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Hispanic Americans are at risk for health-related problems. Disparities in diseases 

such as diabetes and obesity, access to health services and health insurance have placed 

Hispanic Americans at a disadvantage. Sociocultural factors such as acculturation and its 

relationship to health requires further development.

This study was a secondary analysis o f a parent study titled Culture Bias in 

Testing Expressive Ability in Dementia (Tappen, Williams, Loewenstein, Rosselli,

Touhy, & Morgan, 2000). The primary purpose o f this dissertation was to identify the 

relationship between acculturation and health in Hispanic American elders. Specific aims 

were 1) identify the relationship between acculturation and cigarette smoking, 2) 

delineate the interrelationships between acculturation, medication use, and health care 

conditions, and 3) examine the relationship between acculturation and health status and 

its interrelationships with age, health care conditions, education and income.

Findings from the study revealed that although no differences were evident in 

relationships between acculturation and some health related variables such as cigarette 

smoking, medication use and reported number o f health care conditions, acculturation 

was related to self-reported health status. Participants who were more acculturated 

perceived their health to be better. This is an important contribution to advancing 

knowledge about cultural and health issues among Hispanic American elders.
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Chapter I 

Introduction

Hispanic Americans are at risk for health-related problems. Disparities in diseases 

such as diabetes and obesity, access to health services and health insurance have placed 

Hispanic Americans at a disadvantage. Although more attention has been focused on 

Hispanic Americans, there are still unanswered questions. Sociocultural factors such as 

acculturation and its relationship to health requires further development.

This study was a secondary analysis o f a parent study titled Culture Bias in 

Testing Expressive Ability in Dementia (Tappen, Williams, Loewenstein, Rosselli,

Touhy, & Morgan, 2000). The purpose o f the parent study was to test measures of 

cognitive function and to assess if they were culturally biased. Minority elders are at risk 

for improper diagnosis o f cognitive disorders when in reality the problem is attributed to 

differences in culture. The parent study investigators sought to measure level of 

acculturation to help identify culture bias in testing cognitive function. Health and health 

status measures were collected for the purpose o f describing the sample.

Purpose and Aims

The primary purpose o f this study was to identify the relationship between 

acculturation and health in Hispanic American elders. Specific aims are 1) identify the 

relationship between acculturation and cigarette smoking, 2) delineate the 

interrelationships between acculturation, medication use, and health care conditions, and 

3) examine the relationship between acculturation and health status and its 

interrelationships with age, health care conditions, education and income.

1
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2

Problem

The 2004 census update reported that 36.3 million, or 12 percent o f  Americans 

were over the age o f 65 (U.S. Bureau of the Census, 2005). This represents a 12 percent 

increase since 1990. Florida demonstrated the highest proportion o f persons age 65 and 

over in the nation. Seventeen percent o f the population in Florida was age 65 or older 

(U.S. Bureau of the Census, 2003). Among cities in Florida, six made the top ten list of 

places in the U.S. with the highest proportion o f the population 65 years and over (U.S. 

Bureau of the Census, 2000). More specifically, South Florida cities such as Hollywood, 

Miami and Hialeah ranked fourth, sixth, and tenth respectively (U.S. Bureau o f the 

Census, 2000).

According to the U.S. Census Bureau (2001), older persons are defined as those 

individuals who are age 65 or older (U.S. Bureau o f the Census, 2001). For purposes o f 

this study, older persons are defined as individuals age 55 or older. The parent study 

recruited individuals age 55 and older. Furthermore, the term older persons and elders are 

used interchangeably.

The U.S. Bureau o f the Census (2002) defines Hispanic Americans as those 

individuals who report their origin as Mexican, Puerto Rican, Cuban, Central and South 

American or other Hispanic origin. Furthermore, Hispanic Americans may be o f any 

race. For purposes o f this study, Hispanic Americans are defined as individuals residing 

in the United States who trace their family back to one o f the Spanish speaking countries, 

self-identify as Hispanic or Latino and are Spanish monolinguals or Spanish-English 

bilinguals.
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Hispanic Americans are the fastest growing minority group in the U.S. (U.S. 

Bureau of the Census, 2003). Investigators had estimated by the year 2000 the number of 

Hispanic Americans would grow to over 31 million (Bell & Alcalay, 1997; Pousada, 

1995). In reality, Census 2004 figures reveal that there are 41.3 million Hispanic 

Americans in the U.S (U.S. Bureau o f the Census, 2005). The Hispanic American 

population increased by more than 50 percent since 1990 (U.S. Bureau o f the Census, 

2000). Specifically, Hispanic Americans have shown a 57.9 increase in population from 

22.4 million in 1990 to 37.4 million in 2002 (U.S. Bureau of the Census, 2002). The 

growth rate o f 13.0 percent over the a 39-month period for Hispanic Americans was 

almost four times that o f the total population (3.3 percent) (U.S. Bureau o f the Census, 

2004).

Hispanic Americans are now the largest minority group in the U.S. accounting for 

13.3 percent o f the total population. African American persons accounted for 12.1 

percent o f the total population (U.S. Bureau o f the Census, 2002.) In Florida, Hispanic 

Americans accounted for 16.8 percent o f the total population. However, in Miami-Dade 

County the figure is much larger. The 2000 U.S. Census reported that Hispanic 

Americans made up 57.3 percent o f Miami-Dade County’s total population (U.S. Bureau 

o f the Census, 2000). More specifically, the U.S. 2000 Census reported that 650,000 

Cubans live in Miami-Dade County. This represents 50 percent o f all Hispanic in Greater 

Miami and 29 percent o f Miami-Dade County’s total population. Cuban Americans have 

the largest proportion o f older persons among the Hispanic sub-groups.
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It is now estimated that by the year 2050 the Hispanic population is projected to 

be 81 million or about one-fifth o f the predicted American population (Bell & Alcalay, 

1997; U.S. Bureau o f the Census, 2000). Interestingly, between 1980 and 1990, Cuban- 

Americans had the slowest growth among the major Hispanic nationality groups 

(Boswell, 1994). Older Hispanic Americans are one o f the fastest growing segments of 

the population (National Center for Health Statistics, 2002). Currently, Hispanic 

American elders comprise 5.1 percent o f the total Hispanic population, which is projected 

to increase to 10 percent by the year 2025 (U.S. Bureau of the Census, 2000).

Hispanic elders, now 5.6% o f the older population will increase to 16.4% elderly 

during the next 50 years (National Center for Health Statistics, 2002) Generally, Hispanic 

American elders are at a higher risk for chronic diseases and receive less preventive 

services (Dunn, Torres, & Tiscani, 2004;DHHS, 2004). Furthermore, older Hispanic 

Americans are more likely to report poorer health (Center on Aging Society, 2003). 

However, this may not be the case for Cuban Americans. When compared to Mexican 

Americans, Puerto Ricans and Central and South Americans, Cuban Americans have 

attained higher socioeconomic status (Boswell, 2002). This may buffer Cuban Americans 

from some health problems associated with lower socioeconomic status. However, it is 

unclear as to whether this is true in an elder population.

Health care providers are challenged to meet the demands o f the growing elder 

population. Chronic diseases, such as diabetes and obesity have a higher incidence in 

Hispanic American elders (Dunn, Torres, & Tiscani, 2004; Center on Aging Society, 

2003; Calderon-Rosado, Morrill, Chang & Tennstedt, 2002). Recently, national attention 

o f researchers has been focused on understanding racial and ethnic diversity in health
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care and its relationship to health disparities. The health o f Hispanic Americans has 

attracted public health research interest.

Poor health status has been attributed to many causes, one o f which is access to 

health care. Health status is defined as the central point o f view o f one’s overall health 

which includes physical and mental functioning (Ware & Sherboume, 1992). Health 

status is further defined as the self-perceived ability to function physically, and socially. 

The definition is expanded to include an individual’s perception o f limitations related to 

physical and emotional problems.

Hispanic Americans in general have less access to health care than other 

racial/ethnic groups, because many Hispanic Americans do not have health insurance, 

either public or private, and many do not speak English (Center on Aging Society, 2003). 

This has prompted the U.S. government to focus on the elimination o f disparities in 

access to care among racial and ethnic minority groups by making it a national goal in 

Healthy People 2010 (DHHS, 1999).

