worse when one
focuses on the working-age population (ages
21-64) where 28.1% of those with a disability live
in poverty compared with 12.2% of those of work-
ing age without a disability (Erickson, Lee & von
Schrader, 2016). Given that people with disabili-
ties may have greater financial burdens due to their
disabilities or health conditions, the implications
for living in poverty may be even greater than
these numbers would suggest.

Learning Objectives
By the end of the chapter, the reader should be
able to:

e Understand how poverty is officially measured
and the potential limitations and implications
of the measurements used
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e Understand the extent and significance of
income inequality and the disability poverty
gap in rural areas

* Be able to identify factors that may be related
to the high poverty rates among the rural pop-
ulation with disabilities

* Become familiar with poverty alleviation/
elimination policies and initiatives to date and
their perceived outcomes and impact

e Understand the implications of poverty fac-
tors on the functioning of human service and
vocational rehabilitation agency service
administration and practice in rural areas, as
well as on professional preparation and
related research

Introduction

The interactions between disability and poverty
are complex, and relatively little research exists
that is specific to rural areas in the USA. Working-
age individuals with disabilities in the USA are
2.3 times more likely to be living in poverty than
their nondisabled peers (Erickson et al., 2016).
Likewise individuals living in rural areas are
more likely to live in households that live below
the poverty line (US Department of Agriculture,
2014). Individuals with disabilities who live in
rural areas may be doubly disadvantaged. In this
chapter we provide a description of how poverty
is defined in US policy, a broad overview of fed-
eral and state antipoverty public policy, and statis-
tics describing the current status of people with
and without disabilities with regard to poverty
and economic well-being, as well as factors that
may be related to the high poverty rates among
the rural population with disabilities. Specific sta-
tistics about disability prevalence, economic con-
ditions, and factors that may differentially impact
the economic opportunities of individuals with
disabilities in rural areas are presented. This infor-
mation is a critical first step to understand income
inequality and the disability poverty gap in rural
areas, and to design policy to address issues
specific to rural areas. Subsequent chapters will
expand on this overview with chapters targeting

barriers to reducing poverty in rural areas, specifi-
cally as they may differentially impact individuals
with disabilities.

Theories of Rural Poverty

The majority of the world’s poor live in rural
areas, and a greater percentage of the population
is poor in rural areas of the world (Dwyer &
Sanchez, 2016). Rural poverty’s causes are
diverse, but many are rooted in a combination of
economic underdevelopment, decline, or neglect.
The rural economy is largely concerned with food
and commodity production rather than emerging
technologies and industries, and the lack of
diverse opportunities leads younger and more
educated residents to migrate away (Dwyer &
Sanchez, 2016).

It is widely understood that poverty is linked
to geographical disparities and that some com-
munities and locations lack the resources to
improve the well-being of their population
(Bradshaw, 2006; Dwyer & Sanchez, 2016). It
has been observed that economic resources tend
to cluster or aggregate together — successful busi-
nesses attract more businesses, pulling resources
away from other communities, while communi-
ties left behind experience economic restructur-
ing and delays in receiving new technologies
(Bradshaw, 2006).

Studies of poverty, however, particularly stud-
ies of poverty in the USA, have largely focused
on the issue of urban poverty. “The American
public generally perceives poverty as an urban
problem” (Dudenhefer, 1993). Rural poverty has
been considered a logical outcome of rural work
culture, a lack of skills and preparation on the
part of rural workers, and a lack of rural human
capital. However, the 1990 Task Force on
Persistent Rural Poverty suggested a reframing of
these assumptions, stating that the changing
nature of the rural economy since the end of
World War II has created a fundamental problem:
low wages and inadequate opportunities for
youth, minorities, women, and the least educated
(Dudenhefer, 1993). These changes have resulted
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from the restructuring of US manufacturing base,
the growing influence of resource-extraction
firms in rural areas, and the privatization of
management of rural lands.

US Antipoverty Public Policy

The US dialog on poverty over the last few
decades has been framed in terms of welfare poli-
cies rather than poverty itself, such that poverty
has come to be discussed largely in terms of what
benefits the poor receive, rather than the underly-
ing social structures that put people on the benefit
rolls (Edelman, 2009). Edelman (2009) suggests
that the national debate on poverty since the
1980s has not been about addressing its causes
but about blaming its victims.

This perspective on poverty puts the USA at
odds with most other “wealthy” nations. The USA
has higher poverty rates than most rich nations,
spends less on antipoverty programs than most
other rich nations, and defines poverty at a much
lower threshold. It spends less on public programs
and more on private social expenditures, and the
money it does spend has a markedly smaller effect
in reducing poverty than does similar amounts
spent in European Union nations (Caminada &
Martin, 2011; Smeeding, 2008). Most of these
other nations also invest heavily in preventing
childhood poverty in particular, due to clear evi-
dence that child poverty is a significant risk factor
for adult health conditions and disability (Racine,
2016; Smeeding & Thevenot, 2016). These differ-
ences are rooted in long-standing social and eco-
nomic issues, including attitudes toward the poor,
notions of social and personal responsibility, and
attitudes about race (Caminada & Martin, 2011;
Edelman, 2009; Martin & Caminada, 2011; Sachs,
2016).

Ways That Poverty Has Been Defined
in US Public Policy

In January 1964, President Lyndon B. Johnson
declared a “War on Poverty,” introducing initiatives

intended to “replace despair with opportunity” and
improve the education, health, skills, jobs, and
access to resources of the poor (Council of
Economic Advisors, 2014). In 1969, the federal
government set an official measure of poverty for
these programs that was based on the cost of food
(Fisher, 1992).

Currently, the US Census Bureau sets the
“poverty threshold” with a formula based on “the
cost of a minimum food diet ... updated annually
for inflation” (Institute for Research on Poverty,
2014b). This measure was first determined by
economist and statistician Mollie Orshansky in
1963, using a list of foods then commonly consid-
ered acceptable and necessary, and was based on
the assumption that food expenditures accounted
for about one-third of a typical family’s overall
income (Fisher, 1992). That assumption was in
turn based on a 1955 USDA Household Food
Consumption Survey (Fisher, 1992). The cost of
food used in this calculation was drawn from the
USDA’s “Economy Food Plan,” which was cre-
ated in 1961 as a food plan for short-term or
emergency use, a lower step even than their
“Low-Cost Food Plan.”

Thus, the “poverty level” is based on a number
of assumptions rooted in the 1950s and 1960s,
reflecting situations that may not still exist today.
The “Thrifty Food Plan” (the 1975 replacement for
the “Economy Food Plan”) has been criticized as
including impractical and no-longer-realistic foods,
as lacking the variety called for in updated dietary
guidelines issued by the government, and as having
unrealistic expectations regarding the availability of
food and the facilities and time for food preparation
(Food Research and Action Center, 2012). The
poverty level calculations do not take into account
the changing structure of the economy, including
the decline in food costs as a proportion of overall
expenses and the rapid rise in the cost of housing.
It also does not reflect changed expenses including
taxes, work expenses, childcare costs, or resources
such as the availability of some in-kind benefits
(Institute for Research on Poverty, 2014a). Others
observe that income and consumption are not
strongly correlated, and a consumption measure
better reflects the desire to reduce material
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deprivation (Meyer & Sullivan, 2012; U.S. House
of Representatives, 2014). Orshansky herself knew
her measure was flawed from the start, believing
that it understated poverty. She stated in the Social
Security Administration Bulletin in 1965, “if it is
not possible to state unequivocally how much is
enough, it should be possible to assert with confi-
dence how much, on an average, is too little”
(Council of Economic Advisors, 2014, p. 9).

In response to these concerns, the US Census
Bureau introduced the Supplemental Poverty
Measure (SPM) in 2010. The measure is intended
to “Provide an alternative view of poverty in the
United States that better reflects life in the 21*
century” (Institute for Research on Poverty, 2014a).
It takes into account the costs of owning vs. renting
homes, as well as a wide array of necessary expen-
ditures, including medical costs, and the definition
of minimum needs is adjusted each year based on
recent data (Council of Economic Advisors, 2014).
The measure is supplemental, however, and has not
replaced the official poverty measure for use in
government programs and means-tested benefit eli-
gibility. However, SPM indicates even greater dif-
ferences in poverty rates between individuals with
and without disabilities; that is, the percentage
point difference between individuals without dis-
ability and with disabilities is larger (Brucker,
Mitra, Chaitoo, & Mauro, 2015).

Multidimensional poverty measures that focus
beyond income on well-being may be even more
relevant. These more complex measures may
include dimensions such as “education, employ-
ment, economic resources and expenditures
(including food security), health and heath care,
political participation, and social inclusion”
(Brucker, Mitra, et al., 2015, p. 274) and demon-
strate even greater poverty for individuals with
disabilities relative to nondisabled peers. Attempts
to construct such measures, which reflect the links
between income poverty, material hardship, and
health, have confirmed that income-only measures
underestimate the extent to which families experi-
ence economic disadvantage (Neckerman,
Garfinkel, Teitler, Waldfogel, & Wimer, 2016).

Rural areas tend to have higher rates of pov-
erty than metro areas, but the differences have
decreased significantly over the last 45 years.
When poverty rates are adjusted for different

housing costs in metro and rural areas, poverty
rates are actually higher in metro areas (Council
of Economic Advisors, 2014). The cost of living
in a rural region tends to be lower than in urban
areas, largely due to lower food and housing
costs (Arnold, Crowley, Bravve, Brundage, &
Biddlecombe, 2014; Kurre, 2003; Nord, 2000).
Methods of calculating cost of living, however,
may underestimate actual costs for important
areas of the country and do not take into account
that nonhousing costs tend to rise with decreases
in housing costs (Nord, 2000).

Despite overall lower costs of living, extreme
poverty remains an issue in rural counties identi-
fied as “persistently poor” (high levels of poverty
for over 30 years); 85% are rural counties. Since
the Great Recession, rural counties have not seen
as much employment growth as urban counties,
although there are exceptions in areas with
employment in oil and gas extraction (US
Department of Agriculture, 2014). Our subse-
quent presentation of data that examines disabil-
ity, income, and poverty by geographic region
and rural area status sheds light on factors that
may help to explain disparities and how to allevi-
ate them. However, first we provide an overview
of approaches to combat poverty at the national,
state, and more local levels.

National Approaches to Poverty
Alleviation

The leading federal antipoverty programs (in terms
of expenditures) are the Earned Income Tax Credit
(EITC) and the Supplemental Nutrition Assistance
Program (SNAP) (Kearney & Harris, 2014). Other
federal programs include Social Security (SSI and
SSDI), unemployment insurance, housing subsi-
dies, the national school lunch program, Temporary
Assistance for Needy Families (TANF), and
Women, Infants, and Children (WIC) nutrition sup-
port. Some of these programs are entirely adminis-
tered at the federal level, in the form of federal
benefits or federal tax credits, while others are
administered via block grants to individual states
(Council of Economic Advisors, 2014).

The federal safety net kept 41 million people
above the poverty line in 2012, including 9 mil-
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lion children (Center on Budget and Policy
Priorities, 2014, sec 3). The single most effective
safety-net program is Social Security’s provision
of assistance to the elderly, people with disabili-
ties, and the surviving spouses and children of
workers. In 2012, Social Security reduced the
overall poverty rate by 8.5 percentage points and
lifted 26.6 million people above the poverty line,
including 17 million senior citizens and 1 mil-
lion children (Center on Budget and Policy
Priorities, 2014; Council of Economic Advisors,
2014, sec 3).

The two largest safety-net programs by expen-
diture outlay, the Earned Income Tax Credit (EITC)
and the Supplemental Nutrition Assistance
Program (SNAP), are generally regarded by pov-
erty scholars as effective (Kearney & Harris, 2014).
SNAP in particular has proven to respond to eco-
nomic conditions as a true safety-net program, with
caseloads rising during downturns and falling dur-
ing recoveries. Further, its long-term benefits to
low-income children have been well-documented
(Center on Budget and Policy Priorities, 2014;
Kearney & Harris, 2014). Likewise, the EITC has
been shown to boost employment among parents
and increase their earnings by 17%, and is the
most important factor in increasing employment
among single mothers. In addition, children in
families receiving EITC do better in school, are
more likely to attend college, and have higher
earnings as adults (Center on Budget and Policy
Priorities, 2014, sec 3).

These programs are extremely important in
the context of disability. Three-quarters of all
low-income working-age people with disabilities
participate in one or more of these safety-net pro-
grams, with public healthcare programs being the
largest non-disability program category. Over
half (52%) of people with disabilities aged 25-61
accessed at least one public health insurance pro-
gram, compared to only 8% of people without
disabilities (Houtenville & Brucker, 2014).

State and County/Local Government
Approaches

While much of the funding for antipoverty pro-
grams comes from the federal government, many

policies are now set at the state level. Welfare
reforms of the 1990s gave states broad power to
experiment with different approaches to delivering
programs (Stanford Center on Poverty and
Inequality, 2015), and many states have initiated
their own programs and tax credits to support low-
income workers (Weber, 2007). In turn, many of
the most populous states shifted direct administra-
tion of these welfare programs to counties, giving
counties new responsibilities for workforce devel-
opment and poverty alleviation efforts (Lobao,
Jeanty, Partridge, & Kraybill, 2012).

States have taken different paths in this area,
with differing outcomes, attempting to balance
the desire to encourage self-sufficiency with the
need to prevent poverty. In general most states
have chosen to either offer higher levels of bene-
fits that taper off quickly as family income
increases or to provide much lower levels of
assistance to the very poor, but to continue to pro-
vide support to low-income workers (Stanford
Center, 2015).

State and local approaches reflect the impor-
tance of local context in understanding poverty.
As Weber (2007) states, “Local economic condi-
tions matter” (p. 49). Local job growth is vital to
moving people out of poverty, and community
social capital is also a key component.
Communities with greater civic participation
and organizational membership also have seen
greater poverty reduction (Weber, 2007). These
observations echo those of Stauber (2001) who
concluded, “Communities that survive and pros-
per also invest in building the social and human
capital of their institutions and people. But com-
munities with high social and human capital and
declining economic opportunity are not likely to
have positive futures” (p. 44).

The question remains, however, as to how
effective local government responses to poverty
have been. Lobao et al. (2012) analyzed the
degree to which county government capacities
and policies correlated with economic indicators.
Counties are a good unit of study for this; they
contain more residents than municipalities and
are the fastest-growing general type of govern-
ment. They provide more services such as wel-
fare, health, and housing than cities do, and they
raise more of the funds to do so themselves.
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Despite this, county governments are rarely studied
in this context and are often seen as barriers to
poverty alleviation because of their tendency to
adopt “race to the bottom” strategies in an effort
to pursue growth at the expense of social welfare,
accepting the growth of low-wage industries in
order to be able to claim that growth is happening
at all (Lobao et al., 2012).

Counties can alleviate poverty by developing
and using administrative capacity in order to
enhance efficiencies when enacting policies and
programs. Lobao et al. (2012) found that it is
administrative capacities such as the existence of
professionalized staff and centralized resources,
much more than specific policies, which seem to
promote job growth and reduce poverty. Popular
policies intended to attract business had no statis-
tical effect on residents’ well-being, while pro-
grams designed to divert resources to local
entrepreneurs failed to create growth and reduced
poverty alleviation efforts. The counties that
were the most successful at promoting job growth
and reducing poverty levels in their study were
the most centralized governments with the great-
est fiscal autonomy.

Rural Poverty and Disability

The local aspect of poverty in the USA is very
important when considering rural disability and
poverty. County-level poverty rates are lowest in
the suburbs and increase as counties become
more rural, while persistent poverty is dispropor-
tionately found in rural areas (Weber, Jensen,
Miller, Mosely, & Fisher, 2005). Tickamyer and
Duncan (1990) state that rural poverty has his-
torically been linked to limited opportunity struc-
tures in rural communities, and these limits have
been exacerbated by modern economic restruc-
turing. With the globalization of the labor market
and the transition from a resource-production and
manufacturing economy to a market of services
and ideas, isolation and instability have increased.
Weber et al.’s review of the rural poverty litera-
ture (2005) found that all types of studies they
examined report some form of “rural effect,” that

is, economic and demographic differences do not
fully explain the increased poverty levels of rural
communities. They suggest, however, that all the
studies have methodological concerns that have
not been addressed and that quasi-experimental
studies are especially needed.

Suggested causes for this concentration of
poverty in rural settings vary, with some conclud-
ing that isolation from institutions such as schools
and the labor market is a major factor, while
others suggest that a persistent system of “haves”
and “have nots” enforce long-term poverty by
socially isolating the have nots and preventing
access to the resources they need for economic
participation (Weber et al., 2005). The quality
and type of locally available jobs also plays a role
(Stauber, 2001; Weber et al., 2005).

The study of poverty has historically been the
study of urban poverty, while rural studies have
been marginalized. Rural poverty is the domain of
agriculture schools rather than sociology or eco-
nomics departments (Gurley, 2015). While rural
and urban poverty share a common root in the
inability of individuals to find work that pays a liv-
ing wage, many causal factors of poverty are worse
in remote areas, which lack the diverse human
capital, transportation efficiencies, and labor mar-
ket opportunities of cities (Gurley, 2015).

Writing before the recent Great Recession,
Stauber (2001) observed, “We are headed back to a
rural America of the rich and the poor — of resorts
and pockets of persistent poverty” (p. 33). He stated
that rural policies tended to be products of a “one
size fits all” approach, created without regard to
sector issues and often poorly modified urban or
national-level policies (p. 41). He sees this as a
result of cultural changes in the social contract
between the urban majority and the rural minority
and argues for specific investments in rural com-
munities that he believes will make a difference.
Based on studies of successful rural communities,
he states that critical factors for community invest-
ment include investment in infrastructure, a focus
on entrepreneurship and growth, emphasis on
inclusion in the community, and strong leadership.
Further, rural communities that have overcome
poverty are those with people and institutions that
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work effectively across class lines and avoid
domination by economic and social elites. State
strategies for reducing poverty in rural areas can
include support for local economic development
(see Chap. 1), building community capacity,
rewarding work efforts through tax credits and
child care subsidies, increasing work supports such
as transportation (see Chap. 3) and childcare, and
improving worker productivity through education
and training (Weber, 2007).

Both rural residence and poverty are inextrica-
bly tied to health status and disability (Braithwaite
& Mont, 2009; Elwan, 1999; Fremstad, 2009;
von Reichert & Myers, 2014). Longitudinal stud-
ies have shown that people earning less than
twice the poverty level had significantly higher
risk of diabetes, arthritis, back pain, hyperten-
sion, and heart disease (Givon, 2016). Rural resi-
dence limits access to healthcare; patients must
travel greater distances to see doctors and are
more likely to encounter barriers such as lack of
transportation, severe weather, or bad roads.
Rural areas also have significantly fewer physi-
cians and have less than half the number of spe-
cialists per 100,000 residents, as well as fewer
dentists, while rural hospitals often struggle
financially as they attempt to care for a large
number of Medicaid and Medicare patients, for
whom reimbursements often do not cover actual
costs (Joint Economic Committee, 2014).

According to Newkirk and Damico (2014),
residents of rural areas are less likely than urban
residents to have employer-provided health insur-
ance. Half of all rural workers work in industry
categories in which less than 80% of workers are
covered by employer-sponsored insurance. Yet as
a result of state policy decisions, rural areas are
much more likely to fall into the “coverage gap”
in which the Medicaid Expansion has not been
implemented — 65% of the rural population lives
in states that are not expanding Medicaid, com-
pared to 50% of residents of metropolitan areas.
Burton, Lichter, Baker, and Eason (2013)
reviewed the literature of poverty, inequality, and
health in rural America and report a wide range
of health disparities: rural residents were more
likely to report poor health, and a variety of
chronic disease including cardiovascular conditions

and cancer. Rural obesity rates are significantly
higher than those of urban residents, and they
have higher rates of injuries and accidental fatali-
ties. Rural residents have poor dental health and
less access to reproductive health services, and
there are significant mental health differences
(see Chap. 26) (p. 1138).

Policies have been enacted to address these
issues of healthcare access. The Critical Access
Hospital Program allows hospitals in remote areas
a higher reimbursement for Medicare services,
to keep rural hospitals economically stable and
prevent closures and further reductions in num-
bers of providers. In addition, National Health
Service Corps awards scholarships and loan for-
giveness to primary care providers who agree to
practice in underserved areas (Joint Economic
Committee, 2014).

In addition, the rural population is aging more
rapidly than the population as whole, and there is
greater out migration of younger people. A dispro-
portionate share of older Americans live in rural
areas (Glasgow & Brown, 2012), and a larger
share of them are the “oldest old” (age 85 and
older). Overall, the more rural an area is, the older
its residents and with this comes increased levels
of chronic illness and disability.

Another major disadvantage of people with
disabilities in rural areas is in obtaining safe,
clean, and affordable housing. In 2009, nearly
one-third of all rural households were cost-
burdened, meaning that more than 30% of house-
hold income was required to cover housing costs
(Housing Assistance Council, 2011). The num-
ber of cost-burdened renter households in rural
areas increased by over 10 percentage points
between 2000 and 2010, driven by rising rents
and stagnating wages. While housing does cost
less in rural than in urban areas, household
incomes are similarly lower (Arnold et al., 2014).
Additionally housing stocks in rural areas pro-
vide other challenges; housing is older and more
likely to be in poor condition (Duncan, 1994).
Aging rural residents who become disabled may
require expensive home improvements to address
hazardous bathrooms, steep staircases, narrow
doors, and dated electrical installations (Housing
Assistance Council, 2014).
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Documenting Disability Prevalence
and the Economic Divide

Across Urban, Rural,

and Persistently Poor Rural
Counties

Thus far in this chapter, we have discussed
national, state, regional, and local public policy
approaches to reduce poverty. Additional insight
on policy development can be gained by examin-
ing specific issues, such as in this case rural pov-
erty and disability. In the following section, we
present some estimates to better understand dis-
parities and the factors associated with rural pov-
erty and disability, beginning with a description
of our approach to obtaining these estimates from
existing data sources.

Data Sources and Measures

There are very few data sources that can provide
reasonable substate estimates for rural areas such
as at the county level. Based on recommendations
of the US Census Bureau and the US Department
of Agriculture (USDA) Economic Research
Service (ERS) regarding subnational rural pov-
erty statistics (US Department of Agriculture,
2016), we use data from the US Census Bureau’s
American Community Survey (ACS) for the
majority of the estimates presented in this chapter.
The ACS is nationally representative and surveys
over three million households annually as well as
the population living in a sample of institutional
facilities (i.e., nursing homes, correctional facili-
ties) and noninstitutionalized facilities (i.e., col-
lege dorms, military barracks, etc.) (Erickson,
2012). The Census Bureau compiles ACS data
over a period of 5 years to provide an adequate
sample to develop a limited number of estimate
tables for even the most sparsely populated areas
such as rural counties. However, due to the lim-
ited number of topics covered by the Census
Bureau county-level tables, we also performed
analysis of the ACS Public Use Microdata Sample
(PUMS) to examine other topics of interest in
greater depth for this chapter. Because of Census
Bureau data confidentiality concerns, only larger,

more populous areas can be specifically identified
in the PUMS data. To address this limitation, we
focus our analysis on predominantly rural areas,
those with 70% or more of the total population
living in rural areas.

The other data source used in this chapter is
Social Security Administration’s (SSA) admin-
istrative data for which is also available at the
county level and provides insight into the
receipt of SSA old age, survivor, and disability
insurance (OASDI) benefits. Generally indi-
viduals who receive OASDI benefits between
the ages of 18 and 64 do so because of a
disability.

Defining Disability

There is no single accepted definition of disabil-
ity. Different definitions and disability questions
may identify different populations with disabili-
ties and result in larger or smaller prevalence esti-
mates. The six questions that are used in the ACS
to identify persons with disabilities are primarily
aimed at identifying sensory, functional, and
activity limitations (Brucker, Houtenville, &
Lauer, 2015). Note that respondents to the ACS
can report more than one disability type and that
some disability questions are not asked of children.
The “Disability” category used in this chapter
includes persons who reported one or more of the
individual disability types:

* Hearing disability (asked of all ages): Is this
person deaf or does he/she have serious diffi-
culty hearing?

e Visual disability (asked of all ages): Is this
person blind or does he/she have serious diffi-
culty seeing even when wearing glasses?

» Cognitive disability (asked of persons age 5 or
older): Because of a physical, mental, or emo-
tional condition, does this person have serious
difficulty concentrating, remembering, or
making decisions?

*  Ambulatory disability (asked of persons age
5 or older): Does this person have serious
difficulty walking or climbing stairs?

e Self-care disability (asked of persons age 5 or
older): Does this person have difficulty dressing
or bathing?
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* Independent living disability (asked of persons
age 15 or older): Because of a physical, mental,
or emotional condition, does this person have
difficulty doing errands alone such as visiting
a doctor’s office or shopping?

Defining Rural Areas

There are a number of ways of defining and clas-
sifying urban and rural areas (Cromartie &
Bucholtz, 2008; Enders, Seekins, Brandt, 2005,
U.S. Department of Health and Human Services,
2015). Given the topics we are discussing in this
chapter, it was decided to utilize the Urban-Rural
Classification Scheme for Counties! developed
by the CDC’s National Center for Health
Statistics (NCHS). The NCHS Urban-Rural
Classification Scheme for Counties was specifi-
cally designed for their utility in examining
health differences across the urban-rural contin-
uum. Counties may appear to be rather large
areas to work with; however, there are difficulties
in developing reliable estimates for entities below
that geographical level, especially for areas with
sparse populations. Given that limitation, it was
determined that counties were the smallest rea-
sonable geographical entity to use in this chapter
to examine disability prevalence, poverty, and
employment-related issues using existing data
from the US Census Bureau and SSA.

The NCHS Urban-Rural Classification Scheme
begins with the US Office of Management and
Budget (OMB) metropolitan and nonmetropoli-
tan categories, based on US Census Bureau popu-
lation data. The OMB identifies metro counties as
those containing one or more urbanized areas,
including both high-density urban areas contain-
ing 50,000 people or more and outlying counties
that are economically tied to the central counties
(as measured by the share of workers commuting
on a daily basis to the central counties). These
counties are referred to as “urban” in the remain-
der of this chapter. Nonmetro (rural) counties lie

'"Note that counties also include county “equivalents,”
3141 total, and include 3007 entities called “counties,” 16
boroughs and 11 census areas in Alaska, 64 parishes in
Louisiana, and 42 independent cities (1 in Maryland, 1 in
Missouri, 1 in Nevada, and the remainder in Virginia) and
the District of Columbia.

outside the boundaries of metro areas and contain
no cities with 50,000 residents or more. NCHS
then further divides these basic categories into a
six-part county classification comprised of four
metro (urban) and two nonmetro (rural) group-
ings (Ingram & Franco, 2013).

For the purposes of analysis in this chapter, we
combine the six classifications into four catego-
ries, focusing primarily on the two rural “size”
categories: micropolitan and noncore counties
(which can be thought of as the most “rural”). The
2013 NCHS Urban-Rural Classification Scheme
includes 1167 metropolitan (urban) counties and
1976 nonmetropolitan (rural) counties. Nearly
one in five Americans live in rural counties, and
these counties comprise approximately 75% of
the US land mass.

We further separate and examine the charac-
teristics and economic situation of individuals
living in the 301 “persistently poor” rural coun-
ties to provide a more detailed examination of
these economically marginalized counties. Note
that “persistently poor” rural counties are
excluded from the micropolitan and noncore
rural county estimates that are presented below.

Figure 2.1 shows the distribution of counties
in the USA across the following four categories:

e Urban (1167 counties): metropolitan counties
containing one or more urban core of 50,000
or more people. Less populous counties with
close commuting ties may also be categorized
as urban.

e Micropolitan rural (564 counties): rural coun-
ties with an urban core of 10,000-50,000 peo-
ple. Excludes rural counties experiencing
persistent poverty.

e Noncore rural (1111 counties): rural counties
with an urban core population of less than
10,000. Excludes rural counties experiencing
persistent poverty.

e Rural counties with persistent poverty
(n = 301: 77 micropolitan and 224 noncore):
includes all rural counties that have been
identified as experiencing persistent poverty.

As can be seen, the vast majority of the US
landmass is rural with the majority of the urban
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Fig.2.1 US county map identified as urban, rural, micro-
politan, noncore, and persistently poor (Data sources:
adapted from Ingram and Franco (2013). Persistent

counties located along the coastal areas. There
are a number of persistent poverty hot spots
located in southern Appalachia and in the Deep
South including the states of Alabama, Louisiana,
Arkansas, and Missouri. Large swaths of central
and western US counties are either rural noncore
or micropolitan with a number of states com-
prised almost entirely of rural counties.

Disability Prevalence

Table 2.1 presents disability prevalence aggre-
gated at the county level into the four county
groupings: (1) urban counties, (2) micropolitan
rural counties, (3) noncore rural counties, and (4)
rural counties with persistent poverty. Disability
prevalence is consistently higher in rural areas,
with an average across counties of 15.2% for
micropolitan counties, 16.4% in noncore rural
counties, and 20% in the persistently poor rural
counties, compared to 13.7% in urban counties.
As with overall prevalence, the prevalence of
nearly every disability type is lowest in urban
counties and increases from micropolitan to

Urban-Rural Categories

[ Rural: Micropolitan

[ Rural: Non-core

M Rural: Persistent Poverty
[CJurban

poverty counties: http://www.ers.usda.gov/dataFiles/
County_Typology_Codes/PersistentPovertyCounties.xls.
Map produced by Michael Ward)

noncore and is highest in the persistently poor
counties. This can clearly be seen in the maps
provided in Figs. 2.1 and 2.2. There is a distinct
cluster of about two-dozen persistently poor rural
counties in the southern Appalachia region
around the intersection of three states: Kentucky,
Virginia, and West Virginia that is visible in
Fig. 2.1. That same area also has some of the
highest disability prevalence rates as well.

This same pattern of higher prevalence rates in
the more rural areas holds for males, females, and
each race grouping (see Table 2.1). Further, dis-
ability prevalence also varies greatly by age
group. In the rural persistently poor counties,
nearly one in five (18.6%) working-age individu-
als (18-64) reports a disability. Nearly 40% of
individuals ages 65 and older have a disability in
the urban, micropolitan, and noncore county cat-
egories; however, the highest prevalence rate
(nearly 50%) is seen in the rural persistently poor
counties. Clearly, across nearly all breakdowns
presented, the prevalence of disability is higher in
rural areas; however, prevalence rate is not all of the
story. How do these individuals with disabilities
actually fare in rural areas? In the next section,


http://www.ers.usda.gov/dataFiles/County_Typology_Codes/PersistentPovertyCounties.xls
http://www.ers.usda.gov/dataFiles/County_Typology_Codes/PersistentPovertyCounties.xls
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Table 2.1 Average disability prevalence across urban and rural counties

Rural
Urban Micropolitan Noncore Persistent poverty

Characteristics (n=1167) (%) (n=564)(%) (n=1115) (%) (n=301) (%)
Disability prevalence 13.7 15.2 16.4 20.0
Disability type

Hearing 4.0 4.8 5.8 5.7

Visual 24 2.7 3.0 4.7

Cognitive 54 5.8 5.8 8.2

Ambulatory 7.8 8.6 9.4 12.6

Self-care 2.8 3.0 32 4.5

Independent living 6.2 6.5 6.7 9.7
Sex

Male 13.8 15.4 17.1 20.3

Female 13.7 14.9 15.8 19.6
Race

White 13.9 15.4 16.4 20.4

Black 14.9 15.1 19.1 21.4

Asian 6.8 7.8 8.5 10.0

Other race 11.7 13.3 16.1 18.4
Age

Age <5 0.9 1.0 1.0 1.0

Ages 5-17 5.8 6.1 5.9 7.0

Ages18-64 11.8 13.1 13.6 18.6

Age greater than 64 37.3 38.6 39.3 48.0

Note: Counties are the unit of analysis. Estimates include only civilian, noninstitutionalized population
Data source: Based on US Census table, S1810 disability characteristics, 2010-2014 American community
survey 5-year estimates

Disability Prevalence (civilians - all ages)

Cloes%
CJee17%
[ 17.1-25.5%
B 25.5-34%

Fig. 2.2 Disability prevalence in rural counties (Note: S1810 disability characteristics, 2010-2014 American
Data for urban counties is not included. Urban counties community survey S5-year estimates. Map produced by
are left unshaded. Data source: Based on US Census table, ~Michael Ward)
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we examine various indicators of economic
well-being by disability status across these same
county groups to explore this question.

Employment, Income Disparities,
and Poverty Rate by Disability Status

Urban and rural micropolitan and noncore coun-
ties have similar employment rates for persons
without a disability — around 75%. The employ-
ment rates for working-age (18—64) persons with
disabilities are far lower, around 35-37%.
Table 2.2 presents employment rate, median
earnings, and poverty rate by urban and rural
counties, again breaking down the rural counties
into the three categories. Persons with disabilities
are employed at only about half the rate of persons

without as reflected in the employment rate ratios
ranging from 0.46 to 0.49.

The employment situation in persistently poor
rural counties is far worse than the other areas,
with only 64.4% of persons without disabilities
employed and less than a quarter of those with a
disability, resulting in a 0.38 employment rate
ratio. Not surprisingly, median earnings are
slightly higher in urban counties, where the cost
of living may be higher. Differences between
individuals with and without disabilities are rela-
tively consistent, with a typical individual with a
disability earning only around 70% (0.70 earn-
ings ratio) the amount of a typical person without
a disability.

As discussed earlier in this chapter, the official
poverty measure used in government programs
and means-tested benefit eligibility has some

Table 2.2 Employment, earnings, poverty, and OASDI receipt by urban and rural county categories

Urban
Measure (n=1167)
Employment rate (ages 18-64)*
No disability 74.3%
With disability 34.7%
Employment rate ratio 0.46

Median earnings (workers ages 16+ with earnings in the past 12 months)®

No disability $30,817
With disability $21,103
Median difference $9700
Median earnings ratio 0.70
Poverty rate (ages 18—-64)°
No disability 12.6%
With disability 26.4%
Poverty rate ratio 2.28
OASDI receipt (ages 18-64)¢ 2.6%

Rural

Micropolitan Noncore Persistent poverty
(n=564) (n=1115) (n=301)
74.4% 75.5% 64.4%
35.3% 37.1% 24.3%
0.47 0.49 0.38
$27,233 $27,074 $23,453
$18,697 $19,317 $17,840
$ 8512 $ 7738 $5613
0.71 0.73 0.78
14.1% 13.0% 23.3%
28.3% 26.6% 37.1%
2.16 2.23 1.65
3.0% 2.9% 6.6%

Numerator: Number of recipients in state (by eligibility category, age, and receipt of OASDI benefits) and amount of
payments, by county, December 2014 (persons ages 18—64) https://www.ssa.gov/policy/docs/statcomps/ssi_sc/2014/
tableO3alt.xlsx and denominator from U.S. Census table, S1810 disability characteristics, 2010-2014 American
Community Survey 5-Year Estimates
Note: Counties are the unit of analysis. Estimates include only the civilian, noninstitutionalized population. Median
difference and median earnings ratio are calculated using as the median of county differences and earnings ratios
Data sources:

*C18120 employment status by disability status. Universe: Civilian noninstitutionalized population 18-64 years
2010-2014 American Community Survey 5-Year Estimates

B 18140 median earnings in the past 12 months (in 2014 inflation-adjusted dollars) by disability status by sex for the
civilian noninstitutionalized population 16 years and over with earnings. Universe: Civilian noninstitutionalized popu-
lation 16 years and over with earnings in the past 12 months, 2010-2014 American Community Survey 5-Year Estimates

°C18130 age by disability status by poverty status. Universe: Civilian noninstitutionalized population for whom pov-
erty status is determined 2010-2014 American Community Survey 5-Year Estimates

dPercentage derived based on SSA data: Table 3


https://www.ssa.gov/policy/docs/statcomps/ssi_sc/2014/table03alt.xlsx and denominator from U.S
https://www.ssa.gov/policy/docs/statcomps/ssi_sc/2014/table03alt.xlsx and denominator from U.S
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Fig.2.3 Map of poverty rate for persons with disabilities
of all ages in rural counties (Note: Data for urban counties
is not included. Urban counties are left unshaded. Data
source: Based on calculations on US Census table,
C18130: Age by disability status by poverty status.

serious limitations. However, given the fact that
it is the measure used in most government pro-
grams, our discussion focuses on those official
poverty measurement estimates. Individuals with
disabilities in urban and rural micropolitan and
noncore counties are over twice as likely (poverty
rate ratio ranging 2.16-2.28) to be in poverty
than their nondisabled peers, with over a quarter
living below the poverty line. Again the situation
for persons with disabilities living in persistently
poor counties is far worse with over a third
(37.1%) living in poverty.

It is interesting to note that the poverty rate
ratio is actually lower for persistently poor coun-
ties at 1.65 times. This lower ratio is due to the
much larger proportion of the comparison group,
persons without disabilities, who are also impov-
erished. Persons ages 18—64 living in rural areas
are slightly more likely to be receiving OASDI
(disability) benefits than those living in urban

3 s Disability Poverty Rate
: [Jo13.2%
[]13.3-26.5%
[ 26.6-39.8%
B 39.9-53%
s

Universe: Civilian noninstitutionalized population for
whom poverty status is determined. Map produced by
Michael Ward. 2010-2014 American Community Survey
5-Year Estimates)

counties, with rates ranging from 2.5% to 3.0%.
However, working-age persons in the rural persis-
tent poverty counties are over twice as likely to
receive OASDI as those living elsewhere at 6.6%,
or about one in 15 persons.

Figure 2.3 is a county-level map displaying
poverty rates for individuals with disabilities for
all rural counties and clearly shows the clustering
of poverty. Again one of the most striking areas is
in the southern Appalachian area, especially in the
central Kentucky area with eight counties having
nearly half of all persons with disabilities living
below the poverty line and most of the remaining
counties having over 25% poverty rates. Five rural
counties in Georgia and five in South Dakota also
have extremely high poverty rates with two out of
five persons with disabilities living below the
poverty line. More than one in four persons with
disabilities are living in poverty in many rural
counties located in the Deep South.
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Related Factors: Educational
Attainment, Employment, Age,
Gender, and Race/Ethnicity

As noted above, data available from the Census
Bureau county level tables at the county level is
limited. The remainder of our tables use estimates
from the ACS Public Use Microdata Sample
(PUMS) to examine other topics of interest.

Table 2.3 Person and household and level estimates of
working-age (18-64) persons living in predominantly
rural areas by disability status

No
Disability  disability
Person-level estimates
Poverty 32.3% 15.2%
Health insurance 86.0% 81.1%
Public insurance 59.9% 14.1%
Private insurance 37.8% 70.1%
Education attainment
Less than high school ~ 25.1% 11.6%
High school 40.7% 36.5%
Some college 27.1% 34.2%
Bachelor’s degree or 7.1% 17.7%
higher
Employment rate 27.2% 72.4%
Type of employment
(occupation)
Management, business, 23.0% 29.3%
science, and arts
Service 20.9% 17.6%
Sales and office 19.6% 21.7%
Natural resources, 14.9% 12.9%
construction, and
maintenance
Production, 21.6% 18.4%
transportation, and
material moving
Household-level estimates™
Food stamps 35.1% 14.4%
Computer in house 75.5% 85.9%
Internet access 67.8% 77.9%
Median household income $40,337 $63,530

Note: Predominantly rural areas are defined as Public Use
Microdata Areas (PUMAS) with 70% or more of the pop-
ulation living in rural areas. Estimates based on analysis
of the 2014 ACS PUMS data

"Households with one or more working-age (18-64)
person(s). Disability: one or more working-age persons
with a disability living in household. No disability: no
working-age person with a disability in household

Because of data limitation noted previously, the
remainder of the analysis is on “predominantly
rural areas,” defined as those with 70% or more of
the total population living in rural areas. Table 2.3
examines the situation of persons living in pre-
dominantly rural areas and their households by
disability status. Note that although the differ-
ences are not unique to rural areas, the estimates
provided serve to further develop a sense of barri-
ers and issues that working-age persons with dis-
abilities and their households who live in rural
areas face.

The poverty level of persons with disabilities
living in predominantly rural areas is over twice
that of persons without disabilities living in
those areas. Although persons with disabilities
are more likely to have health insurance, they are
far less likely to have private health insurance
than persons without disabilities. With regard to
educational attainment, persons with a disability
are much more likely to have less than a high
school education than those without and less
likely to have any postsecondary education.
Only about one in four persons with disabilities
are employed as compared to almost three out of
four persons without disabilities. Of those that
are working, many are employed in occupations
that are typically lower paid relative to those
without disabilities. Households with a working-
age person with disability have a much lower
median household income, a third less than
households without working-age persons with a
disability. Households with a working-age per-
son with a disability were twice as likely to be
receiving food stamps and much less likely to
have a computer and Internet access.

Implications for Rehabilitation
Counselors and Human Service
Providers

Providing human and/or vocational rehabilitation
services in rural America can be particularly chal-
lenging, as the array of issues presented in this
book makes clear. In tracing poverty program
development and implementation and its efficacy,
this chapter has briefly discussed how provisions
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shaped at the federal and state level to address
poverty may not translate readily or neatly to the
local level, where antipoverty policy actually
plays out in people’s lives in ways that heavily
depend on local job markets and social networks.
Approaches commonly used in urban areas often
do not successfully translate to rural catchments.
For example, in urban areas, programs and
shelters can provide short-term solutions to
address homelessness, while the rural homeless-
ness issue affects areas in which population
density may well not be sufficient to make this a
sustainable alternative. Similarly, where efficien-
cies of service delivery may be gained with block
grant funding in urban areas, such an approach
may make delivering services more expensive in
rural areas.

The rural poverty and employment statistics
presented in this chapter suggest that individuals
with disabilities in rural areas are disproportion-
ately impacted by the economic, employment,
housing, transportation, and health disparities
which are endemic in rural areas for the popula-
tion at large. We will here discuss some of the
specific issues around program design and ser-
vice coordination and their implications for ser-
vice program administration, as well as service
practitioner pre-service training and ongoing pro-
fessional development.

Poverty, disability, and income are inextricably
linked, and any attempt to address them in rural
America must take into account the array of needed
services and resources to systemically address
interrelated issues. Programs are often adminis-
tered by several departments (e.g., Agriculture,
Treasury, Health and Human Services, Labor,
Housing and Urban Dev.), each with its own eligi-
bility criteria. To be successful, service providers
and community planners need to work together to
create a more holistically sound and integrated
approach to these problems. Economic develop-
ment, workforce development, and housing, trans-
portation, and community planning interests need
to be aligned both in intervention strategy design
and ultimate implementation. Consortiums of ser-
vice administrators and on-the-ground providers
across all of these interests must be coalesced, sim-
ilar to the workforce development consortium

models now required by the Workforce Innovation
and Opportunity Act requirements.’

Throughout all of this, it is imperative that
grassroots input be included in the design to
assure the relevance and effectiveness of the
structure of services. Such input can be gathered
by in-person community forums, via surveys
conducted online or by mail, or by other means of
outreach that elicit meaningful responses to the
needs assessment and service design process.
Input gathered from across a variety of sources
and constituencies is a vital part of the design of
useful services and service delivery systems that
will meet the most critical needs of citizens and
create enduring longer-term impacts.

Administrators of vocational rehabilitation,
health, and other human service delivery pro-
grams cannot simply impose the same service
structures that work in urban areas, but rather
must equip service providers with the necessary
tools for effective service delivery in rural envi-
ronments. As described above, the defining fea-
ture of a rural region is its low population density
and lack of an urban core that would serve as a
physical center for program delivery. Inhabitants
of these areas are geographically dispersed,
making it difficult to reach clients. Service sys-
tem designers must also recognize that intended
service recipients might not have the ability to
get to centralized service delivery locations due
to lack of a transportation infrastructure to serve
low-income residents and the inability to pay for
private transportation. While many agencies are
increasingly using email and websites to enhance
their service delivery options, households with
working-age persons with disabilities in pre-
dominantly rural areas are far less likely to have
computers or Internet access. This limits their
ability to become knowledgeable about services
via the Web, or be reached by email to solicit
applications, arrange appointments, or provide
follow-along updates. There may also possibly
be unwillingness to participate as a result of lack

https://www.federalregister.gov/documents/2016/08/
19/2016-15977/workforce-innovation-and-opportunity-
act-joint-rule-for-unified-and-combined-state-plans-per-
formance
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of trust that governmental or service delivery
structures will deliver if approached, due to past
disappointing experiences.

Table 2.3 illustrates that the employment rate
for both people with and without disabilities in
rural counties is significantly lower than in urban
areas. This has prompted a movement of younger
population away from rural areas as they seek
educational and job opportunities. As a result
many people have lost the support of younger
family or friends who could assist with transpor-
tation and communication concerns and provide
social support and resources. At the same time,
the consolidation of healthcare facilities and
other services into metropolitan centers and the
loss of healthcare and other providers at the local
level means that the need for transportation and
communication has increased.

Examples of service structures that can assist
providers in dealing with these issues might be
agency-sanctioned financial support of costs for
the use of service provider mobile phones to
reach clients or costs for transportation across
large geographic areas to personally reach cli-
ents to establish relationships and directly
deliver services. Also of importance, since time
in the office will be less, is that caseload size
reflects the time that service providers may need
to travel to reach their clients. Service providers
will need to be afforded the time to reach clients
who will not be able to or will chose not to go
into central location offices and may need face
time to establish critical trust relationships
which will heighten the likelihood of service
uptake and follow-through.

Appropriate pre-service and post-service
preparation of professionals to adequately equip
them to work in rural areas is critical.
Understanding differences in service delivery
structures, availability of resources, and the
importance of respect for and adaptability to
local area norms and cultural differences is
imperative. In a country that has such a large
rural area, it would seem that these consider-
ations in human service and vocational rehabili-
tation counselor training would be prevalent, but
to date, they are not. Creating opportunities for
learning about these differences in coursework

and internship/practicum instructional experi-
ences at the pre-service level in human service
preparation is one part of addressing the gap in
effective service delivery. Offering ongoing
learning opportunities for the career development
of professionals practicing in rural areas is also a
necessary part of the quality service delivery
equation. Having agencies and administrative
infrastructures that recognize the importance of
adequately prepared personnel and invest in pro-
fessional development strategies that reach dis-
persed staff in a timely and cost-effective manner
will be imperative. Creating complementary dig-
ital or e-communication structures and networks
that afford dispersed staff an opportunity to do
needed case consultation on particular issues and
maintain a sense of team effort across distance
will also be an important part of building a capa-
ble service delivery workforce which will be bet-
ter prepared to provide high-quality services over
time.

Summary

The focus in this chapter has been to discuss dis-
ability, income, and poverty using a review of
related policy and poverty literature and to pro-
vide related statistics drawn from national sur-
vey and administrative data regarding the
situation of persons with disabilities in rural
areas. In addition, we discuss how the occur-
rence of poverty in one social, cultural, or eco-
nomic dimension tends to interact with other
dimensions such as income, health, or education
investment. We described how poverty is defined
in US policy and offered a broad overview of fed-
eral and state antipoverty public policy, statistics
describing the current status of people with and
without disabilities with regard to poverty and
economic well-being, and factors that may be
related to the high poverty rates among the rural
population with disabilities.

We are focused on poverty and disability
because the situation for persons with disabilities
is particularly dire. Individuals with disabilities
in the USA are 2.3 times more likely to be living
in poverty than their nondisabled peers (Erickson
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et al., 2016). Specific statistics about disability
prevalence, economic conditions, and factors that
may differentially impact economic opportuni-
ties of individuals with disabilities in rural areas
are a critical first step to understand income
inequality and the disability poverty gap and to
subsequently design policy which addresses
issues specific to rural areas.

Rural poverty’s causes are diverse, but many
are rooted in a combination of economic decline,
neglect, or underdevelopment. The rural econ-
omy has been rooted historically in agriculture
rather than emerging technologies and related
industries, and the lack of opportunities that these
growth areas afforded in rural communities has
meant that young people often move away, leav-
ing a widening education, economic and health-
care gap for the aging residents, and an even
higher preponderance of those with disabilities
and without employment in these communities.

Rural poverty has been discussed largely in
terms of what benefits the poor receive, rather
than the underlying social structures that put peo-
ple on the benefit rolls. It has been considered a
result of rural work culture, a lack of skills and
preparation on the part of rural workers, and a
lack of rural human capital. Changes in both the
way poverty is defined and measured and in the
policies and structures designed to alleviate pov-
erty need to be undertaken, with a contemporary
perspective of underlying causes and possible
solutions. For example, current poverty level cal-
culations do not take into account the changing
structure of the economy. Although the US Census
Bureau introduced the Supplemental Poverty
Measure (SPM) in 2010, this measure is supple-
mental and has not replaced the official poverty
measure for use in government programs and
means-tested benefit eligibility. More permanent
modernized measurements need to be imbedded
in current policy and intervention approaches.

A focus on providing solutions that do more
than provide a safety net of benefits is imperative.
It is crucial that both workforce and economic
development strategies be a part of any interven-
tion to better ensure the desired longer-term
changes needed. Isolation from institutions such
as schools and the labor market has been a major

contributing factor to rural poverty, and people
with disabilities have been even more signifi-
cantly disadvantaged by these disparities.
Addressing ways to raise educational and voca-
tional skill development levels among citizens in
rural communities is critical, especially for those
with disabilities. In addition, injecting into these
communities employment opportunities with
jobs affording higher pay and longer-term career
growth is essential.

To take advantage of any infusion of work-
force and economic development opportunities,
communities need to develop the necessary infra-
structure to support these initiatives so that resi-
dents can realize the potential benefits that
education and employment opportunities can pro-
vide. Adequate infrastructure for housing, trans-
portation, and healthcare that are equitably
accessible to all across economic and social class
lines will be a necessary part of democratizing
opportunity. Growth industries such as technol-
ogy which afford high-paying jobs with career
advancement opportunities may also offer cre-
ative new solutions whereby citizens can access
work without leaving their communities. It is time
that we identify solutions whereby both commu-
nities and individual citizens in rural America can
not only survive economically but thrive and build
a promising future. A more comprehensive
approach to poverty elimination beyond the tradi-
tional social net services is long overdue.

Resources

Disability Statistics. http://www.disabilitystatis-
tics.org/

Online source of national and state level reports
and data presenting the prevalence of disabil-
ity and relative economic status of people with
disabilities, from a variety of large public
datasets.

Rural Poverty Research Institute. http://www.
rupri.org/

The Rural Policy Research Institute (RUPRI)
provides unbiased analysis and information
on the challenges, needs, and opportunities
facing rural America. RUPRI’s aim is to spur
public dialog and help policymakers under-


http://www.disabilitystatistics.org/
http://www.disabilitystatistics.org/
http://www.rupri.org/
http://www.rupri.org/
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stand the rural impacts of public policies and
programs.

The Housing Assistance Council. http:/www.
ruralhome.org/

A national nonprofit that helps local organizations
build affordable homes. HAC also has devel-
oped a library of full-length research reports,
research briefs, and other informational products
that provide details and analysis on social, eco-
nomic, and housing issues that affect the provi-
sion of affordable housing in rural America.

USDA ERS (US Department of Agriculture
Economic Research Service). http://www.ers.
usda.gov/topics/rural-economy-population/
rural-poverty-well-being.aspx

ERS research focuses on the economic, social,
spatial, and demographic factors that affect the
income and poverty status of rural residents.

RHI Hub — the Rural Health Information Hub.
https://www.ruralhealthinfo.org/topics/
people-with-disabilities

The Rural Health Information Hub was for-
merly the Rural Assistance Center. It is

Discussion Box 2.1: Defining Disability

There is no single, universally accepted defi-
nition of disability. However, assessing the
effectiveness of disability policy requires
some measure of what disability is, and these
different definitions affect our understanding
of policy outcomes. Mashaw and Reno (1996)
document over 20 definitions of disability
used for purposes of entitlement to public or
private income support programs, government
services, or statistical analysis. Depending on
the data sources used (and their disability defi-
nitions), estimates of disability prevalence and
rates of employment and poverty can vary
significantly.

The American Community Survey (ACS)
uses a series of six questions that primarily
focus on six specific functional or activity
limitations. However, these six items do not
capture everyone who might be considered to
have a disability, such as those with mental

funded by the Federal Office of Rural Health
Policy as a national clearinghouse on rural
health issues. It provides access to current
and reliable resources and tools to help you
learn about rural health needs and work to
address them.

US Census Bureau American FactFinder. http://
factfinder.census.gov/faces/nav/jsf/pages/
index.xhtml

The Census Bureau’s American Factfinder
(AFF) website provides access to a wide
variety of statistics, many based on the
American Community Survey (ACS). AFF is
a very useful source for poverty- and disabil-
ity-related estimates especially for smaller,
less populous areas including rural counties,
villages, and cities as well as at the state and
national level.

Instructional Features

Discussion Boxes

illness or persons with upper body impair-
ments, or other specific health conditions.
The 2010 Survey of Income and Program
Participation (SIPP) used a much broader
definition of disability than the ACS and
included many more items and conditions.
For reference the 2010 ACS estimated that
there were approximately 36.4 million per-
sons of all ages with a disability (11.9% prev-
alence rate), whereas the 2010 SIPP estimates
56.7 million (18.7%).
Discussion Questions:

1. How might these different definitions
affect the “official” number of people with
disabilities?

2. What preconceived notions about disabil-
ity are apparent from these definitions?

3. What might be some of the implications of
using different definitions of disability? If
they are broader? Narrower?


http://www.ruralhome.org/
http://www.ruralhome.org/
http://www.ers.usda.gov/topics/rural-economy-population/rural-poverty-well-being.aspx
http://www.ers.usda.gov/topics/rural-economy-population/rural-poverty-well-being.aspx
http://www.ers.usda.gov/topics/rural-economy-population/rural-poverty-well-being.aspx
https://www.ruralhealthinfo.org/topics/people-with-disabilities
https://www.ruralhealthinfo.org/topics/people-with-disabilities
http://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml
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Discussion Box 2.2: Defining Poverty

The official US Government measure of pov-
erty uses the US Census Bureau definition
introduced in the 1960s, adjusted for inflation.
This measure compares pretax cash income
against a poverty threshold set at three times
the cost of a minimum ““grocery cart” of food.

Researchers have suggested that this mea-
sure has flaws: it does not reflect new expenses
of living in modern society, it does not include
sources of income such as noncash assistance,
and it does not reflect the nature of twenty-first-
century households. Others observe that the
relationship between income, consumption, and
possession of goods cannot be neatly specified.

The Census Bureau introduced the
Supplemental Poverty Measure in 2010 to
provide an alternative view of poverty that
better reflects the twenty-first-century life.
This measure supplements, but does not
replace, the official poverty measure.

Many other countries use and suggested ways
of measuring poverty include measurements of

Research Box 2.1: See lezzoni, Killeen, and
O’Day (2006)

Objective or Research Question: To learn
about the healthcare experiences of rural resi-
dents with disabilities.

Method: Interviews were conducted with
35 adults recruited from centers for indepen-
dent living in rural Massachusetts and
Virginia. Participants were people with sen-
sory, physical, or psychiatric disabilities. Four
focus groups were conducted.

Results: Interviewees confirmed experienc-
ing many known barriers to accessing health-
care in rural America and reported that their
disabilities made these barriers more difficult.
Barriers included difficulty in finding health-
care practitioners well-versed in their disabil-
ity, needing to educate practitioners about
disability, difficulty finding medical practices
that accept Medicaid and Medicare patients,

“relative” poverty, which express poverty in terms
of relationship to the median income, or measure-
ments of “material hardship,” which track how
difficult it is to acquire the housing, food, and
medical care a family needs.

Proposed methods of measuring poverty can
be described as “direct” methods, observing the
lack of basic needs, and the “income” method,
observing the flow of available cash. These
methods are not just alternative measures, but
alternative concepts of what poverty is.

Discussion Questions:

1. How has society changed since the intro-
duction of the official poverty measure in
19637

2. What differences might result from defin-
ing poverty based on income vs. defining it
based on ability to meet household needs?

3. How might these definitions apply differently
in rural areas vs. urban ones? In households
composed of older individuals vs. households
of predominantly younger people?

and the need to travel long distances to
regional medical centers in order to get spe-
cialty care. Physical access of healthcare facil-
ities and access to transportation emerged as
major concerns.

Conclusion: Improving healthcare access
for rural people with disabilities requires not
only ensuring availability of appropriately
prepared healthcare practitioners but also
addressing serious concerns around physical
accessibility and transportation.

Questions:

1. What are some issues specific to healthcare
providers that might be relevant to meeting
the healthcare needs of people with dis-
abilities in rural areas?

2. What are some non-healthcare issues that
affect how people with disabilities might
access healthcare in rural areas?
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Research Box 2.2: See Neckerman et al. (2016)

Objective or Research Question: To better
understand the links between income poverty,
material hardship, and health.

Method: Researchers designed a survey,
called the New York City Longitudinal Study
of Wellbeing, or “Poverty Tracker,” to gather
data from approximately 2300 New York City
residents on income poverty, material hard-
ship, health, and well-being. Data was col-
lected from the same sample over time, with
interviews every 3 months over 2 years to pro-
vide a comprehensive picture of poverty and
how it relates to material hardship and well-
being. The tracker included not only the
Census Bureau’s new Supplemental Poverty
Measure but also tracked the experience of
hardship issues such as running out of money,
utility cutoffs, food insecurity, unmet medical
needs, and housing hardships. It also included
an indicator of family health: whether the
adult respondent reported a work-limiting dis-
ability or rated their own health as poor.

Results: Hardships were experienced more
often by families that were also experiencing

lllustrative Case Study or Vignette or
Profile of a Person with a Disability
in a Rural Area

Bernice is a 37-year-old Black American woman
with an intellectual disability living in Avera,
GA. Bernice was born with Down syndrome, the
last of 7 children in her family, and went to a spe-
cial education class in the greater Jefferson
County Unified School district up to the 8th
grade. She left school before completing 8th
grade, as her family wanted her to stay home to
help with parental care. Her father was diabetic
and had his leg amputated and had to leave his
job as a janitor in the local school. The mother
then had to become the family income earner and
was driving to another town to work. Bernice was
asked to stay at home with the father, who became
increasingly ill and ultimately bed-ridden.
Bernice’s parents filed for Social Security

income poverty. Nearly half of families with
children experienced “persistent” disadvan-
tages over the survey period, and only one-
third of families faced no hardships during
that time. However, statistics on persistent
poverty understate the level of sustained dis-
advantage — only 11% of families with chil-
dren were “poor” at both time points.

Conclusion: Focusing on income poverty
alone vastly underestimates the extent of dis-
advantage among families with children.
Many families with incomes above the pov-
erty line experience material hardship and/or
health difficulties.

Questions:

1. This study used the presence of disability
as a marker for family disadvantage. How
might that affect attempts to study the
relationship  between poverty and
disability?

2. This study took place in an urban setting.
What additional or different factors might
exist for families in rural areas that affect
their experience of disadvantage?

Insurance benefits on Bernice’s behalf and also
became dependent on this as income to support
the household as a whole. Both of Bernice’s par-
ents, now in their 70s, died in the past 18 months,
and Bernice had been living alone as her siblings
have all moved away in an effort to find employ-
ment. An aunt who lives nearby has occasionally
been looking in after her but is concerned about
Bernice’s longer-term well-being and ability to
support the costs of a household independently,
as well live safely on her own over the longer
term. The aunt made a referral for Bernice to both
a local Social Service Agency and to vocational
rehabilitation, to try to get help with finding a
safe and affordable living place with supports
and assistance for exploration of employment
alternatives. As the rehabilitation counselor
accepting this referral, how would you approach
providing support to Bernice in this process?
What vocational exploration approach might you
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use? What is your role in residential and trans-
portation issues that Bernice might be confronted
with? What involvement would you see the fam-
ily having? What other considerations might
there be in moving forward with providing
Bernice to identify meaningful community
engagement and as much independence as possi-
ble within this setting?

Learning Exercises
Self-Check Questions

1. Why is the issue of disability and poverty an
important one to focus on?

2. What are the consequences of poverty for
individuals with disabilities in rural areas?

3. What are the factors that contribute to a dispro-
portionate impact of poverty in rural areas?

4. How would you characterize the public pol-
icy poverty programs for people with
disabilities?

5. Do you think that these programs are effec-
tive? Which features of these programs are the
most effective?

6. What are the implications of rural poverty and
individuals with disabilities for the function-
ing of rehabilitation and other human services
designed to support these populations in rural
areas?

Field-Based Experiential Assignments

1. What is the prevalence rate of people with dis-
abilities in your state or regional/local geo-
graphic area?

(a) Where would you go for information?

(b) What geographic catchment area is viable
and why?

(c) How do these rates compare with national
prevalence rates for this group?

2. What is the employment rate of individuals
with disabilities in this state/regional or local
catchment area?

(a) How does that rate compare with people
without disabilities in the same catchment
area?

(b) How does that participation rate compare
to people without disabilities nationally?
3. What are the household income and poverty
rates of individuals with disabilities in your
state/regional/local area?

(a) How are individuals with disabilities in
rural areas of this catchment area faring in
terms of comparative household income
with their nondisabled peers?

(b) How are individuals with disabilities in
rural areas of this catchment area faring in
terms of poverty rates with their nondis-
abled peers?

Multiple-Choice Questions

1. The poverty rate for working-age Americans
with disabilities compared to their nondis-
abled peers is:

(a) Approximately five times higher

(b) Relatively the same rate

(c) Over twice the rate

(d) Significantly less than individuals with-
out disabilities

2. Which of the following statements about
poverty is false?

(a) It is a function of poorly planned and
implemented economic development.

(b) The majority of the world’s poor live in
rural areas.

(c) A greater percentage of the population is
poor in rural areas.

(d) The rural economy is largely concerned
with food and commodity production.

3. Low wages and inadequate opportunities for
youth, minorities, women, and the least edu-
cated are a result of:

(a) The restructuring of US manufacturing
base

(b) The growing influence of resource-
extraction firms in rural areas

(c) The privatization of management of
rural lands

(d) All of the above

4. Compared to other wealthy nations globally,
which of the following is true about the US
situation related to poverty?
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(a) The USA spends more on antipoverty (c) Patients are more likely to encounter
programs than most other rich nations. barriers such as lack of transportation,
(b) The USA has higher poverty rates than severe weather, or bad roads.
most rich nations. (d) There are significantly fewer physicians,
(c) The USA defines poverty at a much specialists, and dentists.
higher threshold. 9. Which of the following is not generally true
(d) The USA spends more on public programs of people with disabilities in rural areas?
and less on private social expenditures. (a) Prevalence of disability is greater in
5. Which of the following is true of the Supplemental rural areas.
Nutrition Assistance Program (SNAP)? (b) The employment rate of people with
(a) It is generally regarded as an effective disabilities is significantly less than
US poverty alleviation policy program. those without disabilities.
(b) It is generally regarded as an ineffective (c) A greater proportion of people with dis-
US poverty alleviation policy program. abilities have private health insurance
(c) Its long-term benefits to low-income chil- than public health insurance.
dren have not been well documented. (d) The poverty rates of people with disabili-
(d) It has not proven to respond to economic ties are greater than those without.
conditions as a true safety-net program.  10. Some ways of helping human and rehabilita-
6. Which of the following is not true about the tion service providers be better equipped to
Supplemental Poverty Measure (SPM)? provide quality services in rural areas are to:
(a) SPM indicates even greater differences (a) Afford access to needed equipment (cell
in poverty rates between individuals phones) and transportation support to
with and without disabilities. readily reach clients who are dispersed
(b) The measure has replaced the official pov- throughout a large geographic area
erty measure for use in government pro- (b) Assign caseload sizes that take into
grams and means-tested benefit eligibility. account the requirements for significant
(c) It takes into account the costs of owning out-of-office time to travel to outreach
vs. renting homes, as well as a wide to service recipients and provide
array of necessary expenditures. services
(d) The definition of minimum needs is (c) Provide a communication infrastructure
adjusted each year based on recent data. for practitioners that enables case con-
7. Which of the following is true of county gov- sultation and team coordination across a
ernments in the USA? geographically dispersed area
(a) They are the fastest-growing general (d) All of the above
type of government.
(b) They provide more services such as wel-
fare, health, and housing than cities do. Key
(c) They raise more of the funds themselves
to address service needs. 1-C
(d) All of the above. 2-A
8. Which of the following is not true about 3 -D
access to healthcare in rural areas? 4-B
(a) Patients must travel greater distances to 5 —A
see doctors. 6-B
(b) Medicaid and Medicare reimbursements 7 —D
to hospitals in rural areas appropriately 8 —B
cover the actual costs of care provided 9-C
for these patients. 10-D
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Transportation, Accessibility,
and Accommodation in Rural

Communities

Bradley W.McDaniels, Debra A.Harley,

and David T.Beach

Overview

Transportation symbolizes mobility and the
ability to have access to services, health care,
work, school, shopping, and entertainment and
social venues. In rural, frontier, and territory
(RFT) communities, as well as in small urban
towns, transportation consists primarily of per-
sonal vehicles because these areas do not have
the transportation infrastructure as larger areas
(American Public Transportation Association,
2012). However, nearly 6% of rural house-
holds and more than 6% of small urban house-
holds do not have access to private vehicles
(U.S. Department of Transportation & Federal
Highway Administration, 2011). A continual
distinction of rural areas from small urban towns
is that transportation expansion is still dispro-
portionately unavailable for RFT communities.
The need for transportation in RFT communi-
ties cannot be understated. This is particularly
true for older residents, for as people age so too
does the need to be able to access health care.
Approximately 21% of Americans over the age
of 65 do not drive; thus, access to transporta-
tion is critically important for older adults in
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RFT communities (Lynott & Figueiredo, 2011).
Although the percentage of women drivers age
65 and older is increasing, older men continue
to drive more than women of the same age, and,
on average, men age 65+ drive twice as many
miles as women (Lynott & Figueiredo, 2011).
See Chap. 11 for further discussion on the elderly
in RFT communities. In the USA, only 32% of
all rural counties have full access to public trans-
portation services, and 28% have limited access,
leaving 40% of rural residents with no public
transit options at all (Brown & Stommes, 2004).
For rural residents living near or below the pov-
erty level, limited transportation options isolate
and restrict access to government services and
programs designed to assist them (Criden, 2008;
Shoup & Home, 2010).

Access to transportation in rural communities
in general, and public transportation, in particu-
lar, offers residents numerous benefits, including
(a) lower household expenses due to freeing up
of income for other uses, (b) reduced social and
economic inequalities through enhanced mobility
for residents, (c¢) improved economic efficiency
by allowing unemployed individuals to have a
means to find and keep a job, and (d) preserva-
tion of rural communities and sustaining of their
character (Criden, 2008). Although these ben-
efits apply to all residents in RFT communities,
for those with disabilities, these benefits can
often mean the difference in independence and
self-determination.
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Learning Objectives
By the end of the chapter, the reader should be
able to:

1. Identify transportation challenges in rural
communities.

2. Distinguish the extent of transportation chal-
lenges for various types of rural regions.

3. Understand federal transportation policy and
programs regarding transportation accessibil-
ity and accommodation for persons with
disabilities.

4. Compare and contrast models
transportation.

of rural

Introduction

Rural, frontier, and territory areas are defined pri-
marily by population density, geographic charac-
teristics, and distance between residents. The
Dye Management Group (2001) describes three
types of rural areas. First, basic rural areas are
dispersed counties or regions with few or no
major population centers of 5000 or more that are
mainly characterized by agricultural and natural
resource-based economies, stable or declining
populations, and ‘“farm-to-market” localized
transportation patterns. Second, developed rural
areas are dispersed counties or regions with one
or more population centers of 5000 or more,
economies tend to be mixed industrial and ser-
vice based in the cities and agricultural and natu-
ral resource based in the rural areas, with
populations that are stable and growing, and
more diverse transportation (i.e., commuting,
intercity travel/freight). Third, urban boundary
rural areas are counties or regions that border
metropolitan areas and are highly developed, and
economic growth, population growth, and trans-
portation are tied to the urban center. Clearly,
basic rural areas experience greater transporta-
tion challenges.

The rural transportation system is character-
ized by disparate parts, substantial decentraliza-
tion, and different levels of government (city,
county, state, federal) funding maintenance of
roads, and the operation of rural public transit is

primarily the responsibility of local government
(Dye Management Group, 2001). The primary
focus of this chapter is on the transportation
issues and concerns for persons with disabilities
in basic RFT communities. Accessibility refers
not only to being able to use public transportation
but also to transportation as the ‘“‘connection
between the community and its needs, and liva-
bility, the characteristics that make the commu-
nity a desirable place to live” (Shoup & Home,
2010, p. 6). As persons with disabilities in RFT
areas are faced with fewer services and available
jobs and training locally, transportation becomes
critical for successfully accessing many of the
services that can assist them in various facets of
their lives.

Transportation is considered to be a basic but
essential need for ongoing health care (Syed,
Gerber, & Sharp, 2013) and additional profes-
sional services one might require. Yet, residents
with disabilities and service providers in RFT
communities often report lack of transporta-
tion as one of the most significant and persis-
tent barriers to accessibility (National Council
on Disability, 2005a). Moreover, adults with
disabilities are twice as likely as those without
disabilities to have inadequate transportation
(Centers for Disease Control, 2005; National
Council on Disability, 2005a, b). Transportation
and mobility play key roles toward equal com-
munity access for persons with disabilities
(PWDs) because affordable, reliable, and acces-
sible transportation allows access to important
opportunities that include, but are not limited
to, education, employment, health care, hous-
ing, and social involvement. For PWDs in RFT
areas, the need is especially great (American
Association of People with Disabilities [AAPD],
2016). Of the over 2 million PWDs who never
leave their homes, lack of transportation is the
reported reason for 560,000 (US Department of
Transportation, 2003). Transportation has histori-
cally been labeled as one of the greatest barriers
to PWD (Saunders, Leahy, McGlynn, & Estrada-
Hernandez, 2006), and in light of the report from
the US Census Bureau (2011) indicating that
roughly 8.6 million PWDs live in rural areas,
transportation inadequacies may result in even
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more significant hardships for these residents.
Furthermore, the Bureau of Labor Statistics
(2013) report the second highest cause for unem-
ployment among PWDs is lack of transportation
(11.7%). Considering RFT communities have
greater percentages of PWDs, ensuring available
and accessible transportation is critical.

Barriers to Rural Transportation

Transportation barriers have a significant impact
on PWD’s opportunities to fully participate
in their community (see Table 3.1). Adequate,
accessible transportation is necessary to facilitate
social and vocational involvement (Christensen,
2014; Crudden, Sansing, & Butler, 2005; Iezzoni,
Killeen, & O’Day, 2006; National Council on
Disability, 2005a, b). In RFT communities,
residents often experience greater traveling dis-
tance for everyday needs (i.e., grocery shopping,
paying bills, doctor visits, socialization, etc.).
Therefore, families with access to transportation
are much better positioned to engage in activi-
ties that facilitate well-being. People with dis-
abilities travel less frequently and are more likely
to rely on public transportation than the general
population (Penfold, CLeghorn, Creegan, Neil,
& Webster, 2008). Often, geographic distance,

Table 3.1 Barriers to rural transportation

Barrier Example

Availability No public options exist

Accessibility Older buses without lifts and
infrastructure barriers

Lack of appropriate Curb cuts, sidewalks, paved

infrastructure roads, street lights, covered

and accessible bus stops
Operates from 6:00 am to
9:00 pm (results in challenges
for those working atypical
shifts)

Frequently more than 30 miles

Limited bus schedules

Long commute distances
and travel times

PWDs may have difficulty
getting to the nearest stop

Limited number of bus
stops

Lack of information for
bus schedules, fares,
and routes

Limited access to main bus
terminal to acquire necessary
information

extreme weather (see Chap. 33), and challeng-
ing roads (i.e., unsafe and underdeveloped roads)
limit residents from accessing services. Even
if individuals are able to overcome these chal-
lenges, choice of transportation other than a
personal automobile is often limited or nonex-
istent (Pucher & Renne, 2005). Transportation
barriers in RFT communities include (1) house-
holds distributed over large geographic areas, (2)
low population density resulting in decreased
demand, and (3) unpredictable level of demand
(Valega, Nelson, Wright, & Farrington, 2014).
The lack of transportation has been identified as
a critical problem for individuals living in rural
communities (Arnold & Seekins, 1998; Research
and Training Center on Disability in Rural
Communities [RTC], 1995; Rojewski, 1992),
and, as the result of unavailable, inaccessible, and
unresponsive transportation, individuals’ abil-
ity to access necessary services is significantly
affected (Rojewski, 1992; RTC Rural, 1995).

Although transportation may be available, if it
is not available to everyone, then it is not acces-
sible (RTC Rural, 2012). Accessible transporta-
tion includes all aspects of transportation (e.g.,
public transit systems, vehicles, routes, stops,
infrastructure), which should meet or exceed the
minimum requirements set forth in the Americans
with Disabilities Act (National Council on
Disability, 2015).

Considering accessibility, thorough assess-
ment of the barriers precluding PWDs from full
utilization of transit options is warranted.
Assessment variables include traveling distance
to a bus stop and whether the route has a clear and
accessible path (e.g., sidewalk, even pavement,
curb cuts), clearly demarcated bus stops, and
accessible seating. In urban areas, bus stops are
commonplace, but in rural communities, even if a
bus is available, the stop may be a significant dis-
tance from one’s home. Moreover, if a bus stop
exists, it is frequently uncovered and lacks acces-
sible seating. Rittner and Kirk (1995) reported
that public transit services were not only inconsis-
tent, but bus stops were of poor quality and per-
ceived to be unsafe. Operational challenges exist
for available bus services, including significantly
limited bus schedules, and although schedules
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may accommodate shopping and appointment
needs, they are not suited, due to the variation of
hours worked, to transporting individuals to
places of employment (RTC Rural, 2012).

Infrastructure

Infrastructure is operationalized as physical bar-
riers to effective transportation in rural com-
munities — the environmental features required
to support accessible transportation for PWDs.
A developed infrastructure is critical to eco-
nomic opportunity, quality of life, and inclusion
(Council of Economic Advisors, n.d.). As one
considers the landscape of a typical urban or sub-
urban environment, a number of commonalities
can be found: accessible sidewalks, crosswalks
with signals (frequently with both visual and
auditory alerts), curb cuts, bus stops with appro-
priate signage, paved roads, and numerous shel-
tered bus stops. Accordingly, safe and accessible
rights-of-way are critical elements of community
life and are essential to viable transportation for
PWDs (AAPD, 2016). Although most rights-of-
way are built and maintained by local govern-
ments and often comply with ADA standards,
communities are not mandated to provide infra-
structural changes if they do not already exist
(Rosenbloom, 2007). These environmental fac-
tors, although not commonly considered, allow
PWDs to be mobile and have access to the vari-
ous transportation modalities.

RFT communities, on the other hand, exhibit
considerable variation with regard to the exis-
tence and quality of such features and, as the
result of declining population, have been pre-
sented with new challenges in the preservation
and management of infrastructure. In rural com-
munities, it is not uncommon to have paved roads
with open ditches on the sides, which results in
pedestrians having to walk along the side of the
road, which is often comprised of loose material
(Easter Seals Project Action, 2011). The absence
of sidewalks makes accessing a bus stop and
boarding the bus challenging. Individuals who
use wheelchairs require curb ramps to cross
streets to reach a bus stop, yet certain types of

curb ramps (e.g., diagonal) are unsafe for a per-
son with a visual impairment (Thatcher et al.,
2013). Therefore, even if rural communities cur-
rently have public transportation options, getting
to the bus stop may be exceedingly difficult or
impossible (Iezzoni, Killeen, & O’Day, 2006).
For a community to plan to address the barriers
for PWDs previously discussed, securing the
necessary resources can present difficulties.

Transportation Funding

Compared to the federal resources allocated to
urban areas, the allocation for rural transportation
is inequitable (NCD, 2015). As of 2010, over
25% of the US population resides in rural com-
munities, yet only 6% of federal transit funding is
allocated to serve them (Association of Programs
for Rural Independent Living, 2010). Rural areas
often fall through the cracks of federal transpor-
tation policy, which focuses on statewide priori-
ties for building new highways and often lacks
consideration for local needs and preferences.
Federal funding is allocated to most rural areas
through state departments of transportation
(DOTs), while small metropolitan planning agen-
cies (MPOs) and rural planning organizations
(RPOs) have limited decision-making authority
and control over funding. The decisions that
affect local transportation initiatives are often
made with little attention to local needs and con-
cerns of the community (Transportation for
America, n.d.).

This lack of available funding, both at the state
and federal level, can prevent local government
agencies and transportation providers from meet-
ing the needs of all consumers. Moreover, accord-
ing to the Dye Management Group (2001),
funding for such projects in many rural areas can
prove daunting as the result of insufficient fund-
ing provided by the state and a limited financial
base from which to levy taxes to generate project
income. Unfortunately, the transportation infra-
structure is principally maintained by local prop-
erty taxes, and federal assistance for local rural
infrastructure is largely nonexistent (Hossain,
Romanoschi, & Emig, 2003).
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As a result of increased automobile use, pub-
lic transportation, which relies heavily on passen-
ger fares, has become increasingly reliant on
public subsidies and limited funds from the fed-
eral government (American Association of
Retired Persons, 2012). Although the funding
dilemma persists, there are a number of options
available to rural communities, which will be dis-
cussed in detail in the following pages.

Geographic Challenges

Although sufficient funding undoubtedly
resolves some of the transportation barriers,
many rural areas continue to face challenges that
are specific to topography and geography. Urban
communities differ significantly from their rural
counterparts in many ways, and the environ-
mental landscape is one of the main obstacles
to address. Although there are accessible routes
leading to and from most rural communities,
the distance one is required to travel to neces-
sary destinations (e.g., health care, employ-
ment, shopping) presents challenges. The low
population densities of rural communities, and
the resultant distances and travel times between
needed services, make it significantly more diffi-
cult for rural residents to reach necessary targets
(Pucher & Renne, 2005). This concept has been
demonstrated in a number of studies address-
ing barriers for individuals receiving health care
(Guidry, Aday, & Zhang, 1997; McCray, 2000;
Okoro, Strine, Young, & Balluz, 2005). The long
distances between rural residences, employment
opportunities, and necessary services create sig-
nificant unmet need for transportation options
in rural communities. Additional features found
in rural areas include steep grades, mountain
passes, and often poorly maintained roads,
which makes providing public transportation
in rural areas especially complex and expensive
(Kihl, Knox, & Sanchez, 1997). Furthermore,
extreme weather conditions may result in dif-
ficulties keeping roadways and rights-of-way
clear for vehicle and pedestrian use. For a more
detailed description of climate and geographic
challenges in rural communities, see Chap. 33.

Federal Transportation Policy
and Programs for Persons
with Disabilities

Equity in transportation for persons with disabili-
ties is mandated in various bills and legislation.
Yet, with reauthorization of those mandates,
funding amounts and policy needs continue to be
hotly debated. On one hand, the debate is focused
on political ideology and resources. On the other
hand, the debate is fueled by arguments on inclu-
sion, empowerment, and social justice. Because
persons with disabilities are disproportionately
reliant on public transportation, any change in
resources available to support public transporta-
tion disproportionately affects them (Gaylord,
Abeson, Bosk, Timmons, & Lazarus, 2005). In
this section we discuss relevant legislation and
programs that address transportation for persons
with disabilities.

The Rehabilitation Act of 1973 Although the
Rehabilitation Act of 1973 is considered by
many to be the seminal legislative means through
which transportation for PWDs was brought to
the forefront of public discourse, federal assis-
tance for transportation for PWDs began in 1944
with the Social Security Act (Poister, 1982).
Effective legislation, however, wasn’t estab-
lished wuntil 1970 when the Urban Mass
Transportation Assistance (UMTA) Act of 1964
was amended with section 16, which established
a national policy for the elderly and PWDs to
“have equal status with other persons in being
able to utilize mass transit facilities and ser-
vices” (Poister, 1982, p. 7). Ultimately, legisla-
tive policy regarding transportation services for
PWDs was solidified with the passage of the
Rehabilitation Act of 1973. Section 504 of the
Rehabilitation Act of 1973, commonly known as
the civil rights bill for PWDs (Dempsey, 1990—
1991), provides that:
No otherwise qualified person with handicaps in
the United States...shall, solely by reason of her or
his handicap, be excluded from participating in, be
denied the benefits of, or be subjected to discrimi-
nation under any program or activity receiving

Federal financial assistance. (Rehabilitation Act of
1973a)
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Therefore, programs receiving federal funds
(e.g., rural communities and transit systems) may
not discriminate against those with disabilities
based on their disability status, which translates
to ensuring available and accessible transporta-
tion options.