Cuban Americans are more likely to have health insurance than other Hispanic 

Americans; therefore, they may not suffer from many of the health-related problems 

associated with access to care (CDC, 2000). Cuban American ethnic and economic 

experience has been described in context o f the Cuban enclave economy (McNeece, 

Falconer, & Springer, 2002). The success o f Cuban-Americans in South Florida is 

attributed to an enclave society that has well-established networks both social and 

economic. Also, Cuban Americans have a higher proportion o f their labor force 

employed in higher-paying managerial and professional occupations (Boswell, 2002). 

This, along with higher educational status is a factor that influences both access to
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healthcare and health insurance. This may be related to the immigration experience of 

Cuban Americans being different than that o f other Hispanic American groups. Cuban 

Americans, mainly from the “Golden Exile” era were well educated (Boswell, 2002). 

Their reasons for immigration were political, whereas Puerto Ricans and Mexican 

Americans immigrated for economic reasons.

Factors such as level o f acculturation have been linked to potential health 

problems in Hispanic elders. Acculturation is described as a process o f change in values 

and behaviors made by individuals because o f continuous interaction with people o f a 

different ethnic group (Cantero, et al., 1999; Dela Cruz, Padilla, & Agustin, 2000; 

Valentine & Mosley, 2000). It has been defined as changes in cultural patterns when 

persons from different cultures are in contact with those of another culture (Evenson, 

Sarmiento, Ayala, 2004)

Significance

The rapid growth in the Hispanic population has made Hispanic Americans the 

largest minority group in the U.S., exceeding African Americans (U.S. Bureau o f the 

Census, 2000), however, this growth is not accompanied by economic prosperity. 

Hispanic Americans are the second poorest minority group (U.S. Bureau o f the Census, 

2002). Poverty has been associated with many health problems among Hispanic 

Americans including chronic diseases such as diabetes and hypertension (Tucker, Falcon, 

Biachi, Cacho & Bermudez, 2000). Although Cuban Americans have attained higher 

educational and income levels than other Hispanic groups, 16.5 percent still live below 

the poverty level (U.S. Bureau of the Census, 2002). Factors such as lower levels o f 

education and limited ability to speak English have placed Hispanic elders at a
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disadvantage (Tucker, et al., 2000). Some argue that Cuban Americans may be buffered 

from some o f the negative effects associated with other Hispanic Americans (Portillo, 

Villaruel, Peragallo, Calvillo, & Eribes, 2001).

Theoretical proponents o f acculturation have fueled great interest in this area of 

study. Researchers are now beginning to examine sociocultural factors and their 

relationship to health. The continuous resurgence o f international migration to the U.S. 

has generated an earnest interest in exploring the relationship of acculturation to the 

health and health behaviors o f immigrant groups (Dela Cruz, et al., 2000).

Differences in levels o f acculturation can either negatively or positively influence 

health status and health behaviors. Campbell & Kaplan (1997) demonstrated that 

Hispanic women, for whom smoking is less culturally acceptable, are more likely to 

smoke when they become acculturated. Inversely, others have shown that Hispanic 

Americans who are more acculturated are less obese (Kahn, Sobal, & Martorell, 1997). 

Further, Hispanic adults with lower levels o f acculturation have lower levels o f self-rated 

health scores as compared to non-Hispanic Americans (Shetterly, Baxter, Mason, & 

Hamman, 1996). Decreased access to health services and decreased health insurance may 

be plausible explanations. Cortes & Rogler (1996) demonstrated that Puerto Ricans who 

were more acculturated had better perceived heath status.

Another area o f concern is health care disparities among minority populations in 

the general U.S. population. Although attention to this growing problem seems recent, the 

U.S. government has been attempting to address this issue since the 1960s (Lillie- 

Blanton, Brodie, Rowland, Altman, & McIntosh, 2000). However, it was not until 1985 

that the federal government mounted a major effort to address this growing problem. A

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



8

task force report on Black and minority health was released (DHHS, 1985), which 

demonstrated interest in the health o f racial and ethnic minorities and their relative poor 

health as compared to non-Hispanic White Americans (Mayberry, Mili, & Ofili, 2000).

The 1985 task force revealed that when compared non-Hispanic White 

Americans, Hispanic Americans were not benefiting equally from scientific knowledge 

and advances in health care (Mayberry et al, 2000). According to national survey 

researchers, racial and ethnic minorities have less access to care as compared to White 

non-Hispanic populations (Gaskin & Hoffman, 2000). The 1985 DHHS task force report 

pointed to the fact that minority groups continue to have less access to health care 

services, decreased use o f preventative services, less access to a primary source of care, 

and higher rate o f being uninsured (Mayberry et al., 2000).

More research is needed to understand the needs o f minority populations such as 

Hispanic Americans. Researchers also need to include studies o f Hispanic Americans 

who are older. The National Council o f La Raza (NCLR), funded by the Office o f 

Minority Health, states that health care professionals need to improve cultural 

competence when dealing with Hispanic populations. Resources must be available to 

assist Hispanic Americans to assimilate into the United States thereby improving access 

to health care services by Hispanic populations (Ugarte & Perez, 2004).

Significance to Nursing

Historically, Hispanic Americans in general have mistrusted the health care 

system (Larkey et al., 2001). The literature is unclear as to why this mistrust exists.

Factors such as immigration status, language barriers, and cultural differences may have 

contributed to the lack o f trust. Nurses who have more knowledge about transcultural
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issues are better equipped to establish more trusting relationships with minorities groups 

(Leininger, 2002).

Nurses and other healthcare practitioners, policy makers, and leaders in the public

health system need to better understand factors affecting health care utilization and to

provide services and information that Hispanic elders can use. Furthermore, nurses who

have a better understanding o f acculturation and its relationship to health status may

influence health policies that determine how healthcare programs for recent immigrants
*

are established. By focusing on the health o f recent immigrants, nurses may be able to 

target health-related problems sooner. Nurses can also assist immigrants in learning to 

negotiate and maneuver in a healthcare system that may seem confusing to them.

Nurses, as well as other health practitioners need to be active in supporting the 

U.S. Government’s initiatives to decrease health disparities. The Office o f Minority 

Health (2005) has challenged health care providers to eliminate health disparities. 

According to the Office o f Minority Health (OMH) this will require health care providers 

to acquire new knowledge about the determinants o f disease, causes o f health disparities, 

and effective interventions for prevention and treatment. Acculturation cannot be ignored 

when establishing health programs and interventions for Hispanic elders. Furthermore, 

the Joint Commission on Accreditation o f Healthcare Organizations (JCAHO) (2005) 

states that healthcare organizations are encouraged to provide equitable care, treatment, 

and services across diverse populations. The JCAHO views the delivery of services in a 

culturally and language appropriate manner as an important healthcare safety and quality 

issue.
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Chapter II 

Literature Review

Introduction

In this chapter a review o f the literature and a theoretical model are discussed.

The review o f literature begins with the development o f acculturation theory, and 

development and use o f acculturation in transcultural nursing. The literature is further 

expanded to include acculturation and health in Hispanic populations. The writer 

incorporates literature related to medication use and several potential confounding 

variables such as age, healthcare conditions, education and income. Finally, a theoretical 

model is discussed and a model diagram is presented.

There is limited information on the association between acculturation and the 

health status o f Hispanic elders (Cantero et al., 1999). Although some studies have 

explored the relationship between acculturation and negative health practices, few studies 

have examined these relationships by age-specific groups (Arcia, Skinner, Bailer, & 

Correa, 2001).

Culturally-based behaviors change over time because o f acculturation (Arcia, et 

al, 2001). One such behavior, use o f health services increases as acculturation progresses. 

The literature is consistent in reporting that low levels o f acculturation are associated 

with lower than average use across a wide range o f health services (O’Malley, Kemer, 

Johnson, & Mandelblatt, 1999). Factors such as limited English language skills and 

problems with immigration status, for some Hispanic Americans, have been postulated as 

possible explanations. Furthermore, Hispanic Americans with low levels o f acculturation

10
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tend to have lower self-rated health than others (Angel & Worobey, 1988; Markides & 

Lee, 1991).

Development o f Acculturation Theory

Evolution o f Acculturation Theory

The study o f acculturation has its roots in anthropology and psychology. In the 

mid 1930s, the Social Science Research Council appointed a subcommittee on 

acculturation and charged it with the task of analyzing and defining the parameters of 

acculturation. The results o f the subcommittee’s work resulted in the formal adoption of 

acculturation as a legitimate new area o f inquiry (as cited in Olmedo, 1979).