The 1973 act as amended provides discrimina-
tion protection to persons with disabilities and
includes issues relating to discrimination (e.g.,
transportation). One of the challenges with the
various legislative pieces lies in assessing and
demanding compliance, similarly found with the
implementation of the Americans with
Disabilities Act toward employment. Besides
ensuring PWDs are not discriminated against
regarding those entities receiving federal fund-
ing, Section 508 of the Rehabilitation Act of
1973 stipulates that all electronic and informa-
tion technology must be made accessible to
PWDs. This would include transit schedules nec-
essary for transportation planning.

Individuals with disabilities who are members of

the public seeking information or services from a

federal department or agency to have access to and

use of information and data that is comparable to
the access to and use of information and data by

such members of the public who are not individu-
als with disabilities. (Rehabilitation Act of 1973b)

Unfortunately, the exact service requirements for
transit system operators were not identified.
Although there have been numerous legislative
mandates since the passage of Section 504 of the
Rehabilitation Act of 1973, this act serves as the
foundational legislative act for accessible and
equitable transportation for PWDs.

The Americans with Disabilities Act The
Americans with Disabilities Act (ADA), passed in
July 1990, was designed to eliminate discrimina-
tion against persons with disabilities in areas such
as employment, public services, telecommunica-
tions, and transportation. The ADA is recognized
as the landmark civil rights law that addresses the
rights of persons with disabilities. Moreover,
Subtitle B of Title IT further solidifies transporta-
tion requirements set forth in Section 504 of the
Rehabilitation Act of 1973 (Rubin & Roessler,
2008). Title II also extends the requirements

beyond those transportation systems receiving
federal funding to include public transportation
systems not receiving funding (U. S. Department
of Justice, 1992). The ADA significantly expanded
transportation options for PWDs by mandating
public bus and rail operators to provide accom-
modations, such as lifts and ramps, to afford those
who use wheelchairs equal access to services.

Title IT of the ADA (http://www.ada.gov/pubs/
adastatute08.htm) addresses accessibility and
accommodation in public transportation (e.g.,
city buses and public rail) and prohibits discrimi-
nation by entities providing public transportation
(Kaun, 1995). Under the ADA, discrimination on
the basis of disability in public transportation is
prohibited; all new vehicles used in public tran-
sit must be accessible; key existing rail stations
and all new rail stations and facilities must be
accessible; and transit operators must provide
paratransit (on-demand, door-to-door) services
for those who cannot use available mass transit
(AAPD, 2016). The ADA spelled out what was
necessary to make all transit options accessible
to PWDs. In particular, Title IT emphasized the
minimum requirements for infrastructure design
at transit stops (e.g., landing pads, shelter require-
ments, accessible paths, signage). Furthermore,
as described by Koppa et al. (1998), paratransit
is no longer considered a substitute for accessible
fixed-route service — rather, both are required.
The specific requirements of the ADA discuss
that transit operators shall provide complemen-
tary paratransit services that are similar to the
fixed-route system (Sec. 37.121). Qualified users
of the paratransit would include those PWDs who
are limited in their ability to travel from a point
of origin to the nearest fixed-route stop or are
unable to board the bus at the stop. Additionally,
Title IT includes that public agencies can only
buy accessible vehicles for fixed-route services
(Sec. 37.71) and for demand-responsive services
(Sec. 37.77). For a more detailed discussion of
the ADA and its impact on PWDs in rural com-
munities, see Chap. 31.

Surface Transportation Legislation In 1991, a
landmark piece of legislation, the Intermodal
Surface Transportation Efficiency Act (ISTEA),
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was passed, which resulted in increased funding
(particularly to nonmetropolitan areas), increased
local decision-making, and collaboration with
the private sector. ISTEA was the seminal piece
of legislation giving rise to a number of effective
legislative bills. In 1998 and 2005, the
Transportation Equity Act for the twenty-first
century (TEA-21) and the Safe, Accountable,
Flexible, Efficient Transportation Equity Act: A
legacy for Users (SAFETEA-LU) were passed,
respectively. TEA-21 gave states and localities
increased flexibility in allocating funding: a por-
tion of which was designated for rural communi-
ties (Stommes & Brown, 2002). Similarly,
SAFETEA-LU authorized $286.5 billion to fund
the nation’s transportation network, including
paratransit and grant programs related to trans-
portation for persons with disabilities (AAPD,
n.d.). This bill originally expired in 2009, but
several short-term extensions extended provi-
sions through 2012. In July of 2012, the Moving
Ahead for Progress in the twenty-first century
(MAP-21), a $105 billion surface transportation
authorization, reauthorized the SAFETEA-LU
and was signed into law. MAP-21 includes appor-
tionment for Statewide and Nonmetropolitan
Transportation Planning, which includes provi-
sions to increase accessibility and mobility of
people, improve quality of life, and increase the
safety of the transportation system (North Central
Texas Council of Governments, 2016a).

Signed into law in 2015, the Fixing America’s
Surface Transportation (FAST) Act (23 U.S.C.
135) is the most current legislation that directly
applies to surface transportation and will con-
tinue through 2020. The FAST Act authorizes
$305 billion over fiscal years 2016 through 2020
for highway, highway and motor vehicle safety,
public transportation, motor carrier safety, haz-
ardous materials safety, rail, and research, tech-
nology, and statistics programs. Additionally, the
Statewide and Nonmetropolitan Transportation
Planning mandates from MAP-21 were reautho-
rized and amended to direct planners to focus on
intercity buses, bus facilities, and vanpool pro-
viders (North Central Texas Council of
Governments, 2016b). Section 3006 addresses
the enhancement and mobility of seniors and

PWDs by improving coordination of services,
Section 3007 provides formula grants for rural
areas, and Section 3023 reemphasizes paratran-
sit. Although the intent of these laws is admira-
ble, little progress has been made with regard to
transportation barriers in rural communities.

The federal government currently funds
and administers several programs that pro-
vide resources to help improve transportation
options for persons with disabilities. These pro-
grams include the 5310 Program (Elderly and
Persons with Disabilities), the 5311 Program
(Nonurbanized Area Formula Grants), 5316
Program (Job Access and Reverse Commute
Program [JARC]), and 5317 Program (New
Freedom Initiative Transportation Program).

The 5310 Program The 5310 Program
(49 U.S.C. 5310) provides formula funding to
nonprofit agencies to help increase transportation
options that connect the elderly and PWDs
directly with needed services by removing barri-
ers and expanding options (Federal Transit
Administration, 2016a). Funds are apportioned
based on each state’s share of the population for
those two groups. This program is particularly
important because it assists the elderly and PWDs
in meeting transportation needs where services
are unavailable, insufficient, or inappropriate
(NCD, 2015). Nonprofit agencies do not receive
funding directly; instead, states apply on behalf
of non-private agencies. Funds are restricted for
use only for capital projects (projects that help
maintain or improve infrastructure) and almost
all funding is used to purchase vehicles. States
(20%) are required to match federal funds (80%).
States’ departments of transportation then make
decisions about how funds are distributed to non-
profits (Gaylord et al., 2005).

The 5311 Program The 5311 Program
(49 U.S.C. 5311 (b)(3)) are formula grants for
rural areas that provide funds for capital, plan-
ning, and operating assistance to states to sup-
portrural transportation in areas with populations
of less than 50,000 (Gaylord et al., 2005). Similar
to the 5010 Program, an 80/20% match is
required; however, a higher match for the local
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portion is required when funds are used for oper-
ating assistance. Additionally, each state is
required to spend at least 15% of its allocated
amount for the development of intercity bus
transportation (Federal Transit Administration,
2016b). The 5311 Program offers significant
apportionment to assist rural communities in
establishing or the improvement of existing pub-
lic transit services.

The 5316 Program The Job Access and Reverse
Commute (JARC) Program (49 U.S.C. 5316),
established in 1998 as an amendment to TEA-
21, is designed to address the unique transpor-
tation challenges of welfare recipients and other
low-income individuals seeking employment
(Federal Transit Administration, 2016¢), who are
largely located in suburban areas. The program
was designed to aid both urban and rural areas,
but the legislation highlighted the unique trans-
portation needs of rural communities and how
employment is negatively impacted (Stommes
& Brown, 2005). The JARC program consists
of two components: (1) access to employment
through the establishment of improved trans-
portation (e.g., shuttles, new bus routes) and (2)
reverse commute by providing transportation to
suburban employment from distant locales. Due
to the fact that few jobs are located in low popula-
tion density rural areas where public transporta-
tion is unlikely, residents have little choice but to
travel long distances to work, which makes JARC
highly necessary (Kaplan, 2005).

State and local governments, nonprofit organi-
zations, and local transportation providers are
eligible for these funds. Although this program is
not designed to serve rural areas, 20% of funds
are only made available for these communities
with a population less than 50,000. Moreover,
this program is also not specifically aimed at
PWDs but is considered a resource connecting
the large numbers of PWDs living in rural com-
munities to employment. Recipients are required
to provide a 50% match for operating and a 20%
match for capital projects, and funds are distrib-
uted through a competitive grant process but his-
torically have been earmarked for specific
projects (Gaylord et al., 2005).

The 5317 Program New Freedom Initiative
Transportation Program (49 U.S.C. 5317) was
created by the 2005 SAFETEA-LU legislation
and is designed to go beyond the ADA in finding
new ways to provide transportation for PWDs
(Seekins, Enders, Silvia, & Rural Institute, 2010).
The New Freedom Program is a formula grant,
which is apportioned to local transportation pro-
viders, and 20% must be allocated to rural areas.
The funds may be used for providing rides, train-
ing, or capital purchases. The New Freedom
Program affords rural communities the opportu-
nity to fund transportation initiatives for PWDs.

The Easter Seals Project ACTION (Accessible
Community Transportation in Our
Nation) Project ACTION was initiated by
Congress to foster collaboration between the dis-
ability and transit communities to promote acces-
sible transportation. Easter Seals administers the
project through a cooperative agreement with the
US Department of Transportation, Federal
Transit Administration. The project provides
training, technical assistance, and a full catalog
of resources to the disability and transportation
communities (Gaylord et al., 2005). The overrid-
ing goal of Project ACTION is to promote equal
access to transportation for PWDs.

Models of Rural Transportation
for People with Disabilities

Approximately 41% of the rural population lives
in counties with no public transportation (Rural
Disability and Rehabilitation Research Progress
Report, 2007). Public transportation systems
serve the general public without restriction and
are typically organized in one of three models:
fixed-route services, demand-response services,
or deviated fixed-route services (Seekins, 2007).
Fixed-route service, typically a bus, consists of
the service traveling on a consistent path on a
regular schedule. For riders who cannot use the
fixed-route service, demand-response may be a
feasible option. With this service, riders can call
in advance to arrange a time to be picked up and
taken to his/her desired location. Deviated fixed-
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route services operate as a hybrid between fixed-
route and demand-response services where the
vehicle operates on a fixed-route, but drivers can
deviate based on prescheduled requests.

Although the lack of available and accessible
transportation presents PWDs with significant
challenges, various alternative programs and
approaches such as ridesharing, transportation
vouchers, accessible taxis, volunteer drivers from
nonprofit organizations or local government agen-
cies, and paratransit have been implemented to
help rural resident with disabilities obtain transpor-
tation to work, school/training, and health care ser-
vices. If transportation options are to be effective
for those living in rural areas, the one-size-fits-all
mentality must be abandoned and replaced with a
creative and individualized approach (NCD, 2015).

As a result of funding challenges and increased
consumer demand, rural communities are faced
with finding alternative modes of transportation for
PWDs. Voucher programs are one such alternative
that have proven to be feasible options for provid-
ing transportation services which are nonexistent
or inaccessible. Vouchers are tickets that eligible
riders who are transportation disadvantaged can
exchange for rides (Haarstad, 2008). Vouchers pro-
vide an effective solution for individuals who do
not have access to transportation options and enable
funding agencies (e.g., state offices of vocational
rehabilitation, Chamber of Commerce, United
Way) to pay public and private transit providers
where services exist or to access community
resources (e.g., volunteer drivers) where transit is
unavailable. The voucher system affords individual
increased independence and choice, which results
in improved mobility for all users (NCD, 2015).
Among the available options for the voucher pro-
gram, service providers are volunteers and taxi ser-
vices, which can be invaluable in filling the gaps in
existing transportation services while allowing vol-
unteers to receive reimbursement for trips and taxi-
cabs to increase revenue. Also, volunteers and
taxicabs can offer increased flexibility for riders
when existing options (e.g., paratransit) are not
convenient or available.

A rapidly developing business model that may
prove beneficial to persons with disabilities with
limited transportation options living in rural areas
is transportation network companies (TNCs).

TNCs serve as intermediaries between those
seeking to pay for rides and potential drivers.
Transportation experts have described this model
as peer-to-peer ridesourcing (Rayle, Dai, Chan,
Servero, & Shaheen, 2016). The TNC provides
an online or mobile app to connect rider and
driver and a fee upon the completion of the trans-
action (Geron, 2013). Drivers are private contrac-
tors working individualized schedules, with
many drivers working for multiple TNCs (Rayle
etal., 2016). Due to the prohibitive cost of imple-
menting public transportation in rural areas,
TNC:s create flexible opportunities for services to
be offered with minimal investment.

Although potential alternative transportation
options exist for individuals living in rural areas,
a reasonable solution has yet to be implemented.
For those areas where public buses are available,
the ADA stipulates that public transit systems
provide complementary paratransit services for
individuals who are unable to board even an
accessible bus or do not have an accessible path
to an accessible bus (Rosenbloom, 2007).
Paratransit service is a mode of flexible passen-
ger transportation that does not follow fixed
routes or schedules and can offer door-to-door
service. According to the ADA guidelines, para-
transit must operate within a three-quarter mile
radius of existing fixed routes and offer service
commensurate with fixed-route hours of opera-
tion. Eligibility for paratransit service is based on
functional considerations to determine which
people can most benefit from availability. The
vehicles often feature modified vans with lifts to
accommodate passengers who use wheelchairs.
Paratransit passengers must complete an applica-
tion and be certified as eligible to use the service
(see Table 3.2). Typically, riders can expect to
pay up to double the cost of fixed-route fare for
an ADA complementary trip, and trip times can
be negotiated with the service provider.
Additional challenges relate to denial of eligibil-
ity, untimely pickups, minimum 24-h lead time
on reservations, and extended wait times
(National Council on Disability, 2015). Although
paratransit offers a valuable service to comple-
ment fixed-route bus service, for those living in a
rural community without public bus service,
paratransit is not considered a viable option.
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Table 3.2 Paratransit eligibility requirements

Documentation Examples

Category | — people
who can’t travel on an
accessible bus due to a
disability

1. People with cognitive
disabilities who may not know
when to get off of the bus to
reach their final destination

2. People with visual
impairments who may not be
able to navigate to their
destinations

One who uses a wheelchair
and is able to use an accessible
bus but needs to travel to a
destination not served by
accessible options

Category 2 —
individuals who
require accessible
buses

1. One who uses a wheelchair
but cannot access the bus stop
due to geographical or
infrastructure barriers (e.g.,
steep grades, unpaved roads,
no sidewalks)

2. A person who walks with a
cane and must walk one mile
to the nearest bus stop

1. Letter from disability
service provider (e.g., VR
counselor, independent living
coordinator)

2. Letter from medical
provider

3. Detailed listing of specific
barriers (e.g., lack of
sidewalks or curb cuts, terrain)

Category 3 — people
who have a specific
disability-related
condition that prevents
them from getting to
the boarding location

Supporting
documentation

In-person interview Functional assessment

with transit personnel

Note: Adapted from Disability Rights Education and
Defense Fund (DREDF)

Summary

Transportation is the critical medium affording
PWDs access employment, education, health
care, and independent living. Many communi-
ties in the USA provide their citizens with a
range of transportation options, but the same
cannot be said for most rural communities. In
fact, the lack of transportation options has been
cited as one of the most significant challenges
faced by PWDs living in rural communities
(Gonzales, Stombaugh, Seekins, & Kaznitz,
2006). Rural residents make up a significant

percentage of the US population, but only a pau-
city of funding is allocated to serve their trans-
portation needs. Although personal vehicles
remain the primary means of transportation for
individuals living in rural communities, PWDs
may be unable to drive and not have access to a
personal vehicle nor have supports to transport
them to necessary destinations, which makes
public transit crucial.

There have been a number of legislative man-
dates in the past few decades to address transpor-
tation barriers for PWDs, but, unfortunately, little
impact has beenrealized in rural areas. Challenges
persist for rural communities regarding finding
effective and creative solutions to overcome the
financial barriers affecting transportation.
Improving infrastructure and increasing accessi-
ble and available transportation options take
funding, but once the necessary advancements
have been made, more residents will likely be
able to access employment, thereby increasing
local tax revenues resulting in a prudent invest-
ment. For communities to make progress, these
efforts must be viewed as a long-term investment
rather than a short-term expenditure.

Although several reasonable options have
been presented in this chapter, many rural areas
would likely benefit from collaborating with
other communities who have made progress in
addressing transportation barriers. Options
certainly exist, but solutions take the concerted
effort of all affected parties working together
toward a common goal. No quick fixes are avail-
able to overcome inadequate rural transportation,
and we certainly have not presented every poten-
tial option, but we hope to have offered potential
strategies and generated discourse, which will
ultimately lead to improvements.

Rural transportation offers a fertile area of
research to determine realistic, fundable options
to provide transportation for those most in need.
Solutions to issues affecting the well-being of a
disadvantaged group seldom occur quickly; a
continuous, concerted, and persistent effort can
result in the necessary solutions resulting in a
more equitable transportation system for all
commuters.
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Discussion Box

Why are we talking about transportation in
rural areas?

In the chapter, we learned that although
available and accessible transportation is not
something many of us consider in our daily
lives, for those living in rural communities, it
is critically important. There are a number of
reasons for the lack of transportation in rural
areas (e.g., funding, improper infrastructure,
geographical and topographical difficul-
ties), and, as a result, the daily lives of those
residents are drastically affected. When we
then consider the impact on individuals with
disabilities, the significance of inadequate
transportation options becomes more salient.
Research is clear that the most common form
of transportation in rural communities is the
private vehicle, but frequently individuals
with disabilities are unable to drive them-
selves. For those with disabilities, having
access to transportation is necessary to get
to and from medical appointments, employ-
ment, and shopping and to afford them the
opportunities to fully participate in life. The
ADA was passed to ensure that individuals
with disabilities had equal access to all of the
opportunities and services available to those
without disabilities, and its affects have been
tremendous. Unfortunately, even the most
well-intentioned law will have loopholes, and
rural transportation is one example. A paucity
of research exists on transportation barriers in
rural communities, but, as a result, opportuni-
ties for studying the intricacies abound. Rural
living offers many benefits, but available
transportation options are not one of them. If
communities are willing to devote time and
money to improving transportation options
for residents, more people may consider relo-
cating to rural areas positively affecting the
tax base. Ultimately, transportation needs to
be available to all individuals with disabilities
regardless of where they live. Quality of life,
participation, and general well-being are con-
tingent upon fit.

Case Study

Jim is a 42-year-old male who had a car
accident 4 years ago resulting in a trau-
matic brain injury (TBI) and leaving him
without the use of his legs. He uses a
manual wheelchair and is quite proficient
at getting around. He recently moved
from the city to a rural community in the
northeast because he inherited the home
of his recently deceased mother. He
doesn’t own a car but has become accus-
tomed to riding the bus to work and other
locations around town. Prior to moving,
he learned that there was a bus stop about
100 yards from his new home. He knew
he could easily wheel himself that far, so
he had no concerns about his transporta-
tion needs.

The day after he moved in he was pre-
paring to head to the bus stop to go to
work. He left his home and quickly real-
ized that there were no sidewalks on his
narrow road. He tried wheeling on the
shoulder, but the gravel made it quite
challenging. Although he eventually
made it to the bus stop, once there, he saw
that there were no curb cuts to allow him
to get up to the landing pad. He was able
to climb the curb in his wheelchair to wait
for the bus. Upon the buses arrival, he
waited for the life to be lowered, but he
was told that it was nonfunctional. Two
patrons exited to help Jim get into the bus.
While lifting his chair, Jim’s weight
shifted and he hit his head on the railing
of the bus, which resulted in a gash in his
head.

1. Considering that Jim lives in the north-
east, what are some additional barriers
he is likely to encounter?

2. Although helping Jim board the bus was
a kind act, what are the ramifications of
this decision?

3. Does Jim have any other transportation
options? Why or why not?
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Resources

Consortium for Citizens with Disabilities Task
Force: www.c-c-d.org/rubriques.php7rub=
taskforce.php&id_task=15

Community Transportation Association: www.
ctaa.org

Disability Gov’s Guide to Transportation: www.
disability.gov/resource/disability-govs-guide-
transportation/

Federal Transit Administration: www.fta.dot.gov

National Rural Transit Assistance Program:
www.nationalrtap.org

Project Action: www.projectaction.org

United We Ride: www.fta.dot.gov/CCAM/www/
index.html

The American Public Transportation Association
(APTA): www.apta.com

Transportation for America: www.t4america.org

U.S. Department of Transportation: www.dot.
gov/accessibility

Learning Exercises

1. List and describe the three types of rural
communities?

2. Discuss the differences between availability
and accessibility.

3. Describe five (5) barriers to accessible trans-
portation related to infrastructure.

4. Discuss some of the major challenges to the
availability of rural transportation in rural
communities.

5. Discuss the positive and negative issues relat-
ing to paratransit.

Field-Based Experiential Assignments

Multiple Choice Questions
1. What percentage of federal funding is allo-
cated to rural communities?
(a) 10%
(b) 6%
(c) 2%
(d) 15%

2. Compared to those without disabilities, adults
with disabilities are times more likely
to have inadequate transportation.

(a) Five
(b) Ten

(¢) Two
(d) Eight

3. In the USA, what percentage of rural resi-
dents has no public transportation options?
(a) 40%

(b) 32%
(c) 28%
(d) 50%

4. Which of the following is NOT considered a
benefit of public transportation?

(a) Lower household expenses due to the
freeing up of income for other uses

(b) Allows communities to keep taxes low
for all residents

(c) Improved economic efficiency by pro-
viding access to employment

(d) Improved mobility of residents

5. What was the first piece of legislation man-
dating federal assistance for transportation
for people with disabilities?

(a) Urban Mass Transportation Assistance
Act

(b) Social Security Act

(c) Rehabilitation Act

(d) Americans with Disabilities Act

6. Which title of the ADA mandates that private
transportation systems must comply with
accessibility requirements?

(a) Title I

(b) Title IT
(c) Title III
(d) Title IV

7. Which piece of legislation resulted in
increased funding of transportation in non-
metropolitan areas, increased local decision-
making, and improved collaboration with the
private sector?

(a) SAFETEA-LU
(b) MAP-21

(c) FAST

(d) ISTEA

8. Which of the following programs is a for-
mula grant for rural areas to provide capital,
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planning, and operating assistance to support
rural transportation with a population less
than 50,000?
(a) 5310
(b) 5311
(c) 5316
(d) 5317
9. Which program was designed to address the
unique transportation needs of rural commu-
nities relating to employment?
(a) MAP-21
(b) JARC
(c) New Freedom Initiative Transportation
Program
(d) ACTION
10. A typical bus is an example of which one of
the following models of transportation?
(a) Fixed-route
(b) Demand-responsive
(c) Point-of-Service
(d) Deviated Fixed-route
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The Role of Technology in Service
Delivery for People
with Disabilities in Rural

Communities

Stacie L.Robertson

Overview

This chapter focuses on the role of technology in
service provision to persons with disabilities in
rural areas, examining both the reasons for
including technology and the challenges in using
technology in service provision. The issues
involved are viewed from both the counselor and
the consumer perspective. The chapter begins
with an introduction, discussing the Digital Age,
assistive technology in service provision, and the
legislation that supports the use of technology
and persons with disabilities.

The chapter continues by discussing the acces-
sibility of technology, services to rural areas, and
how technology can enhance services in these
communities. This section addresses the barriers
faced in rural areas including barriers in training
counselors and access to the needed infrastruc-
ture for individuals living in rural areas.
Infrastructure issues reviewed included the
needed access to the Internet, fiber optics, and the
necessary equipment (computer, Internet, smart-
phone, video capabilities, etc.). Additionally, per-
sonal factors that affect the use of technology are
discussed.

Following the discussion regarding technology
use and accessibility, the chapter reviews the ther-
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apeutic relationship as it is affected by the use of
technology. This section of the chapter is followed
by a discussion on the legal and ethical issues and
concerns regarding the use of technology in ser-
vice provision. The last two sections of the chap-
ter offer recommendations and suggestions for the
barriers addressed and future implications regard-
ing the use of technology in service provision.

Learning Objectives
This chapter will provide answers to the follow-
ing questions:

1. What are the ethical and legal concerns with
using technology to provide services to indi-
viduals with disabilities in rural areas?

2. What are the barriers to accessing technology
in rural areas, specific to persons with
disabilities?

3. What are the steps agencies must take to
enhance the use of technology in reaching out
to individuals with disabilities in rural areas?

4. How can a standard of care be established for
use of telecommunications in service
provision?

Introduction
The Digital Age officially began in the 1970s

with the advent of the personal computer. In the
nearly 50 years since this time, technology has
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advanced at an accelerated pace. In the 1970s
desktop computers were expensive and bulky,
and the Internet, when first introduced, was slow
and clunky. Today, a large portion of the popula-
tion carries a faster, smaller, lighter version of a
computer in their pockets. Smartphones and the
advances in how we access the Internet have
drastically changed our world. With the right
equipment, you can have real-time conversations
with individuals who are sitting right next to you
just as clearly as you can speak with someone
across the globe.

Over these last 50 years, we’ve moved from an
Industrial Age to the Information Age (also
known as the Computer Age or the Digital Age).
As far back as 1980s, Masson, Collins, and Cox
(1986) noted that compared to other occupations,
the majority of individuals in Western societies
are hired to collect, handle, and distribute infor-
mation. In the 1990s the rise of automation in the
workplace saw a movement toward replacing
humans in jobs where an automated machine
could function. Machines can now be pro-
grammed to do many things including driving
and parking cars, running assembly lines, and
even conducting some surgical procedures. These
are characteristics of the Information Age, a for-
ward movement to creating smarter, faster tech-
nology that is meant to enhance productivity in
regard to employment and occupations. These
changes in technology can also assist service pro-
viders in enhancing the lives of individuals with
disabilities, making time and distance less and
less of a problem in service delivery.

In service delivery, researchers have been
examining ways to reach rural populations
through the use of technology for several years
(Ross, 2016). The term ‘“‘telecommunications”
refers to communicating through an electronic
means and can include phones, email, and the
Internet through cables, wires, and over fiber-
optic lines. Terms like “telehealth,” “telecounsel-
ing,” and “telepsychology” refer to the practice
of providing health services, counseling, and
vocational rehabilitation over a distance and
often times to individuals living in rural areas
using various means of telecommunications. The
extent to what is considered telecommunications

is varied and can include simply talking with a
consumer over the telephone or through text
message. More complicated means of telecom-
munication may include email, video conferenc-
ing, through Internet websites, online support
groups, or even through applications developed
for the use with smartphones. On a global scale,
we have used telecommunications to assist in
service provision through national text messag-
ing crisis lines and a new method of using a
smartphone application, which allows for private
messaging, to be used with individuals in domes-
tic violence situations (Bell, 2016).

Discussion Box 4.1

Crisis hotlines have become a cost-effective
way to de-escalate an individual in the
moment of a crisis and a way to direct them
to various mental health resources. The
purpose of these hotlines is to decrease
feelings of hopelessness and reduce the
likelihood of suicide in callers. The service
is also used to ensure that individuals
receive immediate assistance and referrals
for resources as needed (Evans, Davidson,
& Sicafuse, 2013). The National Suicide
Prevention Lifeline reports that the 165
member centers, in the year 2014, answered
about 1.5 million calls (Draper, 2015).
While we know the general use statistic,
the statistic that is more difficult to estimate
is the ages of the callers. It is suspected that
less than 5% of these calls are made by
individuals 18 years old and younger
(Evans et al., 2013). With text messaging
being used so extensively by individuals
between 12 and 17 years old, the develop-
ment of a text message crisis line allows
service providers to reach adolescents in a
way that matches the way in which they
communicate. When asked, adolescents
indicated that they find text messaging to
be more comfortable, private, and readily
available compared to face-to-face commu-
nication. Additionally, researchers believe
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that, with this population in particular, text
messaging allows the individual to spend
the time discussing the actual issue or con-
cern more directly. While there are limita-
tions to text messaging crisis interventions,
such as the limitation of not having nonver-
bal cues and voice inflection cues, this
means of reaching adolescents especially is
gaining popularity. Text messaging crisis
lines may aid in increasing help-seeking
behaviors and provide an avenue to reach a
crisis counselor at any time day or night.
For individuals in rural areas, these hotline
service providers may be one of the only
options for crisis services. Individuals with
disabilities, already making use of text
messaging, may also find this form of com-
munication less stigmatizing and more pri-
vate as well.

Throughout the literature, psychologists
(Gray, Hassija, Jaconis, et al., 2015), social
workers (Mattison, 2012; Reamer, 2013), voca-
tional counselors (Ispen, Rigles, Arnold, &
Seekins, 2012a; Johnson, 2004), occupational
therapist, and educators (Casey, 2008) have doc-
umented the benefits of providing services and
education through telecommunications to indi-
viduals in rural areas. These researchers often
cite ease of access and cost reduction as the main
motivators to employing telecommunication
methods as a means of reaching individuals
(Ipsen et al., 2012a).

Researcher and legislation have examined the
use of assistive technology and individuals with
disabilities. Specific to vocational rehabilitation,
the Institute of Rehabilitation Issues (IRI, 2002a,
2002b) has examined how technology can be
used to enhance vocational services to individu-
als with disabilities. Conducting assessments;
contacting consumers through email, text, or
real-time video conferencing; teaching job search
skills; applying for positions; and researching job
openings, all serve as a few of the many uses tele-
communications in providing services for indi-

viduals with disabilities. More recently the
Institute of Rehabilitation Issues (IRI, 2010)
provided recommendations that include develop-
ing policies to support the use of technology to
assist both employees of VR agencies and to
assist the participants of services. The IRI sug-
gested counselors use technology to provide ser-
vices to consumer but also emphasized greater
efforts be made to use technology as a means of
accommodating disability when appropriate.
These recommendations are supported by legis-
lation such as the Assistive Technology Act of
2004 (P.L. 108-364), the Individuals with
Disabilities Education Act (P.L. 94-142), and the
Americans with Disabilities Act (P.L. 110-325).
Additionally, the recent Workforce Innovation
and Opportunity Act of 2014 (PL. 113-128)
encourages digital literacy or the training of indi-
viduals to use technology to reach their educa-
tional and vocational goals. These governmental
legislations provide support for the use of and
access to assistive technology provided to chil-
dren and adults with disabilities.

Accessibility of Technology

Individuals with disabilities consistently have
lower employment rates than individuals without
disabilities. Individuals with disabilities also con-
tinue to be at a disadvantage in regard to income,
transportation, and other key areas that may
affect life satisfaction (Barzegarian & Sax, 2011).
Of concern for individuals with disabilities, in
rural areas, is that while employment rates rise in
metro areas, the rates of unemployment in non-
metro or rural areas are not rising at the same
pace. Additionally, poverty rates in nonmetro
areas are consistently higher than for individuals
living in more metro areas (USDA ERS, 2016).
Social services have become one of our primary
means of assisting in alleviating poverty and
unemployment.

Barriers to receiving these social services in
rural areas are created by several factors, includ-
ing financial limitations and transportation issues
that affect both the consumer and the agency pro-
viding services. The offices in which services are
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provided may be at a great distance from the
consumer, and public transportation may not be
an option. Service providers calculating the cost
must consider the overall expense of traveling
itself (gas, automotive maintenance, per diem if
appropriate, etc.) and the time that traveling may
take away from one’s ability to see additional cli-
ents. Rural areas often have agencies that serve
several counties, with consumers living hours
away from the office. The time, alone to travel to
the various different counties to meet with the
consumers, face-to-face, is a natural limiter to the
quantity of services that can be provided.
Therefore, both monetary expenses and the ser-
vice provider’s caseload size may prohibit them
from frequent home visits. The use of telecom-
munications then becomes a necessary way to
provide cost-effective services. While telecom-
munications may be cost-effective, providing ser-
vices via technology still comes with barriers and
complications.

To examine various barriers in the use of tech-
nology in providing services, Ispen et al. (2012a,
2012b) conducted exploratory studies to deter-
mine access to, use of, and attitudes toward using
telecommunication in providing vocational reha-
bilitation services in rural communities. In the
first study, Ispen et al. (2012a) surveyed over
1000 vocational rehabilitation counselors regard-
ing their use of telecommunications. The survey
looked at available methods of telecommunica-
tion, agency support in using telecommunica-
tions, counselor attitudes and experiences in
using telecommunications, and barriers presented
to and by the consumers using the services. Ispen
et al. found that the majority of the counselors
surveyed (98%) had access to the Internet and
email, and most believed that telecommunica-
tions enhanced their ability to provide VR ser-
vices (73%). Few counselors in the study,
however, reported agency support, training on the
use of telecommunications, or technical support
needed to use the telecommunications.

While the counselors reported using telecom-
munication methods, such as email and the tele-
phone, to reach out to both urban and rural
consumers, overall the counselors in these com-
munities reported having fewer communications

with rural consumers regardless of the nature of
communication (face-to-face or telecommunica-
tions). Based on the study, counselors reported
that their rural consumers did not have the same
access to computers with Internet access and did
not have email addresses. Other issues included a
concern with the consumer’s ability to communi-
cate in writing through email, either based on lit-
eracy issues, comprehension, language barriers,
and/or disability factors such as visual impaired/
blind, hearing impaired/deaf, cognitive disabili-
ties, and mental illness. The disability factors
such as low vision/blindness may also imply lim-
ited access to accommodations allowing consum-
ers to fully utilize telecommunications (i.e., a
screen reader that allows for text to speech for
individuals who are visually impaired). In this
study, counselors reported that approximately
50% of their rural consumers did not have access
to a computer with the Internet or know how to
use the Internet to enhance their vocational
rehabilitation.

In the second Ispen et al. (2012b) study,
recruiting consumers from seven different agen-
cies, for a total of 225 respondents, the research-
ers found that nearly all of the consumers had
access to a cell phone, land line telephone, or
both (96%) and that many (78%) had cell phone
service. Although at a bit higher than estimated
by the counselors in the first study, this second
study found that a little over one-half of the par-
ticipants had access to a computer with Internet
access and an existing email address. In contrast
to what the counselors expected in the other
study, however, nearly 70% of the participations
said that they could access a computer with
Internet in their community, and over 60% indi-
cated that communicating with their counselor
over email was acceptable. On the other hand,
however, similar to the findings of the first study,
certain consumers with certain disabilities, such
as those with cognitive impairments, were less
likely to use the telephone or email telecommuni-
cations. In a study looking specifically at a dis-
ability that often hampers communication,
Johnson (2004) linked telecommunications and
VR services, providing video conferencing to
individuals who are deaf or hearing impaired.
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The participants in the Johnson (2004) study
found video conferencing to be better than using
the phone or those who preferred to communi-
cate using American Sign Language.

The studies mentioned, being mostly explor-
atory, provide us with an opportunity to examine
the thoughts of both counselors and consumers of
services and how telecommunication can be used
to enhance service provision. The main barrier
highlighted in the exploratory studies by Ispen
et al. (2012a, 2012b) was disability or disabling
conditions as they factored into the methods of
telecommunications used by the VR counselors.
Telephones and email were not accessible to all
consumers whose disability affects their ability
to interface through voice or written communica-
tions. In these studies VR counselors and con-
sumers noted that email, text, and telephone were
the most readily available forms of telecommuni-
cation. Access to telecommunications, therefore,
is multilayered when thinking about how tele-
communications can assist individuals in rural
areas with obtaining services. The first concern is
the access that is provided by the agency for the
counselor or human service provider. Counselor
technology literacy, agency support, and training
in telecommunications along with access to other
forms of telecommunication such as video con-
ferencing could bridge some gaps. On the other
hand, there is the consumer and his or her knowl-
edge, access, training, and support in the use of
telecommunications in general but also in his or
her access to assistive technology that will make
the smartphone, email, or computer accessible,
considering his or her disability (i.e., screen
reader, enlarged text, predictive keyboards, video
options).

Consumer access to the appropriate telecom-
munication devices and applications for their
particular disability comes with additional con-
cerns for consumers in rural areas. Along with
disability factors, barriers may include demo-
graphic and personal factors. The Ispen et al.
(2012b) study examined age and college educa-
tion along with disability as variables that
might factor into the use of telecommunications
and the belief that it is acceptable to use for
rural disability-related services. While age was

not a significant factor in the reported study,
there is a concern regarding the use of technol-
ogy and the consumer born prior to the technol-
ogy boom who did not use computers and
technology during their education. Ownership,
use, digital literacy, and technology literacy
may be an issue for those consumers who have
not been previously provided with education
and training in telecommunication devices and
applications.

Technology research indicates that the own-
ers of items such as a smartphone (i.e., cell
phone with Internet access) are more likely
younger people under the age of 50. The Pew
Research Center reported in 2015 that smart-
phone ownership starts at over 80% ownership
for individuals 18-49 and drastically dips to a
little over 50% for those 50—-64 years old and as
low as 30% for those over 65 years old
(Anderson, 2015). This limits access to text mes-
sages and smartphone applications that may
assist the process such as FaceTime, which could
be used for video conferencing. Computer own-
ership does not see as much fluctuation based on
age with 70-80% of individuals 18-64 years old
owning a computer (desktop or laptop) and 55%
of individuals 65 and older owning a computer
(Anderson, 2015). Computer ownership does
not, however, indicate knowledge of use, access
to the Internet, or an ability to troubleshoot any
technology issues that may arise in the use of the
computer for services.

Along with age and disability, Ispen et al.
(2012b) examined education level of consumers
to determine if education was connected to the
use of technology and a belief that technology
use was appropriate in service provision. They
found that individuals with some college educa-
tion reported significantly higher rates of com-
municating with their counselors through
telecommunications and indicated a significantly
higher acceptability rating then those consumers
with a high school or less education. This is also
supported by the Pew Research Center (Anderson,
2015) information that reports that over 90% of
individuals with some college education owned a
smartphone and 90% owned a computer.
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Other factors addressed by the Pew Research
Center included race/ethnicity, household
income, and community type (urban, suburban,
and rural). Overall, smartphone ownership is
affected by age, household income, education,
and community type with individuals from rural
areas with less household income less likely to
own a smartphone. Computer ownership, how-
ever, is affected by race/ethnicity, age, household
income, and education with little difference in
ownership across community type (Anderson,
2015). According to Pew Research Center, broad-
band access (the ability to use the Internet) at
home is affected by race/ethnicity, community
type, household income, and education levels.
Rural residents and African Americans were a
little over 50% likely to have broadband at home
and individuals with lower incomes and less edu-
cation under 50% likely to have access to the
Internet from their homes (Horrigan & Duggan,
2015). The FCC reports that in the year 2016,
20% of rural America lacks access to broadband
services at speeds fast enough to use email, while
39% of rural America lacks the speeds to conduct
video conferencing, online education program, or
even a general online internet job search (Federal
Communications Commissions, 2016). This fits
with the counselors in Ispen et al. (2012a) report-
ing that only about 50% of their caseload had
access to the Internet at home. Access to the
Internet, ownership of telecommunication equip-
ment, a knowledge of how to use the equipment,
and the assistive technology needed to adapt the
telecommunication equipment to fit with the dis-
ability may be needed for many of the individuals
that could benefit the most from telecounseling
and distance service provision.

Therapeutic Relationship

Telecommunication, especially email and text
correspondence, introduces the possibility of
misunderstanding. Counselors worry that the
telecommunication methods used to reach rural
clients may interfere with the counseling rela-
tionship (Simpson & Reid, 2014). In the counsel-
ing literature, Bordin (1979) discusses the term

“therapeutic alliance.” This term or concept
describes the bond between the client and the
counselor. In his research Bordin indicates that
the therapeutic alliance includes the factors of
goal agreement, trust development, and the col-
laborative quality of the counseling/counselor
relationship. In other words, how well do the
counselor and client work together toward obtain-
ing a predetermined and positive outcome? This
ability of the counselor and client to work
together on shared goals, tasks, and expected out-
comes is a reliable predictor of both positive out-
comes and client attrition (Donnell, Lustig, &
Struser, 2004; Simpson & Reid, 2014).
Considering the importance of the therapeutic
alliance to the client outcomes, it is critical to
examine the effects of using technology on the
counseling relationship. Issues such as miscom-
munication, poor writing skills, language com-
prehension, reading comprehension, and lack of
access to nonverbal cues may pose a threat to the
alliance.

Legal and Ethical Issues

Historically legal and ethical issues have been the
biggest hurdles in using technology to provide
counseling and services to individuals with dis-
abilities. Laws on use have not been able to keep
pace with the advancements in technology. For
example, a law may be in place governing the
provision of counseling to individuals in other
state via Internet counseling; however, the recent
use of text messaging as a crisis intervention may
not yet be addressed. In the mid-1980s Mason,
Collins, and Cox (1986) outlined what they called
“the four ethical issues of the information age.”
Technology has changed drastically since the
article was written, yet, the four ethical issues
remain a problem to be addressed when using
technology in the workplace. The four issues pre-
sented are privacy, accuracy, property, and
accessibility. How do we keep the information
private? Is the information we have accurate?
Who owns the information and how accessible is
the means in which we are trying to provide ser-
vices? The questions posed by Mason, Collins,



4 The Role of Technology in Service Delivery for People with Disabilities in Rural Communities 65

and Cox were originally presented for individu-
als in business, but similar questions have
emerged regarding technology in the human ser-
vice fields. Researchers in rehabilitation counsel-
ing (Reimer-Reiss, 2000), social work (Reamer,
2013), and psychology (APA, 2013) continue to
look at issues of privacy (or confidentiality),
accuracy, property, and accessibility. In addition,
and specific to human services, are issues of
informed consent, competence, and risk manage-
ment (Reamer, 2013).

To address some of the concerns, the American
Psychological Association (2013) has adopted
suggestions on ethical guidelines to address
issues as related to telecommunications in coun-
seling. They provided eight guidelines that
address concerns of assuring that the technology-
based services meet a standard level of care simi-
lar to what one would expect when receiving
in-person services. Special attention was paid to
ensure that consumers or clients are informed of
the additional risk of online or technology-
assisted services, and the counselor is doing
everything possible to minimize risk and poten-
tial breaches of confidentiality.

Although service providers may be well
versed in the general aspects of ethical codes
assuring that the standards are met in providing
services, the addition of technology requires
more specific knowledge. While the ethical codes
mandate that counselors not practice outside of
their scope of knowledge, for those using tech-
nology for service provision, adherence to the
code needs to be extended to include competency
in the use of technology. If video conferencing is
the best way in which to provide services to a
rural client, the service provider’s knowledge of
service profession can only be demonstrated if he
or she also has knowledge of the programs
needed to conduct the video conferencing.
Similarly, accessibility in the case of teleservices
includes not only access to services through the
agency but also access to the necessary technol-
ogy and/or infrastructure to obtain the informa-
tion and access to the information or the ability to
interact with the information (i.e., ability to
search for information online or ability to interact
with members of an online support group).

In addition to ethical concerns, APA (2013)
guidelines indicate a need to be knowledgeable
of the laws and regulations and how they may dif-
fer across states and/or between jurisdictions.
Providing services to consumers who are out of
state at the time of service provision and/or agen-
cies that serve neighboring counties in connect-
ing states will need to be assured of the differences
in laws and regulations regarding services.
Currently, licensure for many health-related ser-
vices (i.e., licensed professional counselors, psy-
chologist, licensed social workers) is regulated
and governed by the individual state. Individuals
licensed in one state are not automatically
licensed in another state. Using southern Illinois
as an example, within an 80-mile radius, four
states (IL, KY, IN, and MO) have varied rules,
regulations, and requirements for licensure and
possibly different regulations regarding using
telecommunications in service provision. Service
providers in rural areas will need to be especially
aware of jurisdiction changes on the state and
county level.

Overall, researchers and agencies can clearly
identify the benefits in providing services to indi-
viduals in rural areas through the use of technol-
ogy. It is cost-effective, efficient, and a great way
to reach consumers who may not otherwise be
served. The psychology literature also indicates
that consumers may be more open to talking
online with the added benefit of a certain level of
anonymity, and consumers with strong written
communication skills often benefit from writing
out their concerns (Ross, 2016). Currently, how-
ever, in the rehabilitation literature, the barriers
of service provider competency, consumer com-
petency, disability factors, location, income, and
age may factor into the limited use of telecom-
munications in service provision.

Recommendations and Suggestions

The Institute on Rehabilitation Issues (IRI,
2002a, 2002b) has developed suggestions on the
use of telecommunications in the vocational
rehabilitation process. Similarly, the American
Psychological Association (2013) has developed
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and adopted guidelines used to direct the use of
telecommunications in providing psychological
services. The two documents provide a founda-
tion for the development of recommendations
and suggestions for including technology in the
delivery of services for individuals with disabili-
ties in rural areas. These documents address the
key areas needed to assure that services can be
provided through technology. These key areas
include the agency, the service provider, the stan-
dards for services, and the consumer.

Agencies

Ispen et al. (2012a) reported that a large percent-
age of counselors in their study (98% of 1187
counselors) had agency-supported access to com-
puters and wireless Internet. The majority of the
agencies supported the use of email and phone
communications. The number dropped drasti-
cally, however, for supported text messaging
capabilities (6%) and video conferencing (14%).
Similarly, only 20% of the counselors believed
that their agency completely supported using
telecommunications in service delivery, and only
29% believed they had access to technical sup-
port when needed. The number of counselors
who had received any training in the use of tele-
communications in service delivery was also low
(29%). Examining the connection between train-
ing and the use of technology, the researchers
were not surprised to find that the counselors who
were trained in using technology in delivering
services were more likely to use technology in
delivering services. Thus, supporting the argu-
ment that supports the use of technology in ser-
vice provision begins with agency support and
needs to include training and technical support.
The results of the Ispen et al. study illustrate
how agency support or lack of agency support
affects the use of technology in providing ser-
vices. The first step in developing strategies for
delivering services with the use of technology
therefore includes gaining agency buy-in to the
process. Providing training opportunities, releas-
ing time to obtain training, and providing techni-
cal support are steps in developing agency

support. Additionally, providing access to the use
of different types of technology or telecommuni-
cation devices can enhance and better enable the
use of technology in service provision. Ispen
et al. noted that many counselors have access to
very little more than email and telephone services
to contact consumers. The concern, however, is
that either due to disabilities or due to literacy
issues, only 50% of consumers are able to access
telephones or make use of email.

Providing training and support to the service
provider is one way in which the agency can
express support for the use of technology in pro-
viding services. Additionally, agencies overall
presence on the Internet can bolster the use of
services in general. Developing an agency web-
site and/or making use of social media and inter-
active Internet platforms can provide an
inexpensive way to reach consumers. An agency
website that holds information on agency ser-
vices, programs, as well as vendor and referral
programs can provide an additional means of
bringing in consumers and also provide them
with the information needed to conduct an
informed choice. Social media platforms such as
Facebook and YouTube provide agencies with an
opportunity to provide up-to-date information
and to make their content interactive for the con-
sumer. Institute on Rehabilitation Issues (2002a)
suggestions include using the website as a means
of assessing consumer satisfaction and providing
round-the-clock access to agency information
and as a means of marketing the agency and/or
program.

Service Providers

Agency buy-in is the first step in providing tele-
services to individuals in rural communities. The
second step or second hurdle is counselor or ser-
vice provider buy-in and training. As mentioned
previously in the chapter, counselor competen-
cies in this area include both knowledge and
skills of service provision but also knowledge
and skills in using various types of technology.
Technology literacy, digital literacy, and informa-
tion literacy all refer to the knowledge, skills, and
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ability to effectively use technology and/or access
information through the Internet. While a video
conference call may be the best way to provide
services to a rural consumer who is deaf, a coun-
selor with little understanding of how to conduct
a video conference call is unable to provide ser-
vices in this manner. The IRI (2002a) suggestions
for digital or information literacy include the
following:
(a) having an understanding of different media and
technologies, (b) using the ability to think criti-
cally, (c) having an understanding of ethics, (d)
evaluating information properly, and (¢) communi-

cating to put the information to work for people
with disabilities. (p. 33)

Many service providers of today tend to be in
the age group that did not grow up with comput-
ers and may not have computer skills. Basic com-
puter knowledge, training, and support in learning
different methods are essential in developing a
standard for providing services via technology.
Gaining general computer and technology com-
petencies is needed in addition to learning and
making use of those technologies that are specific
to individuals with various disabilities. Often
individuals who are deaf communicate better via
text or instant message or through video confer-
encing where sign language can be used. In pre-
liminary studies on the use of technology, neither
text messaging nor video conferencing was used
often by the counselors (Ispen et al., 2012a),
which added to the issues of access. Knowledge
of how screen readers, for those with visual
impairments, handle information emailed or
uploaded to a website and a working knowledge
of what is being termed “text speak” may also
help the service provider in meeting the needs of
the consumer. Overall, having an understanding
of the various assistive technologies that can alter
information input (i.e., dictation programs) and
those that alter information output (text to speech)
is needed by the service provider to assure access
for the consumer.

Standards for Services

In the midst of the Digital Age, those agencies
and service providers not making use of technol-
ogy are creating a disservice to themselves and to
their consumers. An overall standard of care,
however, has to be maintained regardless of how
services are delivered. Those individuals receiv-
ing services through telecommunication should
not feel as if they are receiving a substandard of
care that is used only when the main methods are
not available. This standard of basic care should
include the careful consideration of potential eth-
ical and/or legal concerns with providing services
online, through the telephone or over the Internet.

One of the main concerns is assuring that con-
sumers have privacy and that information is kept
as confidential as possible. The first step the
agency may wish to review their policies and pro-
cedures regarding the use of technology. Are
agency policies so lax that private information is
available to non-agency personnel or so strict that
service providers are allowed to use portable
technology (i.e., laptops, phones, or tablets) to
access consumer information outside of the
office? To find a balance, policies should be
reviewed to find ways to enhance services to indi-
viduals in rural areas. To give surety that infor-
mation shared over the Internet is kept
confidential, agencies and service providers may
need to obtain the necessary infrastructure and
security software that provide the encryption of
data, emails, and any client files. Included in the
concern of privacy is the need to assure that data
is disposed of in an appropriate manner.
Recognizing that simply deleting a file may not
clean it from storage and determining that web
searches, data, and other information is routinely
cleared from computer web browsers (APA,
2013) become a priority.

An additional standard of care suggestion is
that agencies and service providers serve as advo-
cates for technology use among and for their con-
sumers. As mentioned previously, often, rural
areas lack the infrastructure needed to support
Internet  services in rural communities.
Consumers may not have access to the broadband
needed to obtain Internet in their area and may
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have limited cell phone services. Furthermore,
consumers who have low income may also have
limited access to technology and limited access
to the Internet. In the Digital Age, information is
being shared via the Internet. Lack of access is as
important as a lack of transportation and a lack of
accessibility in the workplace. Advocating at the
local, state, and national level for increased
access to the Internet assists the consumer in
receiving services and also increases their
chances of changing their level of income or sta-
tus. With the necessary access and training, con-
sumers who can receive services via online
methods are more likely to also be able to obtain
employment that can be done at home via online
methods as well.

Consumer

Agency support, service provider training, and
the development of policies and procedures to
develop a standard of care all fall flat if the con-
sumer is unable to access the technology or make
use of telehealth services. As indicated in the
research studies (Ispen et al., 2012a, 2012b),
about 50% of consumers were unable to access
email or telephone communications. Some issues
were disability related and an inability to access
the information in the format used and some
issues were language and/or reading comprehen-
sion concerns, while other concerns were general
access and limited use of or knowledge of differ-
ent technologies that could be used.

Individuals who do not have access to technol-
ogy (computers and/or Internet access) at home
could possibly obtain access at the local library
or community center. To this end Ispen et al.
(2012b) reported that 70% of the consumers
polled for their study indicated that computers
and Internet services were available to them
within their community. Community access to
computers and Internet services, however, pres-
ents issues with physical accessibility of the
facility, access to any modifications needed for
their disability and concerns of confidentiality.
Will a discussion on a public computer in a pub-
lic setting remain private? Will the consumer

remember to log out after the discussion and will
he or she remember to clear computer of any per-
sonal information prior to logging out of the
computer? Often public facilities also put time
limits on the use of their computers, and library
or community center hours may not match up
with the hours that services can be provided. To
resolve some of these issues, it may also behoove
agencies to work together to provide access to
technology. For example, a VR agency located in
County A, that serves Counties A-E, may
develop a relationship with an Independent
Living Center in County E, to allow consumers to
use their computers and Internet services to
receive distance telerehabilitation from the VR
counselor who is residing in County A.

Similar to the issues of competency with the
service provider, overall computer, technology,
and digital literacy is needed with the consumer
as well. Does the consumer know how to effec-
tively and efficiently use the technology neces-
sary to obtain services in this manner? Technology
can be used to obtain services, set meetings with
the service provider, conduct searches for medical
information, join online support groups, apply to
college, take online courses, and even apply for
jobs. The need to fully understand how to access
this information on one’s own is a big part of
assuring that the rural client is provided equitable
services. The service provider then would need to
provide support, training, and possibly even
coaching to assure that the consumer takes on the
task of learning how to best use technology (IRI,
2002a). Training, educating, and coaching can
also be a shared task either across agencies or
through the use of natural supports that the con-
sumer may have more readily available. Perhaps

Research Box 4.1

See Cihak et al. (2015).

As discussed in the chapter, using tech-
nology to provide services to individuals
with disabilities in rural areas comes with
several challenges. One such challenge is
the individual’s digital literacy. Legislative
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Acts addressing disability and employ-
ment, most recently, have all touched on
the need to assure that individuals with dis-
abilities have digital literacy skills. Digital
literacy and the devices used to communi-
cate online (smartphones, tablets, comput-
ers) facilitate better vocational
opportunities, greater productivity at work,
and greater independence at work, home,
school, and life and provide a means of
social inclusion. Using a single-subject
research design called a multiple-probe
design, Cihak et al. developed a study to
teach four individuals with intellectual dis-
abilities how to use email, across multiple
platforms (laptop, tablet, and desktop
computer).

Method: The four student participants in
the study had some knowledge of the basics
of computers but had not been able to inde-
pendently use their email accounts prior to
the intervention. Prior to teaching the skills,
the researchers conducted a task analysis
laying out the individual steps needed to
access an email account, respond to an
email, and compose a new email to a peer
tutor. From turning on the device to signing
out after sending the email, the researchers
identified 21 steps in the task analysis. The
procedures for the study included a base-
line phase, a digital literacy instruction
phase, and a maintenance phase. The digi-
tal literacy targeted emailing from a desk-
top, computer, then a laptop, and finally an
iPad tablet. Instructions included providing
verbal directions and demonstrations and
practicing opportunities with reminder
cues on how to complete the task, along
with verbal and physical prompts to show
students how to complete each step of the
task. Finally, the maintenance phase tested
the student’s skills 9 weeks following the
training.

Results: The students increased their
mean percentage of task-analyzed steps
following the training. Students were able

to email independently, completely on
average 86% of the tasks, after a mean of
seven sessions, for the desktop with similar
results for the laptop and iPad tablet. All
students were able to understand the
instructions 9 weeks later and were able to
email as requested at this follow-up time.
The study gives further details on each stu-
dent’s skill acquisition and maintenance
skills following the training. Overall their
average scores went from a mean in the
20% range to a mean score in the 90%
range following the training.

Discussion: Each individual was able to
acquire the skills and show maintenance of
the acquired skills 9 weeks following the
training. The skills were additionally main-
tained across the various platforms.
Training across the various platforms
served as a means of providing generalized
learning in an effort to provide a basis for
learning newer, updated platforms in the
future. In the Digital Age, training must be
inclusive of the fact that technology will
continue to change. This study provides a
means of developing training schedules for
teaching individuals how to use the tech-
nology needed to enhance services to indi-
viduals with disabilities in rural areas.

enlisting the help of a family member who can
provide instruction and guidance to the consumer
or working with the local libraries and community
centers to assist them in aiding the consumer
could add to the consumer’s digital literacy.

To assure that consumers in rural areas with
disabilities are allowed as much access as possi-
ble, service plans and/or treatment plans will need
to include necessary telecommunications and
telecommunication training. Assisting a consumer
in financing a computer, assuring that an individ-
ual has voice recognition software, and/or train-
ing someone to use video conferencing may
enhance services but also may enhance the con-
sumer’s personal, educational, and employment
opportunities as well. Service plans of the future
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will need to include technology as well as the
assistive technology needed to access the digital
information that is available to others. Many of
the consumer barriers to technology access can be
addressed in assuring that assistive technology is
in place along with the original device. Assuring
that service providers are using technologies that
best fit the consumer’s disability, communication
and language concerns may be as simple as using
video conference instead of an email or an email
instead of a phone call. Service providers in con-

assistive technology needs. Based on func-
tional limitations can a person type, read,
hear, or see what is being communicated.
Some things to keep in mind when select-
ing assistive technology include the
following:

The person’s functional needs and/or
limitations.
The cost to purchase, train, maintain, and/

Discussion Box 4.2

Legislation such as the Assistive
Technology Act of 2004 (P.L. 108-364),
the Americans with Disabilities Act (P.L.
110-325), and the Workforce Innovation
and Opportunity Act (PL. 113-12B)
encourages service providers to work assis-
tive technology into service plans for per-
sons with disabilities and encourages the
provision of education on digital literacy.
To provide services to individuals in rural
areas through telecommunication, individ-
uals will need the devices necessary to
access the services. Assistive technology is
categorized as either “hard” or “soft” tech-
nology. Hard technology includes physical
items that do not need human interactions
to function (e.g., computers). Soft technol-
ogy on the other hand is those things that
require human interactions (e.g., decision-
making and training). Assistive technology
encompasses a board range of devices from
low tech (e.g., pencil grips, splints, paper
stabilizers) to high tech (e.g., computers,
voice synthesizers, computer screen read-
ers, braille readers). The goal of technol-
ogy in working with people with disabilities
is to enhance the employability, education,
communication, and daily functioning
activities. In assuring that an individual can
access the Internet, email, call, or video
conference with service providers, it is
important to assess the individual’s

or repair the device or technology.

Durability of the device and operability and
dependability of the device.

Proper training and follow-up services to
master the use of the device.

Potential of device increases the individu-
al’s level of independence.

The level of independence needed.

The amount of independence will the
device give the individual.

Ease of use and safety to use independently.

junction with the consumer will need to search for
and learn how to use those technologies that best
fit with the consumer’s abilities as opposed to
using those technologies that are the most readily
available (i.e., email and telephone).

Future Implications and Summary

The beginning of the Information Age looked
drastically different than the world we live in
today. While computers were large, clunky, and
only accessed by the wealthy, currently smart-
phones, laptop computers, and tablets have
brought technology to the masses. Most of us
could not have predicted the changes made in the
last 10-15 years, much less those changes over
the course of the last 30 years. Technology is
advancing rapidly and has gotten increasingly
faster, smarter, smaller, and more and more
affordable. With that all we can predict in the
next 10—15 years is that technology will change
in a way that is expected to be brighter and better
than it is now. Applications such as voice recog-
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nition, text to talk, and hands-free use of items
from phones to car may have been invented for
convenience, but these conveniences also serve
as almost a universal design, providing individu-
als with disabilities greater and greater access to
technology and digital information.

Greater access to technology as a whole comes
with greater opportunities to identify uses for tech-
nology in the provision of services. As mentioned
within the chapter, smartphone applications are
currently helping with domestic violence and cri-
sis counseling. Websites, smartphone applications,
and various social media outlets are also currently
providing information on diagnosis, treatment,
and first aid for many medical conditions.
Individuals can locate online counseling, support
groups, and other individuals with similar disabili-
ties. While we used to bring a person into an
agency for peer counseling or mentorship, indi-
viduals can now search out a mentor online who
may live next door or may reside across the world.

As technology changes with the speed of light
service providers, ethical boards and legislators
will need to strive to keep up with the trends.
Although governing bodies such as the American
Psychological Association (APA, 2013) have
developed guidelines for standards of care, they
are also quick to point out that what they have
produced is a guideline and not a requirement,
standard, or regulation. Standards have been and
continue to be adjusted as technology advances.
In particular, who can service what consumers
and where the services can take place are issues
that many researchers continue to discuss (Ross,
2016). Governing bodies seem to be contemplat-
ing issues of licensure and jurisdiction with
regard to distance, Internet, and telecounseling
services. Questions such as whether licensure in
one state allows for serving a client using dis-
tance or telecounseling methods in another state
are important to clarify. More broadly, can state
licensure boards work out a form of reciprocity
that takes into account the needs of a more tech-
nologically advanced world? These are questions
to be addressed as we advance in our efforts to
provide services via technology.

Our research on the use of technology in pro-
viding services to individuals with disabilities is

still in the exploratory phase. Even though Ispen
et al. (2012a, 2012b) have done an excellent job
of exploring the thoughts and actions of voca-
tional rehabilitation counselors and consumers,
studies are still needed to determine a connection
between distance service provision and consumer
outcomes. From the literature it appears that we
have reviewed the barriers and have determined
where we need to make changes to assure that we
can offer services at a distance for rural consum-
ers. Once offering services through the use of
technology is utilized and explored more com-
pletely in a more standardized manner, our next
step is to assure that these methods meet the needs
of the consumers. Can we provide services at a
distance for rural individuals with disabilities that
lead to positive, social, medical, and vocational
outcomes? This question remains to be answered.

Resources

1. The American Counseling Association,
American Psychological Association and the
Commission on Rehabilitation Counselor
Certification have each addressed the use of
technology and distance counseling in their
ethical codes for professionals.

American Counseling Association Ethics
Code — Adopted 2014.

Section H: Distance Counseling, Technology,
and Social Media. https://www.counseling.
org/resources/aca-code-of-ethics.pdf

American Psychological Association
Guidelines for Practice of Telepsychology.
http://www.apa.org/practice/guidelines/
telepsychology.aspx

Commission on Rehabilitation Counseling
Certification Code of Ethics — Adopted
2017.

Section J: Technology, Social Media, and
Distance Counseling. https://www.crccer-
tification.com/filebin/pdf/Final _CRCC_
Code_Eff_20170101.pdf

2. Funded through the Federal Assistive
Technology Act, each state has an Assistive
Technology Act Program that provides
Assistive Technology support and assistance.
Some programs provide training, device lend-
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ing libraries and information and referrals
regarding Assistive Technology. You can find
your state ATAP on the following website:
https://www.ataporg.org/programs

. Centers for Independent Living (CIL) provide

various services to individuals with disabilities
and are available in every state. Often these
centers provide services to individuals in rural
areas with some having satellite offices in the
most rural areas. CILs can be partnered to pro-
vide technology training, accessible technol-
ogy or space for service provision. The
Independent Living Research Ultilization
(ILRU) program provides a directory of CILs,
alphabetized by state, then divided by
county:http://www.ilru.org/projects/cil-net/
cil-center-and-association-directory

Purple’s Video Remote Interpreting (VRI) is
an “on-demand service” that provides a sign
language interpreter via webcam for commu-
nications between individuals who are deaf
and individuals who are hearing and in need
of a sign language interpreter. Purple: https://
signlanguage.com/vri/

The Job Accommodations Network (JAN) is a
source of information on disabilities, dis-
abling conditions, accommodations and
employment. JAN works with both employers
and employees, consulting on issues of
accommodations, related legislation and dis-
abilities. JAN: https://askjan.org/links/about.
htm

. The Institute on Rehabilitation Issues (IRI)

offers materials that address issues of impor-
tance in public rehabilitation or working with
individuals with disabilities. Various publica-
tions specifically address technology, distance
education and the Internet as a resource for
service providers. IRI Publications: http://
www.iriforum.org/books.aspx

Key References

1.

Anderson, M. (2015). The demographics of
device ownership. The Pew Research Center:
Internet, Science and Tech. Retrieved from

http://www.pewinternet.org/2015/10/29/
the-demographics-of-device-ownership/

Pew Research Center conducts research,
public opinion polling, demographic research
and media content analysis along with other
empirical social science research. Pew
Research is a subsidiary of The Pew Charitable
Trusts. Pew Research Center, Internet, Science
and Tech provides data on technology, use and
access: http://www.pewinternet.org/

. Americans with Disabilities Act of 1990, Pub.

L. 110-325. Retrieved from https://www.gpo.
gov/fdsys/pkg/PLAW-110publ325/pdf/
PLAW-110publ325.pdf

. Assistive Technology Act of 2004, Pub. L.

108-364. Retrieved from https://www.gpo.
gov/fdsys/pkg/PLAW-108publ364/html/
PLAW-108publ364.htm

Case Study: Jacquelyn Thomson

Jacquelyn is a 42-year-old white female.
She is a single parent of two young boys
who are 6 and 8 years old. Jacquelyn and her
sons live in a small rural town in Southern
Illinois. The small town has a population of
800 people. The town closest to her is a
45-minute drive away and has a population
of 20,000 people. This town is the biggest
town within a 100-mile radius from her
house. There are several small towns within
a 50-mile radius, with her local human ser-
vices office (i.e., public aid, vocational reha-
bilitation, one-stop shop) being in a town
that requires she drive over an hour.
Jacquelyn is a trained Certified Nursing
Assistant (CNA) and has worked in the
local nursing homes since her divorce
10 years prior. At work one evening, in
transferring a patient, Jacquelyn hurt her
back. She had to drive 100 miles to find a
doctor that could diagnosis her as having
spondylolisthesis, a condition in which one
of her vertebrae has slide forward over the
bone below. Her condition affects her L5/
S1 vertebra with the slip being listed as


https://www.ataporg.org/programs
http://www.ilru.org/projects/cil-net/cil-center-and-association-directory
http://www.ilru.org/projects/cil-net/cil-center-and-association-directory
https://signlanguage.com/vri/
https://signlanguage.com/vri/
https://askjan.org/links/about.htm
https://askjan.org/links/about.htm
http://www.iriforum.org/books.aspx
http://www.iriforum.org/books.aspx
http://www.pewinternet.org/2015/10/29/the-demographics-of-device-ownership/
http://www.pewinternet.org/2015/10/29/the-demographics-of-device-ownership/
http://www.pewinternet.org/
https://www.gpo.gov/fdsys/pkg/PLAW-110publ325/pdf/PLAW-110publ325.pdf
https://www.gpo.gov/fdsys/pkg/PLAW-110publ325/pdf/PLAW-110publ325.pdf
https://www.gpo.gov/fdsys/pkg/PLAW-110publ325/pdf/PLAW-110publ325.pdf
https://www.gpo.gov/fdsys/pkg/PLAW-108publ364/html/PLAW-108publ364.htm
https://www.gpo.gov/fdsys/pkg/PLAW-108publ364/html/PLAW-108publ364.htm
https://www.gpo.gov/fdsys/pkg/PLAW-108publ364/html/PLAW-108publ364.htm

4 The Role of Technology in Service Delivery for People with Disabilities in Rural Communities 73

Unstable and a Grade 1. She is not a candi-
date for fusion surgery, but the slip has
caused a pinched nerve. She is in a fair
amount of pain and has been warned that
continuing to lift heavy objects will cause
her vertebra to further slip which puts her
at a risk for paralysis, bowel and bladder
problems, and other long-term issues.
Jacquelyn is otherwise a healthy woman
who had enjoyed a fairly active life. Her
ex-husband has moved out of the area and
has little contact with her or their children.
Her mother lives on the same street but is
elderly and has been getting both physical
and financial assistance from Jacquelyn
over the last year or two.

As mentioned Jacquelyn’s nearest
human services offices require she drive an
hour from her house. She is unaware of
what services are available to her and has
been encouraged by the diagnosing doctor
to obtain physical therapy (PT), to obtain
mobility aids to limit the pressure on her
spine, and to consider either obtaining dif-
ferent employment or severely modifying
her current job duties. Jacquelyn has been
off work since the injury and is obtaining a
limited amount of worker’s compensation.
She is struggling financially and has noted
that her pain restricts her ability to sit for
long periods of time, including the time it
takes to drive to PT, to human services
offices, and even to her doctor’s
appointments.

Questions:

1. What types of services might Jacquelyn
benefit from obtaining?

2. What are some ways in which a human
service worker could accommodate the
fact that Jacquelyn is unable to travel to
the offices for services?

(a) What types of ethical and legal
issues must be addressed in provid-
ing services in the manner in which
you suggest?

(b) What rural area issues might restrict
her ability to obtain services with-
out driving to the offices?

3. Using the Internet resources provided at
the end of the chapter, provide a brief
description of Jacquelyn’s condition
and suggested mobility aids, which
could increase her mobility or at least
decrease her pain.

(a) What are some personal character-
istics that may affect her use of
technology and her ability to learn
to use such equipment?

4. If you are working to assist Jacquelyn in
obtaining new or modified employment,
what steps would you take first to assist
her in meeting her employment goals?

4. Individuals with Disabilities Education Act of
2004 Pub. L. 108446 Retrieved from http://
idea.ed.gov/download/statute.html

5. Workforce Innovation and Opportunity Act of
2014, P.L. 113-128 Retrieved from https://
www.gpo.gov/fdsys/pkg/PLAW-113publ128/
pdf/PLAW-113publ128.pdf

Instructional Features
Self-Check Questions

1. What some are reasons for using technology
to enhance services to persons with disabili-
ties in rural areas?

2. Other than email and text messaging, what are
some ways a service provider can provide ser-
vices using technology?

3. What are the ethical concerns regarding using
technology in the workplace?

4. The chapter addresses various personal issues
that might factor into if a person has access to
or uses technology. What are a few of these
factors?

5. The chapter addresses issues counselors have
in using technology in providing services.
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What are some ways in which agencies can
better support the use of technology in service
provision?

Field-Based Experiential Assignments

1. How much information do you have about

rural areas and service provision for people
with disabilities in rural areas? Using a map,
identify a town that is not located within a
metropolitan area and has a population
between 10,000 and 50,000 people. The town
cannot be a suburb of a bigger city or in the
county with the bigger city (over 50,000 resi-
dents). To fully understand, identify a town
that is at least 30-60 miles away from the
nearest city of over 50,000 residents. Once
you have identified this rural area, use the
Internet to locate services in that town or area.
Who provides transportation? How would a
person get to a doctor’s appointment if they
could not drive? Where is the nearest hospital
and/or doctor’s office? Where is the nearest
human services office? Do they have mental
health services in the area? Do they have med-
ical assistance such as physical therapy, occu-
pational therapy, and speech therapy readily
available? Do they have a medical supply
store or someone in the town who can repair a
broken wheelchair? How far would an indi-
vidual have to drive to get to a specialist for
any physical medical condition?

. Imagine yourself as having to train someone
on the use of technology so that the two of you
could later use it to communicate. For this
project start with developing a task analysis
for training someone how to use your smart-
phone. Outline the exact steps it takes to
unlock, turn on, login, and access your favor-
ite or most used app on your phone. Once you
have opened the app, develop the steps it
would take to perform the tasks of the app
(e.g., play the game, post on the social media
site, etc.). End your task analysis with the
steps it takes to log off of the app and close out
of your phone. Ask a friend to help you try out
your task analysis. Using only verbal com-

mands (do not point, touch, or physically
assist), direct the individual through the steps.
Modify your steps as needed.

. Conduct a small survey of the people you
know regarding their use of email, smart-
phones, laptops, and computers. Be sure to
include individuals from all age groups, peo-
ple with varied amounts of knowledge and
various disabilities (you probably know some-
one with a disability that is hidden like a
learning disability, hearing loss, or low
vision). In your survey ask questions regard-
ing their daily use of technology, their knowl-
edge, and the barriers they find in using
technology. Finally, be sure to add questions
regarding how comfortable they would feel
about using technology to interact with a doc-
tor, counselor, or service provider.

Multiple Choice Questions

1. In the Ispen et al. studies, the counselors
reported which of the following as a major
barrier to their using technology in service
provision?

(a) Lack of computer and/or email access

(b) Lack of agency support for use of
technology

(c) Lack of knowledge regarding the use of
technology

(d) All of the above

2. In the Ispen et al. studies, the consumers

report which of the following as one of the

major barriers to their using technology?

(a) Lack of access to the Internet, comput-
ers, or email

(b) Lack of knowledge on the use of
technology

(c) Limited ability to use technology due to
disability

(d) None of the above

3. According to the chapter,

refers to the knowledge, skills, and ability to
effectively use technology or access infor-
mation through the Internet.

(a) Digital or information literacy

(b) Information Age awareness
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(c) Tech-savvy knowledge
(d) Technological competencies
4. One of the main concerns in standards of
care and ethics in providing services via tele-
communication is which of the following?
(a) Access to the Internet
(b) Knowledge of the use of email
(c) Privacy and confidentiality issues
(d) Employment applications issues
5. What are some possibilities for accessing the
Internet if a person doesn’t have access at
home?
(a) The local library
(b) A human service agency
(c) A local community center
(d) All of the above
6. Bordin’s research indicates that
includes the factors of goal
agreement, trust development, and the col-
laborative quality of the counseling/coun-
selor relationship.
(a) Therapeutic alliance
(b) Counselor/client bond
(c) Counselor/client goal setting
(d) Therapeutic togetherness
7. The term used in Question 6 is a predictor of
which of the following?
(a) Negative counseling outcomes
(b) Positive counseling outcomes
(c) The likelihood that clients will return for
services
(d) B and C only
8. The Pew Research Center indicates which
age group most likely to have access to a
smartphone and/or a computer?
(a) 18-59 years old
(b) 21-65 years old
(c) 18-39 years old
(d) 49-65 years old
9. Mason et al. as far back as the 1980s identi-
fied four ethical issues in using technology in
the workplace. These issues are:
(a) Privacy, accuracy, property,
accessibility
Privacy, accessibility, accommodations,
reasonable limits
(c) Piracy,  property
accommodations

and

(b)

accuracy, and

(d) Piracy, reasonable limits, privacy, and
accessibility
10. Issues specific to technology in the counsel-
ing include which of the following?
(a) Information retrieval, accessibility, and
privacy
Informed consent, ethical mandates, and
personalization
(c) Informed consent, competence, and risk
management
Information retrieval, consent, and risk
management

(b)

(d)

A
(]
<

O 00U AW —
|
> U000 w

S
I
@!

References

American Psychological Association. (2013). Guidelines
for the practice of telepsychology. Retrieved from
http://www.apa.org/practice/guidelines/telepsychol-
0gy.aspx

Americans with Disabilities Act of 1990, Pub. L. 110-325.

Anderson, M. (2015). The demographics  of
device ownership. The Pew Research Center:
Internet, Science and Tech. Retrieved from
http://www.pewinternet.org/2015/10/29/
the-demographics-of-device-ownership/

Assistive Technology Act of 2004, Pub. L. 108-364.

Barzegarian, B., & Sax, C. L. (2011). Rehabilitation
counsellors: Incorporation of assistive technology
device selection and referral into professional practice.
Disability and Rehabilitation: Assistive Technology,
6(1), 378-385.

Bell, T. (2016). How Snapchat is helping unheard
survivors of domestic violence come forward.
Retrieved from http://www.attn.com/stories/6725/
snapchat-account-domestic-violence-victims-get-help


http://www.apa.org/practice/guidelines/telepsychology.aspx
http://www.apa.org/practice/guidelines/telepsychology.aspx
http://www.pewinternet.org/2015/10/29/the-demographics-of-device-ownership/
http://www.pewinternet.org/2015/10/29/the-demographics-of-device-ownership/
http://www.attn.com/stories/6725/snapchat-account-domestic-violence-victims-get-help
http://www.attn.com/stories/6725/snapchat-account-domestic-violence-victims-get-help

76

S.L. Robertson

Bordin, E. S. (1979). The generalizability of the psychoan-
alytic concept of the working alliance. Psychotherapy,
16, 252-260.

Casey, D. M. (2008). A journey to legitimacy: The histori-
cal development of distance education through tech-
nology. TechTrends: Linking Research & Practice to
Improve Learning, 52(2), 45-51.

Cihak, D. F., McMahon, D., Smith, C. C., Wright, R.,
& Gibbons, M. G. (2015). Teaching individuals with
intellectual disability to email across multiple device
platforms. Research in Developmental Disabilities,
36, 645-656.

Donnell, C., Lustig, D. C., & Strauser, D. R. (2004). The
working alliance: Rehabilitation outcomes for persons
with severe mental illness. Journal of Rehabilitation,
70, 12-18.

Draper, J. (2015). National Suicide Prevention Lifeline: The
first ten years. Retrieved http://www.sprc.org/news/
national-suicide-prevention-lifeline-first-ten-years

Evans, W. P, Davidson, L., & Sicafuse, L. (2013).
Someone to listen: Increasing youth help-seeking
behavior through a text-based crisis line for youth.
Journal of Community Psychology, 4, 471-487.

Federal Communications Commissions. (2016). 2016
broadband progress report. Retrieved from https:/
www.fcc.gov/reports-research/reports/broadband-
progress-reports/2016-broadband-progress-report

Gray, M., Hassija, C. M., Jaconis, M., Barrett, C., Zheng,
P., Steinmetz, S. & James, T. (2015). Provision of evi-
dence-based therapies to rural survivors of domestic
violence and sexual assault via telehealth: Treatment
outcomes and clinical training benefits. Training and
Education in Professional Psychology.

Horrigan, J. B., & Duggan, M. (2015). Home broadband
2015. The Pew Research Center: Internet, Science
and Tech. Retrieved from http://www.pewinternet.
org/2015/12/21/home-broadband-2015/

Individuals with Disabilities Education Act of 1990 Pub.
L. 94-142.

Institute on Rehabilitation Issues. (2002a). The 26th IRI:
Using the Internet as a resource to the state vocational
rehabilitation counselor. Retrieved from http://www.
iriforum.org/download/26IRI_internet.pdf

Institute on Rehabilitation Issues. (2002b). The 28th IRI:
Distance education: Opportunities and issues for the

public vocational rehabilitation program. Retrieved
from  http://www.iriforum.org/download/28IRI_dis-
tance.pdf

Institute on Rehabilitation Issues. (2010). The 35th
IRI:  elLearning and vocational rehabilitation.
Retrieved from http://www.iriforum.org/download/
35thIRIElearning.pdf

Ispen, C., Rigles, B., Arnold, N., & Seekins, T. (2012a).
The use of telecommunications to deliver services
to rural and urban vocational rehabilitation clients.
Rehabilitation Counseling Bulletin, 55, 144—155.

Ispen, C., Rigles, B., Arnold, N., & Seekins, T. (2012b).
Access to, use of, and attitudes towards telecom-
munication among rural VR clients. Rehabilitation
Counseling Bulletin, 56, 172—181.

Johnson, L. (2004). Utah deaf videoconferencing model:
Providing vocational services via technology. Journal
of Rehabilitation, 70, 33-37.

Mason, R. O., Collins, C. P., & Cox, E. L. (1986). Four
ethical issues of the information age. MIS Quarterly,
10, 5-12.

Mattison, M. (2012). Social work practice in the digital
age: Therapeutic E-mail as a direct practice methodol-
ogy. Social Work, 57(3), 249-258.

Reamer, F. G. (2013). Social work in a digital age: Ethical
and risk management challenges. Social Work, 58(2),
163-172.

Riemer-Reiss, M. (2000). Vocational rehabilitation
counseling at a distance: Challenges, strategies and
ethics to consider. Journal of Rehabilitation, 66(1),
11-17.

Ross, W. (2016). Web based counseling: Evaluating effi-
cacy in light of ethical challenges and therapeutic
advantages. Journal of Counseling and Education,
5(2), 35-49.

Simpson, S. G., & Reid, C. L. (2014). Therapeutic alli-
ance in videoconferencing psychotherapy: A review.
Australian Journal of Rural Health, 22, 280-299.