Acculturation was defined as “those phenomena which result when groups of individuals 

having different cultures come into continuous first-hand contact with subsequent 

changes in the original cultural patterns o f other groups” (Redfield, Linton, & Herskovits, 

1936, p. 149). Herskovitz (1938) defined the term acculturation as an ongoing association 

o f a group with another and transferring experience through culture and arts.

Acculturation had been originally viewed as a unidimensional process, in which 

those individuals in contact with a host culture take on the characteristics o f the new 

culture (Flannery, Reise, & Yu, 2001). The unidimensional model o f acculturation has 

been described as a linear relationship between an individual’s original culture and the 

host culture (Szapocznik, Kurtines, & Fernandez, 1980). This unidirectional model 

describes acculturation as detaching from the original culture and acquiring a new culture 

(Choi, 2001; Flannery et al., 2001). Experts believed that individuals only had two 

options; either to acculturate or to remain in their own culture (Choi, 2001).
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As more research was published illuminating the concept, more researchers were 

subscribing to the idea that acculturation was more than a unidirectional process (Choi, 

2001; Flannery et al., 2001). The focus on understanding immigrant groups moved 

toward an understanding of cultural pluralism (Szapocznik et al., 1980), which led to a 

recommendation o f a multidimensional model. This multidimensional model of 

acculturation is described by Szapocznik and colleagues (1980) as a process o f adaptation 

to a host culture that no longer requires the rejection o f one’s culture o f origin.

This more complex view of acculturation developed after realizing the limitations 

o f the unidimensional model in capturing the multidimensional aspects o f  acculturation 

(Choi, 2001). The belief that the acquisition of a uniform or standard form o f American 

culture by immigrant groups failed to fully capture cultural changes that occur at the 

individual level (Gibson, 2001).

The current view of acculturation as a bi-directional process involves the 

simultaneous acquiring, retaining or relinquishing o f the characteristics o f both the 

original and the host cultures (Choi, 2001; Dela Cruz et al., 2000; Flannery et al., 2001). 

In this model o f acculturation, Oetting & Beauvais (1990) proposed that biculturalism is 

the basis o f the process. Szapocznik and colleagues (1980) described the bicultural 

process as learning communication and negotiation skills in cultural contexts that involve 

separate sets o f rules. In this model, the emphasis is on the individual’s ability to adapt 

his or her behavior according to sociocultural contexts rather than losing attitudes and 

behaviors associated with the original culture (James, 1997).
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Current researchers who are studying acculturation contend that it is a broad- 

ranging concept that includes not only changes in behavior, values, attitudes and identity, 

but social, economic and political transformations as well (Choi, 2001). The process of 

acculturative change will be shaped in part by where immigrants settle, the ethnic and 

social class composition o f the communities in which they settle, and the presence o f co

ethnics within those communities (Gibson, 2001).

Acculturation and Transcultural Nursing

Leininger (2002) describes five concepts adapted from anthropology that are 

essential in transcultural nursing. They are described as the five basic interactional 

phenomena that nurses need to know in order to understand transcultural contexts: culture 

encounter, enculturation, socialization, assimilation, and acculturation (Leininger, 2002).

Culture encounter refers to situations in which a person from one culture meets or 

interacts with a person from another culture (Leininger, 2002). These encounters offer 

brief opportunities for exchange in ideas, but do not offer opportunities for exchange of 

values, beliefs, or life ways. The second concept is enculturation. Similar to 

acculturation, it involves the process o f how one learns to live by a particular culture with 

its specific values, beliefs, and practices (Leininger, 2002). To illustrate the concept, 

Leininger describes how a child who is becoming enculturated learns to be part o f a 

particular group (i.e. Italians, Anglo-American, and Hispanic). According to Leininger 

(2002) children become enculturated by learning the acceptable behaviors, values, and 

actions o f their own culture.
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The next two concepts Leininger presents are socialization and assimilation. 

Socialization is described as how an individual or group learns to function within the 

culture o f the larger society and learns how to interact with others, how to survive, work 

and live in harmony (Leininger, 2002). Assimilation refers to the way individuals or 

groups from one culture selectively choose certain features of another culture without 

taking on many o f the attributes o f life ways that would declare one to be acculturated 

(Leininger, 2002).

Finally, Leininger (2002) defines acculturation as “the process by which an 

individual or group from culture A learns how to take on many (but not all) values, 

behaviors, norms, and life ways of Culture B” (p. 56). Leininger further explains that 

acculturated individuals demonstrate that they have adopted the values and life ways of 

another culture by their expressions and actions. However, an individual may still retain 

and use traditional beliefs and values from the old culture that will not interfere with 

taking on new cultural norms (Leininger, 2002).

Building on the acculturation component o f the five interactional phenomena, 

Leininger (1991) developed the Acculturation Enabler Guide. This instrument was 

developed as part o f an ethnonursing research method to measure the extent to which 

individuals or groups o f a particular culture are more traditionally or nontraditionally 

oriented (Leininger, 1991). It was developed to work with components o f the Culture 

Care Theory in order to assess cultural variabilities o f a particular culture along lines of 

differentiating experiences.
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To meet the needs o f a multicultural society, Purnell (2000; 2002) developed a 

model for cultural competence. Purnell defines cultural competence as the adaptation o f 

care in a manner that is consistent with the culture o f the patient. A culturally competent 

nurse develops an awareness of his or her existence, sensations, thoughts, and 

environment without letting these factors have an undue effect on those receiving care 

(Purnell, 2000; 2002). The model is based on 16 assumptions with one that involves 

acculturation. Purnell (2002) lists the following assumption: “to be effective, health care 

must reflect the unique understanding of the values, beliefs, attitudes, life ways, and 

worldview of diverse populations and individual acculturation pattern” (p. 193).

Another emerging model in transcultural nursing is the Process o f Cultural 

Competence in the Delivery o f Healthcare Services model (Campinha-Bacote, 2002).

This model is based on the premise that cultural competence is an ongoing process in 

which nurses continually strive to achieve the ability to work effectively within the 

cultural context o f the patient (Campinha-Bacote, 2002). The model, which is largely 

based on Leininger’s transcultural nursing work, involves the integration o f the following 

constructs: cultural awareness, cultural knowledge, cultural skill, cultural encounters, and 

cultural desire.

Cultural knowledge, one o f the five constructs o f the model, is described as the 

process o f seeking and obtaining sound knowledge about cultural and ethnic groups 

(Campinha-Bacote, 2002). It involves obtaining knowledge of clients’ worldviews about 

health related beliefs and values. Campinha-Bacote postulates that in obtaining cultural 

knowledge, no individual is a stereotype o f his or her culture o f origin, but is a unique 

combination o f life experiences and the progression of acculturation to other cultures.
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The model’s five constructs have an interdependent relationship. Campinha-Bacote 

contends that no matter when a nurse enters the process o f providing culturally competent 

care, all five constructs must be addressed and/or experienced.

Further development o f the model has resulted in an instrument that measures 

cultural competence among health care professionals (Campinha-Bacote, 2002). It is a 

20-item instrument that is based on the model’s four constructs: cultural awareness, 

cultural knowledge, cultural skills, and cultural encounter. It is noted, however, that the 

instrument does not measure the construct o f cultural desire, and that further work in this 

area is forthcoming (Campinha-Bacote, 2002).

Another model concerns cultural diversity in health and illness (Spector, 2002). 

The purpose o f the model is to increase nurse awareness o f the dimensions and 

complexities o f delivering nursing care to people from different cultural backgrounds 

(Spector, 2002). The model is based on three concepts o f culture care: heritage 

consistency, health traditions, and cultural phenomena.

Heritage consistency involves the degree to which one’s lifestyle reflects his or 

her respective traditional culture (Spector, 2002). Heritage consistency exists on a 

continuum; an individual may possess value characteristics of both a traditional heritage 

and an acculturated/modem heritage. An assumption is that a person who retains more 

traditional beliefs will be more likely to follow more traditional methods o f health/illness 

practices and beliefs (Spector, 2002).
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The final two concepts o f the model are health traditions and cultural phenomena. 

Health traditions are described as the interrelated balance o f the body, mind, and spirit, 

(Spector, 2002). It describes what people do from a traditional perspective to maintain 

health, protect health or prevent illness and restore health.