U.S. Department of Agriculture Economic Research
Service. (2016). Rural employment and unemploy-
ment. Retrieved from http://www.ers.usda.gov/topics/
rural-economy-population/employment-education/
rural-employment-and-unemployment.aspx

Workforce Innovation and Opportunity Act of 2014, P.L.
113-128.


http://www.sprc.org/news/national-suicide-prevention-lifeline-first-ten-years
http://www.sprc.org/news/national-suicide-prevention-lifeline-first-ten-years
https://www.fcc.gov/reports-research/reports/broadband-progress-reports/2016-broadband-progress-report
https://www.fcc.gov/reports-research/reports/broadband-progress-reports/2016-broadband-progress-report
https://www.fcc.gov/reports-research/reports/broadband-progress-reports/2016-broadband-progress-report
http://www.pewinternet.org/2015/12/21/home-broadband-2015/
http://www.pewinternet.org/2015/12/21/home-broadband-2015/
http://www.iriforum.org/download/26IRI_internet.pdf
http://www.iriforum.org/download/26IRI_internet.pdf
http://www.iriforum.org/download/28IRI_distance.pdf
http://www.iriforum.org/download/28IRI_distance.pdf
http://www.iriforum.org/download/35thIRIElearning.pdf
http://www.iriforum.org/download/35thIRIElearning.pdf
http://www.ers.usda.gov/topics/rural-economy-population/employment-education/rural-employment-and-unemployment.aspx
http://www.ers.usda.gov/topics/rural-economy-population/employment-education/rural-employment-and-unemployment.aspx
http://www.ers.usda.gov/topics/rural-economy-population/employment-education/rural-employment-and-unemployment.aspx

Health-Care Initiatives, Strategies,
and Challenges for People

with Disabilities in Rural, Frontier,
and Territory Settings

Erma J. Lawson

Overview
In 2008, the United States faced a financial cri-
sis considered by many economists to have been
the worst financial crisis since the Great
Depression of the 1930s (American Public
Health Association [APHA], 2014; Bagley &
Levy, 2014; Bulger, 2010). For example, the
monetary upheaval threatened to collapse large
financial institutions, in which the national gov-
ernment prevented through bank bailouts.
During this period, stock markets dropped
worldwide; the housing market suffered, result-
ing in evictions, foreclosures; and prolonged
unemployment (Kaiser Family Foundation,
2014). The economic catastrophe played a sig-
nificant role in the failure of key businesses;
declines in consumer wealth, estimated in tril-
lions of US dollars; and a downturn in economic
activity leading to the Great Recession of 2012.
Many Americans lost jobs and their health
insurance (Blendon, Benson, & Brulé, 2012;
Collins, Rasmussen, Doty, & Beutel, 2015).
Simultaneously, health-care costs increased at
an unsustainable rate. The US health-care spend-
ing equaled approximately $2.1 trillion, doubling
the 1996 amount (Blendon et al., 2012). A sense
of urgency existed and politicians called for
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health-care reform and included it in their elec-
tion and reelection platforms. As a policy goal,
the 2008 Democratic presidential election candi-
dates argued for health-care reform. In 2009,
President Barack Obama focused on a stimulus
bill to repair the deteriorating economy, and in
2009, Democratic leaders introduced detailed
health reform proposals to Congress (Kaiser
Family Foundation, 2014).

Compared to other industrialized nations, the
United States has the most expensive health -care
system in the world (Blumenthal, Adams, &
Nuzun, 2015; Emanuel et al., 2012). In 2010, per
capita health costs in the United States were
$8233 as compared with the next highest per cap-
ita cost of $5388 in Norway (National Center for
Health Statistics [NCHS], 2011). US spending
per capita doubled that of most other Western
nations, including France, Sweden, Australia,
and the UK (NCHS, 2011).

Despite the relatively higher health-care cost,
the United States has lower life expectancies and
higher infant mortality rates compared to many
industrial nations. For example, Canadians live
longer than people in the United States.
Specifically, women in Canada live an average of
83 years, compared to 80 in the United States;
men live more than 78 years compared to 75 in
the United States (Woolhandler, Campbell, &
Himmelstein, 2003). Importantly, the United
States is the only Western industrialized nation
that does not provide universal health coverage to
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its citizens (Kaiser Family Foundation, 2014). In
2010, approximately 50 million people in the
country were without health insurance (Kaiser
Family Foundation, 2014).

President Obama proposed comprehensive,
minimally invasive health-care reform to build
upon existing frameworks, including Medicare
and Medicaid (Orszag & Emanuel 2010;
Palmer, 2016). He did not advocate for the cre-
ation of a new health system but pursued
reform that would increase access to health
care and control costs without largely disrupt-
ing the current system (Collins, Rasmussen,
Garber, & Doty, 2013). President Obama
pledged, “If you like your health care plan, you
can keep it,” which implied that the new legis-
lation would not discontinue existing private
health-care plans. Following decades of strug-
gles to reform the health-care system, Congress
passed the Patient Protection and Affordable
Care Act (ACA) in 2010 with no Republican
support (Huntington, Covington, Center, &
Manchikanti, 2011).

The Patient Protection and Affordable Care
Act, known as the Affordable Care Act (ACA) or
Obama Care, is momentous and groundbreaking
legislation (Vincent & Reed, 2014). The ACA
has been described as the most significant social
legislation in the United States since the enact-
ment of Medicare and Medicaid in 1955 (Orszag,
& Emanuel, 2010; Sommers, Buchmueller,
Decker, Carey, & Kronick, 2013). President
Obama signed the final bill March 30, 2010.

The goal of the ACA is to improve the afford-
ability, availability, and quality of health insur-
ance through consumer protections, regulations,
taxes, health insurance exchanges, and subsidies
to improve health outcomes. Given that rural
health-care systems have changed over the past
decade and that approximately 54 million
Americans—afull 19% of the non-institutionalized
population — who suffer from a physical or cogni-
tive disability have major limitations in perform-
ing routine activities, the impact of the ACA on
people with disabilities in rural communities
warrants consideration and special attention
(Centers for Disease Control and Prevention
[CDC], 2016).

Moreover, people with disabilities in rural
communities have high unmet needs. First, their
health conditions are often neglected in most of
the health promotion and other preventive ser-
vices (Downey, 2013). In fact, people with dis-
abilities from various age groups encounter health
service deprivations. Adolescents with disabilities
are often deprived of sexual and reproductive
health services; adults with disabilities are often
denied routine screening measures or regular
health interventions (Finley & Stewart, 2013).
Second, secondary conditions such as bedsores
and infections, comorbidity, age-related condi-
tions, adoption of high-risk behaviors (e.g., sub-
stance abuse, poor lifestyle measures), and higher
rates of premature deaths have been reported
among people in rural communities. If addressed
by stakeholders, such conditions are preventable
(Hartley, 2004).

The purpose of this chapter is to discuss the
impact of health-care reform on rural residents
with disabilities. A special emphasis is place on
service delivery reforms, which have received
little research attention. Most studies have
focused on insurance reforms (Vincent & Reed,
2014). First, this chapter provides an overview of
the Affordable Care Act (ACA), followed by a
brief review of rural health disability disparities.
Second, the challenges individuals with disabili-
ties in rural communities face are discussed.
Finally, the last section presents initiatives and
strategies to improve rural health care.

Learning Objectives
Upon completion of this chapter, the reader
should be able to:

1. Identify key provisions in the Affordable Care
Act.

2. Articulate rural health disparities and the sig-
nificance of these differences to people with
disabilities.

3. Understand the need for health-care reform in
the United States.

4. Describe key factors and that might begin to
remedy the deficiencies noted in the ACA.

5. Appreciate the impact of the ACA on resi-
dents in rural communities.
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Introduction

On March 23, 2010, President Barack Obama
signed the Affordable Care Act (ACA) into law.
For the nearly 60 million uninsured rural
Americans, the law addressed the availability of
health-care services; increased access to quality,
affordable health coverage; a patient-centered
emphasis; and stressed disease prevention, cost
containment, and patient engagement. Specif-
ically, the Affordable Care Act enables
Americans to receive health security by the fol-
lowing comprehensive health insurance reforms:
(a) expand coverage, (b) hold insurance compa-
nies accountable, (c) lower health-care cost, (d)
guarantee more choice, and (e) improve the
quality of health care for all Americans. Per the
Congressional Budget Office, 12 million people
have insurance because they became eligible for
Medicaid under the Affordable Care Act. It also
provides the budget and economy a more stable
path by reducing the deficit by more than $100
billion over the next 10 years and more than $1
trillion over the second decade and by limiting
government overspending and reining in waste,
fraud, and abuse (Blumenthal & Collins, 2014).
By ensuring that people have access to preventa-
tive measures, the law will save millions of lives
as well as taxpayers’ money through the elimi-
nation of unpaid hospital bills that increase the
cost of health care. Most importantly, the Act
promotes wellness and public health and pro-
vides an unprecedented funding commitment to
these areas. It directs the creation of a national
prevention and health promotion strategy that
incorporates the most effective methods to
improve the health status of Americans and
reduce the incidence of preventable illness and
disability in the United States.

Key provisions of the ACA that address rising
health costs include providing more oversight of
health insurance premiums and practices; empha-
sizing prevention, primary care, and effective
treatments; reducing health-care fraud and abuse;
reducing uncompensated care to prevent a shift
onto insurance premium costs; fostering com-
parison shopping in insurance exchanges to
increase competition and price transparency;

implementing Medicare payment reforms; and
testing new delivery and payment system models
in Medicaid and Medicare. Although the law is
complex, the key elements can be grouped into
two main categories: insurance reform and health
system reform (U.S. Department of Health and
Human Services [USHHS], 2014). It is important
to distinguish facts from myths about the ACA
(see Discussion Box 5.1).

Discussion Box 5.1: Key Provisions of the
Patient Protection and Affordable Care Act
(ACA): A Systematic Review and
Presentation of Early Research Findings

French, Homer, Gumus, and Huckling
(2016) conducted a systematic literature
review of selected major provisions of the
Affordable Care Act (ACA). They identi-
fied relevant articles from scholarly peer-
reviewed journals and reports disseminated
by governmental agencies and various
organizations. The authors synthesized
research findings from the past 5 years
regarding the immediate and long-term
effects of the ACA. The research shows
that the ACA has substantially decreased
the number of uninsured individuals.
Affordability of health insurance continues
to be a concern for most people as health
disparities persist by geography, race/eth-
nicity, and income. Evidence also suggests
improvements in access to and affordabil-
ity of health care.
Discussion Questions:

1. What provisions in the ACA decreased
the number of uninsured individuals?

2. What reasons do you think that health
insurance, access to health care, and the
quality of health care continue to con-
cern rural people with disabilities?

3. What factors in the ACA led to improve-
ments in access to health care?

Note: Adapted from French et al. (2016)
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Insurance Reform

The Individual Mandate Beginning in 2014, all
Americans are required to buy health insurance
coverage or pay a penalty. Designed to increase
the number of healthy individuals in the risk pool,
policy-makers argued that insurance premiums
would increase for the healthy individuals who
cannot afford coverage, that is, whose cost of pre-
miums exceed 8% of household income, and
those eligible for Medicaid under the Medicaid
expansion provision are exempted from the man-
date (Kocher, Emanuel, & DeParle, 2010;
Sommers, Gunja, Finegold, & Musco, 2015).

The Affordable Care Act limits the scope of
insurance companies. In the past, insurance com-
panies denied coverage to adults and children
with chronic conditions and placed a lifetime
financial cap on paid care or terminated coverage.
The Affordable Care Act created a Patient’s Bill
of Rights that protects consumers from such
insurance company practices. Specifically, insur-
ance companies can no longer:

1. Deny coverage or charge more for a preexist-
ing condition.

2. Impose lifetime dollar limits and essential
health benefits.

3. Cancel coverage due to an application mistake.

Other insurance reforms included tax credits
designed to increase the affordability of insur-
ance, gradual closure of the Medicare Part D pre-
scription drug doughnut hole, and the expansion
of the Medicaid programs. The following are
specific provisions related to insurance reform.

Medicaid Expansion Medicaid was planned to
expand coverage to nearly all low-income
Americans under the age of 65. Each state would
receive substantial federal support for the expan-
sion. The Medicaid expansion would largely ben-
efit low-income, childless adults who are ineligible
for Medicaid coverage in 40 states (Blendon et al.,
2012; Kaiser Commission on Medicaid and The
Uninsured, 2013). However, the 2012 Supreme
Court decision halted the Medicaid expansion by
permitting states to opt out of the Medicaid expan-

sion. As of March 14, 2016, 32 states and the
District of Columbia declared that they will expand
Medicaid. Provisions also include the following:
(a) requiring Congress to buy plans through
exchanges, (b) taxing tanning salons, (c) denying
health insurance to undocumented immigrants,
and (d) considering homeless people with disabili-
ties eligible for health care.

Health Exchanges A second type of insurance
reform is the creation of health-care exchanges,
which are organizations designed to facilitate the
purchase of health insurance. Exchanges are mar-
ketplaces that provide consumers with standard-
ized health-care plans that provide transparency
of benefits and costs. The marketplaces fill a gap
for individuals without employer-provided cov-
erage, individuals not old enough for Medicare,
and those with financial resources that disqualify
them for Medicare (Jost, 2014; Levit et al. 2003;
Long et al., 2014).

The ACA provides better access to health care.
For instance, insurers are required to cover rec-
ommended preventive services, including cancer,
diabetes, and blood pressure screenings without
additional co-pays or deductible. Additionally,
young adults can remain on their parents’ plans
until age 26. The Health Insurance Marketplace is
a one-stop shop where consumers can choose a
private health insurance plan that fits their health
needs. Most people who shop in the marketplace
qualify for financial assistance that lowers their
monthly premiums and makes coverage afford-
able (Keith, Lucia, & Corlette, 2014; USDHHS,
2014).

Health System Reform

Less well known of the ACA reforms are the
health system reforms. These provisions are
designed to improve quality and efficiency,
enhance the health-care workforce, and increase
public health and preventive services. Health sys-
tem reform is an important and significant com-
ponent of the patient-centered medical home
(PCMH) and the Accountable Care Organizations
(ACOs). Specifically, the health-care delivery
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models in the ACA are designed to improve qual-
ity and efficiency of health care. Moreover,
increased funding for Federally Qualified Health
Centers, National Health Service Corps, and
school-based health-care centers will increase the
quality of public health services (Devers &
Berenson, 2009; Fisher & Shortell, 2010).

Patient-Centered ~ Medical ~Homes Patient-
centered medical homes are a team-based
approach to health care, with the primary pro-
vider serving as a care provider and coordinator.
The team includes physicians; advanced prac-
tice nurses (called nurse practitioners, NP) or
advanced practice registered nurses (APRNs);
and other nurses, physicians, physician assis-
tants, pharmacists, dieticians, social workers,
educators, and therapists (Auerbach, Staiger,
Muench, & Buerhaus, 2013). While this model
is not new, and was practiced prior to the ACA
in health-care facilities, it provides an impetus
for the dissemination of the medical home
model (White House Fact Sheet, 2012). Patient-
centered medical care homes will provide access
to a consistent primary care provider. Thereby, a
stable and ongoing relationship with a health-
care provider can be established (Collins,
Rasmussen, Garber, & Doty, 2015). Per Keeling
and Lewenson (2013), five features characterize
the PCMH approach:

1. It is patient-centered and emphasizes a part-
nership among provider, patient, and family
where patients are informed and active
decision-makers.

2. Care is comprehensive in addressing physical
and mental health-care needs, from wellness
to acute and chronic illnesses to end of life.

3. Care is coordinated and continuous across the
health-care system, from specialty and hospi-
tal care to community-based and home health
care.

4. Services are accessible in terms of both place
and time, through electronic and 24/7 phone
communication as well as in-person visits
during regular business and expanded hours.

5. There is a commitment to safe care and qual-
ity improvement practices.

Information technology, open communica-
tion, and culturally competent care are hallmarks
of this model. More importantly, the medical
team is led by the primary care provider, such as
a nurse practitioner or medical doctor (Klein,
Laugesen, & Liu, 2013).

Accountable Care Organizations (ACOs) The
ACA developed Accountable Care Organizations
(ACOs), to be part of the Medicare programs.
The goal of these organizations is to reduce
health-care costs and to improve quality of care
(Devers & Berenson, 2009; Fisher & Shortell,
2010). ACOs provide incentives to primary care
health-care providers, specialists, and hospitals
to form networks to coordinate care. Medicare
assesses penalties if preestablished ACO’s goals
are not met and provides incentive payments if
goals are met (Graham, 2011). Instead of provid-
ing rewards for treatment, this provision compen-
sates wellness practices. ACO members are
jointly accountable for the quality of care, cost,
and overall care of their patients.

Currently, ACOs provide nurses with opportu-
nities to engage in care coordination and patient
education, but nurse practitioners are not recog-
nized by ACO’s as primary care providers
(American Academy of Nurse Practitioners
[AANP], 2012; Graham, 2011). The ACA also
provides a 10% primary care bonus to clinicians
who participate in the Medicare program.
Medicaid payment rates to primary care physi-
cians have also increased to match Medicare lev-
els. The ACA authorized $10 million over 3 years
for new training opportunities for direct care
workers (Cohn, 2010; Hill, 2013; Mechanic,
2012). Grants are available for training of direct
workers employed in long-term care settings,
nursing homes, and assisted living communities
(Devers & Berenson, 2009). Following the train-
ing, the trainee must work in the field of geriat-
rics, disability services, long-term care, or
chronic care for a minimum of 2 years (Rickerts
& Fraher, 2013; USDHHS, 2014).

Additionally, the ACA authorizes $68 million
in grants and incentives to enhance training,
recruitment, and retention of direct care staff in
long-term care organization or community-based
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programs or settings (USDHHS, 2014). Grants
are also available for demonstration projects last-
ing up to 3 years to develop ten core competen-
cies for homecare aides and a certification test.
The project must include an evaluation (White
House Fact Sheet, 2012).

The ACA also includes provisions to pro-
mote the quality of long-term care work force
that applies to rural communities (USDHHS,
2014). The first part consists of nursing home
transparent provisions, which require the fed-
eral government to collect and report informa-
tion on the performance of nursing homes,
including staff turnover rates and services resi-
dents receive and how much facilities spend on
wages and benefits (USDHHS, 2014). The sec-
ond provision enables states to conduct national
background checks, including fingerprint
checks, on direct health-care providers. The
goal of this provision is to eliminate individuals
with criminal records working with vulnerable
adults and individuals with disabilities, to
ensure the safety of rural nursing home resi-
dents (USDHHS, 2014).

To counteract the lack of geriatric education,
the ACA requires federally funded geriatric edu-
cation to family caregivers who support older
adults and individuals with disabilities. The two
courses are free and are in collaboration with
community partners. This provision will assist
informal family caregivers in rural communities.
Additionally, to strengthen health-care training
and support, the ACA requires dementia and
abuse prevention training in the certified training
for nurse aides (USDHHS, 2014).

The ACA includes provisions to strengthen
primary care as well as strategies for minimizing
barriers to care including personalized disease
management plans to increase utilization rates.
These initiatives include symptom education,
health education materials, and community-based
interventions that improve health prevention and
detection behavior. Further, The Affordable Care
Act of 2010 also strengthened and expanded the
Money Follows the Person (MFP) demonstration
grants and program to allow more states to apply
(See Kaiser Commission on Medicaid and the
Uninsured, 2013).

Finally, mental health is an important compo-
nent in the ACA. Building on the Mental Health
Parity and Addiction Equity Act of 2008
(MHPAEA, 2008), ACA provides benefits for
mental health and substance abuse treatment
equivalent to other medical and surgical benefits.
The ACA requires Medicaid plans offered through
state-based insurance exchanges to cover behav-
ioral health services as one of the ten required
components of the essential benefit package
(Ogundipe et al., 2015). Provisions also encom-
pass preventive psychiatric services, including
alcohol abuse screening, counseling for adults,
depression screening for adults and adolescents,
domestic and interpersonal violence screening
and counseling for all women, tobacco use screen-
ing for all adults, and cessation intervention
(Ogundipe et al., 2015). Autism screening for
children 1624 months, behavioral assessments
for children of all ages, developmental screening
for children under age 3 years, and health surveil-
lance throughout childhood promise to narrow
future health disparities (USDHHS, 2014).

To enhance existing health services, the ACA
allocates $295 million in formula-based supple-
ment funding for 1195 community health centers
(CHCs) on the mainland, Puerto Rico, US Virgin
Islands, and the Pacific Basin. The funds will also
facilitate the additional hiring of providers for oral
health, behavioral health, pharmacy, and vision
services for an estimated 1.5 million new patients
nationwide (Institute for Healthcare Improvement,
2016; Kaiser Commission on Medicaid and The
Uninsured, 2013; USDHHS, 2014).

To understand the impact of the ACA, it is
important to understand rural communities and
rural health disparities. The following section
provides a brief overview of rural communities.
For a detailed discussion on rural communities,
see Chaps. land 2.

Rural Communities

A substantial percent of the American population
reside in rural areas, such as communities, and
have declined steadily with decrease in the social
infrastructure — school, churches, small busi-



5 Health-Care Initiatives, Strategies, and Challenges for People with Disabilities in Rural, Frontier... 83

nesses, transit systems, and health facilities.
Additionally, current rural trends, such as the
restructuring of rural economies in which stable
family agriculture jobs were replaced by low-wage
service employment, increased migration of low-
income urban racial/ethnic minorities and
Hispanic and Latino immigrants to White small-
town communities (Foulkes & Newbold, 2008),
and shifts in the concentration of rural poverty
have had a major impact on rural residents with
disabilities (Smith, Humphreys, & Wilson, 2008).

Moreover, the lack of money, the unpredict-
ability of income, the absence of affordable
childcare, and the nonexistence of transportation
have adversely affected rural communities. Rural
areas also have high concentrations of low-
income populations (Assistant Secretary for
Planning and Evaluation [ASPE], 2012). One-
quarter of the nonelderly rural population has a
family income below the federal poverty level,
about $19,790 for a family of three in 2014
(Ewoldt, 2014; Newkirk & Damico, 2014). Rural
residents are more often uninsured compared to
urban residents. Compared to their urban coun-
terparts, they are also more likely to report their
health status as fair or poor, experience restricted
activity, and lack access to a primary physician
(Bulger, 2010; Newkirk & Damico, 2014).

Impoverished rural communities are often
“dumping grounds” for wurban America
(Strasser, 2003). For instance, economically
declining rural communities have become
home for America’s prison population, hazard-
ous and toxic waste sites, landfills, slaughter-
houses, and commercial feedlots. Such forms
of development often involve environmental
injustice and racial discrimination issues (Smith
& Tickamyer, 2011).

Health Disparities Coupled with environmental
toxic health dangers, rural residents experience
higher rates of chronic conditions, including dia-
betes, heart disease, and high blood pressure, as
well as higher infant mortality rates. Indeed,
morbidity and mortality rates, accidents, and
occupational injuries are higher in rural areas
compared to urban communities. Compared to
urban residents, rural populations are more likely

to experience inferior health outcomes after ill-
nesses and injuries, cope with comorbidity, and
develop a chronic illness at younger ages and
experience poorer prognosis (Downey, 2013;
National Center for Health Statistics, 2011).
Moreover, rural communities lack mental health
services and adopt a “mental health culture of
silence” due to competing survival issues such as
coping with unemployment, illnesses, and toxic
environments and living in dilapidated housing
with few community resources (Wilkinson &
Blue, 2002; see Chap. 25).

Further, rural residents are more likely to report
poorer health and experience restricted activity
compared to their urban counterparts (Downey,
2013). Compounded by widespread poverty, high
rates of unemployment-related health insurance,
and fragile socioeconomic infrastructures, studies
document that rural residents with disabilities
have more problems with their health care than
able-bodied counterparts. Using a qualitative
research design, lezzoni, Killeen, and O’Day
(2006) described the impediments to health care in
rural America and the way in which disabilities
exacerbated barriers. The interviewees reported
that the lack of transportation, the inability to find
physicians that accept Medicaid coverage, and the
stigma attached to disabilities impact their health-
seeking behavior. Studies have confirmed that
rural residents with disabilities experience more
problems with their health care compared to non-
disabled residents (Ogden Carroll, Kit, & Flegal,
2014).

Research Box 5.1: Rural Residents with
Disabilities Confront Substantial Barriers to
Obtaining Primary Care
Objective: To explore the health-care expe-
riences of rural residents with disabilities
in Massachusetts and Virginia

Method: A sample of 35 adults with
sensory, physical, or psychiatric disabili-
ties were recruited to participate in four
focus group interviews. The interviews
were transcribed verbatim to identify
major themes.
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Results: The interviewees reported signifi-
cant barriers to seeking health care and
emphasized that disability exacerbates the
usual rural impediments to health care. As
a result, they concluded that rural regions
are less sensitive than urban areas to dis-
ability issues, in general, beyond health
care. Themes identified as barriers to health
care were (1) difficulty finding caring and
competent physicians, (2) the need for spe-
cialists and sophisticated services, (3) pov-
erty and heavy reliance on Medicaid, and
(4) the lack of physical access to health-
care setting. Local transit systems that spe-
cialize in door-to-door transportation
services for the people with disabilities
often fail. Although persons receive reser-
vations, they are picked up hours early;
transit services often fail to show up, and
coordinating transit services with medical
appointments also present problems. (4)
the need for advocacy and information
resources. Some interviewees emphasized
that limited housing and inadequate
resources to renovate existing housing and
public buildings to improve access charac-
terized their communities. They also stated
that their socioeconomic status and lack of
medical insurance as well as physician’s
refusal of Medicaid coverage complicate
the health-care services received. Often
interviewees reported that the cost of pre-
scription medications and the high price of
assistive technologies, such as power
wheelchairs, uncovered by insurance
caused additional stress and reduced
health-care utilization.

Conclusion: Rural residents with disabili-
ties report similar health-care access diffi-
culties as their nondisabled rural
counterparts. However, sensory, physical,
and psychiatric disabilities as well as per-
sons with disabilities’ long-term relation-
ship with the health-care system present
additional challenges.

Questions:

1. What are some of the primary barriers
to obtain primary care for rural residents
with disabilities?

2. What are some of the travel barriers to
health providers for rural residents with
disabilities?

3. Why do you think the interviewees
reported that rural regions are less sensi-
tive than urban areas to disability issues,
in general, beyond health care?

Note: Adapted from Iezzoni et al. (2006)

Even after achieving access to medical care,
people in rural communities with disabilities are
often less likely to receive quality and aggressive
medical treatment in comparison to their urban
counterparts. For instance, compared to urban
communities, patients with pneumonia who live
in rural neighborhoods are less likely to receive
appropriate pneumonia care. The wait time for a
kidney transplant is longer for rural patients liv-
ing in zip codes with a high proportion of poverty
compared to low-income urban zip codes (O’hare,
Johansen, & Rodriguez, 2006). Furthermore,
pharmacies located in rural communities are less
likely to stock sufficient medications to meet
community needs compared to those in urban
areas (Wilkinson & Blue, 2002).

Rural children with disabilities also confront
health disparities (Doty et al. 2014). They expe-
rience higher mortality rates between ages 7 and
19 than their urban counterparts (Annie E. Casey
Foundation, 2016). Research has reported that
deaths from motor vehicle accidents and firearm
injuries are higher among rural children com-
pared to children in urban communities (Berthold
& Libal, 2016; Hill, Moloney, Mize, Himelick,
& Guest, 2011). Mexican children who live in
rural areas also confront health disparities. They
are 2-3 times more likely to have poor or fair
health as opposed to good or excellent health,
compared to non-Mexican children. Intestinal
parasites, nutritional deficiencies, dental prob-
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lems, diarrhea, exposure to pesticides, and con-
tinuous cycles of otitis media, leading to hearing
loss, are frequently reported among rural
Mexican farmworkers’ children compared to
Mexican rural nonfarmworkers’ children
(Becker Herbst & Gonzalez-Guarda, 2016;
Berthold & Libal, 2016).

Structural Barriers and Rural Health

Rural residents with disabilities experience struc-
tural barriers, which prevent them from adequate
health care (USDHHS, 2014). For example, rural
clinics often lack ramps to access facilities, which
discourage clinic visitation. They also confront
insufficient space for wheelchairs, canes, and
walkers; and long distances to health-care ser-
vices prevent utilization. Mountains, ravines, val-
leys, rivers, unpaved roads, and steep hills also
often pose transportation difficulties. The absence
of transportation services, as well as poor roads,
and the lack of parking negatively influence
access to rural health services. Public transporta-
tion, private taxis, or special taxi services and
medical transport vans are frequently inaccessi-
ble in rural communities. Therefore, often rural
residents fail to attend scheduled medical, dental,
or eye appointments. (See Chap. 3 for detail dis-
cussion of rural transportation.)

Other barriers also impeded access to rural
health care. For instance, the lack of assistance for
persons with low vision and the absence of health-
care workers proficient in sign language and vari-
ous bilingual services are major barriers to
health-care utilization in innumerable rural com-
munities (Hansen & Donohoe, 2003). Further,
small rural hospitals are at risk of closure due to
financial deficits, which limits rural resident
access to diagnostic procedures, ambulance ser-
vices, and emergency room care. The following
are other factors that often discourage rural resi-
dents with disability to seek health care: (a) lack
of service providers and recruitment and retention
of service providers, (b) absence of latest medical
diagnostic equipment and poorly trained health-
care providers, and (c) fragmented health service
delivery systems. Further, hospice utilization is

also lower in rural neighborhoods than that of
urban communities, which may reflect a frag-
mented nursing home system (Virnig, Moscovice,
Durham, & Casey, 2004). Compared to urban
areas, rural nursing homes often have a lower
staffing ratio, inspection deficiencies, and greater
financial vulnerability (National Rural Health
Association [NRHA], 2005, 2007). Therefore the
ACA has an additional significance given rural
health-care services and delivery systems.

ACA Implications for Rural People
with Disabilities

There are a variety of health provisions within the
ACA that affect health services in rural areas, both
through general provisions of the law and through
measures that are specifically designed to health-
care networks that serve rural populations. Under
ACA, rural Americans will no longer worry about
losing coverage if they’re laid off or change jobs.
They will have access to preventive care, such as
mammograms and other cancer screenings. ACA
also makes a significant investment in state and
community-based efforts that build the health-care
workforce, promote public health, prevent disease,
and protect against public health emergencies.
Further the ACA has changed the culture of health
care from a treatment-based approach to that of
health prevention, public health and education,
and a family-centered approach.

To assist individuals with disabilities in rural
communities in seeking health care, ACA’s pro-
visions strengthen primary care through Medicaid
expansion coverage to include incomes up to
138% less than or equal to the poverty level
(Collins et al. 2015). Thus, rural residents with a
chronic disease and people living with HIV may
receive housing, childcare, and nutritional sup-
port, in addition to prevention services (Hamel,
Blumenthal, Adams, & Nuzun, 2015; Minow,
2012).

The ACA also includes provisions to benefit
rural-employed residents with disabilities. These
include the establishment of new organizations for
workforce planning, supporting existing organiza-
tions, health-care workforce recruitment targeting
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underserved communities and development,
grants, loan repayment programs, and various
training and education mechanisms (White House
Fact Sheet, 2012). Specifically, rural young people
with disabilities can enroll in college loan repay-
ment programs. Currently, the ACA funds several
demonstration projects to assess effective and inno-
vative models for delivering high-quality and cost-
effective patient-centered care (USDHHS, 2014;
Vincent & Reed, 2014).

Moreover, rural working-age individuals with
disabilities are often live in poverty to maintain
Medicaid coverage. Importantly, Medicaid
expansion coverage does not limit assets to
determine eligibility. Consequently, expansion
coverage allows greater asset accumulation and
better quality of life and avoids lifelong depen-
dence on disability programs (Beronio, Glied, &
Frank, 2014; Blumenthal & Collins, 2014; Jost,
2014; Mechanic, 2012).

Through the ACA, rural individuals are more
likely to receive timely and well-organized health
services that emphasize prevention and chronic
care management. The Center for Medicare and
Medicaid Innovation (CMMI) has been estab-
lished to conduct innovative payment and deliv-
ery system models that improve the quality of
care in Medicare, Medicaid, and the Children’s
Health Insurance Program (CHIP), while slowing
the rate of cost (APHA, 2014; Ewoldt, 2014). For
example, The Center for Chronic Care, (CCC) in
Livingston, New Jersey, is one such entity. It is
vastly different from an urgent care service, which
stabilizes very sick patients and sends them to the
hospital. Instead, the goal of the CCC is to avoid
rehospitalization and stabilize high-risk patients
to counteract an exacerbation of their illnesses.
Therefore patients receive longer consultations
and may be seen multiple times. Nurse care man-
agers, social workers, nutritionists, and clinical
pharmacists stabilize the patients’ condition,
improve their quality of life, and teach them self-
management skills they can apply in their home
environment (Chronic Care Center Opens in
LivingstonlSummit Medical Group, 2016).

The ACA is to be applauded for its focus on
mental health; however, individuals in the early
stages of behavioral health conditions are a new

priority population (Saloner, Bloner, & Le Cook,
2014). Under the Medicaid expansion of the
ACA, individuals experiencing their first epi-
sode of psychosis can benefit from early treat-
ment and prevention services (Beronio et al.,
2014; Buck, 2011). Prior to the implementation
of the ACA, most of them could not qualify for
Medicaid because they did not qualify for
Supplemental Security Income (SSI), as they
were not significantly disabled at this early phase
of a psychotic illness. Under the ACA, single
able-bodied adults can qualify for Medicaid
based on income without qualifying for SSI
(Blumenthal & Collins, 2014). In addition, some
early psychosis patients will be able to remain
on parents’ health insurance for longer because
of ACA; others will qualify for health insurance
on the exchanges without fear of being disquali-
fied based on psychosis as a preexisting condi-
tion. Moreover, the ACA law safeguards rural
citizens against insurer’s practices of preexisting
condition discrimination. Studies show that rural
populations experience a higher percentage of
preexisting conditions and chronic diseases
(Hartley, 2004; Huntington et al., 2011; Izzoni
et al., 2000).

Table 5.1 provides a list of provisions that
impact rural residents. The way in which these
provisions affect the delivery of health services is
determined by service providers, who and where
the patient is, and what type of health-related ser-
vice is sought.

Limitations of the ACA to Rural
Communities

Consistently, critics accused that President
Obama’s Affordable Care Act is a government
control of the health-care system. Such criticism
is unwarranted and unfounded. As the law stands,
the architects of ACA decided to be lenient,
which may contribute to its demise. Two major
issues surfaced that could undermine the law’s
fundamental logic.

First, the enrollment of large numbers of peo-
ple in private insurance plans has been a major
challenge. For the marketplaces to succeed, it
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Table 5.1 Essential health benefits and the Affordable Care Act

Creating new coverage options for individuals with preexisting conditions: Under the new law, insurance companies
are already banned from denying coverage to children because of a preexisting condition. In 2014, they are banned
from discriminating against anyone with a preexisting condition such as cancer and having been pregnant

Covering preventive services with no deductible or co-pay: Under the new health-care law, all Americans joining a
new health-care plan must be able to receive recommended preventive services, such as cancer, diabetes, and blood
pressure screenings, with no out-of-pocket costs such as co-pays or deductibles

Removing limits on health benefits: The law bans insurance companies from imposing lifetime dollar limits on
health benefits — freeing cancer patients and individuals suffering from other chronic diseases from having to worry
about going without treatment because of their lifetime limits. The new law also bans annual limits

Scrutinizing unreasonable premium increases: In every state and for the first time ever, insurance companies are
required to publicly justify their actions if they want to raise rates by 10% or more. And an increasing number of
states have more power to block unreasonable premium increases from taking effect

Providing new coverage for young adults: Insurance companies are now required to allow parents to keep their

children up to age 26 on their insurance plans

Costs and increasing coverage: Affordable insurance exchanges are one-stop marketplaces where consumers can
choose a private health insurance plan that fits their health needs

Decreasing costs for seniors on Medicare: Under the new law, seniors can receive recommended preventive services
such as flu shots, diabetes screenings, as well as a new Annual Wellness Visit, free of charge

Providing better value for premium dollar through the 80/20 rule: Under the new health-care law, insurance
companies must provide consumers greater value by spending generally at least 80% of premium dollars on health
care and quality improvements instead of overhead, executive salaries or marketing. If they fail to do so, they must

provide consumers a rebate or reduce premiums

Increasing access to community health centers: The Affordable Care Act increases the funding available to more
than 1100 community health centers in all 50 states to double the number of patients they served from 19 million to
nearly 40 million by 2015. Health centers have received funding to create new health center sites in medically

underserved rural areas

The new health-care law includes new resources that would boost the number of doctors, nurses, and health-care
providers in communities where they are needed in rural communities

Note: Adapted from Bagley and Levy (2014)

will be necessary for millions to sign up and
enough healthy people to pay into the system to
offset the medical costs of those with higher
medical needs and health-care costs.

The Department of Health and Human Service
announced that the number enrolled tripled in
November of 2015; approximately 11.4 million
people signed up for ACA coverage (APHA,
2014). The tally includes people who signed up
for the first time and existing consumers. Some
8.6 million signed up through the federal
exchange, which is handling enrollment for 37
states and 2.8 million in the state-based exchanges
(Blumenthal et al., 2015). Florida and Texas,
which have high rates of uninsured, each had
more than one million people, select health plans
on the federal exchange, (healthcare.gov)
(Blumenthal & Collins, 2014). Their Republican
governors were among the many who opposed
ACA (Beronio et al., 2014; Minow, 2012).

The enrollment hinges on one critical policy —
the often-attacked individual mandate, which
requires that everyone in the country have health
insurance by March of 2014 or pay a fee.
Unfortunately, the mandate is weak. The penalty
for lacking coverage next year is a mere $95; and
it may be difficult for the Internal Revenue
Service to collect from some people. Healthy
people might choose to forgo 12 months of pre-
mium payments and elect to pay the much smaller
annual fee. A larger fee, which was in early drafts
of the law, would have been a more effective
incentive (Drew, 2011; Huntington et al. 2011).

Major insurers are pulling out of ACA because
disproportionately sicker risk pools are expen-
sive to cover, resulting in huge insurers’ financial
losses. To offset those losses, insurers have
increased premiums, making coverage less
affordable for the relatively healthy consumers —
including millions who receive taxpayer subsi-
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dies through the law. As insurance companies’
costs skyrocket, younger, healthier people will
either walk away from the law or avoid enrolling
(Minow, 2012; Newkirk & Damico, 2014).

Enrollment in the exchanges is influenced by
each state’s decision. The states that have not
expanded Medicaid have left 5.7 million of the
nations’ poorest citizens without coverage
options. States that refused participation in the
expansion coverage are more likely to have
increased numbers of the uninsured, low-
income, and unemployed individuals who live
in rural southern communities (Blumenthal &
Collins, 2014).

The second alarming limitation is that insur-
ance companies may dissuade individuals from
enrolling in their plans (Farley, 2010). Before the
Affordable Care Act, insurers rejected applica-
tions from people with preexisting conditions.
Now that it is illegal to reject individuals with
preexisting conditions, some insurance compa-
nies may find it more economical to discard
enrollees. For example, often insurers limit
access to important pharmaceuticals, such as
HIV medications to push rural ill patients away;
they are also refusing high-risk patients and
elderly rural patients (Farley, 2010; Haeder &
Weimer, 2013).

The lack of funding for major provisions is
also a limitation of the ACA. For example, it is
well known that rural communities often lack
financial resources to attract and sustain health-
care providers for residents with disabilities. Per
the Institute of Medicine, 2011, the sustainability
of a quality rural health workforce is one of the
most crucial issues in the twenty-first century.
However, the National Care Workforce
Commission established by the ACA to recruit,
train, and retrain remains unfunded.

Despite the ACA’s focus on direct care work-
ers, it fails to address the quality of care from
institutional to home and community as well as
hospital-based care and negates the increased
demand for home care, given closures of rural
hospitals. Further, because one in five Americans
will be older than 65 by 2030, experts believe that
the aging of the population will place strain on
home health-care delivery systems in rural com-
munities (Weitz, 2000).

The inadequate supply of a home-based work-
force has prevented transition from nursing home
residents to home-based settings. For example, if
The Community Living Assistance Services and
Supports (CLASS) voluntary insurance program
had been implemented, young people in rural
communities could have relied on home care and
created additional employment for rural home
health workers. Unfortunately, CLASS has not
been implemented, and there is no date as to its
implementation. On October 14, 2011, HHS
Secretary Kathleen Sebelius announced that the
Obama Administration would not attempt to
implement the CLASS Act stating “I do not see a
viable path forward for Class implementation at
this time”(Spoerry, 2011). On January 1, 2013,
the CLASS Act was officially repealed as part of
the American Taxpayer Relief Act of 2012,
known as the Fiscal Cliff Bill. This law contains
a provision that repeals the Community Living
Assistance Services and Supports (CLASS) Act.
Republican opponents of the plan called it “a
financial gimmick” to manipulate the
Congressional Budget Office deficit projections,
while Democratic Senator Kent Conrad called it
a “Ponzi scheme” (Spoerry, 2011).

Moreover, ACA fails to address quality of
health-care training, transportation issues, high
cost of prescriptions, and lack of home health
service providers. Additionally, although family
psychosocial education, skill training, supportive
community entities, and employment have been
effective in treating mental illnesses, they are not
covered by Medicaid.

Finally, the most important and glaring prob-
lem of the ACA is the preservation of the for-
profit motive of the US health-care system.
Within the health-care system, physicians, hospi-
tals, and pharmaceutical and medical supply
companies are pressured to generate profits.
Similarly, to survive, insurers will retain the for-
profit motive. Thus, insurers seek healthy mem-
bers to avoid high medical costs. As a result,
people with disabilities in rural communities are
less likely to be uninsured since insurers continue
to avoid enrolling individuals with high medical
risks. Consequently, rural people with disabilities
will continue to lack access to health care and
cope with health disparities (Murguia, Peterson,
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Table 5.2 Myths associated with the Affordable Care Act

The ACA will increase the national debt: The ACA
greatly increases the national debt. However, estimates
by the nonpartisan Congressional Budget Office
suggests that the law decreases the national debt
Myth 2. American taxpayers pay for free health-care
coverage for undocumented immigrants: The laws do
not provide free care for non-US citizens

Myth 3. Small business will be hurt: Only businesses
with more than 50 employees are required to provide
insurance coverage and contribute to its costs or pay a
fee. State-based insurance exchanges will help with
employee insurance coverage for businesses that have
fewer than 100 employees. For businesses with fewer
than 25 full-time employees, employers may use a tax
credit to offset the cost of providing health care

Mpyth 4. Individuals will not be able to make their own
end-of-life decisions: There has been much talk about
ACA ration health care through “death panels” which
limit end-of-life care that older adults receive. The
ACA provides payment for physicians who engage in
end-of-life counseling with patients who request it.
Even though this provision has been eliminated, still
40% of the population worries that a government panel
will be making decisions about end-of-life care for
Medicare recipient that will result in rationing

Myth 5. The federal government will control health
care: The ACA is a “government takeover” of health
care, with a move toward socialism. On the contrary,
the ACA calls for states, insurers, and private health-
care providers involve to improve both access and
efficiency of health care

Note: Adapted from Sorrell (2012)

& Zea, 2003). Additionally, ACA confront an
uphill battle since misinterpretation of the legis-
lation has distorted public opinion, and many
myths still plague the law. Table 5.2 shows myths
associated with the ACA.

Improving Service Delivery to Rural
Residents with Disabilities

Several provisions in the ACA improve health
care for persons with disabilities in rural commu-
nities, including emphasis on patient education
and community clinics, strengthen Medicare and
Medicaid, and placing greater emphasis on pre-
ventive care and mental health. However, various
organizations are calling for a broader perspec-
tive of health rather than a narrow definition of
specific programmatic changes. For instance, in

2015 Robert Wood Johnson (RWIJF) - the
nation’s largest health philanthropy — advocated a
“culture of health” to form a framework to tweak
ACA. RWIJK (2015) reasoned that it is insuffi-
cient to pronounce a war on disparities and con-
vince the public and political leaders. A culture
of health philosophy replaces the elimination of
health disparities ideology to “a culture of
health.” A culture describes the societal values
expressed in the American health system, includ-
ing the environmental, economic, and social
forces that impact health (Eckersley, 2006).

Based upon extensive analysis of the field,
RWIJF (2015) identified four areas where action is
needed to build a culture of health (Bulger, 2010).
First, a new culture requires combined efforts of
private, social, and public sectors, silos that exist
within the health-care system as well as private
and social sectors. For example, a study found that
the Philadelphia libraries are visited dispropor-
tionately by vulnerable populations and that in
2015 a half million of those visits were for pro-
grams designed to address social determinants of
health (Murray, 2008). Although libraries cannot
solely provide health education, cross-sectoral
partnerships such as the library churches and com-
munity centers can provide a health hub in vulner-
able communities (Minkler, 2000).

Second, a culture of health suggests that the
characteristics of living spaces have a direct
effect on health. Researchers have focused on
well-being, a concept that captures domains
such as satisfaction with one’s community and
the character of one’s work relationships
(Plough, 2014; Porter, 2009). Indeed, popula-
tion well-being is associated with life expec-
tancy, even after race, poverty, and education
are controlled. However, various cultural defini-
tions of well-being exist. For example, research
has found a correlation between neighborhoods’
high collective efficacy — measured as residents’
reporting that people “get along and help each
other”; the absence of domestic, gang, and
police violence are also characteristics of cul-
tural-specific well-being (Billings & Blee,
2000). Culture of health advocates argues that
rather than focus on medical treatments, health
policy-makers should emphasize factors that
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improve various perspectives of well-being
(Eberhardt & Pamuk, 2004).

Additionally, to replace the ACA, policy-
makers are focusing on initiatives to improve
health through social interventions, which tweak
and expand ACA. The Nurse-Family Partnership
Program (NFP) is an example of a health-care
program that involves a holistic view of health
needs, health, social, and individual and family.
For instance, Olds (2002) revised the traditional
home nurse concept to focus on low-income ado-
lescents with no previous births. Women in the
intervention group received nurse home visits,
during pregnancy and the first 2 years of the lives
of children. Women in the intervention group
also received family support and the needed
health and human services. Evaluation of the
NFP demonstrated that it improved prenatal
health-related behavior, pregnancy outcomes,
and lower levels of pregnancy-induced hyperten-
sion, suggesting that family support and social
services enhanced health and reduced pregnancy-
related complications.

The results of the recent federal and statewide
elections sent a clear message that significant
changes in the direction of health policy are on
the horizon. Greater emphasis will likely be
placed on Health Savings Accounts [HSA] and,
perhaps, relatively less on payment reform.
Indeed, following the election of President
Donald Trump, key industry groups that sup-
ported Obamacare indicated that President
Trump’s replacement bill, known as the American
Health Care Act (AHCA) harmed vulnerable
populations. President Trump has proposed
expanding tax-free health savings accounts,
selling insurance across state lines, block-grant-
ing Medicaid, and giving tax credits to people to
help affordability. However repealing Obamacare,
and the subsidies, will result in approximately, 14
million people would lose Medicaid and
Children’s Health Insurance Program coverage;
and 18 million people would lose their individual
(non-employer) coverage, for a net loss of 22
million insured. Moreover, the system delivery
provisions in the ACA will be eliminated.

It is unwise to speculate about the components
in the AHCA because of what is being proposed

can change drastically in rewrites and modifica-
tions. Substantial opposition does exist to the bill.
For example, the American Medical Association
stated “.. . we cannot support the AHCA as
drafted because of the expected decline in health
insurance coverage; and the potential harm it
would cause to vulnerable patient populations”
(Lee, Collinson, & Murray, 2017).

Because negative messages about Obamacare
have outnumbered positive messages, 15 to 1
people are unaware of the benefits associated
with the ACA. Even 3 years after its approval,
54% of Americans opposed the Act, which
caused President Trump to repeal and replace it.
In sum, ACA improves the health-care system for
rural residents living with disabilities and pro-
vides affordable health insurance to all
Americans. It reformed practices of insurance
companies to ensuring better quality health care.
Time will tell if the objections of the ACA will
moderate and create the kind of broad public sup-
port for the ACA that Medicare and Medicaid —
also controversial when they were passed — now
enjoyed.

Summary

In 2010, following a contentious debate, the US
Congress passed significant health-care reform
legislation — the Affordable Care Act. The legis-
lation is projected to bring health insurance to an
additional 32 million persons over the next sev-
eral years and modify the health-care system.
The current literature clearly demonstrates that
the ACA has led to expansion in insurance cover-
age and improved access to care for the relatively
poor, less healthy populations, and minorities.
Moreover, in the aggregate, health-care expendi-
tures have moderated. Residents in rural areas
have benefited from the ACA through increased
health-care rights and protections and expanded
access to affordable quality health care to mil-
lions of uninsured. Provisions to protect consum-
ers in rural communities with disabilities include
insurance companies no longer being able to
deny individuals for preexisting conditions or
being able to drop their coverage for being sick,
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free preventive treatments, the elimination of dis-
crimination, and annual and lifetime limits on
essential health benefits. Obama’s health-care
plan overhauls Medicare as well as increasing
benefits, expanding coverage, fighting fraud, cut-
ting costs, and improving care for patients in
general and for rural residents with disabilities,
specifically.

Learning Activities
Self-Check Questions

1. What are the major service delivery and insur-
ance reform provisions in the Affordable Care
Act?

2. What social conditions were prevalent during
the creation of the ACA?

3. What are the challenges of the ACA to
improve the health of rural, frontier, and terri-
tory residents living with disabilities?

4. What are the limitations of the ACA?

Experiential Exercises

1. Interview a young (between the ages of 30 and
40) and an older recipient (aged 50 and older)
of the ACA in a rural, frontier, or territory
community to determine their experiences
and perceptions of the ACA. Determine the
evaluation of the ACA as it relates to service
delivery, quality of care, as well as access to
care. Compare their views of ACA.
2. Visit a Medicaid/Medicare office to interview
a human service provider in a rural, frontier,
or territory community to determine their
experiences with ACA. Determine the per-
son’s evaluation, challenges, and limitations
of ACA. In conducting the interview, use
open-ended questions, such as the following:
(a) Tell me about your experiences with
Medicaid/Medicare clients before ACA.

(b) Discuss your experiences with Medicaid/
Medicare clients after ACA.

(c) If you could change ACA, what changes
would you make?

(d) Tell me your thoughts regarding the ACA.

Be sure to thank the interviewee for his/her time.
Write a paper on the results of your interview.
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Ethical Vocational Rehabilitation
Practice and Dual Relationships
in Rural Settings

Melissa Manninen Luse

Learning Objectives
Upon completion of this chapter, the reader will
be able to:

1. Describe the characteristics of rural settings
that make for ethical dilemmas regarding dual
relationships.

2. Understand relationships and confidentiality.

3. Define dual relationships as according to the
CRCC Code of Ethics.

4. Define confidentiality and privacy as accord-
ing the CRCC Code of Ethics.

5. Discuss the ethical dilemmas around dual rela-
tionships rehabilitation counselors face in rural
and small town settings.

6. Understand issues of rural and small town
settings.

7. Discuss the ethical dilemmas around confi-
dentiality and privacy rehabilitation counsel-
ors face in rural settings.

8. Discuss ethical models rehabilitation counsel-
ors can use to evaluate and work through ethi-
cal dilemma.
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Introduction

Rehabilitation counselors in rural and small town
settings are likely to face complex ethical dilem-
mas regarding dual relationships and confidenti-
ality and privacy (Malone & Dyck, 2011). These
dilemmas are due to the multilayered environ-
mental, cultural, social, and psychological fac-
tors that come with living and working in rural
areas (Malone & Dyck, 2011). Rural communi-
ties are often geographically isolated and have
lower population densities, resulting in limited
employment opportunities, healthcare and human
services and providers, public transportation, and
childcare options (Dyck & Hardy, 2013; Malone
& Dyck, 2011). Rural areas are also dispropor-
tionately affected by loss of industry, environ-
mental changes, and natural disasters (Chipp,
Johnson, Brems, Warner, & Roberts, 2008).
Rural and small town communities often struggle
with difficulties in accessibility of available ser-
vices, long wait times, lack of information,
potential for lost work time, and accessing avail-
able providers who may not be the most appro-
priate (Dyck & Hardy, 2013). Aside from
availability, rural cultural norms, stigma, and
lack of anonymity may prevent people from
accessing services (Dyck & Hardy, 2013).
Cultural norms often include value for self-
reliance and hardiness, which can perpetuate
stigma associated with disability and prevent
people from seeking help. For example, in a
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study on the help-seeking behaviors of farmers in
Canada, cultural norms of pride and indepen-
dence were found to be the most significant fac-
tors for why people did not seek mental health
services (Dyck & Hardy, 2013). Furthermore,
some rural settings, such as Native American or
first-generation immigrant communities, finding
culturally appropriate services, have been found
to be the major issues that hinder people from
seeking services (Dyck & Hardy, 2013).

This chapter will be a discussion of the impor-
tance of understanding dual relationships in rural
and small town communities and confidentiality
and privacy. We will use the Code of Professional
Ethics for Rehabilitation Counselors (2010) as a
framework to examine dual relationships and
common challenges rehabilitation counselors
face in rural settings. While rehabilitation coun-
selors are often trained to not participate in dual
relationships, this may not be possible in rural
communities. Rural areas are small, often with
tight-knit communities. Therefore, it can be
unavoidable for rehabilitation counselors and
clients to have intersecting connections and
overlapping roles. Rehabilitation professionals
may struggle with how to preserve boundaries
both personally and professionally and maintain
confidentiality and privacy of clients. These
overlapping roles can also affect treatment
boundaries. To be successful in a rural area,
rehabilitation professionals may be expected to
be highly active within the community they
serve, participating in various community and
religious activities, and serve on various com-
munity boards and many of the same activities in
which clients may also participate.

We will first examine dual relationships and
discuss what they are, what are the characteristics
of rural and small town communities that foster
the likelihood of dual relationships, what do the
Code of Professional Ethics for Rehabilitation
Counselors (2010) and the literature have to say
about dual relationships, and what are the bene-
fits of dual relationships. We will then discuss
ethical dilemmas regarding confidentiality and
privacy, examining the role of continuing educa-
tion and supervision in supporting ethical prac-
tice, and the pros and cons of technology to

manage ethical dilemmas. Strategies to manage
dual relationships and protect confidentiality and
privacy will be provided. We will wrap up the
chapter by examining two ethical models reha-
bilitation counselors can implement in practice:
Herlihy and Corey’s decision-making model and
Tarvydas integrative model for ethical behavior.

Characteristics of Rural Setting that
Create Dual Relationships

Rural and small town communities share many
similar cultural norms making rural communities
unique as well as create for the likelihood of dual
relationships. Furthermore, according to Nelson,
Pomerantz, and Bushy (2007):
rural communities are unique not just because of
their small population density or distance from an
urban setting, but also because of the combination
of their social, economic and geographical charac-

teristics as well as their residents’ cultural, reli-
gious and personal values. (p. 137)

Three important characteristics of rural com-
munities that can lead to dual relationships include
the limited availability of services, cultural and
personal values, and hesitancy to seek outside ser-
vices. Let’s look at each of these a little closer.

Limited Availability of Services

Rural communities face significant shortages of
services and providers, as well as geographic and
transportation barriers that can hinder a person’s
ability to seek services (Cates, Gunderson, &
Keim, 2012; Nelson et al., 2007). Added to this
mix is the fact that rural community members face
higher likelihood of not only health issues and risk
for disability in general but are more likely to live
with severe conditions and have more profound
needs than their urban counterparts. Rehabilitation
counselors working in these communities are
therefore likely to work with not only fewer
resources but be faced with the high probability of
managing dual relationships as they are going to
have to rely heavily on community leaders and
family and friends to help support the client.
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Cultural and Personal Values

Rural communities have cultural values which
can affect perceptions of healthcare and counsel-
ing services and help-seeking behaviors (Chipp
et al., 2008). These values that can particularly
affect decision-making include:

* Increased sense of self-reliance and self-care

e Strong work ethic that can hinder a person’s
willingness to take time off from work and
focus on one’s health

* Increased reliance on informal supports (i.e.,
family, neighbors, church, and other commu-
nity groups)

* Strong sense of community ties and interde-
pendence on one another to provide informal
support (Cates et al., 2012; Chipp et al., 2008;
Nelson et al., 2007)

Hesitancy to Seek Outside Services

People can be hesitant to seek services outside
of one’s community due to distance, transporta-
tion issues, and environmental and climatic bar-
riers such as mountain ranges or weather
conditions. Hesitancy to seek outside resources
can also be due to the inability or even unwill-
ingness of family and friends who are likely to
provide main forms of support to travel long
distances (Cates et al., 2012). Additionally, due
in part to self-reliance and community interde-
pendence, people can be reluctant to seek ser-
vices in another farther away and unfamiliar
location. This reluctance and unfamiliarity of
outside communities and providers can create
distrust of people outside of one’s community
or even providers new to the area. A long-time
rehabilitation counselor in the community can
be faced with the conflict of how to persuade a
person to seek the needed treatment. Other and
potentially very serious issues can arise if a
rehabilitation counselor is not able to persuade
a client to work with another provider, espe-
cially if the provider is outside of the area.
Clients may be left with inferior care, the
potential for worsening of health, and inappro-

priate services that may not only hamper health
but also affect one’s participation in employ-
ment, education, and activities of daily living.
Furthermore, the counselor can be faced with
legal or licensure issues when faced with such
an issue and is asked to potentially practice out-
side their scope of competence. New rehabilita-
tion counselors, especially those new to a
community, may also be seen as outsiders
(Halverson & Brownlee, 2010). Community
members may be very hesitant and distrustful
of a new counselor. Counselors may find them-
selves being faced with dual relationships, as
the likely way they may be able to have con-
sumers seek them out and gain trust is through
community involvement and getting to know
people on a more intimate level.

Rehabilitation counselors must recognize
the need for developing an in-depth cultural
awareness of the community they serve, which
will include issues around dual relationships
including confidentiality and privacy, the likeli-
hood of developing dual relationships, and the
benefits and risks of dual relationships. Chipp
et al. (2008) in their study of ethical dilemmas
faced by rural providers found that the smaller
the community a provider works in, the more
likely that provider recognizes the need to seek
the support of community leaders and elders as
well as involves the family to provide support
to clients. Providers also reported the need to
rely on community leaders to learn about the
culture of the area as well as effective strategies
to work in the culture and ways to adapt one’s
practices and access or develop effective and
culturally appropriate resources.

Dual Relationships

Rehabilitation professionals working in rural
communities are likely to encounter frequent
potential instances of nonprofessional, or dual,
relationships with clients. Therefore, according
to Schank, Haldeman, Helbok, and Gallardo
(2010), “the issue becomes how to handle dilem-
mas and overlap, rather than how to avoid them”
(p- 503).
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Dual relationships are defined as overlapping
informal relationships between the rehabilitation
counselor and client, outside of the therapeutic
relationship (Malone & Dyck, 2011). Dual rela-
tionships can “before, during, or after the profes-
sional relationship, and arise either by choice or
by chance” (Malone & Dyck, 2011, p. 207). Dual
relationships may be low or high risk.

Low-risk dual relationships are overlapping rela-
tionships or boundary crossings, which may be
common, may be non-harmful, and may even be
beneficial (Malone & Dyck, 2011). These low-risk
situations are most likely to occur where the coun-
selor both lives and is active in the community in
which a person works (Malone & Dyck, 2011). For
example, these interactions can occur in grocery or
department stores, church, and social events, and
other common situations where incidental contact
can occur between counselor and clients. According
to Malone & Dyck (2011), low-risk boundary
crossings can also include “home and community
visits to clients, or other minor deviations from a
strict professional role” (p. 207). Malone and Dyck
2o on to state that to ensure nonmaleficence, profes-
sionals must “perceive all non-office or nonprofes-
sional relationships as potentially risky” and “use
appropriate self-disclosure” and discuss risks and
benefits with clients (p. 207).

High-risk dual relationships are called bound-
ary violations (Malone & Dyck, 2011). These
high-risk relationships have the potential to be
much more problematic as they include complex
situations such as working with colleagues, fam-
ily members, current and former intimate part-
ners, business and community relationships,
leisure activity affiliations such as sports leagues,
or situations in which children of both parties are
friends. These high-risk relationships have a sig-
nificant potential to be damaging not only to the
client but also to the counselor and to the reha-
bilitation counseling profession itself.

Dual Relationships: Intimate
and Nonprofessional Relationships

The Code of Professional Ethics for
Rehabilitation Counselors (from here on
referred to as the Code) sets the standards to

ensure rehabilitation counselors act in an ethi-
cal manner. However, the Code provides broad-
based guidelines to cover a wide range of
situations to assure ethical behavior. It does not
explicitly address dilemmas many counselors,
such as rural rehabilitation professionals, are
likely to face. Regarding dual relationships, the
Code conflicts with what may actually occur in
practice for rural counselors. The Code states:
“Rehabilitation counselors avoid nonprofes-
sional relationships with clients, former clients,
their romantic partners, or their immediate fam-
ily members, except when such interactions are
potentially beneficial to clients or former cli-
ents” (Standard A.5.d). To be able to effectively
work through issues related to rural cultural
values, be viewed as a part of the community,
and handle dual relationships, rural counselors
are likely to find themselves in situations that
rub against the Code and standard ethics train-
ing (Cates et al., 2012). Standard A.5 of the
Code does discuss generalized acceptable and
unacceptable roles and relationships with cli-
ents that professionals can interpret to fit to
their particular situation. However, five out of
seven parts of Standard A.5 discuss intimate
relationships with clients:

1. Prohibition of sexual or romantic relation-
ships with current clients

2. Sexual or romantic relationships with former
clients

3. Prohibition of sexual or romantic relation-
ships with certain former clients

4. Nonprofessional interactions or relationships
other than sexual or romantic interactions or
relationships

5. Prohibition of counseling relationships with
former romantic partners

While the issue of intimate relationships
with clients is a serious issue, rural rehabilita-
tion counselors are likely to face more prob-
lems with non-intimate dual relationships. Let
us examine some of these issues rehabilitation
counselors may face in more detail and how
certain characteristics of rural settings can lead
to dual relationships. Let’s begin with intimate
relationships.
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Intimate Relationships The Code prohibits
counselors from engaging in sexual or romantic
relationships with current clients (Standard
A.5.a) and states that counselors should avoid
such relationships with former clients or their
former romantic partners or family members for
at least 5 years (Standard A.5.b). Even after
5 years is up, the Code states that counselors
must “give careful consideration to the potential
for sexual or romantic relationships to cause
harm to former clients. In cases of potential
exploitation and/or harm, rehabilitation counsel-
ors avoid entering such interactions or relation-
ships” (Standard A.5.b). The Code is very clear
that counselors are not to engage in an intimate
relationship with a former client who has “a his-
tory of physical, emotional, or sexual abuse or if
clients have ever been diagnosed with any form
of psychosis or personality disorder, marked cog-
nitive impairment, or if clients are likely to
remain in need of therapy due to the intensity or
chronicity of a problem” (Standard A.5.c).

While it should be common sense for rehabili-
tation counselors to not engage in intimate rela-
tionships with clients, this is a significant issue in
practice and the number one cause for the filing of
formal complaints (Understanding Counselor
Liability Risk, 2014). According to the most recent
Healthcare Providers Service Organization
(HPSO) Report (Understanding Counselor, 2014),
“the most frequent professional liability allega-
tions asserted against counselors involve inappro-
priate sexual/romantic relationships with clients or
the partners or family members of clients” (p. 9).

While intimate relationships with clients, for-
mer clients, or family members can pose a seri-
ous problem, it can become even more
complicated in rural and small town settings. In
rural settings, the avoidance of intimate relation-
ships with clients or their family members may
prove to be very complex where there are limited
choices in the selection of intimate partners or
intimate partners who may not be related to or
well acquainted with clients. For example, a
counselor may begin an intimate relationship and
find out that the new partner is related to a client.
However, the Code does not address how rural
counselors should navigate such complexities.

Nor is there much research and literature on the
complexity and navigation of counselor-client
intimate relationships.

Nonprofessional Interactions Rehabilitation
counselors working in rural communities will find
it very difficult to avoid at some level dual rela-
tionships with current and former clients or their
families. The only realistic way to avoid such sit-
uations is to avoid all human contact. Counselors
are likely to attend the same religious organiza-
tions, shop at the same stores, or even be provided
a business service by a client or a client’s family
member. For example, a transition rehabilitation
counselor may work with the teenager of the only
service garage owner in the area. If the counsel-
or’s car is in need of repairs, it cannot be expected
that the counselor is to go out of the way to find
another garage. Or, a rehabilitation counselor who
covers a whole county may provide services to
the only plumber or electrician in the counselor’s
community, services that the counselor at some
point likely to require and may not have other
options for several miles. The rural rehabilitation
counselor is also likely to cover a whole county or
large region, with few other resources and provid-
ers to work with and provide to referrals. The
rehabilitation counselor may be expected to pro-
vide a wide variety of services to the community
including vocational counselor, mental health
provider, resource provider to locate and access
other health and human services, as well as con-
sultant to other health providers. Additionally, as
previously discussed, in some communities for a
counselor to be welcomed into a community and
trusted, it may be expected that the individual par-
ticipate in certain activities and organizations
where the likelihood of running into clients or
gaining referrals will occur.

Other examples of situations rural counselors
may experience that could result in dual relation-
ships include (adapted from Schank et al., 2010,
p- 503):

e A counselor who works for the local small
college provides multiple student affair ser-
vices including general and career counseling
and disability services.
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e A Native American counselor may have fre-
quent out-of-therapy contact with clients and
their families and may collaborate with local
helpers and healers.

e A sport and faith-based counselor may attend
events where clients are usually present.

* A counselor who is fluent in American Sign
Language and also a chemical dependency
provider may socialize with clients and fam-
ily members of clients within their small
communities.

* A counselor who is gay and is active in local
LGBTQ community organizations may be
sought for therapy precisely because he is vis-
ible within their own small community.

* A counselor who wants to support local busi-
nesses within her community must then deal
with the strong possibility of business transac-
tions with current or former clients and the
families of those clients.

Related to Schank and colleagues’ example is
that when seeking out therapy, people are likely
to self-match with a counselor, to seek out a
counselor that “shares their attitudes, race, edu-
cation, social class, and/or religion” (Gonyea,
Wright, & Earl-Kulkosky, 2014, p. 125). People
“feel more comfortable discussing their lives and
presenting issues when they believe their thera-
pist holds the same values or shared cultural
experience” (Gonyea et al., 2014, p. 125). Gonyea
and colleagues suggest that self-matching may be
more likely in rural settings where people are
more inclined to not trust outsiders and therefore
may be more likely to seek out counselors who
belong to the same circles as them. Self-matching
can become even more complex when the thera-
pist belongs to a minority population. “In addi-
tion to the limited number of available therapists
in a small community, there are far fewer minor-
ity therapists in general. Therefore, when minor-
ity clients attempt to self-match, there is a strong
likelihood that a dual relationship dilemma will
be encountered” (Gonyea et al., 2014, p. 126).

Additionally, dual relationships are likely to
naturally develop through time. Brownlee (1996)
states that the longer a professional lives and
works in a rural community, the more likely the

individual will develop overlapping professional
and personal relationships with others, and it will
become impossible to avoid such interactions.
Therefore, rehabilitation counselors are likely to
encounter and have to manage dual relationships,
and it may become impossible to avoid dual rela-
tionships as time goes on.

Finally, rehabilitation counselors who are
from the same community in which they live and
work are going to have to learn how to manage
dual relationships. The counselor is likely to be
acquainted with many clients or their family or
friends, or clients will know of the counselor’s
family or be acquainted with the counselor’s
friends or neighbors. People may feel more com-
fortable seeking out a counselor from one’s own
community. A counselor who is local may have
an easier time developing trust and building a
therapeutic alliance with clients instead of some-
one who is not local.

Can Dual Relationships Be Beneficial?

While the CRCC does not condone dual relation-
ships, it is recognized in the Code that sometimes
nonprofessional interactions may be beneficial.
The Code states that rehabilitation counselors
avoid nonprofessional interactions with clients
“except when such interactions are potentially
beneficial to clients or former clients” (A.5.d).
Potential interactions include “attending a formal
ceremony (e.g., a wedding/commitment cere-
mony or graduation); purchasing a service pro-
vided by clients or former clients; hospital visits
to ill family members; or mutual membership in
professional associations, organizations, or com-
munities” (A.5.d).

Research in rural ethics has suggested that
some dual relationships may actually be bene-
ficial (Dyck & Hardy, 2013; Malone & Dyck,
2011; Nelson, Pomerantz, Howard, & Bushy,
2007). According to Malone and Dyck (2011),
at least low-risk boundary crossings “are often
unavoidable in rural practice and can be con-
sidered a normal and healthy part of rural liv-
ing” (p. 503). Behnke (2008) agrees, stating
that “finding oneself in a multiple relationship
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is not necessarily a sign that one has engaged
in unethical behavior. It may rather be a sign
that one is fully engaged in the life of a com-
munity” (p. 62). In rural settings, counselors
are likely to be expected to have to be active in
the community or face being viewed as an out-
sider (Chipp et al., 2008). According to Chipp
et al. (2008), being labeled as an outsider can
have a serious negative effect on an already-
resource-strapped community as community
members may be less likely to seek that coun-
selor’s services, continuing to leave a gap in
available services. Therefore, counselors are
likely to lack anonymity or the ability to main-
tain nonoverlapping boundaries.

A careful balancing act occurs requiring the
rehabilitation counselor to very carefully mon-
itor the relationship or even the potential rela-
tionship. For example, Halverson and Brownlee
(2010) in their study on ethical dilemmas
social workers in remote areas of Canada face
found that social workers did avoid dual rela-
tionships when possible. However, as they
were often the only therapist serving a commu-
nity, workers recognized that dual relation-
ships were inevitable. In fact, surveyed workers
reported that it was vital to develop strong ties
to the community through active involvement
in various organizations. Community involve-
ment helped workers to network, to build valu-
able relationships with community leaders and
elders, and to become a part of the “circle of
trust” in the community (p. 255). Participants
did report that it could be stressful to deal with
dual relationships and had to be diligent that
they discussed the likelihood of boundary
crossings with all clients, included the defini-
tion of dual relationships and the likelihood in
their informed consent forms, and developed
and discussed techniques to manage dual rela-
tionships  with colleagues and clients.
Participants also made sure to fully assess a
potential dual relationship before taking on a
client as well as throughout the therapeutic
process, asking the question “what is in the
best interest of the client?”

Confidentiality and Privacy

Arguably, the most critical ethical issue rehabili-
tation counselors face working in rural areas
involves confidentiality and privacy both for the
counselor to protect client information and for
the counselor himself or herself (Chipp et al.,
2008; Shank et al., (2010). According to Arthur
and Swanson (1993), confidentiality is “the ethi-
cal duty to fulfill a contract or promise to clients
that the information revealed during therapy will
be protected from unauthorized disclosure”
(p- 91). According the Code (B.1.c), rehabilita-
tion counselors are to respect the confidentiality
of the people they serve: “Rehabilitation counsel-
ors do not share confidential information without
consent from clients or without sound legal or
ethical justification.”

Privacy, however, is an “evolving legal con-
cept that recognizes individuals’ rights to choose
the time, circumstances and extent to which they
wish to share or withhold personal information”
(Herlihy & Sheeley, 1987, p. 479). The Code
(B.1.b) states “Rehabilitation counselors respect
privacy rights of clients. Rehabilitation counsel-
ors solicit private information from clients only
when it is beneficial to the counseling process.”

While rehabilitation counselors must ensure
the confidentiality of the clients served, they must
also be mindful of cultural values. For example,
the Code (B.1.a) states that rehabilitation counsel-
ors must maintain cultural competence in safe-
guarding the confidentiality —of clients:
“Rehabilitation counselors maintain beliefs, atti-
tudes, knowledge, and skills regarding cultural
meanings of confidentiality and privacy.”

Client confidentiality and privacy can be dif-
ficult to maintain due to a variety of factors
unique to small rural communities. These fac-
tors include dual relationships between reha-
bilitation counselors, other providers, clients,
families, and other community members, the
high level of interconnectedness of rural com-
munities, low population density, and high visi-
bility of community members and counselors
(Malone & Dyck, 2011; Shank et al., 2010). In
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turn, these factors create for an interesting mix
of issues around confidentiality and privacy that
rehabilitation counselors are likely to face
including reliance on informal supports, com-
munity gossip, confidentiality and collabora-
tions, counselor’s personal confidentiality, and
indirect confidentiality issues. Let’s look more
in-depth at these issues.

Reliance on Informal Supports As rural peo-
ple often rely on informal supports of family,
friends, and local groups, along with the seem-
ingly continuous budget cuts of community ser-
vices, there is an even higher expectation that
family, friends, and community groups are to
provide the majority of support to loved ones
with disabilities (Halverson & Brownlee, 2010).
This shift in expectations and support puts more
pressure on rehabilitation counselors and other
providers to try to protect client confidentiality.
Informal supports such as family and friends are
going to naturally expect to be included in ser-
vice and decision-making process.

Community Gossip Due to the low density of
rural settings and high visibility of community
members, counselors will likely hear much
information about a client or a client’s family
outside of therapy. For example, a counselor’s
friends and family, such as spouse or significant
other, children, or parents, may be acquainted
with a client of the counselor, and the client’s
name and information may be brought up in
regular conversation at meal time or get-togeth-
ers. This puts the rehabilitation counselor in a
predicament, the counselor having to decide
what to do with the information and whether or
not this knowledge should be shared with a cli-
ent (Shank et al., 2010).

Confidentiality and Collaborations There
are also concerns with confidentiality and col-
laborations with others. Rehabilitation coun-
selors who work with other providers are going
to share client information. However, Malone
and Dyck (2011) report that collaborating pro-
viders in rural areas are more likely to infor-
mally share information and “discuss cases

openly without consent or expect this of all
providers” (p. 211). Furthermore, rehabilita-
tion counselors who do not engage in similar
behavior of informally sharing confidential
information or challenge informal oversharing
“behavior of other professionals may alienate
themselves and lose referral sources” (Malone
& Dyck, 2011, p. 211).

Counselor Personal Confidentiality As rural
communities are small and tight-knit, the com-
munity is going to hear information about a
local rehabilitation counselor just as that coun-
selor is likely to hear information about clients.
This includes personal information about the
counselor, the counselor’s family, counselor or
family activities, and family reputation whether
it be good or bad. Counselor confidentiality can
be difficult enough for rehabilitation counselors
new to the community and prove near impossi-
ble for counselors from the area. Current and
potential clients are likely to have family and
friends who personally know the counselor or
the counselor’s family.

Indirect Confidentiality Issues Rehabilitation
counselors are likely to face other issues with
confidentiality that are indirectly related. Rural
communities are fish bowls, with it being easy
to look into the community and see what is
going on. High visibility makes it easy for peo-
ple to recognize people or their vehicles seen
coming and going from the counselor’s office, a
name on client paperwork to other providers and
agencies, or a private practice counselor depos-
iting client checks at the bank (Malone & Dyck,
2011; Nelson et al., 2007). Also, people who
use rehabilitation or other community resources
are likely to know receptionists and other non-
clinical staff (Coduti & Mannninen Luse, 2015;
Nelson et al., 2007).

Due to such issues, rural rehabilitation coun-
selors must take extra steps to protect client
confidentiality and privacy. Counselors who do
not take every precaution to protect confidenti-
ality and even inadvertently break confidential-
ity can create serious harm for the individual as
well as the community. Breaks in confidentiality
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and privacy result in the prevention of people
from seeking services not only from a particular
counselor or agency but other providers as well,
increase stigma around seeking services, and
can be a potential ethical violation of one’s cre-
dential and/or licensure (Chipp et al., 2008;
Schank et al., 2010). Rehabilitation counselors
must be vigilant in ongoing discussions with cli-
ents regarding how much information is war-
ranted to provide to well-intentioned others who
do want to help or are actively involved in sup-
porting the individual.

Role of Continuing Education
and Supervision in Supporting
Ethical Practice

An issue related to the ethical issues of both
dual relationships and confidentiality includes
the lack of focus of education and availability
of supervision in rural areas. Counselor educa-
tion programs, continued education, confer-
ences, and even counselor literature do a poor
job addressing rural issues and ethical dilem-
mas (Chipp et al., 2008; Halverson & Brownlee,
2010; Malone & Dyck, 2011; McAreavey,
2014; Shank et al., 2010). Education, training,
and literature that do address dual relationships
unfortunately usually recommend that counsel-
ors do not engage in such relationships, with
little focus on how to effectively manage these
relationships.

Another issue related to dual relationships and
confidentiality is the lack of supervision that
rural counselors often face (Malone & Dyck,
2011). For example, a rehabilitation counselor
who works for a vocational rehabilitation agency
or another organization providing vocational ser-
vices to an area may likely have a supervisor;
however, that supervisor may cover a large region
with limited access to supervisees. As rehabilita-
tion counselors may lack appropriate supervi-
sion, interdisciplinary collaborations with other
area professionals and community leaders or
elders will be highly important to ensure appro-
priate ethical behavior and competence (Malone
& Dyck, 2011).

Implications of Technology
to Manage Dual Relationships
and Safeguard Confidentiality

The use of technology to provide therapeutic
services such as telephone and videoconfer-
encing and email has been found to be an effec-
tive means of delivering services (Dyck &
Hardy, 2013; Halverson & Brownlee, 2010).
The therapeutic alliance has also been found to
be as equivalent in teleservices as in face-to-
face services (Dyck & Hardy, 2013).
Technological services can provide a highly
effective way to address the needs of isolated
and resource-poor communities, increasing
service options for the people as well as refer-
ral and consultation options for local provid-
ers. Technological services can be conducted
in the home or a local centralized location,
reducing the need for traveling long distances
as well as decrease travel barriers due to geog-
raphy or climate. Telehealth and online ser-
vices, particularly if conducted in the home,
also address physical barriers to a building,
making services potentially even more acces-
sible, especially for those with severe disabili-
ties. Home-based technological services can
increase client comfort, decrease anxiety of
being in an unfamiliar space, and facilitate
trust, therapeutic alliance, and client disclosure
(Halverson & Brownlee, 2010). Such services
can also address social issues related to stigma,
providing clients the privacy, confidentiality,
and anonymity they desire. For rehabilitation
counselors, the use of technology also
addresses ethical dilemmas regarding dual
relationships and confidentiality as well the
lack of anonymity for the counselor himself or
herself (Dyck & Hardy, 2013). A rehabilitation
counselor could provide services to remote
communities outside of one’s own community,
decreasing concerns of multiple relationships
and trying to manage such relationships. A
rehabilitation counselor who provides teleser-
vices to a remote community can also more
effectively safeguard confidentiality and pri-
vacy for clients. Finally, the use of teleservices
can expand options for both the rehabilitation
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counselor and the client. Other providers who
use technology can offer their services to a
rural rehabilitation counselor and community
or serve as a consultant to the rehabilitation
counselor.

Limitations to the use of technology must be
noted, however. The remoteness of a commu-
nity and economy is the most significant barrier
(Dyck & Hardy, 2013). Rural areas are more
likely to experience poverty than more urban
areas and lack funding and other resources to
bring in telecommunication providers such as
telephone and the Internet to create the neces-
sary infrastructure. These factors affect the
availability of technological services, Internet,
and Internet speed which in turn affects quality
of services such as videoconferencing. The
expense of home computers, software, Internet
service, and the time and energy potentially
needed to learn how to use technology are addi-
tional factors which can create limitations to
the use of service provision.

Rehabilitation counselors and other providers
who utilize technological services such as video-
conferencing and email must also consider the
potential for hackers breaching technology and
accessing counselor notes, email, calendars, and
billing software that likely has highly confiden-
tial client information. Despite the best efforts of
rehabilitation counselors to protect client infor-
mation even with the use of secure Internet con-
nections, encrypted email and case files, firewalls,
malware, and antiviral software, there is no guar-
antee that a counselor’s, or a client’s, information
will not be hacked.

Recommendations to Manage Dual
Relationships, Confidentiality,
and Privacy

This section of the chapter will provide guide-
lines to rehabilitation counselors on how to more
effectively manage dual relationships and how to
help protect confidentiality and privacy.

The Code provides little guidance for how
counselors should respond to changes in the

therapeutic relationships such as dual relation-
ships. Standard A.5.f of the Code states that when
there is a role change in the professional relation-
ship, counselors must obtain informed consent
from the client and discuss the right to stop coun-
seling services if desired. Additionally, Standard
Code (Standard A.5.d) states:

In cases where nonprofessional interactions may
be potentially beneficial to clients or former cli-
ents, rehabilitation counselors must document in
case records, prior to interactions (when feasi-
ble), the rationale for such interactions, the
potential benefits, and anticipated consequences
for the clients or former clients and other
involved parties. Such interactions are initiated
with appropriate consent from clients and are
time-limited.