The concept “cultural phenomena” describes six views that vary among cultural 

groups and affect health care (Spector, 2002). The six views are: environmental control, 

biological variations, social organizations, communication, space, and time orientation 

(Spector, 2002). The six views serve to illustrate the diversity that exists between cultural 

groups.

The model consists o f internal and functional structures. One assumption o f the 

internal structure o f the model is that there is a relationship between an individual’s 

cultural identity and heritage (Spector, 2002). Health beliefs and practices can be 

analyzed either by the individual’s heritage or at the level at which one has acculturated 

to the dominant culture (Spector, 2002). With regard to functional structure, a balance 

between one’s heritages needs to exist. This balance involves a harmonious relationship 

between one’s own cultural heritage and acculturated belief system (Spector, 2002). 

Acculturation & Health

Factors such as level o f acculturation have been linked to potential health 

problems. The continuous resurgence o f international migration to the U.S. has generated 

an earnest interest in exploring the relationship o f acculturation to the health and health 

behaviors o f immigrant groups (Dela Cruz et al., 2000). Differences in level of 

acculturation can either negatively or positively affect health status and health behaviors.
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In the next section, the writer will provide an analysis o f the relationship between 

acculturation and health in the Hispanic population. The relationship between 

acculturation and health is complex. Campbell & Kaplan (1997) demonstrated that 

Hispanic women, for whom smoking is less culturally acceptable, are more likely to 

smoke when they become acculturated. Conversely, Hispanic Americans who are more 

acculturated have been shown to be less obese (Kahn et al., 1997). Further, Hispanic 

adults with lower levels o f acculturation have lower levels of self-rated health scores as 

compared to non-Hispanic Americans (Shetterly et al., 1996).

Acculturation & Hispanic Health

The literature review included a search of the following databases: Cumulative 

Index o f Nursing and Allied Health Literature (CINAHL), MEDLINE, Psylnfo, 

Anthropology plus and Sociologic Abstracts. No previous study that examined the 

specific relationship between acculturation and the health status o f Hispanic elders was 

found. Cortes & Rogler (1996) examined these concepts using a multivariate method; 

however, the sample did not include Hispanic elders. Nevertheless, this is an important 

study, since it addresses acculturation and health status in a Hispanic American 

population.

Cortes & Rogler (1996) examined acculturation and health status among Puerto 

Ricans in New York City. The researchers used two samples. One sample included 403 

non-clinical persons with a mean age o f 39.93 (SD = 15.75) and a clinical sample with 

128 participants with a mean age of 43.5 (SD = 8.93). Non-clinical participants were 

drawn from the community whereas clinical participants were drawn from a local mental 

health center.
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Cortes & Rogler (1996) stated that the purpose o f their study was to examine 

whether acculturation was a predictor o f both perceived and objective health status after 

controlling for confounding variables such as depression, generation status, gender and 

education. Health status was measured by answering one question about general health. 

Participants rated their health status from a range o f poor to excellent. Objective health 

was measured by answering either yes or no to an index of self-reported illnesses that 

included anemia, diabetes, hypertension, gastric disorders, pulmonary disorders, cardiac 

and renal disorders. Correlational analysis revealed that acculturation was positively 

correlated with general health status and inversely related to self-reported illnesses.

To further analyze the effects o f the variables, the researchers used hierarchical 

regression. Data analysis revealed that for both objective health status and perceived 

health status, acculturation was a significant predictor. Even after controlling for the 

confounding variables acculturation continued to predicted significant variance in health 

status.

One critique o f the study was that reliability and validity o f study measures were 

not reported. Furthermore, the researcher used a simplified method to measure self

perceived health status. Participants were asked to rate their general health status as either 

excellent, very good, good, fair or poor (Cortes & Rogler, 1996). Although the 

researchers provide evidence o f using this measure, and support it with a literature 

review, the measure is unidimensional. With the availability of more sophisticated 

measures of self-perceived health status, perhaps the results may have been different. 

Measures such as the Short form-8 (SF-8) measure more concepts o f self-perceived 

health status that include physical health, physical function and mental health (Ware &
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Sherboume, 1992). Including measures o f physical and mental health in self-reported 

health measures provides a broader understanding rather that using one general health 

question.

In the following study, researchers examined the relationship between 

acculturation, socioeconomic status and quality o f life (health status) in Latino HIV- 

infected men and women who were at least 18 years o f age (van Servellen, Chang, & 

Lombardi, 2002).The purpose o f the study by van Servellen and colleagues was to 

examine the health status and health related quality o f life of two groups of monolingual 

and bilingual Latino men and women. The researchers examined the relationship between 

acculturation, health status, and health related quality o f life, and attempted to determine 

if  acculturation and socioeconomic vulnerability had an effect on health status and health 

related quality o f life. The results o f the study revealed that although differences in 

acculturation scores were seen among monolingual and bilingual Latinos, no differences 

were seen in overall health status (van Servellen, Chang, & Lombardi, 2002).

Furthermore, the researchers concluded that only HIV status (CD-4 count and HIV viral 

load) accounted for variability in health status scores. Acculturation was found not to be a 

predictor o f health status among the study participants (van Servellen et al., 2002).

The results of the study are interpreted with caution. First, the researchers used 

language, country o f origin and education as measures o f acculturation (van Servellen et 

al., 2002). Specifically, use of Spanish language at home, being bom outside o f the US, 

and large proportion o f education outside the US depicted lower levels o f acculturation 

(van Servellen et al.). The researchers’ decision to use proxy measurements for 

acculturation may have limited their ability to fully capture the concept.
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According to Calderon-Rosado, Morrill, Chang, & Tennstedt (2002) language use 

has been a common measure o f acculturation but needs to be assessed in the context of 

other indices o f acculturation. Furthermore, with the availability o f current acculturation 

scales that examine more process factors such as foods, friends, and ethnic self- 

identification, the ability to understand cultural orientation in daily life interactions and 

practices may be enhanced (Arcia et al., 2001).

The statistical analysis o f this study may also be a factor in limiting the usefulness 

o f the findings. The use o f stepwise regression is controversial (Polit, 1996). In this type 

o f statistical procedure, there is no underlying theoretical or logical rationale to the entry 

o f variables in the equation (Polit, 1996). The computer, not the researcher determines the 

order of entry that will yield the greatest R increment.

Several problems have been cited in use o f stepwise regression. First, software 

programs use incorrect degrees o f freedom, resulting in a greater likelihood of a Type I 

error (Thompson, 1995). Furthermore, stepwise regression does not necessarily identify 

the best set o f variables. This procedure also bases decisions about variable entry on 

minor differences between the remaining variables. These differences may reflect 

sampling error (Polit, 1996) and may lead to results that are not replicable (Thompson, 

1995).

A small sample size may explain the researcher’s inability to capture statistical 

significance. If  an adequate sample had been used, perhaps the researchers would have 

found that differences existed in overall health status scores among monolingual and 

bilingual Latinos. Subsequently, acculturation may have been shown to be a predictor of 

health status among the study participants. In fact, a reverse power analysis was
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2
conducted by the writer that revealed the study was underpowered. Based on the R , and 

sample size, a power o f 73% was calculated. This is below the standard power o f 80%.

Since there were a limited number o f published studies concerning health status 

and acculturation in Hispanic elders, the literature review was expanded to include 

similar variables such as health beliefs, health practices and the relationship between 

acculturation and demographic variables and other variables such as perceived 

discrimination and self-esteem. This provides the reader with a clearer understanding of 

the role o f acculturation in different contexts.

Hulme and associates (2003) studied health-promoting life style behaviors in 

Hispanic American adults. A convenience sample o f 545 rural and urban Hispanic 

American adults living in the Midwest was used. An aim o f the study was to examine 

health-promoting behaviors across levels o f acculturation.

The investigators found that as level o f acculturation increased, participation in 

health-promoting behaviors increased. Health-promoting determinants were nutrition, 

exercise, health responsibility and self-actualization such as spiritual growth (Hulme et 

al., 2003). Acculturation was found to be a significant predictor after controlling for 

confounding variable such as health status, age, gender, marital status and country of 

origin.

Hulme and associates (2003) noted that health-promoting behaviors that included 

health responsibility, interpersonal relations and spiritual growth were observed in those 

with higher levels o f acculturation. The investigators postulated that highly acculturated 

Hispanic Americans may be more familiar with health issues than newly arrived 

immigrants and that health is more that just a matter o f good fortune.
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In some minority populations, acculturation may not be related to physical or 

mental health outcomes. In a secondary data analysis o f the National Vietnam Veterans 

Readjustment Survey (NVVRS), Ortega & Rosenheck (2001) tested the association 

between acculturation and mental and physical health among Hispanic Vietnam veterans. 

The investigators demonstrated that Hispanic Americans did not differ in mental and 

physical health risk when compared with non-Hispanic Whites. Acculturation was 

measured using a shortened version of the Short Acculturation scale (Marin-Sabogal, 

Marin, Otero-Sabogal, & Perez-Stable, 1987) that measures language preference (Ortega 

& Rosenheck, 2001). Scores on the acculturation scale ranged from zero to 13, where 

higher scores indicated higher levels of acculturation. Mental health measures included 

alcohol abuse, drug abuse, antisocial personality disorder, major depressive disorder, 

panic disorder, and generalized anxiety disorder (Ortega & Rosenheck, 2001). Physical 

health was assessed using self-report questions that focused on asthma, diabetes, 

arteriosclerosis, hypertension, cerebrovascular accident, myocardial infarction, cancer, 

digestive disorders, and urinary tract problems (Ortega & Rosenheck, 2001).

The researcher’s findings suggested that acculturation was not associated with 

mental or physical health risks for Hispanic veterans (Ortega & Rosenheck, 2001). 

Moreover, Mexican Americans and Puerto Rican Americans, the two Hispanic groups 

included, did not differ in risk when compared with their non-Hispanic White 

counterparts (Ortega & Rosenheck, 2001).
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Several factors were discussed supporting the finding that acculturation was not 

related to health risks among Hispanic veterans. First, Hispanic Americans in the military 

are exposed to more intense assimilation experiences, and in spite o f difference in 

language preference, may have become more acculturated than their civilian counterparts 

(Ortega & Rosenheck, 2001). In addition, previous reports of the NVVRS have found 

that Hispanic Vietnam veterans had significantly higher education levels than civilian 

Hispanic Americans (Ortega & Rosenheck, 2001). A final important point made by the 

researchers is that access to government-sponsored health care through the Veterans 

Administration Healthcare System may minimize adverse health effects among Hispanic 

veterans (Ortega & Rosenheck, 2001).

Although the researchers provided some explanations as to why participants in 

their study scored so high on acculturation scores, they failed to fully discuss the 

limitations o f using a unidimensional measure o f acculturation. Language is an important 

component o f the acculturation process, but on its own is a proxy measure. Szapocznik 

and colleagues (1980) contend that acculturation should no longer be viewed as a 

unidimensional process and that individuals may be more bicultural. While language use 

may indicate higher acculturation, individuals may still retain other Hispanic cultural 

practices such as preferences for foods, music and other entertainment (Szapocznik et al., 

1980).

Peragallo, Fox, & Alba (2000) examined the relationship between acculturation 

and breast self-examination (BSE) among Hispanic American women aged 40 to 50 years 

in the U.S. The researchers studied 111 immigrant Mexican and Puerto Rican women. 

Acculturation was measured using the Short Acculturation Scale for Hispanic Americans
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and breast self examination was measured using a questionnaire that tested knowledge 

and practice o f correct BSE (Peragallo et al., 2000).

The researchers demonstrated that although the majority o f women scored low on 

acculturation measures, those women who scored high on acculturation were twice as 

likely to practice correct BSE (Peragallo et al., 2000). Interestingly, the researchers 

concluded that although higher income and higher levels of education were associated 

with higher levels o f acculturation, neither factor independently accounted for increases 

in BSE. Another finding was that BSE practices in women with low levels of 

acculturation who had a family history o f breast cancer were similar to women who were 

highly acculturated. In this study, acculturation was a predictor o f increased self-breast 

examination practice.

The results are significant in that nurses need to focus on health promotion 

activities for populations such as immigrant Hispanics (Peragallo et al., 2000). Nurses 

need to target Hispanic American women since they are less likely to practice breast self

exams. The researchers state that identifying women with low levels o f acculturation 

could assist nurses in identifying those Latinas at greatest need for education on self

health care.

Other health practices among Hispanic populations are also important to 

understand. Cantero and associates (1999) studied the relationship between acculturation 

and the health practices o f middle-aged and older Hispanic women. With a sample o f 573 

Hispanic women, age 46 to 92 years, the researchers found that acculturation negatively 

affected this population.
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The researchers focused on five health practices, including cigarette smoking, 

alcohol consumption, exercise, obesity, and sleeping habits. The data supported their 

hypothesis that as acculturation increased so did the likelihood of engaging in unhealthy 

practices such as cigarette smoking. The researchers postulated that highly acculturated 

women may have been exposed to mass media that promoted unhealthy practices, 

whereas less acculturated women tended to maintain traditional practices. Increased 

acculturation was shown to be associated with healthier practices such as decreased 

obesity and increased exercise behaviors in this population (Cantero et al., 1999).

Acculturation has been found to be related to other health variables such as 

physical activity. Physical inactivity is a major risk factor for heart disease and other 

chronic diseases that disproportionately affect Hispanic Americans (Crespo, Keteyian, 

Heath, & Sempos, 1996; DHHS, 1996; DHHS, 1998; Winkleby, Kraemer, Ahn, & 

Varady, 1998). Although Hispanic Americans engage in more occupational physical 

activity than non-Hispanic Whites, leisure time inactivity has been found to be higher in 

Hispanic Americans (Crespo, Smit, Carter-Porkras, & Anderson, 2001).

Researchers investigated the relationship between acculturation and physical 

activity in a sample o f 671 first generation Hispanic Americans ages 20 to 50 in North 

Carolina (Evenson, Sarmiento, & Ayala, 2004). The researchers measured acculturation 

by a language scale, length o f residence in the U.S. and age of arrival to the U.S. Physical 

activity was measured by a survey which examined different aspects o f physical activity 

such as walking, bicycling, vacuuming, and gardening, and how often and for how long 

these activities were sustained.
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The researchers found that participants with higher English language 

acculturation were more likely to be physically active than participants with lower 

English language acculturation. Likewise, the investigators found that participants who 

arrived in the U.S. before age 25 more likely to engage in physical activity than those 

who arrived at 25 or older (Evenson, Sarmiento, & Ayala, 2004). Interestingly, length of 

residence in the U.S. was not associated with physical activity.

The researchers postulated that participants in the sample who were younger 

when they arrived in the U.S. and had acquired better English language skills were most 

likely to be exposed to positive messages about physical activity and health in work and 

school (Evenson, Sarmiento, & Ayala, 2004). The researchers felt that the participants 

were able to navigate in their environments better because o f increased English language 

skills and were probably more equipped to make changes in lifestyle with respect to 

health.

In another study that examined acculturation and physical activity, Crespo and 

colleagues (2001) studied 2,467 Mexican Americans o f which 609 were older than 60 

years. The purpose o f their study was to examine the relationship between acculturation 

and physical inactivity during leisure time. The investigators suggested that those who 

were less acculturated engaged in less physical activity during leisure time. In addition, 

they indicated that language played a significant role. Spanish-speaking Mexican 

Americans had a higher prevalence of physical inactivity during leisure time than those 

who spoke mostly English. They measured acculturation by place o f birth, language 

preference, and number o f years participants lived in the U.S. (Crespo et al., 2001). Since 

the investigators limited the measurement o f acculturation in this manner, the findings
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must be viewed with caution. Using proxy measures of acculturation limits the study’s 

interpretability since acculturation is a more complex concept.

The researchers noted that English language skill differences among generations 

demonstrated participation in seeking activities during leisure time. First generation 

Mexican Americans participated less in physical activity during leisure time. The 

researchers postulated that second generation Mexican-Americans may have language 

skills that provide more opportunities to seek fitness facilities, and recreational areas.

Acculturation and diet habits have also been examined by researchers. Neuhouser, 

Thompson, Coronado, and Solomon (2004) examined the relationship between 

acculturation and fat, fruit and vegetable intake. A sample o f 735 Hispanic Americans 

residing in the Northwest were included in the study. The researchers demonstrated that 

highly acculturated Hispanic Americans ate fewer servings of fruit and vegetables 

compared to those less acculturated. This relationship continued to be present after 

controlling for age, sex, income and education. Furthermore, the researchers identified a 

trend in which highly acculturated participants reported higher fat intake in their diets.