The developers of the Code do recognize
that it is impossible for the Code to address all
combinations of ethical dilemmas. Therefore,
the Preamble of the Code states “When faced
with ethical dilemmas that are difficult to
resolve, rehabilitation counselors are expected
to engage in a carefully considered ethical deci-
sion-making process” (p. 2). Standard L of the
Code provides guidance on resolving ethical
issues as well as making it clear that rehabilita-
tion counselors must ensure they are doing
everything in their power to ensure they are
handling all dilemmas in the most appropriate
manner to ensure no harm. It is also made very
clear that counselors have to take responsibili-
ties for all of their actions and inactions to
ensure no harm, and it is clear that there is no
room for lack of knowledge. The Code
(Standard L.1) states:

Rehabilitation counselors are responsible for
reading, understanding and following the Code,
and seeking clarification of any standard that is
not understood. Lack of knowledge of knowl-
edge or misunderstanding of an ethical responsi-
bility is not a defense against a charge of
unethical conduct.

Standard L.2 of the Code does provide general
guidelines for counselors to use to work through
dilemmas. These guidelines include:

1. Decision-Making Models and Skills. Apply
appropriate decision-making models.



6 Ethical Vocational Rehabilitation Practice and Dual Relationships in Rural Settings

105

2. Addressing Unethical Behavior. Address
unethical behavior in oneself and other reha-
bilitation counselors, and adhere to the Code.

3. Conflicts Between Ethics and Laws. Obey both
laws and statutes of the state counselors being
practiced unless there is a conflict with the Code.

4. Knowledge or Related Codes of FEthics.
Rehabilitation counselors have knowledge of
other professional codes.

5. Consultation. Rehabilitation counselors are to
consult with other knowledgeable profession-
als when faced with dilemmas.

6. Organization Conflicts. If an organization is
in conflict with the Code, rehabilitation coun-
selors are to make this known to supervisors
and other officials of the organization and
work to address the conflict.

Nelson et al. (2007, p. 138) also provide gen-
eral guidance for how rural counselors can work
through ethical dilemmas. In addition to general
guidance, they also emphasize the importance
that rural counselors bring awareness to the ethi-
cal dilemmas they face, as well as provide possi-
ble resolutions to such dilemmas:

* Increase awareness and understanding of issues
on rural healthcare ethics as perceived by rural
residents and healthcare professionals, includ-
ing the contextual influence on ethical issues
and how the issues are different from non-rural
settings.

e Increase awareness and understanding of rural
healthcare ethics decision-making, including
how living and working in regionally diverse
rural communities affect the response to ethi-
cal issues.

e Collaborate with rural healthcare profession-
als to draft guidelines for dealing with com-
mon, recurring ethical conflicts.

e Explore, assess, and propose models for
“doing ethics” in small rural health facilities.

e Develop and implement ethics training cur-
riculums and other educational resources for
and with rural clinicians, administrators, and
policy makers.

* Provide an ethics perspective to administra-
tors and policy makers charged with allocat-

ing healthcare resources, supported by
empirical data on potential urban-rural health-
care disparities.

e Foster a dialogue with the general healthcare
ethics community regarding the unique nature
of rural ethical issues.

Counselors may have to be creative and
adapt a variety of strategies to ensure confi-
dentiality and privacy of clients, some of
which may conflict with the Code. Chipp et al.
(2008), in their study on ethical dilemmas
rural health providers face in New Mexico and
Alaska, found that to help ensure confidential-
ity, providers:

e Work with community leaders to become
competent in the local culture and develop
culturally acceptable strategies that ensure
confidentiality.

e Keep a private log of client information that is
not part of official records.

e Expand regular office hours to include early,
late, and weekend appointments so people do
not have to explain or feel they must provide
excuses to employers, coworkers, and others
regarding their whereabouts.

Due to low density of rural communities and
high visibility of residents, including counselors,
other strategies to safeguard confidentiality
include the use of community spaces such as a
school, church, private room of a library, or a
community hall, the use of local businesses after
hours, or working with clients in the home
(Coduti & Mannninen Luse, 2015).

Ethics researchers have provided more guid-
ance on how to approach potential dual rela-
tionships. For example, Barnett, Behnke,
Rosenthal, and Koocher (2007) (as cited in
Shank et al., 2010, p. 504) propose six ques-
tions counselors should ask themselves when
working through ethical dilemmas. These
questions would be appropriate for rural reha-
bilitation counselors to think through when
faced with the possibility of a boundary cross-
ing and to ensure they do not harm clients or
the community they serve:
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e “Will doing this be helpful to my client?”

e “Will this action likely harm anyone?”

e “To whom do I owe an obligation or allegiance
in this situation?”

e “Will this action likely promote dependence
on me by my client?”

* “Are my actions consistent with how other
providers treat their clients?”

e “Have I allowed my judgment to become
impaired as a result of inadequate attention to
my own care of needs?”

Dual relationships with former clients may be
particularly difficult to avoid and be even more
problematic than dual relationships with current
clients. Anderson and Kitchener (1998, p. 96)
provide two questions for counselors to use as the
beginning framework to process possibilities
when deciding whether or not to enter into a dual
relationship with a former client:

e “Is a post-therapy relationship avoidable, and
if it is, why am I considering entering it?”

* “One year from now, will I be satisfied with
my decision?”

Schank et al. (2010, p. 504) provide four steps
for counselors to take into consideration when
dealing with ethical dilemmas such as dual
relationships:

e Obtain Informed Consent
— Be very clear with clients about confidenti-
ality and limits, how records are kept, ser-
vices, incidental contact, overlapping
relationships and how they should be han-
dled, and consultation with other
providers.
*  Document Thoroughly
— Must document thoroughly overlapping
relationships and reason for entering into
the relationship. Must document consulta-
tion with other professionals around over-
lapping relationships and other ethical
issues and discussion with clients.
* Set Clear Boundaries and Expectations
— Discuss with clients professional and client
expectations in the therapeutic relationship

and clarify obligations and limitations,
especially where it may be difficult to con-
trol out-of-office contact. Need to consider
best and worst possible outcomes of rela-
tionships and need to address ways to pre-
vent harm. Must self-monitor
continuously.

e Pay Attention to Issues of Confidentiality

— It can be tough to remember where infor-
mation was gathered from (in or outside of
sessions with a client). Word travels quickly
in small communities, and rumors can be
prevalent.

Instructional Features

Discussion Box 6.1

Joe is the only vocational rehabilitation coun-
selor covering an entire county. He provides
vocational services to Juan, whose parents,
Mrs. and Mrs. Hernandez, are very active in
the community and are major monetary sup-
porters of local youth programs. Juan’s
mother is also the town’s mayor. There has
been much community gossip that the
Hernandez’s are having financial and marital
difficulties which could significantly impact
the community. One youth program that they
are the major contributor of is a program in
which Joe is a board member. The previous
week when the board met, there was discus-
sion of these rumors and what it could mean
to the program if the Hernandez’s could no
longer support it. One of the board members
is a teacher in the local high school and knows
that Joe and Juan work together. She pulls Joe
aside after the meeting and asks him if he
knows what is going on or if he can find out.
Joe has noticed during his last few sessions
with Juan that the youth appears sad, with-
drawn, and having difficulty completing
employment search activities Joe assigns
him. During their next meeting, Joe asks Juan
if everything is alright.
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Questions

1. Discuss the differences between confi-
dentiality and privacy related to this
scenario.

2. When would Joe violate Juan’s
privacy?

3. When would Joe violate Juan’s
confidentiality?

4. Discuss Joe’s obligation to the youth
program and the board, if any, regarding
information he learns during his meet-
ing with Juan.

5. What are the appropriate steps Joe
should take to ensure Juan’s confidenti-
ality and privacy?

Research Box 6.1
See Malone and Dyck (2011).

Objective: Using the Canadian Code of
Ethics for Psychologists (CPA), the
researchers examined ethical dilemmas
rural and remote providers faced and their
ethical decision-making process.

Methods: This was a qualitative examina-
tion of ethical dilemmas the two authors
have faced as rural and remote psycholo-
gists. The authors discuss several real case
scenarios they have experienced using the
CPA which provides real-world, practical
solutions that other providers can
implement.

Results: Providers can face many ethical
situations working in rural and remote
areas including dual relationships and con-
fidentiality, pressure from colleagues to
divulge client confidential information, and
competence and self-awareness of one’s
limitations.

The authors discuss the importance of
locating colleagues and supervisors whom
the provider can trust to work through ethical
dilemmas with. Due to limited service pro-

viders in rural and remote communities, pro-
viders often have to develop a generalist
approach to be able to see clients with a wide
variety of needs. The authors do discuss both
the pros and cons of developing a generalist
practice. Providers who practice as general-
ists are better able to serve a diverse popula-
tion. However, there are concerns regarding
competence, scope of practice, and training.
To help counter ethical concerns, providers
must develop relationships and collaborate
with colleagues throughout the local and
regional healthcare systems. Well-developed
collaborations with other providers are
highly useful to meet the often complex
medical, personal, and environmental needs
of community members.

Conclusion:

It is important for rural providers to
develop relationships with colleagues or
supervisors they can rely on to assist in
processing and solving ethical dilemmas.
Rural providers must also locate appropri-
ate resources such as training, literature,
and research that focus specifically on rural
ethical dilemmas. The authors conclude
with highlighting the rewards of working in
rural and remote communities and possible
benefits of engaging in dual relationships
and having close ties with the community.

Questions:

1. Compare the CPA to the CRCC Code of
Ethics, focusing on dual relationships, con-
fidentiality, competence, interdisciplinary
teamwork, training, and supervision.

2. What does each Code discuss regarding
these topics?

3. Does one Code provide more thorough
guidelines for rural counselors to use?
Explain.

4. How can you implement suggestions
from this article into your own work as
a counselor?

5. How could you implement suggestions
from the CPA into your own work in an
ethical manner?

107
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Decision-Making Models

Due to the number of different helping profes-
sions and the various populations that are served,
there are a variety of different ethical decision-
making models that may be helpful. “These
models cover a variety of foci, including multi-
culturalism, collaboration, counselor education,
and counselor settings, such as schools and com-
munity agencies” (Heller Levitt, Farry, &
Mazzarella, 2015, p. 84). While having a variety
of models to choose from, and no two are like,
can be very helpful, this can also become over-
whelming to counselors when looking for a
model that best serves one’s needs.

Herlihy and Corey’s Decision-Making
Model

Herlihy and Corey (2015) provide a general
guide for professionals to use when faced with
difficult ethical dilemmas. They provide the fol-
lowing steps that can be used when a rehabilita-
tion counselor is faced with a potential dual
relationship or issues regarding confidentiality.

Identify the problem: Recognize a problem that
exists, and determine the type of problem it is:
ethical, legal, professional, clinical, or a com-
bination. Then, gather as much information as
possible. Make sure to document thoroughly
throughout the process.

Identify and examine relevant codes and princi-
ples: Consult the appropriate professional
ethical code(s) and principles. Make sure to
completely understand the code’s standards
and principles as well as possible implica-
tions. Make sure to evaluate if one or more
standards and principles have priority over
others.

Consult with others: It is important to discuss
problems with colleagues and supervisors.
Consulting with others can be very helpful as
they may have more expertise in an area, had
similar experiences, and can offer another per-
spective. Make sure to document throughout
the consultation process.

Check your emotions: Throughout this whole
decision-making process, it is important for
the counselor to be self-aware of one’s emo-
tions. The counselor will need to “check to see
whether you are being influenced by feelings
such as fear, self-doubt, frustration, disap-
pointment, or an overwhelming sense of
responsibility” (Herlihy & Corey, 2015,
p- 21). It can also be very beneficial to talk
about and process emotions with colleagues
and supervisors.

Involve the client: Counselors must make sure
they are following the general principles, par-
ticularly autonomy in the decision-making
process, and the ethical standards such as
informed consent. Clients should be involved
in the problem-solving process; it is their case
after all by including the client in the process
they are being empowered to make the best
decision for himself or herself.

Cultural considerations: Make sure to be fully
aware of what role one’s personal cultural and
worldviews may have in the problem and
decision-making process. Counselors must
also consider the client’s culture and world-
view and ensure the problem is a good fit for
the individual.

Problem-solve: The counselor can start to gener-
ate possible solutions. It is wise to develop
many possible solutions.

Consider all consequences: As all possible solu-
tions are generated, it can be highly beneficial
to either rank them or develop a pro/con list to
help both the counselor and client understand
what all potential consequences may entail.
Eliminate solutions that do not have an effec-
tive or favorable outcome or may cause fur-
ther problems. Again, it is important to include
the client in this process throughout.

Evaluate selected courses of action: Now that
possible solutions have been whittled down
to a few options, it is important to compare
them to the counselor’s general principles
and standards. Standler (as cited in Herlihy
& Corey, 2015) recommends testing options.
This test includes the test of justice (assess
personal sense of fairness in this option), the
test of publicity (would the counselor want
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this solution and his/her behavior broad-
casted on the news?), and the test of univer-
sality (would the counselor recommend this
same solution to another helper?). If the
counselor is satisfied to each answer, then he
or she can move on the final step. If not, then
test another possible solution.

Implementation: Now, the counselor and client
can carry out the decided course of action.
Once the solution is implemented, it is impor-
tant to follow up to assess its effectiveness and
consequences.

Tarvydas Integrative Model
for Ethical Behavior

Tarvydas (2004) also provides a model for reha-
bilitation counselors to use when faced with ethi-
cal dilemmas. This model contains four stages:

Themes or Attitudes in the Integrative Model
Maintain an attitude of reflection.

Address balance between issues and parties to
the ethical dilemma.

Pay close attention to the context(s) of the
situation.

Utilize a process of collaboration with all
rightful parties to the situation.
Stage 1. Interpreting the Situation Through
Awareness and Fact-Finding
Component 1. Enhance
awareness.

Component 2. Reflect, to determine whether
dilemma or issue is involved.

Component 3. Determine the major stakehold-
ers and their ethical claims in the situation.

Component 4. Engage in the fact-finding
process.
Stage Il. Formulating an Ethical Decision
Component 1. Review the problem or dilemma.
Component 2. Determine what ethical codes,
laws, ethical principles, and institutional
policies and procedures exist that apply to
the dilemma.

Component 3. Generate possible and probable
courses of action.

sensitivity and

Component 4. Consider potential positive and
negative consequences for each course of
action.

Component 5. Select the best ethical course of
action.

Stage IIlI. Selecting an Action by Weighing

Competing, Nonmoral Values

Component 1. Engage in reflective recogni-
tion and analysis of personal competing
values.

Component 2. Consider the contextual influ-
ences on values selection at the collegial,
team, institutional, and societal levels.

Stage 1V. Planning and Executing the Selected

Course of Action

Component 1. Figure out a reasonable
sequence of concrete actions to be taken.

Component 2. Anticipate and work out per-
sonal and contextual barriers to effective
execution of the plan of action and effec-
tive countermeasures for them.

Component 3. Carry out and evaluate the
course of action as planned.

Future Implications that Potentially
Will Influence Service Delivery
and Approaches

Due to geographical, demographical, and cultural
factors of rural and small town settings, rehabili-
tation counselors who serve these communities
are likely to make adaptations to services that are
different compared to their urban counterparts,
particularly when it comes to managing dual
relationships and safeguarding confidentiality.
Therefore, there are implications for policy mak-
ers and funding agencies, educators, and
researchers to ensure rehabilitation counselors
are able to provide high-quality, ethical services
in rural settings.

Policy makers and funding agencies must
recognize that rural communities face many
barriers to access appropriate care. Rural com-
munities face geographical, climatic, and infra-
structural barriers; limited community services;
and limited employment opportunities and jobs
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that provide adequate health insurance. These
factors limit options for community members
and place much stress on available services and
providers. Rehabilitation counselors working in
resource-poor communities are more likely to
work with people they have social connections
with. While dual relationships can be beneficial
as research has indicated, rural counselors have
indicated that managing such relationships can
be stressful, often not ideal, and if not managed
correctly can have negative consequences for
clients, counselors, and the community. The
likelihood of having to engage in dual relation-
ships creates issues in assuring client and even
counselor confidentiality and privacy. And
again, as with dual relationships, breaks in con-
fidentiality have very serious consequences for
all involved including the community. Rural
communities and counselors would benefit from
legislation and policies strategically geared
toward their unique needs. Furthermore, rural
communities and agencies require funding to
bolster service options and alleviate stress from
the few available service providers and decrease
risks for dual relationships and confidentiality
and potential consequences. Additionally, coun-
selors require funding to seek out appropriate
training and supervision to be able to effectively
manage dual relationships and confidentiality.
Counselors and agencies would also benefit
from funding to develop training services for
other rural providers. Funding geared toward
technology and technological infrastructure
would also help to increase service options to
rural communities and increase collaboration,
training, and referral resources for counselors.
However, technology is not the only answer
either. Policy makers, funding agencies, and
local community providers must come together
to adequately understand the many issues dealt
with in rural settings and develop specific inter-
ventions that will be most effective.

Education programs, continuing education
training and research, place little emphasis on the
unique needs of rural settings, with most of edu-
cational programming and research maintaining
an ‘“urban-centric’ viewpoint (Coduti &
Mannninen Luse, 2015; Malone & Dyck, 2011).

Research has repeatedly indicated that rural
counselors face challenges surrounding dual rela-
tionships and confidentiality that are both “quan-
titatively and qualitatively different than those
faced by urban providers” (Chipp et al., 2008,
p- 545). Unfortunately, rural providers often rely
on anecdotal strategies to manage dual relation-
ships and assure confidentiality (Schank et al.,
2010). Researchers must examine counselor ethi-
cal decision-making processes and resulting
implemented strategies to evaluate benefits and
risks of dual relationships and management.
Rehabilitation counselors, like any other human
service and healthcare providers, are most often
trained to avoid dual relationships. Additionally,
while rehabilitation education, training, and
research is well informed regarding the impor-
tance of confidentiality and consequences of
breaking it, there is little investigation of how to
safeguard confidentiality in rural settings with
low population density and high visibility. Rural
counselors would be well served by the provision
of well-examined strategies to manage dual rela-
tionships as well as strategies to recognize when
and when not to enter into a dual relationship and
effective strategies to protect confidentiality.
Through empirical well-informed education and
training geared specifically toward rural ethical
issues, rehabilitation counselors could provide
high-quality, ethical, and culturally sensitive ser-
vices to their communities.

Summary

It is hoped that this chapter will help students to
recognize that rural and small town settings are
unique and that working in these communities
will provide not only many challenges but also
many opportunities. Rural and small town com-
munities are diverse, vibrant communities that
deserve respect to be provided a range of empiri-
cally sound and ethical services that meet their
needs. This chapter sought to address the issues
rural and small town settings face along with cul-
tural values that create for unique ethical dilem-
mas for rehabilitation counselors particularly
regarding relationship dynamics.



6 Ethical Vocational Rehabilitation Practice and Dual Relationships in Rural Settings m

The Code, while designed to provide broad
guidelines to assist in multiple settings, may be
too ambiguous and not culturally sensitive for
rural and small town communities. Furthermore,
there is a significant gap in education, training,
supervision, and research to provide rural-
focused strategies to assist counselors to be able
to effectively problem-solve and manage ethical
dilemmas. Rural counselors are likely to have to
deal with dual relationships and must be able to
effectively manage these precarious relation-
ships. Training counselors to avoid such relation-
ships is simply not realistic, nor may it be ethical.
Without the provision of empirically validated
training and supervision, rural counselors have
been left on their own to develop and implement
anecdotal strategies to manage dual relationships
and confidentiality. Furthermore, rural and small
town communities are often tight-knit; rely on
informal supports such as family, friends, and
informal groups; and are resource-poor.
Therefore, it would be unethical to ignore the
potential necessity of counselors to have to
engage in dual relationships.

Working in a rural community and engaging
in some types of dual relationships with clients
can be a positive and beneficial experience.
Counselors who take the time to become engaged
in a rural or small town setting will recognize that
these are rich and highly diverse communities,
with self-reliant, highly resourceful, very caring,
and connected community members. In-depth
community involvement allows counselors to be
highly visible and become a trusted community
member in which people feel comfortable seek-
ing services from, recognize and bring awareness
to community needs, and dispel stigma attached
to disability and service seeking. Counselors can
more fully engage the community as a whole and
individuals in conversations about how to tackle
community concerns and develop strategic ser-
vices that are culturally appropriate to fit the
community’s needs. Dual relationships can also
be beneficial to allow the counselor to work more
closely with individual clients to develop holis-
tic, really in-depth, highly effective services that
include a variety of informal supports from fam-
ily members to friends, to community groups,

and to the involvement of local businesses.
Counselors working in resource-strapped com-
munities, who can ethically manage boundary
crossings, will have informal resources and sup-
ports, such as community leaders and elders,
whom they can turn to for their own guidance as
well as to assist in service provision.

Case Study

Miguel is a 15-year-old young man who is a
freshman in high school. He has Duchenne
muscular dystrophy. Miguel attends his IEP
meeting and recognizes you, the only voca-
tional rehabilitation counselor in the county,
as a friend of his parents. You ask Miguel to
meet you for a few minutes after the meet-
ing to discuss a little more in-depth what
VR services include and some of Miguel’s
personal and career goals. Miguel appears
embarrassed talking to you. When you ask
him what questions he has, he asks if you
are going to tell his parents everything you
discuss. Explain dual relationships, confi-
dentiality, and privacy in terms a 15-year-
old young man would understand. Discuss
the steps you can take to ensure Miguel’s
confidentiality and privacy.

Resources

National Rural Health Association: http://
www.ruralhealthweb.org/Research and
Training Center on Disability in Rural
Communities: http://rtc.ruralinstitute.umt.
edu/employment-vocational-rehabilitation/

Rural Health Information Hub: https://www.rur-
alhealthinfo.org

Rural Health Research Gateway: https://www.
ruralhealthresearch.org/centers

Rural Policy Research Institute: http://www.
rupri.org/

US Department of Health & Human Services:
Federal Office of Rural Health Policy: http://
www.hrsa.gov/ruralhealth/


http://www.ruralhealthweb.org/Research
http://www.ruralhealthweb.org/Research
http://rtc.ruralinstitute.umt.edu/employment-vocational-rehabilitation
http://rtc.ruralinstitute.umt.edu/employment-vocational-rehabilitation
https://www.ruralhealthinfo.org
https://www.ruralhealthinfo.org
https://www.ruralhealthresearch.org/centers
https://www.ruralhealthresearch.org/centers
http://www.rupri.org
http://www.rupri.org
http://www.hrsa.gov/ruralhealth
http://www.hrsa.gov/ruralhealth
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Learning Exercises
Self-Check Questions

1. Discuss the role of culture in dual relation-
ships, confidentiality, and privacy.

2. Discuss why it is important for rehabilitation
counselors who work in suburban and urban
areas to learn about and understand the cul-
ture and needs of rural and small town com-

munities and ethical dilemmas rural

counselors face.

. You are a rehabilitation counselor in a remote

rural community. You are asked to attend as a
guest in the board meeting of a local organiza-
tion you are very interested in. As you walk
into the first meeting, you realize the board
president is the parent of a teenager you work
with in the high school. The teen has recently
disclosed negative personal information about
this parent to you. What steps regarding confi-
dentiality and privacy do you take in handling
this situation?

. Max is a rehabilitation counselor who has his

own private practice. He lives and works in a
small rural town. Max’s car breaks down, and
he has it towed to the service garage owned by
a client’s parent, which is one of the two
garages in the community. The estimate on
repairs is very expensive. As a proprietor, the
garage owner pays for his own insurance. His
insurance only covers six counseling sessions
for his child, which will occur after Max’s
next session with the client. The family has
agreed that they would like Max to continue
working with the child and have begun dis-
cussing payment options. At the garage, Max
and the garage owner agree to the arrange-
ment in which Max will provide services pro
bono to the owner’s child in exchange for
repairing his car.

e Discuss whether or not Max should make
this arrangement with the garage owner.
Explain your answer.

e What are the positive and negative implica-
tions of this proposal?

e What kind of dual relationship would this
be? Explain why.

e If you believe this arrangement is alright,
what steps must Max take to ensure it is
ethical and does not harm his client or the
family?

. Mary is a rehabilitation counselor who grew

up in the tight-knit farming community she
works. She has covered the same large
region for several years and will frequently
meet clients in their homes. She has several
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clients in which she has had long-term thera-

peutic relationships with. Clients will fre-

quently say hello to Mary in the community.

During home visits, clients usually offer

Mary coffee and food and want to inquire

about Mary’s family as they frequently know

each other’s families.

e What are the implications of the client and
Mary’s behavior in these relationships?

* What steps should Mary take to ensure
boundaries?

e What steps should Mary take to protect both
her and client confidentiality and privacy?

Field-Based Experiential Assignments

1. Interview a vocational rehabilitation coun-

selor who works in a rural setting. Discuss

with the counselor:

e How the counselor manages dual relation-
ship dilemmas with clients.

* How the counselor manages confidentiality
and privacy dilemmas with clients in a cul-
turally appropriate manner.

e What strategies does the counselor use to
solve ethical dilemmas?

e What ethical decision-making models
does the counselor use to solve ethical
dilemmas?

. Develop a case study that includes ethical
dilemmas around dual relationships and confi-
dentiality. Have classmates use one of the
ethical decision-making models discussed in
this chapter to develop ethical strategies to
work through the dilemmas.
. You are part of a group of rural rehabilitation
counselors visiting your state capitol to speak
with your local members of congress and
then visiting Washington DC to speak with
your state members of congress. Outline and
discuss (and explain why) three major points
you would want to discuss that have implica-
tions for dual relationships, confidentiality,
and privacy.

Multiple-Choice Questions

1. True or False. Mary is a rehabilitation coun-

selor who covers a large region. While the
agency she works for is centrally located in
town, most of her clients live several miles
outside of town. Transportation, healthcare
issues, and child care often create challenges
for clients to be able to see Mary in the office.
Therefore, Mary will frequently meet clients
either in their homes. This would be an
example of a boundary crossing.

. True or False. Greg is a rehabilitation coun-

selor who lives in the same community
where he works. While grocery shopping,
Greg runs into a client, Alex, and his parents.
Alex and his parents stop and say hello to
Greg. This would be an example of a bound-
ary violation.

. True or False. Informal overlapping relation-

ships between the counselor and client are
called dual relationships.

. Strategies to manage dual relationships do

not include which of the following:

(a) Discuss the likelihood of boundary
crossings with every client.

(b) Define dual relationships, and discuss
likelihood of such relationships in the
counselor’s informed consent.

(c) Discuss strategies with colleagues to
manage dual relationships

(d) Counselors are to avoid all dual
relationships.*

. Which of the following is an appropriate

question that a counselor can use to deter-

mine whether or not to enter into a dual rela-

tionship with a client?

(a) “Will doing this be helpful to my
client?”

(b) “Will this action likely harm anyone?”

(c) “Are my actions consistent with how
other providers treat their clients?”

(d) All of the above are questions that can be
used to determine whether a decision is
ethical.*
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Which is not an example of a low-risk bound-

ary crossing?

(a) Conducting a home visit with a client

(b) Meeting clients in a private room at the
local community hall

(c) Working with a teenage client who is
friends with your child*

(d) Running into a client at a local restaurant

According to Schank et al. (2010), steps coun-

selors should take to effectively manage dual

relationships include which of the following:

(a) Document all dual relationships care-
fully, including the reason for entering
into the relationship.

(b) Discuss and set clear boundaries and
expectations with all clients.

(c) Be diligent to issues regarding confiden-
tiality in a dual relationship.

(d) All of the above are suggested strategies
to manage dual relationships.*

Cultural factors that can hinder a counselor’s

ability to protect client confidentiality

include which of the following:

(a) Rural residents are likely to rely on

informal supports such as family and

friends.

Low population density and high visibil-

ity create for likelihood of gossip.

Low population density and high visibility

create for community members indirectly

learning about confidential information of

a counselor’s client.

All of the above are cultural factors that

can hinder confidentiality.*

Strategies to protect client confidentiality

include which of the following?

(a) Become competent in the culture of the
local community to understand individ-
ual and community expectations regard-
ing who is likely to be an informal
support, who can know certain informa-
tion, and what information is shared.

(b) Expand office hours to accommodate
client preferences.

(c) Locate a private space in a central com-
munity location such as a church or
community building.

(b)

©

(d)

(d) All may be appropriate ways to help
ensure client confidentiality.*

A rehabilitation counselor’s ethical duty to

protect client information discussed during

therapy is

(a) Privacy

(b) Confidentiality

(c) Dual relationship

(d) Boundary violation
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Resilience and Strengths of Rural

Communities

Allison R. Fleming, Noel A. Ysasi, Debra A. Harley,
and Malachy L. Bishop

Overview

The word resilience has a historical association
with recovery from natural disasters and with
very precise meanings in disciplines such as
engineering and ecology. However, the word
resilience has traveled an evolutionary path from
such precisions to a more inclusive way to
describe a characteristic of individuals, house-
holds, communities, or regions (Dabson, Heflin,
& Miller, 2012). Wilbanks (2008) defined a resil-
ient community or region to possess the charac-
teristics to (a) anticipate threats, opportunities,
and potential for surprises, (b) reduce the impact
of these threats, (c) respond appropriately when
these threats materialize, and (d) recover after-
ward. Resiliency of rural residents may best be
summarized based on their trajectory. Over time,
rural residents have demonstrated not only
resilience but resistance and recovery, three of
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the elements identified by Norris, Stevens,
Pfefferbaum, Wyche, and Pfefferbaum (2008) as
trajectory, with the fourth being long-term dys-
function. In addition to individual characteristics,
traditional beliefs, and practices, environmental
and geographical influences in rural communities
tend to increase personal resistance.

Often, rural communities are viewed as vulner-
able because of location; however, it is important
to recognize that vulnerability is not a static state
nor is it an attribute of an individual or system/
community. According to Rance, Funfgeld, and
Brown (2015), vulnerability “is characterize by a
host of complex social and economic factors,
often associated with entitlements and access of
individuals or groups to resources relative to the
geographic and institutional context in which
these individuals or groups live” (p. 10). The
tools that individuals possess to deal with chal-
lenges, change, or loss are what define their level
of resilience and strengths. In other words, resil-
ience does not make life easier or remove obsta-
cles for individuals; rather, it provides
psychological strength to understand that chal-
lenges are inevitable and that it is necessary to
work through them. In any discussion of resil-
ience, it is important for the reader to remember
that resilience often exists within the context
of risk.

Rural people and communities have demon-
strated resilience in light of institutional and
social changes that have occurred since the
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mid-twentieth century and have fundamentally
transformed rural life (Brown & Schafft, 2011).
While there are multiple reasons for rural resil-
ience, overwhelmingly and universally the litera-
ture consistently attributes rural resilience and
strengths to social capital (the quality of relation-
ships between members of the community), value
of kinship, and pride. This chapter will present
information on the sustained ability of rural,
frontier, and territory communities to respond,
withstand, and recover from adversities as a
measure of strengths of rural residents.

Learning Objectives
Upon completion of this chapter, the reader
should be able to:

1. Define resilience.

2. Identify the characteristics of resilience and
strengths in rural residents and communities.

3. Explain community capacity.

4. Define social capital, and explain its relevance
for resilient communities.

5. Identify areas for possible community advo-
cacy to increase resilience.

6. Understand the advantages and disadvantages
of the social conditions of resilience.

Introduction

Rural communities have often been viewed as
“behind” or less progressive than urban centers
(Thomas, Lowe, Fulkerson, & Smith, 2011). This
point of view is driven by a concept called urba-
normativity, or the view that urban space in the
USA is the norm, and rural communities are
abnormal (Thomas et al., 2011). Urbanormativity
contributes to the marginalization of rural spaces
and communities and does not acknowledge the
value and contribution of rural parts of the
USA. Common thinking is that rural communi-
ties rely on urban centers for innovation and sus-
tainability; however, amassed evidence suggests
just the opposite. In fact, urban centers rely on
rural communities for food, materials, and natu-
ral resources. Historically, rural areas have been
the setting for many social changes in the USA;

several groups seeking freedom from oversight
and influence moved to rural areas to create their
own society based on their own beliefs (Thomas
et al., 2011). This tradition creates the backdrop
for many rural communities today: resilient, self-
sufficient, and independent. The following sec-
tions will provide an overview of the definition of
community, the concept of community resilience,
and community capacity.

Communities are traditionally defined as,
“people, resources, organizations, structures,
and systems in a close geographic proximity”
(Pfefferbaum et al., 2013, p. 251), recognizing
some imposed physical boundaries are inaccu-
rate reflections of a community. In a rural con-
text, a community may be thought of as a county
or area that all utilize central community
resources such as schools, churches, mail routes,
or law enforcement. Rural communities are
often subject to hardships due to economic cir-
cumstances, natural disasters, and shifts in
demographic makeup of residents over time.
Despite these challenges, many display an
incredible amount of resilience and continue to
thrive despite difficulties. Often, residents are
credited with adapting and changing with the
times, while “outsiders” often have difficulties
understanding how this is accomplished.

Community resilience as a concept has gained
attention in the public health arena as critical to
the welfare of citizens, particularly in support of
the US Department of Health and Human
Services National Health Security Strategy to
prepare for threats due to disease, natural disas-
ters, and terrorist attacks (US Department of
Health and Human Services, 2009). Community
resilience is sometimes described as a goal, other
times as a mechanism for ensuring preparedness
for emergency situations and threats (Pfefferbaum
& Klomp, 2013). Resilience can describe indi-
viduals or communities and can be simply defined
as “the process of successfully adapting to, and
recovering from, adversity” (Pfefferbaum &
Klomp). Many counties, towns, and communities
are subject to difficult circumstances or events,
and residents who are able to return to pre-event
levels of quality of life are considered to be more
resilient (Besser, 2013). Based on this definition,
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resilience can be conceptualized as a dynamic
process that is observed over time as the commu-
nity identifies, responds to, and monitors poten-
tial threats. Resilience itself does not reflect the
absence of hardship, rather describes continued
progress despite adversity. Resilience at the com-
munity level is a phenomenon apart from the
resilience of the residents, although the two are
not completely mutually exclusive. Pfefferbaum
and Klomp (2013) explain this important distinc-
tion by building on the familiar adage, “the whole
is greater than the sum of its parts.” The collec-
tion of resilient community members joining
their efforts is the backbone of community
strength. However, a resilient community does
not guarantee resilience in all residents and does
not necessarily strengthen or impact individual
community members. This chapter will be a dis-
cussion of community capacity, resilience, val-
ues, and strengths of rural communities, including
examples of community programs that demon-
strate the impact of community service delivery
on residents.

Defining Community Capacity

Many disciplines, including community health,
economics, sociology, and public policy, are the
home to research, literature, and general dis-
course on the topic of community capacity. Often,
economic indicators such as poverty, employ-
ment, and even population growth are the focus
of this work. Other scholarly endeavors highlight
the importance of social and organizational
gains such as education, community activity
and participation, and satisfaction. Beckley,
Martz, Nadeau, Wall, and Reimer (2008) pro-
pose that community capacity is better under-
stood as a multidimensional concept, including
structural and relational components and com-
munity assets. Structural components are most
easily understood as the way a community is situ-
ated, including availability of natural resources,
connections with or isolation from other geo-
graphic areas, local power structure, and/or polit-
ical and governmental characteristics. Relational
components consist of community leadership,

cohesion, shared values, and traditions of
community members. Community assets are
commonly considered to be infrastructure, liquid
financial assets, or entrepreneurial social struc-
ture. Additionally, there are a wide variety of out-
comes that may indicate strong or weak
community capacity outside of those tradition-
ally considered. Beckley et al. (2008) proposed a
multidimensional definition of community
capacity, with four facets: “(a) capital, assets, or
resources; (b) catalysts; (c) mobilization of those
resources through social organization and rela-
tionships; and (d) end results or outcomes”
(p. 60).

Alternatively, Pfefferbaum and colleagues (as
cited in Pfefferbaum et al., 2013) proposed four
interrelated domains of community capacity that
both “describe and help create” the capacity for
community resilience: (1) connection and caring,
(2) resources, (3) transformative potential, and
(4) disaster management. Connection and caring
describe the relatedness, shared values, and com-
munity participation of members. Communities
that foster involvement and engagement of resi-
dents in diverse groups and experiences (e.g.,
civic, social, etc.) increase the shared sense of
belonging and investment in the community. For
example, festivals and fairs can foster relation-
ships, community pride, and belonging (Kulig,
Edge, & Joyce, 2008). Community social net-
works can also be a source of hope and support
during crises. Resources have traditionally been
characterized as a wide variety of resource types:
financial, natural, physical, human, and social.
Above the existence of resources, Pfefferbaum
and colleagues emphasize that the way that com-
munities invest in and allocate resources is criti-
cal to resilience in the face of disruption or
challenge. The structure and organization of a
community, for example, ensure members can
respond effectively and quickly in times of crisis.
The transformative potential of a community
addresses the members’ capacity to identify and
frame their collective experiences, assess and
consider strengths and weaknesses, examine past
initiatives, and make plans and decisions for the
community’s future. Disaster management
includes activities set up in advance to mitigate
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risk, to be prepared for crises by way of
developing and planning response, and speed
recovery from unforeseen or unpreventable
events. This process requires assessment of pos-
sible and likely threats, areas of vulnerability,
resource needs, and determining appropriate
actions. This is an ongoing process, where both
short-term needs and long-term plans for recov-
ery are included.

Sustainability, vulnerability, resiliency, and
adaptability are terms frequently cited within the
literature to describe how communities adjust and
overcome adversity. These concepts have been
the emphasis of resource and land management
and how individuals and communities respond to
natural disasters and/or extreme weather condi-
tions (Harrington, 2005). Rural communities in
the great plains and high plains of Kansas, for
example, are known to experience severe weather
conditions including drought, tornadoes, hail, and
freezing temperatures and ice/snow, often affect-
ing a region highly dependent on agriculture
(Cross, 2001; Cutter, Boruff, & Shirley, 2003). In
the 1930s, the drought and dust bowl (well-known
natural disaster) affected the region through the
loss of rich farming soil associated to wind and
water erosion. Moreover, depleting groundwater,
floods, and tornadoes/hail/severe storms remained
persistently  problematic  (Borchert, 1971,
Harrington, 2005). Yet, despite these conditions,
communities in rural Kansas continue to thrive.
Subsequently, Kansas has made vast efforts to
respond to these environmental challenges experi-
enced within their rural communities. Mitigating
factors for overcoming these socioeconomic con-
ditions have been adaptability and resiliency
among farmers for adopting new methods of
farming, while state and federal involvement
through research programs have provided addi-
tional support for locals. Hence, the implementa-
tion of soil conservation practices through a
Western Weather Modification Program is
designed to increase rainfall and reduce hail dam-
age (Nellis et al., 1997). Interestingly, no signs of
increased rainfall through the program came
about; however, overall hail damage decreased by
49%, damage to crops decreased by 27%, and
provided an estimated cost benefit of $60,000,000

for the years 1979-1993 within six rural commu-
nities. The overall significance of this program
resulted toward further adjustments to counter
other environmental conditions (i.e., droughts,
floods, etc.) through agriculture diversification
(i.e., conversion to dryland farming), adopting
efficient technologies, espousing crop rotations,
increased irrigation, and water conservation pro-
grams (Eklund, Jawa, & Rajala, 1999; Harrington,
2005). Additional methods for adjusting to the
environmental conditions are necessary for long-
term sustainability (Harrington, 2005).

Though, not every country responds to the
need or challenges typically seen in our example
of Kansas. In 2003, the World Economic and
Social Survey was released which focused on
sustainable development, a fundamental concern
in developing countries facing challenges with
economic, social, and environmental issues
(United Nations, Department of Economic and
Social Affairs [UNDESA], 2013). Their report
offers insight not only to the challenges fre-
quently encountered in rural populated areas but
also solutions to overcome global challenges
through a joint course of action among govern-
ments. The United Nations addressed the need
for investing in rural infrastructures as determi-
nant for increasing food production and sustain-
ing natural resource management.