The researcher postulated that food-purchasing habits might change as an 

individual acculturates (Neuhouser, et al., 2004). Moreover, the increased use o f fats may 

also suggest a change in food preparation as Hispanic Americans acculturate. The 

researchers stated that a limitation o f the study included that participants were mostly 

Mexican American and that dietary behaviors o f Cuban Americans and those from other 

Hispanic origins may differ.
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Researchers have demonstrated that as Mexican American women become more 

acculturated their risk for giving birth to low-birth-weight infants increases (Collins & 

Shay, 1994). There is also evidence that Mexican American women who are more 

acculturated tend to smoke more than their less acculturated counterparts (Scribner & 

Dwyer, 1989).

In a study that included 538 mothers, W olf & Portis (1996) studied the 

relationship between acculturation, smoking and pregnancy outcomes in Hispanic 

American women aged 14 to 42 years. Investigators found that among highly 

acculturated women, the prevalence o f smoking and poor birth outcomes did not increase. 

A similar finding was evident in women with the lowest level o f acculturation as they did 

not experience poor birth outcomes (W olf & Portis, 1996). The researchers theorized that 

this might be due to increased family support o f pregnant women by Hispanic families 

(W olf & Portis, 1996). Notably, women with moderate levels o f acculturation 

experienced significantly poorer birth outcomes. Researchers postulated that this may 

reflect negative effects o f being caught in transition from the positive cultural factors o f 

strong family support and value for motherhood to the economic advantages associated 

with the most acculturated women.

Several limitations o f this study exist. First infant birth weights were collected via 

self- report from the mothers instead o f from patient records. Although most mothers 

would remember their child’s birth weight, it is plausible that some may not have 

reported accurate weights. Using the actual documented weight in kilograms would have 

enhanced the precision with which this variable was measured. Furthermore, 

acculturation measures were limited to language use and self-identified ethnicity.
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Although these variables are important, they do not fully capture the complex nature of 

acculturation.

Acculturation has been found to be related to the development o f health 

information among Hispanic Americans. The California Wellness Guide Distribution 

Project (WGD) was designed to provide individuals with basic information for enhancing 

their well-being (Bell & Alcalay, 1997). A Spanish version was designed to meet the 

needs of the Spanish-speaking residents o f California. Bell & Alcalay (1997) examined 

how acculturation mediated the impact o f the guide on Hispanic women’s health 

knowledge, efficacy beliefs, and behaviors. Researchers demonstrated that more 

acculturated women had more confidence in their abilities to acquire wellness related 

information and had more assistance seeking behavior. However, the guide did enhance 

the ability o f women with lower levels o f acculturation to seek wellness information (Bell 

& Alcalay, 1997).

Examining the relationship between acculturation and obesity in Hispanic adults, 

researchers found an overall weak relationship (Khan, Sobal, & Martorell, 1997). Some 

studies in the U.S have suggested that more acculturated Hispanic Americans are heavier 

than those less acculturated (Massara, 1989; Hazuda, Mitchell, Haffner, & Stem, 1991; 

Pawson, Martorell, & Mendoza, 1991). Controlling for socioeconomic status, researchers 

examined the relationship between acculturation and obesity among Mexican Americans, 

Puerto Ricans and Cuban Americans (Khan, Sobal, & Martorell, 1997). Using a sample 

o f over 5,000 adults age 18-74, the researchers measured acculturation using language 

preference and generation and measured obesity using body mass index (BMI). 

Investigators showed overall acculturation had a weak relationship with BMI. However,
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the relationship was evident among Mexican Americans. More specifically, those with a 

higher preference for English (more acculturated) tended to have lower BMI scores 

(Khan et al.).

Hispanic Americans experience higher levels of depressive symptoms during their 

lives (Rickert, Wiemann, & Berenson, 2000) than non-Hispanic Whites. Researchers 

examined strengths and vulnerabilities o f women o f Mexican descent in relation to 

depressive symptoms (Heilemann, Lee, & Kury, 2002). The researchers used exposure to 

U.S. during childhood as a proxy measure o f acculturation. The researchers were able to 

demonstrate that women who spent all their childhood in Mexico before coming to the 

U.S. had lower levels o f depression than those who were exposed to the U.S. in their 

childhood. The researchers conclude that Mexican women who have lived in the U.S. for 

a longer time may be at higher risk for depression (Heilemann et al., 2002).

Heilemann and colleagues (2002) were also able to demonstrate that women who 

spent their childhood in Mexico were more satisfied with life than those who spent their 

childhood in the U.S. The researchers postulated that those women who spent their 

childhood in the U.S. may have reported more depression and less satisfaction with life 

because women who were raised in the U.S. may see themselves as disadvantaged when 

compared to other American women. These findings are important in that mental health 

nurses need to be able to understand the specific health issues of both immigrant Hispanic 

Americans and Hispanic Americans who have spent most o f their lives in the U.S.
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Acculturation & Confounding Variables

Education and Income

Most indicators o f acculturation overlap with indicators o f social and economic 

status (Arcia et al., 2001). Only recently have researchers attempted to assess the 

independent effects o f each. English language acquisition, a common proxy for 

acculturation, may be expected to interact with factors such as gender, education, and 

race. Non-English speakers who are college-educated in their country differ from those 

who are farm workers. Even if the college-educated person is less acculturated, their 

strong educational status may be enough to overcome economic disadvantages and 

barriers to healthcare and health services. Different measures of acculturation may 

explain some variance, but at times fail to completely clarify the nature o f some 

relationships.

Franco, Cuadra, Tabol, Zea, & Person (1998) examined factors that affect 

acculturation levels o f Latin American immigrants. The major goal o f their study was to 

explore the relationship between socio-demographic variables and acculturation level of 

Latin American immigrants. Variables o f interest included age at immigration, years o f 

residence in the United States (US), socioeconomic status, educational level, and ethnic 

composition o f neighborhood o f residence.

Fifty Hispanic adults from the Washington D.C. metropolitan area were recruited 

from community centers and local schools. The researchers measured acculturation using 

dimensions of four subscales that include cultural identification, cultural knowledge, 

cultural attitudes and language competence (Franco et al., 1998). Investigators 

demonstrated that length o f stay in the U.S., age at immigration, and socioeconomic
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status were strongly related to level of acculturation in both Hispanic and American 

culture. Interestingly, those who lived in predominantly Hispanic neighborhoods were 

more likely to score high on acculturation. The results are significant since socio

demographic variables have been associated with the health status o f Hispanic Americans 

in the U.S. (Bell & Alcalay, 1997; Bernard, et al., 1997; Tucker et al., 2000). 

Acculturation & Other Variables

Associations between perceived discrimination and general health perceptions 

have been identified in the literature (Ren, Amick & Williams, 1999; Williams, Yu, 

Jackson, & Anderson, 1997; Williams, Spencer, & Jackson, 1999). Krieger & Sidney 

(1996) reported that Black adults who reported to have received unfair treatment had 

higher blood pressure. Also, racial discrimination was related to chronic health 

problems, disability, psychological distress, and lower levels o f psychological well- being 

(Finch, Kolody, & Vega, 2000).

In a study that focused on perceived discrimination and depression among 

Mexican American adults, researchers examined the impact that acculturation had on 

these variables. (Finch et al, 2000). Researchers demonstrated that those who were 

immigrants, even with high levels o f acculturation, were more likely to experience 

discrimination than those who were U.S. bom. The researchers also showed that the 

perception o f discrimination was directly related to depression.

Orshan (1998) studied 49 nulligravida and 41 primigravida Dominican 

adolescents to examine the relationship among acculturation, perceived social support, 

self-esteem and pregnancy status. Although the investigator demonstrated that neither 

perceived social support nor self-esteem could be predicted from pregnancy status and
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acculturation, levels o f acculturation were found to be higher in the nulligravid sample 

(Orshan, 1998).

Health Status

Hispanic Americans as a group tend to report poorer health than non-Hispanic 

Whites (Shetterly et al., 1996). The perspective o f the individual is an important part of 

evaluating health outcomes (Tumer-Bowker, Bayliss, Ware, & Kosinski, 2003). 