For instance, in agriculturally based countries
such as sub-Saharan Africa, transportation
accounts for 50-60% of total marketing costs, yet
poor road conditions continue to remain; invest-
ing in basic infrastructure, such as roads, potable
water, and supplying electricity, can reduce mar-
keting costs and vitalize local economies through
increased production. By addressing these long-
term constraints, opportunities for expansion will
be possible and attractive among private investors
(UNDESA, 2013). Case in point, Uganda gener-
ates a 23% GDP for agriculture but has signifi-
cant deficits in physical infrastructure. However,
their government has recently invested toward
improving physical infrastructure (primarily for
irrigation projects) to increase productivity and
enhance food production capacity. Researchers
hypothesize Uganda’s annual productivity
growth rate over the period 2016-2030 will
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increase from 2.4% to 3.7%, and agricultural
output will increase 1.5% per year (UNDESA,
2013). These investments further support the
need for commitment from the public as they will
ultimately contribute to productivity gains.

Additional challenges and/or concerns among
these communities included the need for food
security and income among the rural poor. Not
only will increasing agricultural productivity
improve economic conditions but also facilitate
increased food availability while simultaneously
generating income. Investing in rural communi-
ties is critical for an integrated approach to sus-
tainability and decreasing poverty. Further,
UNDESA (2013) recommends a rural develop-
ment strategy through rural infrastructure invest-
ments to improve working alliances between
rural and urban communities and implementing
wider and inclusive access to public services to
reduce rural/urban inequalities, disaster risk, and
food insecurity.

Assessing Community Strengths

Effective and resilient communities build on their
strengths, adjust for weakness, and recognized
environmental and economic realities (United
State Department of Agriculture Economic
Research Service, 2012). Community members
may wish to employ assessments to help identify
and guide their approach. A person serving in a
leadership or evaluator role in a community
assessment exercise is by the nature of the task,
performing a political activity. Careful attention
to empowering community residents and valuing
their perspectives as a form of “truth” is critical
to success (Tice, 2005). Put simply, “the strengths
assessment requires an account of what people
know and what they can do, however inchoate
that may seem. It requires constructing a roster of
resources existing within and around the commu-
nity” (Tice, 2005, p. 100).

Assessing communities for capacity allows for
recognition of both community strengths as well
as areas of weakness. Those in a community
development capacity who are aware of commu-
nity capacities or strengths, as well as gaps or

weaknesses, can ensure that necessary supports
are in place prior to initiating any programs or
initiatives (Goodman et al., 1998). One method of
assessing community strengths that have gained
particular attention in the field of social work is
“community mapping” (Pitzer & Streeter, 2015).
The concept of “mapping” is often thought of
within the concept of geographic space but can
also be extended to include abstract concepts such
as social capital or assets. Mapping community
strengths can enhance the community members’
and outside helpers’ understanding of assets and
enhance the self-efficacy of the community, poten-
tially boosting engagement in further asset devel-
opment (Pitzer & Streeter, 2015). As with any
evaluation effort, during an asset mapping exer-
cise, it is important to gather data or input from as
many sources as possible. This means tapping the
knowledge and expertise of both formal and infor-
mal community leaders, particularly those who
have an understanding of the community history,
values, and culture. Methods for gathering data
from community members on assets are similar to
other evaluation techniques, including interviews,
focus groups, surveys, and secondary data analysis
of economic, education, or health data. GIS map-
ping might also play a role in identifying existing
structures, services, and resources.

Culturally relevant interviewing and assess-
ment is critical to gathering quality data from
these efforts; attention to language, interviewing
techniques, body language, and the role and view
of “outsiders” in the eyes of community members
are all important considerations. For example, is
it common for community members to share con-
cerns with neighbors, or would they be more
likely to speak frankly with a nonmember? Do
spoken or unspoken social “rules” exist dictating
who among community members may speak for
the group? Do community members have partic-
ular ways of describing assets that might not res-
onate with a person who is unfamiliar with the
community culture or history? Is the way that a
person who is unfamiliar with the community
asks questions that may elicit more or less infor-
mation from community members?

Additional community strengths may be deter-
mined through utilizing secondary data sources,
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such as employment and labor market informa-
tion, health data, and educational attainment data.
Ratings of available services, safety, and natural
resources may serve to highlight strong features of
a community. Information on available housing
units, average cost of property, number of busi-
nesses and how many people they employ, devel-
opment projects and permits, use of open space,
and much more is available through public records
and archival data. These assets may be publicized
and even used to leverage additional resources in
the future (Community Tool Box, 2016).

Practitioners and scholars of the vocational
rehabilitation counseling (VRC) profession may
be left with the simple question: “Why and how is
assessing for community strengths and weak-
nesses an important consideration when working
with clients?” By understanding the strengths a
community holds (i.e., strong community involve-
ment, high demand for specific jobs, access to
transportation, etc.) and weaknesses that currently
exist (e.g., transportation barriers, lack of access
to community resources, and insufficient job
opportunities), rehabilitation counselors can capi-
talize on the strengths and counter weaknesses
through a collaborative effort with their clients.
However, facilitating change based off assessing
for strengths and weakness is a community-based
approach whereby stakeholders, governmental
agencies, and community leaders are actively
involved toward implementing positive change
within their district. Yet, when community par-
ticipation is absent and people of position in
structural and social hierarchies oversee planning,
implementation, evaluation, reporting, adminis-
tration, and financial control, failures tend to
occur among these stakeholders, often leaving
residents in a state of dismay (Boutilier, 1993;
Laverack, 2006; Syme, 1997). Furthermore,
inequalities in health, and overall well-being, tend
to be negatively affected when policy makers
have too much control in the decision-making
process; as a result, communities must have a
sense of ownership and be empowered to address
any concerns they possess (Laverack, 2006).

The importance of assessing for strengths and
weakness within rural communities cannot be
overstated. To illustrate this case and point,

Averill (2003) conducted research in Grant
County, New Mexico to identify a standard mea-
sure of community-based attributes and strengths
that could eventually lead to positive change.
Historically, this geographic region is an isolated
mountainous and dessert terrain area with small
communities consisting of several hundred resi-
dents within each. The economic conditions have
traditionally operated through copper mining,
cattle ranching, farming, logging, and now tour-
ism, though challenges remain consistently prob-
lematic for these rural communities (Averill,
2003). Key issues or concerns identified by par-
ticipants involved in the study included (a) pre-
scription medications were typically elevated in
cost, and accessibility and affordability for
obtaining medicine were challenging; (b) limited
access to healthcare, specialty care, hospice ser-
vices, and emergency care was concerning for the
elderly and their families; and (c) social isolation
and loneliness due to living within remote areas
were reported. Though the weaknesses conveyed
have been repeatedly discussed throughout the
text, the researchers identified three principle
strengths found among this population for over-
coming the barriers encountered and comprise of
the following: (a) age, cultural diversity, eco-
nomic, and vocational history led to increased
knowledge for sustaining health, caring for sick
and injured family members, and methods for
reducing time away from work when confronted
with illness; (b) healthcare professionals who
decided to relocate or remain within Grant
County were passionate about improving health-
care services through creative and problem-
solving techniques, staying up to date with
current practices within their medical field, and
believed in community partnerships for positive
change; and (c¢) community-based practices by
planners, educators, advocates, healthcare pro-
viders, and individuals within administrative and
leadership roles, actively participated in reducing
fragmented service delivery (i.e., inadequate
healthcare), increasing educational opportunities,
and enhancing social services.

The resulting outcomes by which Grant
County was assessed provide insight into a rural
community that would normally be seen as disad-
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vantaged based on barriers frequently encoun-
tered. Therefore, constituents must first identify
the deficits/weakness to foster a healthy under-
standing of strengths frequently overlooked. It is
not uncommon to focus exclusively on the weak-
nesses without regard to the resiliency for over-
coming challenges identified earlier. Although
there is no question that streamlining and improv-
ing services are crucial for the betterment of resi-
dents and the functionality of a community,
recognizing strength-based characteristics can
spur change in appropriate areas. For example,
rather than assuming Grant County is in dire need
of financial resources for educating families on
caring for the sick, resources can be allocated to
focus on problematic areas not countered through
the strengths found among the residents.

Distinguishing Characteristics
of Resilient Communities

In previous sections, we have presented aspects of
community capacity that contribute to resilience.
These have included both material assets (e.g.,
funds, natural resources) and people. In many
communities, the residents and social infrastruc-
ture are the greatest asset. Social capital, defined
as “relationships between people, characterized
by trust and the normal of reciprocity” (Putnam,
2000 cited in Besser, 2013, p. 118), has been
linked to higher levels of civic engagement, com-
munity cooperation, and quality of life among
community members (Besser, 2013). Kulig et al.
(2008) suggested in their model of community
resiliency that community experiences and sense
of belonging in the community drive a shared out-
look among residents. Then, when community
action, an event, or circumstance occur, members
are better poised to come together to respond in a
cooperative and unified way.

Social Infrastructure

The social infrastructure of a community influ-
ences the level of connectedness, shared values,

and commitment of residents. Social infrastruc-
ture is defined as the place where the community
functions (e.g., meeting places, community cen-
ters), where organizations are built and exist, and
where social capital can develop (Flora, Flora, &
Gasteyer, 2016). Locales provide public spaces
where people are nurtured and relationships are
formed. For some residents (e.g., those with
human service needs), these public spaces may
serve as important sources of social interaction in
their lives. Examples of spaces that support social
networks include faith-based centers (e.g.,
churches, temples, mosques), parks, tenant or
neighborhood centers, youth organizations,
health clinics, child-care programs, libraries, and
schools. In rural areas, these places may be
spread out or may be situated centrally and a dis-
tance from many residents” homes, making trans-
portation a potential barrier to participation if it is
not available.

Flora et al. (2016) described two kinds of
social capital that may serve to enhance commu-
nity cooperation among residents: bonding and
bridging. Bonding social capital is the relation-
ships between groups of individuals who share a
common identity or ideology. Bridging social
capital is the relationships that exist between
members of diverse groups of people. In some
rural communities, there is little diversity among
members, thus decreasing the need for bridging
social capital. Bonding social capital is more
effective at motivating people to come together
and volunteer time and effort to reach group
goals. In communities where multiple groups of
people exist, having high levels of bridging social
capital and moderate levels of bonding is most
advantageous in supporting cooperative work
toward a community vision, which is a key aspect
of resilience (Flora et al., 2016).

Community Pride

In many rural communities, residents share a
sense of pride in where they are from. This
pride emanates from a sense of shared values
(e.g., “small town values”) among community
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members. Rural communities cultivate a
strong sense of history, beneficence, purpose,
autonomy, and respect for others (Hoffman,
2011). Interviews with rural residents who left
and then returned to their communities
revealed several important draws and aspects
of community pride (Cromartie, von Reichert,
& Arthun, 2015). Residents valued connec-
tions, raising children near their extended
family, peace and safety, and opportunities for
outdoor recreation. The lifestyle in rural areas
is described as, “clear skies, slower pace,
clean air, and close social networks” (Coll &
Haas, 2013, p. 103), giving residents much to
be proud of.

Rural residents are also proud of their values
and the people who live in their communities.
Often their pride comes from juxtaposing rural
residents and their values against urban dwell-
ers. For example, they consider themselves to
be patriotic, God-fearing and religious, honest
and law abiding, hardworking, and democratic.
They consider city residents to embody the
opposite of these virtues: un-American, lazy,
corrupt, secular, and heavily controlled by
those running industry (Flora et al., 2016). The
cultural capital they perceive as rural people
provides them with pride in where they are
from and a strong desire to stay where they
believe the people are “good.”

Sense of Belonging

Rural residents, particularly in small towns, share
a sense of belonging and value for social connec-
tions. It is considered part of human nature to
readily develop social bonds and attachments
under a wide variety of conditions (Baumeister &
Leary, 1995), and the conditions of small town,
rural life, are certainly amenable. Particularly in
the circumstances of scarce resources, it is often
in the best interest of all to cooperate and share
resources so that everyone can benefit and be pro-
tected from external threats. Social psychology
researchers have also found that proximity mat-
ters in forming social bonds; we are more likely
to develop relationships with those we live near

or spend much of our time with (Baumeister &
Leary, 1995).

Community Action and Civic
Engagement

This shared sense of belonging also influences
residents to get involved in community activi-
ties, and civic engagement is considered by
some to be an expectation. Everyone needs to
take a turn and contribute (Cromartie et al.,
2015). Communities are often making decisions
about needs and what infrastructure to invest in.
Choices such as water supply, public spaces,
schools, waste processing, landfill space, and
maintenance of roads and bridges are some
examples of decisions that communities must
make based on their shared values. As a result of
the Omnibus Reconciliation Act of 1981, fed-
eral support of local communities was drasti-
cally reduced (Flora et al., 2016). Previously,
rural community governments relied on the gen-
eral revenue-sharing stipulations to assist with
their local budgets, and this stipulation was
eliminated in 1987 (Flora et al., 2016). This
leaves rural community leaders with less sup-
port from the federal government than before
and with greater responsibilities for local infra-
structure. Resilient communities stand apart
from others in their level of planning, invest-
ment, and cooperation in addressing these chal-
lenges. Much of their success comes from the
shared sense of responsibility that residents feel
to get involved with community activities and
civic engagement.

Residents

Rural residents are as varied as those living in
other regions, and the traits outlined in the fol-
lowing sections are considered along a contin-
uum. These points are not meant to assume that
all rural residents feel, behave, and believe the
same ways or are ubiquitous people. However,
several themes among resilient communities are
highlighted in the following sections in an effort
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to celebrate the strengths of rural residents that
have not been historically recognized.

Outlook or Mentality

Rural residents have long celebrated a different
outlook or mentality than those who live in the
suburbs or rural areas. This worldview is closely
tied to the rural experience, which “has allowed
them to retain a physical and mental toughness
and to preserve a code of commitment to family
and kin that has long ago boon lost in the rush to
a commodified human existence” (Harkins, 2004,
p- 206). Residents look back on difficult circum-
stances with pride and recognition of the reward-
ing aspects of their experiences, even lamenting
their way of life as “disappearing” (Harkins,
2004). While rural areas and residents are not
disappearing, the shift toward urban life as the
reference point reduces the cultural visibility of
rural living in media and popular culture (Ching
& Creed, 1997). In addition to commitment to
family, rural residents also have a respect and
reverence for their natural surroundings that is
often absent in their urban or suburban
counterparts.

Many residents have learned that if they are to
achieve something, it will be because of hard
work and the support of their family and neigh-
bors. They invest in their homes, properties, and
community in order to build a legacy for their
children and future families. Sacrifices and going
without are in favor of future sustenance. They
may have a mistrust of persons in power and out-
siders because of past interactions where they
lost or had things or people taken from them by
governments, banks, or private industry (Flora
et al., 2016). They rely on their faith, resilience,
dedication, and family to continue to meet their
own needs.

Coping with Adversity
Various fields of study operationalize and con-

ceptualize resilience and coping as two separate
entitles. The concept of resilience is increasingly

used to investigate the dynamics and processes
that help individuals deal with hardship. Coping
on the other hand continues to be conceptualized
as the cognitive and behavioral responses of indi-
viduals to deal with hardship (Skovdal & Daniel,
2012). Coping is broadly defined as “expending
conscious effort to solve personal and interper-
sonal problems and seeking to master, minimize
or tolerate the stress of conflict” (Srivastava,
Singh, & Srivastava, 2014, p. 218). The level of
coping an individual may exhibit is influenced by
maturity, experiences, and opportunity. Research
suggests that coping is also influenced by, but not
limited to gender, age, ability/disability (includ-
ing type of disability and age of onset), educa-
tional level, social networks, poverty, and health
status. Coping and resilience are not expressed or
employed uniformly among rural residents or
communities, whereas some people may rise to
the challenge others may fold under the
pressure.

Rural residents face multiple adversities that
place ongoing stress on them including financial
hardship, natural disaster, isolation, limited ser-
vices, and lack of transportation. These multiple
stressors require rural residents to have social
support in the community. Bushy (2000) identi-
fied three levels of social support from a rural
perspective: (a) support volunteered by families
and friends, (b) local emergency services and
community and religious organizations, and (c)
formal services, which usually require a fee.
Letvak (2002) stressed that it is the quality of
support that is available, not the quantity for
many rural residents. The majority of rural resi-
dents usually select the first two levels of
support.

In a study of stress factors that are unique to
rural police officers, Oliver (2004) found that in
addition to the stress that urban police officers
face, such as organizational, external, task-
related, and personal stressors, rural and small
town officers also face security because of
geographic isolation (and limited number of offi-
cers), social factors (everyone they encounter
while off duty knows they are police officers),
working conditions (low pay, inadequate equip-
ment and training), and inactivity stressors (long
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period of boredom, low crime rates, resident
reluctant to call the police). Although many of
the observations in the study were not associated
with high levels of stress, a number of critical
areas were suggesting that initiatives need to be
taken to address these unique factors.

Coping involves both negative and positive
strategies. In a study of social support, coping,
and medication adherence among rural HIV-
positive women, Vyavaharkar et al. (2007) found
that coping by denial/avoidance was a predictor
of nonadherence to medication, which was an
unexpected result. Conversely, the study found
the participants that engaged in more active cop-
ing in response to HIV-related life stressors were
more likely to adhere to their medication regi-
men, which was an expected outcome. In addi-
tion, the use of spiritual activities by participants
mediated the effect of social support on medica-
tion adherence. Among rural clergy in England,
Brewster (2012) found that for clergy who were
responsible for three or more rural churches,
the most frequent coping strategies are self-
controlling, planful problem-solving, and posi-
tive reappraisal. The strategies used less
frequently are seeking social support, distancing,
accepting responsibility, and escape avoidance.
Gratitude as an affective trait, often culled
through religiosity, is also negatively correlated
with psychological disturbance and positively
related to well-being, positive affect, and satis-
faction with life (Rosmarin, Pirutinsky, Greer, &
Korbman, 2016).

In rural communities, coping with adversity is
considered as ingrained in both culture and com-
munities. For example, one of the hallmarks of
coping with adversity in rural areas was the great
depression. Some believe that the depression in
rural America began almost a decade before the
great depression and as urban areas quickly
recovered and gained economic growth, rural
areas never recovered. Some rural residents were
able to maintain their land and grew food on
which to live, while other moved away. Both of
these outcomes demonstrate a coping response of
rural residents to their situation. Resilience, a
key feature in coping, is both an individual char-
acteristic but can also be relationally developed.

In studies of children raised in difficult circum-
stances, a subset of children grew up to be suc-
cessful adults who “worked, played, and loved
well” (Walsh, 2003, p. 2). Some of the successful
adults had even experienced trouble during ado-
lescence but credited a person, or a faith commu-
nity, as influencing them positively and helping
them develop resilience. In another study of rural
youth, supportive educational settings and strong
adult role models were credited as building resil-
ience among at-risk youth (Curtin, Schweitzer,
Tuxbury, & D’Aoust, 2016). In close-knit rural
communities, residents can help each other build
resilience through contact, encouragement, and
involvement.

Getting Along and Creating Networks

Rural residents, by definition, live in areas with
lower population density, meaning that there are
fewer choices for making friends and acquain-
tances. This often means that most people know
each other, and there is reduced anonymity and
privacy compared to what it is like living in areas
with greater population density. Slama (2004)
referred to this experience of little privacy as the
“fishbowl phenomenon” (p. 10). This familiarity
has some drawbacks (e.g., people may be less
prone to express unpopular opinions, greater
stigma for those who do not fit social norms) but
also has some benefits. Rural residents in small
communities are apt to be familiar with the needs
of their neighbors, and this often mobilizes sup-
port and assistance when it is needed (Leipert &
George, 2008). For example, residents may take
up a collection, offer transportation, or bring food
or other material goods to families when a crisis
occurs. Often this help comes without the expec-
tation of recognition or praise and from people
who have limited resources themselves. For
some, rural culture may represent more tradi-
tional gender roles and social norms, which may
be problematic for some members who are non-
conforming. For example, Leipert and George
(2008) reported results of qualitative interviews
where residents were asked to describe rural
values and community pride, and participants
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shared narratives of male dominance and judgment
and shunning of those who did not fit in to social
norms. In some small rural communities, people
are intolerant of differences, and distrusting of
outsiders makes it hard for some people to fit in
(Leipert & George, 2008). Despite these difficult
circumstances, overall, rural culture is commu-
nity oriented, and residents often share a commit-
ment to helping others. This culture of helping
each other allows for greater resilience in times
of crisis.

Recommendations for Service
Delivery

As you have learned in other chapters, persons
with disabilities are overrepresented in the rural
population—some estimates that more than one
in five residents in rural areas have a disability
(Seekins et al., 2011). Resilient communities are
strengthened by the ability to serve and provide
assistance to their neighbors. Those with access
to rehabilitation and human services are in better
positions to help meet the needs of the commu-
nity; however, professionals practicing in these
areas must be attuned to strategies and approaches
to partnering with community members for
greater effectiveness.

Importance of Relationship Building
and Working Alliance

For professionals working in rural communities,
the importance of relationship building is clear.
As we have mentioned, rural communities come
with their own unique cultural norms and expec-
tations, and learning these ways of communicat-
ing and relating is critical to working well with
residents (Slama, 2004). If you are an “outsider”
to a community, building trust may take some
time. Methods designed to get to know residents
and learn about the community will help build
trust, although patience is necessary to allow
these relationships to develop. Chipp et al. (2011)
suggested that providers get to know elders and
respected residents who can help them under-

stand the community and needs better. This will
in turn result in gaining the respect of others.
Authors cautioned new practitioners against iso-
lating, recommending they spend time in the
community (attending church, going to market,
volunteering, attending community events) and
get to know their neighbors. Providers who iso-
late are often rejected, as this goes against the
value of community. In some cases, a provider
may have to repair mistrust from past providers
whose missteps left hurt feelings or unfulfilled
promises. Being flexible and taking on extra
responsibilities as needed will also help to
develop social capital and trust among commu-
nity residents.

Collaborative Service Models

Examinations of rural health disparities have
demonstrated individual “neighborhood effects”
are evident in population studies of community
health (Hartley, 2004). The assumption that rural
culture is based on an agrarian history and ignores
other cultural differences does not help us address
health and health disparities in modern rural
America. Findings illuminated regional differ-
ences in health consequences for rural residents,
prompting examination of the questions, how do
local cultures differ from one region to another,
how can we detect these differences, and how can
we use this knowledge to improve health (Hartley,
2004)? Public health and medical officials have
addressed some of these challenges by collabo-
rating with community groups and individuals in
order to more efficiently and effectively meet the
health needs of rural residents. Some of the chal-
lenges addressed by these collaborative health
models included limited access to financial
resources, trouble recruiting and retaining staff,
inadequate transportation resources to cover the
broad geographic areas, and smaller hospitals
with limited resources for treating patients
(Berkowitz, 2004). “Turning Point” grants,
funded by the Robert Wood Johnson and
W.K. Kellogg Foundations, resulted in several
successful collaborations that brought services
and resources to underserved areas with high



128

A.R.Fleming et al.

rates of poverty and health inequity (Berkowitz,
2004). Community residents and organizations
were paramount to ensure that community con-
cerns were addressed adequately and took lead
roles in grant writing and fundraising. Including
residents in these planning efforts is critical to
identify aspects of community culture that are
supportive of, or provide risk to, health of
residents.

Social Valorization Within the
Consumer’s Community

Rural communities foster a culture where people
“take care of their own.” This may come in the
form of “closing ranks” around a person with
particular needs, especially those who may be
considered vulnerable. This culture of care and
protection is well-intentioned, but may limit the
perception of a person being capable of contrib-
uting to a given community. Social valorization is
the idea that in order to achieve full inclusion into
a society, one must hold a valued social role
within their community (Wolfensberger, 1983).
In some rural areas, people who have disabilities
are assumed to be “a drag on the economy,’
unable to work, and only contributing financially
via disability benefits (Seekins et al., 2011). How
others treat us is a reflection of our value in their
opinion, and this in turn influences the way we
behave. When others treat us as though we are
capable, we are more likely to assume this role
and are apt to achieve more (Wolfensberger,
1983). In a community where people are very
familiar with one another, it may be difficult to
change an image of a person to allow for assum-
ing arole with greater social value. Wolfensberger
suggests several strategies to enhance the social
image of a person including enhancing compe-
tency, addressing needs, introducing age and cul-
turally appropriate activities and schedules, and
ensuring autonomy and promotion of rights.
Close attention to the language used to talk with,
and about, this person is also important to ensure
that devaluing messages are not being sent inad-
vertently (Wolfensberger, 2000). An individual
may leverage existing relationships (e.g., family,

friends) to identify and access activities that the
person would like to assume and they believe
would be considered of value to the community. In
fact, rural residents with disabilities are more likely
than the general population to be self-employed and
serve in elected roles and as volunteers (Seekins
et al., 2011). Accessible arrangements can facili-
tate continued community participation for many
residents who have disabilities, thus enhancing
the human capital and community capacity.

Building Social Capital and Social
Networks

Social capital is defined as the relationships
between people living in a particular society.
When one person values another and cares about
their well-being, successes, failures, and so forth,
there is said to be high levels of social capital
between them. The idea that your success is my
success, for example, would indicate high social
capital. For strangers, there is little and perhaps
no social capital expected (Robison & Ritchie,
2010). Social capital and social networks are
incredibly important in our lives; leveraging
these relationships is often how we find employ-
ment opportunities, garner social support, and
pursue shared goals (Phillips, Robison, &
Koscuilek, 2014). For those who have small
social networks and struggle to connect with oth-
ers (e.g., because of disability, personality traits,
or environmental factors), indirect social capital
may become important. Findings indicate that
social capital can be “inherited” and used to the
advantage of a person other than it previously
belonged (Phillips et al., 2014, p. 38). This may
be in the form of employment opportunities,
wages, or other goods or services. The idea that
social capital can be “shared” or used to benefit
another person is important in a rural community
where social capital is often high between
residents. A service provider working with an
individual may encourage them to think about
their list of family members, friends, and other
social connections and consider who might be
willing to help them—either directly or indirectly
by reaching out to another person on their behalf.
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Similarly, a professional who is new to a com-
munity may seek to build their social capital by
investing in relationships with other residents and
find mentoring or other guidance from someone
who is highly valued and respected within the
community. Relationships are important every-
where, but this is especially true in rural towns
and communities.

Building Natural Supports

The most effective and long-lasting supports pro-
vided to individuals in need of human services
come in the form of “natural supports.” All of us
need some level of support to succeed and some
more than others. Natural supports are most often
considered part of existing relationships in a per-
son’s life, for example, assistance garnered from
a friend, family member, or coworker as opposed
to a paid professional (Wehman & Bricout, n.d.).
Natural supports are most often discussed related
to employment but may also serve to encourage a
person to take a more active role in the commu-
nity or fulfill some other personal goal. In com-
munities  where  residents are  highly
interdependent, natural supports are already a
fact of life and constantly occurring. Stepping in
to help a friend or neighbor when it is needed,
with the expectation that you can count on the
same kind of support in return, is very consistent
with the provision of natural supports. In rural
communities, finding transportation, learning a
new skill, or locating a needed item are things
that you may naturally think to pick up the phone
or go next door to see about. For individuals with
smaller social networks, helping them identify
people in their community or at work who might
be willing and able to help them with something
may be the only way to get that need addressed.

Community Advocacy to Address
Needs

In rehabilitation and human services, advocacy is
ongoing to help meet the needs of service partici-
pants. In rural communities, this may require

community advocacy to find a way to address
gaps in availability and/or major barriers, and
these needs may be shared more by residents than
service recipients. For example, increased fund-
ing for community infrastructure, safety initia-
tives, or supports may be worthy causes that
members of the community can share as a com-
mon goal. Common challenges, such as crum-
bling infrastructure, water supply safety and
health, and availability of reliable and affordable
utilities (e.g., internet access), are all targets of
community action that impact all residents. For
some, the financial burden incurred by not being
able to rely on these basic services can mean the
difference between getting by financially and
needing to rely on outside help to meet their basic
needs (Flora et al., 2016).

Saul Alinsky developed an approach for com-
munity organizing that has been replicated and
modified in both urban and rural spaces nation-
wide (Flora et al., 2016). His approach, called the
“power approach,” is based on the idea that power
must be taken; it is not freely given away by those
who have it. The goal of the power approach is to
unify to allow people who are not in positions of
power access to the ability to change their cir-
cumstances via the power of the group (i.e.,
“power in numbers”). Leadership (sometimes by
an outside organizer) is necessary to facilitate the
process of airing grievances and identifying
issues to be resolved. Another critical aspect is
identifying talents of group members that can be
harnessed to further the cause. The group must
gather necessary information on the scope of the
problem, related issues, and available resources
that can be applied to ameliorate the gap. Political
advocacy becomes necessary once resources
have been identified (e.g., state funding) to con-
vince those who are capable of making the neces-
sary changes to act (Flora et al., 2016).

Involvement by relevant community members
is essential to fully understand the scope of the
problem and help to evaluate possible actions.
For example, if a need is identified for greater
accessibility so that people who use wheel-
chairs and other mobility devices can get around
safely and independently, residents who use these
mobility aids must be part of this effort.



130

A.R.Fleming et al.

Otherwise, it is unlikely that the situation will be
understood and effectively addressed since those
who are most knowledgeable of the scope of the
problem and most effected were not consulted.

Future Implications

Building and maintaining community resilience
in rural communities is an ongoing challenge. It
takes the combined efforts of community leaders,
residents, practitioners, and researchers. In addi-
tion, community resilience requires resources to
sustain an effort beyond a single point in time.
The question is how do rural communities lever-
age their assets today to be competitive in the
future? Heijman, Hagelaar, and Heide (2007)
examined rural resilience in terms of rural eco-
nomic, ecological, and cultural systems as
increasingly entangled, and the interactions
between these systems suggest “changes in one
domain of resilience can affect resilience in the
other domains” (p. 384). To that end, future
development of rural resilience for rehabilitation
and other social and human services should be
considered within the complexity of the relation-
ship between rural competitiveness, regional spe-
cialization, and geographic typography. Because
both resilience and sustainability deal with the
future (Heijman et al.), rural resilience invites the
exploration of potentially different balances and
combination of services within a rural area.
Rural community resilience is strengthened
with alliance building between practitioners and
the communities they serve. Thus, service pro-
viders should look to nontraditional outlet in
which to expand services and reach rural clients.
One such example is to borrow from the ideas for
building resiliency in small town grocery stores
from the Rural Grocery Summit. According to
Nyquist (2016), as rural towns decrease in popu-
lation size, it becomes more difficult to provide
the basic services offered in larger communities
(e.g., post offices, libraries, banks, health clinics).
The disappearance of these retail-based services
is now reappearing inside the grocery store.
Offering these services provides vital services to

the community. Through a partnership with pub-
lic service agencies and healthcare providers, the
grocery store is now an emerging means of ser-
vice delivery (e.g., telemedicine, information
kiosk) for access to service providers for those
without transportation (Nyquist). The grocery
store approach also can be applied in rural com-
munities through the use of agriculture extension
offices, which usually exist within each county.
These extension offices can serve as locations for
clients to meet appointments and information
dissemination.

Future efforts to enhance and strengthen resil-
ience of rural areas will need to address resilience
at three levels: individual, group, and community.
Lyons et al. (2016) found that fostering the devel-
opment of groups can be an important part of
increasing community participation and improv-
ing health and well-being outcomes in rural com-
munities. In another study, Steiner and
Markantoni (2013) found individual social resil-
ience strengthens the community, thereby
enhancing the overall resilience. Although com-
munity social resilience was found to be stronger
than individual and community economic resil-
ience, it was weaker than individual social resil-
ience. The conclusion was that while overall
resilience is the combination of all dimensions
and levels of resilience, a community might face
specific challenges related to social or economic
dimensions and to individual or community lev-
els. Resident in locations with more diversified
services and resources reported being more resil-
ient (Steiner & Markantoni). In addition, regional
differences should be considered as well because
location is as influential in resilience as culture.
In fact, “there is nothing uniquely rural about the
term resilience since it has also been adopted in
the urban context, arguably with even more fer-
vor” (Cheshire, Esparcia, & Shucksmith, 2015,
p- 7). The study by Wells (2010; See Research
Box 7.1) indicated that location was not as much
a function of resilience as was income level. In
the future, resilience should be defined beyond
more than empowering people to endure
hardships.
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Research Box 7.1

See Wells (2010).

Purpose: To determine if (1) resilience
levels vary in older adults living in rural,
urban, or suburban areas, (2) the relation-
ships of sociodemographic factors (age,
income, education, marital, and employ-
ment status), social networks, health status,
and resilience vary with the location in
which older adults live.

Method: A cross-sectional design was
used. Data were collected from 277 regis-
tered voters aged 65 years or over who lived
in rural, suburban, or urban locations in
New York State. The instruments used were
the resilience scale, the SF-12v2, and the
Lubben Social Network Scale—revised.

Results: No differences were found in
resilience levels across the three locations.
In regression analysis, stronger family tie
networks, lower household income, and
good mental and physical health status
were found to be significantly associated
with high resilience levels.

Conclusion: The location in which
older adults reside did not affect resil-
ience. The surprising association with
resilience was low income. Mental health
status was most strongly associated with
resilience in older adults. Screening older
adults for resilience levels and interven-
ing when low levels are identified by
implementing strategies to build resil-
ience may be clinically relevant; however,
further research is needed.

Questions

1. What were the sampling biases of par-
ticipants in this study?

2. How might replicating this study with a
more diverse population change the
results?

3. What other variable(s) would you
include in this study?

Finally, in advancing resilience in rural com-
munities, Dagdeviren, Donoghue, and
Promberger (2015) suggested it is prudent to con-
sider the problems of neglecting the social condi-
tions of resilience. That is, while resilience is
usually assigned positive attributes such as suc-
cessfully adapting to adversity or transforming
oneself to a better state for some, these same
attributes may result in a culmination of social
exclusion and highly restrictive institutional bar-
riers for households with severe disability or
mental health problems. Dagdeviren et al. further
explained the consequences of neglecting the
social conditions of resilience for individuals
who are more disadvantaged as:

Their chances of ‘beating the odds’ against eco-
nomic adversity through individual action is likely
to be circumscribed by disadvantages they con-
front on a daily basis. How should resilience or a
lack of it be judged in households like this?
Moreover, there may be cases where a display of
resilience in the form of speedy recovery from
unemployment and poverty is a manifestation of a
middle-class ability to navigate through the
system.

It is about action planning to better utilize human
service agencies to organize, collaborate, and
provide integrative services in rural and remote
settings.

Summary

As economic conditions evolve, weather patterns
change, and resources flux, rural communities
will continue to adapt and change as well. Rural
communities are often lamented for difficult cir-
cumstances, but the resilience and strength asso-
ciated with small towns and communities must
not be overlooked. Community organizing and
development is critical to help build more resil-
ient communities. Residents who are empowered
to assess strengths and weaknesses, set goals, and
advocate for their needs are better equipped to
respond to both anticipated and unexpected cri-
ses and setbacks. Utilizing public spaces to help
residents connect and build relationships encour-
ages greater development of social capital for all
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residents, also increasing the likelihood that resi-
dents will know and be familiar with one anoth-
er’s needs in times of crisis. Planning ahead for
events (predictable or not) also helps communi-
ties to respond more effectively. Community
resilience is most evident in the times following
an adverse or emergency event.

Professionals working in rural communities
may have a role in fostering resilience in both cli-
ents and the community. One approach is to iden-
tify and build upon existing strengths. Community
members are the best informants on strengths and
barriers within a community; many already have
associations or small government improvement
groups that a professional may get involved with.
Knowledge of resources, such as grants or other
financial opportunities, and how to access them,
may be of great help to a group that already has
an agenda. At the individual client level, helping
clients connect with their family, friends, and
neighbors in a way that helps them leverage their
social capital and maintain a valued social role
within the community is important. Some of the
greatest resources in a community are the people
and the tradition of coping through adversity and
taking care of each other.

Resources

Building Resilience in Rural Communities Toolkit:
http://learningforsustainability.net/pub/
BuildingResilienceinRural CommunitiesToolkit.
pdf

Housing and Urban Development: Promise
Zones Initiative http://portal.hud.gov/hudpor-
tal/HUD ?src=/program_offices/comm_plan-
ning/economicdevelopment/programs/pz/
overview

National ~ Association ~ of  Development
Associations: Vibrant Rural Community Case
Studies  https://www.nado.org/vibrant-rural-
communities-case-study-series/

Rural Development Initiatives: http://rdiinc.org/
newsletters/2014-10/how_resilient_your_
rural_community

The Community Resilience Manual: A Resource
for Rural Recovery & Renewal: http://com-

munityrenewal.ca/sites/all/files/resource/
P200_0.pdf

World Food Programme Rural Resilience Initiative:
https://www.wfp.org/climate-change/initiatives/
r4-rural-resilience-initiative

Learning Exercises
Self-Check Questions

1. List and describe some common challenges
associated with rural communities (i.e., Grant
County, New Mexico) and how rehabilitation
counselors can work with persons with dis-
abilities to overcome these issues.

2. The chapter discusses residents and social
infrastructure as two of the greatest assets to a
rural community. What other factors increase
a rural community’s strengths? What contrib-
utes to its weaknesses?

3. As a rehabilitation counselor, what recom-
mendations would you have for consumers
toward building natural supports to overcome
difficulties commonly faced (i.e.,
transportation)?

Experiential Activities

1. Take a tour of your town or community.
Assess transportation, architectural acces-
sibility, safety, ease of getting around, and
availability of necessary services (e.g., gro-
cery, laundry, goods and services, medical
care, mental health, education and voca-
tional preparation, available housing,
affordability, job prospects). List the top
strength and the top weakness of your
community.

2. Interview the person you know who has lived
in your community for the longest period of
time. What can they tell you about community
strengths? What do they see as the greatest
challenges for residents? If they were asked to
lead a community initiative, what would they
try to improve?


http://learningforsustainability.net/pub/BuildingResilienceinRuralCommunitiesToolkit.pdf
http://learningforsustainability.net/pub/BuildingResilienceinRuralCommunitiesToolkit.pdf
http://learningforsustainability.net/pub/BuildingResilienceinRuralCommunitiesToolkit.pdf
http://portal.hud.gov/hudportal/HUD?src=/program_offices/comm_planning/economicdevelopment/programs/pz/overview
http://portal.hud.gov/hudportal/HUD?src=/program_offices/comm_planning/economicdevelopment/programs/pz/overview
http://portal.hud.gov/hudportal/HUD?src=/program_offices/comm_planning/economicdevelopment/programs/pz/overview
http://portal.hud.gov/hudportal/HUD?src=/program_offices/comm_planning/economicdevelopment/programs/pz/overview
https://www.nado.org/vibrant-rural-communities-case-study-series/
https://www.nado.org/vibrant-rural-communities-case-study-series/
http://rdiinc.org/newsletters/2014-10/how_resilient_your_rural_community
http://rdiinc.org/newsletters/2014-10/how_resilient_your_rural_community
http://rdiinc.org/newsletters/2014-10/how_resilient_your_rural_community
http://communityrenewal.ca/sites/all/files/resource/P200_0.pdf
http://communityrenewal.ca/sites/all/files/resource/P200_0.pdf
http://communityrenewal.ca/sites/all/files/resource/P200_0.pdf
https://www.wfp.org/climate-change/initiatives/r4-rural-resilience-initiative
https://www.wfp.org/climate-change/initiatives/r4-rural-resilience-initiative
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Multiple Choice Questions

1.

Which of the following defines the term

resilience?

(a) The ability to bounce back after
adversity

(b) Taking the good with the bad

(c) Knowing when it is time to give up

(d) A strength that most people do not have

Which of the following best describes

coping?

(a) Putting up with something long enough

(b) Trying to forget about your problems

(c) Utilizing strategies to minimize the con-
sequences of stress

(d) Exercising instead of worrying

Which of the following describes one of the

greatest strengths of rural communities?

(a) Poverty

(b) Low taxes

(c) Close social networks

(d) Higher rates of disability

Urbanormativity refers to which of the

following?

(a) Cultural norms in the USA are based on
rural areas

(b) People in rural areas are more normal
than urban residents

(c) Cultural norms in the USA are based on
urban areas

(d) Suburban residents set the standard for
US culture

. If a counselor is not familiar with the social

landscape of a new service area, how might

he or she gain the trust of people in a new

community?

(a) Develop relationships with elders and
leaders

(b) Door-to-door introductions

(c) Counselors need to know their own
clients

(d) Move to the center of town

What is the benefit of residents leading com-

munity advocacy efforts?

(a) Cost-effectiveness

(b) Awareness of strengths and weaknesses
(c) Legali