Evaluating health status, or health-related quality of life (as it is often called) refers to an 

individual’s functional health and well being (Tumer-Bowker et al., 2003) and includes 

dimensions o f health such as physical and emotional health, and social functioning 

(Flannelly & Inouye, 2001). Researchers have regarded health status as an important 

outcome measure in both epidemiological studies and clinical trials (Power, Bullinger, & 

Harper, 1999). Furthermore, perceived health status has been used as a measure of overall 

well being that has been demonstrated to be predictive o f disability and mortality (Clark, 

Tu, Weiner, & Murray, 2003). Self-rated health has been associated with chronic disease 

indicators and has been shown to be predictive o f mortality. Other important predictors of 

health status are health service utilization, access to care, and insurance availability. 

Health & Hispanic Americans

Lack of health care access is closely associated with health status among Hispanic 

Americans in the U.S. (Portillo, Villamel, Siantz, Peragallo, Calvillo, & Eribes, 2001). 

Inability to obtain health insurance is also an important predictor o f poor health status 

among Hispanic Americans (Portillo et al., 2001). Generally, Hispanic Americans are 

less insured than their White non-Hispanic counterparts (de la Torre, Friis, Hunter &
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Garcia, 1996). For Hispanic women, lack of health insurance has been associated with 

failure to obtain health screening services (Portillo et al.).

A paradox exists among the Hispanic population concerning certain health 

measures (Amaro & de la Torre, 2002; Heilemann, Lee, & Kury, 2002). Despite lower 

incomes, educational levels and health care access, Hispanic Americans demonstrate 

overall life expectancy and mortality rates comparable to those o f non-Hispanic Whites. 

Hispanic Americans as a group also experience equivalent infant mortality rates to non- 

Hispanic Whites, and are less likely to die from diseases such as certain cancers and 

cardiovascular diseases (Cantero et al., 1999; Heilemann, et al., 2002). The factors 

responsible for the apparent overall lower mortality among Hispanic Americans are not 

well understood (Amaro & de la Torre, 2002). Further research is needed to understand 

how cultural and other factors may have a protective effect on the overall health status of 

a population that otherwise would be classified as at risk (Amaro & de la Torre, 2002). 

Despite this, disparities do exist with other diseases and measures o f health among 

Hispanic Americans. For example, Hispanic Americans in general experience higher 

levels of depressive symptoms during their lives (Rickert, Wiemann, & Berenson, 2000) 

and higher prevalence of obesity (Cantero et al., 1999; Khan et al., 1996) and diabetes 

(Cantero et al.).

Hispanic Americans are more than twice as likely to die from diabetes than non- 

Hispanic Whites (Institute o f Medicine, 2003). Peragallo and colleagues (2000) report 

that although Hispanic women share the same risk o f developing breast cancer as non- 

Hispanic Whites, they experience higher rates o f mortality due to delayed detection.
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Health Status Research

The relationship between gender differences and health among older adults is an 

emerging area o f inquiry. To better understand differences in health status among older 

adults with heart failure, Friedman (2003) examined symptoms such as dyspnea, fatigue, 

poor appetite and edema, depression, and re-hospitalizations due to heart failure. Health 

status for this study was measured by heart failure symptoms, depression, physical 

functioning and re-hospitalizations (Friedman, 2003). Physical functioning was measured 

using the Medical Outcomes Study (MOS) Short Form Health Survey (SF-36). The 

physical functioning scale in the SF-36 captures 10 items that measure self-rated presence 

and extent of physical function (Ware & Shareboume, 1992). Friedman (2003) 

demonstrated that although men and women were similar on the number and types of 

heart failure-related symptoms, men had better overall physical function. Interestingly, 

both genders were also similar in depression scores and re-hospitalizations. Findings 

from the study did support that overall health status for older men and women was 

significantly impacted by heart failure.

Clark, Tu, Weiner and Murray (2003) also examined heart failure and health 

status. For this study, the researchers examined the relationship between demographic 

and pathophysiologic measures, social cognitive measures, environmental variables and 

health related quality o f life among lower income urban adults. The sample included 

individuals 50 years or older who received care from a large Mid-western urban health 

system.
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Clark and colleagues (2003) revealed that individuals with more positive health 

beliefs had higher perceived health scores. Furthermore, those participants who reported 

more positive health beliefs, greater income, greater social support, and increased 

communication with their health care providers scored higher on health related quality o f 

life scores. Interestingly, pathophysiologic measures such as cardiac ejection fraction and 

co-morbidities were not related to any o f the self-reported health status measures. Clark 

and colleagues point out that, in this sample, social and behavioral factors such as health 

beliefs, communication and social support were significant to health status.

Care needs o f the community dwelling older person is an area o f interest to 

nurses. As the population ages, more elders will require both formal and informal 

services in their homes. Hellstrom & Hallberg (2001) examined the perspectives o f older 

persons receiving help at home regarding health care and quality o f life. The researchers 

measured care received by a professional versus care from next o f kin and functional 

health, diseases, and health related complaints in relation to quality o f life. They inquired 

whether the older persons had restricted ability to be alone or were actually living alone 

(Hellstrom & Hallberg, 2001).

Although 84% of the participants received some type o f informal service (next of 

kin), as expected, elders who lived alone and were older had more health related 

complaints, and lower quality o f life. (Hellstrom & Hallberg, 2001). The findings have 

important clinical implications. Although many participants are receiving some type o f 

help from family members, many family caregivers are ill-equipped to handle the 

complex health care needs o f older persons (Hellstrom & Hallberg, 2001). This is
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important since the availability of caregivers may influence how an individual perceives 

their health status.

Health status and quality of life indicators are not only related to determinants of 

health such as chronic disease. Researchers are beginning to analyze whether health 

status and quality of life are also related to other variables such as religion and 

socioeconomic status (Flannelly & Inouye, 2001).

Flannelly & Inouye (2001) examined the relationships among religion, health 

status, socioeconomic status and quality o f life in individuals who were HIV positive 

(Flannelly & Inouye, 2001).Using step-wise multiple regression they demonstrated that 

religion, health status and SES were related to quality o f life. Out o f the 41% explained 

variance, health status explained 24.2%, suggesting that health status is more directly 

related to quality o f life in this sample.

Medication Use

Briesacher, Limcangco, and Gaskin (2003-2004) examined racial and ethnic 

disparities in prescription coverage and medication use among Hispanic Americans 

Researchers compared drug coverage and prescription drug use by race and Hispanic 

ethnicity for Medicare beneficiaries for chronic condition such as diabetes, hypertension 

and heart diseases. The sample included 261 Hispanic American Medicare beneficiaries 

age 65 or older who were non-institutionalized. Hispanic Americans were compared to a 

sample o f non-Hispanic White Americans.
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The researchers found that Hispanic Americans were less likely to have a private 

source of drug coverage. Only 12% of Hispanic Americans had private drug coverage 

while 38% of non-Hispanic Whites had some form of private drug coverage (Briesacher 

et al., 2003-2004). The researchers also found that among Medicare beneficiaries with 

drug coverage Hispanic Americans used 10 to 40% fewer medications than non-Hispanic 

Whites. It was also noted that Hispanic Americans relied more on some source o f public 

assistance for drug coverage.

Briesacher and associates (2003-2004) concluded that the disparities found in 

prescription drug use were attributed to problems with socioeconomic status. They also 

postulated that inability to afford prescription medications might explain some of the 

disparities associated with chronic diseases among Hispanic Americans.

Raji, Kuo, Salazar, Satish, and Goodwin (2004) examined medication use in 

Hispanic American elders with hypertension. Researchers assessed ethnic differences in 

antihypertensive medication use among non-Hispanic Whites, African Americans, and 

Hispanic Americans. The purpose of the study was to determine optimal treatment for 

hypertension in order to understand interethnic differences of antihypertensive drug use. 

The researchers used a sample o f 342 non-institutionalized non-Hispanic White, African 

American and Hispanic American elders age 77 or older. The researchers found that 

Hispanic American ethnicity was associated with lower use of antihypertensive drug use 

when compared to non-Hispanic Whites. Even after adjusting for socioeconomic and 

health variables, Hispanic Americans still demonstrated lower use o f antihypertensive 

medications. This finding was not observed among the African American population in 

this study.
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The researchers stated that the reasons for the disparity are unclear (Raji, et ah, 

2004). Notably, lower rates o f antihypertensive medication use among Hispanic 

Americans may be related to a lack of awareness of high levels o f hypertension. 

Furthermore, they described that other studies have cited lower education, lower income 

and lower access to care as potential reasons.

Another important area related to medications among Hispanic Americans is 

medication misuse. Misuse of medications by older persons is a public health concern 

that has serious health consequences (Raji, Ostir, Markides, Espino, & Goodwin, 2003). 

Previous researchers have demonstrated high rates o f inappropriate prescription drug 

usage for older Whites and African Americans. However, rates for older Hispanic 

Americans are not well known.

Raji and colleagues (2003) examined the prevalence and predictors of 

inappropriate prescription medication use by older Mexican Americans. Using a sample 

o f 3,050 Mexican Americans over age 65 living in the southwestern U.S., researchers 

assessed prescription medication use with in-home interviews. Investigators 

demonstrated that 12% of the sample had used at least one prescribed medication from a 

list o f 32 common medications deemed to be inappropriately prescribed. Further findings 

showed that those who were unmarried, had more than one chronic disease, had high 

depressive symptoms, made frequent physician visits, and had combined Medicaid and 

Medicare insurance were more likely to have used potentially inappropriate drugs (Raji et 

al., 2003).
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Age and Health Care Conditions

The following section will include a discussion of a study by Borawski, Kinney & 

Kahana (1996) in which they examined the meaning o f older adult’s health appraisal and 

its congruence with health status. Borawski and colleagues studied 885 non-Hispanic 

adults over the age of 73, and found that the older one gets, the more optimistic their 

view of their health becomes. They also found that despite having health problems, 

respondents were more likely to make positive statements about their health.

Borawski and associates (1996) examined health status in two ways; by self- 

report and with objective measures. Objective measures of health status included physical 

health status, chronic condition and medication use. The findings are important in that 

older individuals were able to transcend their physical problems and focus on their global 

health beyond symptoms and health care conditions.

Cigarette Use

Cigarette smoking is the leading cause o f preventable illness and death in the U.S. 

(Perez-Stable, et al., 2001). On average, Hispanic Americans smoke less when compared 

to non-Hispanic Whites, and Hispanic American women smoke less than Hispanic 

American men. Researchers have also demonstrated that increased levels o f acculturation 

are associated with increases in cigarette smoking (Perez-Stable, et al., 2001).

Perez-Stable and associates (2001) examined cigarette smoking behavior among 

Hispanic men and women from different countries o f origin. A total o f 8,882 participants 

were interviewed including Puerto Ricans from New York City, Cuban Americans from 

Miami, Mexican Americans from Texas and California, and Central Americans from San 

Francisco.
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The researchers found that smoking was more prevalent among Hispanic 

American men than women. Although there were no differences in smoking rates in men 

with different national origins, Puerto Rican women were found to smoke more than 

women from other Hispanic origins (Perez-Stable, et al., 2001). Furthermore, the 

researchers found that Puerto Rican and Cuban respondents were more likely to be 

current smokers.

The investigators also examined the effects o f acculturation. They found that the 

association between acculturation and smoking was different by gender. Highly 

acculturated men were less likely to smoke whereas highly acculturated women smoked 

more (Perez-Stable, et al., 2001).

Attitudes about smoking is another important area to examine among Hispanic 

Americans. Hispanic Americans generally believe in the harmful effects o f smoking and 

the health benefits o f smoking cessation (Serrano & Woodruff, 2003). However, Serrano 

& Woodruff also stated that Hispanic Americans have a belief that cigarette smoking 

may not be addictive and that it may be easy to quit.

In a study that examined attitudes about smoking and obesity among Hispanic 

Americans, the researchers found that level o f acculturation played a role (Johnsen, 

Spring, Pingitore, Sommerfeld, & MacKiman, 2002). Researchers examined 130 

Hispanic American female smokers and nonsmokers. The researchers found that less 

acculturated women thought is was worse to be a smoker than to be obese, whereas more 

acculturated women thought that being obese was worse than being a smoker.
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Women in this sample viewed smokers more positively than one who is 

overweight. The researchers postulated that more acculturated Hispanic women may be 

adopting attitudinal changes associated with smoking as a way to decrease obesity 

(Johnsen, et al., 2002). A potential reason for the positive attitude among highly 

acculturated women may be associated with smoking becoming a subculture. The 

investigators stated that smokers may characterize themselves by a set o f attitudes and 

norms rather than viewing smoking as a behavior one simply engages in.

Summary o f Literature Review

Research about acculturation, health status and health related variables have been 

highlighted in this literature review. Theoretical developments o f acculturation as a 

concept and its use in transcultural nursing have been presented. The role o f other health- 

related variables such as health care conditions and medication use in older persons is 

also discussed.

Nurse theorists such as Leininger and Purnell have described acculturation within 

the context o f cultural competence. It is agreed that acculturation plays a major role in 

providing transcultural nursing care that is culturally competent.

Evidence has been presented to support associations between acculturation, health 

status, health seeking behaviors and selected determinants o f health (Evenson, Sarmiento, 

& Ayala, 2004; Peragallo et al., 2000; Cantero et al., 1999;Cortes & Rogler, 1996). 

Acculturation has been linked to health practices such as breast self-examination and 

exercise as well as risky behavior such as smoking. Furthermore, acculturation has been 

shown to be associated with depression among Hispanic Americans (Heilemann et al.,

2002). It is unclear as to why this relationship exists. If  living longer in the United States
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and becoming more acculturated is associated with better socioeconomic status, then why 

do Hispanic Americans, particularly women experience more depression? Researchers 

have postulated that pressure to acculturate, and differences in the migration experience, 

may account for higher levels o f depression. Furthermore, high levels of acculturation did 

not protect Hispanic women from perceiving discrimination, a variable related to 

depression. In addition, it is unclear as to why acculturation is a protective factor for 

some health practices such as exercising, and a risk factor for others such as smoking and 

depression.

In addition to depression, acculturation was related to unhealthy practices such as 

cigarette smoking (Serrano & Woodruff, 2003; Perez-Stable, et al., 2001). Smoking 

cigarettes for many Hispanic American women is not considered culturally appropriate. 

Migrating to the U.S. and being exposed to what may appear to be a more liberal and 

gender-equal society, may explain why Hispanic American women tend to smoke more 

as they acculturate.

Acculturation and its relationship to health among Hispanic Americans elders is 

important to understand since many may have diverse degrees o f acculturation.. 

Specifically among Cuban American families, diverse degrees o f acculturation exists 

(Gallagher-Thompson, et al., 2003). For example, less acculturated families who care for 

elders may view changes in mental status associated with dementia as a normal part of 

the aging process. This may be done in order to protect the elder from a negative 

diagnosis (Gallagher-Thompson, et al., 2003). In contrast, more acculturated families 

tend to discuss the diagnosis and tend to be more aware of the latest treatments for 

dementia. However, conflicts may arise between more acculturated and less acculturated
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members o f the families regarding how best to care for the elder family member 

(Gallagher-Thompson, et al., 2003). Moreover, less acculturated Hispanic Americans 

tend to believe that health problems are caused by external forces, such as the 

supernatural. However, Hispanic Americans who retain folk practices related to health 

and illness tend to adhere to standard health care as well (Gallagher-Thompson, et al.,

2003).

Another important issue is that measures o f acculturation are not uniform. Some 

researchers used proxy measures o f acculturation rather than the instruments that are 

currently available (van Servellen et al., 2002; Arcia et al., 2001; Cantero et al., 1999). 

Although proxy measures o f acculturation provide valuable information about the 

Americanization process, they cannot fully capture the multidimensional aspects of 

acculturation. In addition, measures o f acculturation have not been designed to capture 

the cultural nuances experienced by different Hispanic American sub-groups.

Particularly, the literature is limited in describing the process o f acculturation among 

Central and South Americans. Many studies continue to focus on acculturation as solely a 

linear process without considering the components o f cultural retention and biculturalism.

There is a growing body o f knowledge focused on acculturation. The state o f the 

science concerning the concept o f acculturation is slowly changing. Previously, 

acculturation has been originally viewed as a unidimensional process, in which those 

individuals in contact with a host culture take on the characteristics of the new culture 

(Flannery et al., 2001). Now, with increasing empirical evidence, acculturation is being 

described as a bidirectional process (Choi, 2001; Flannery et al., 2001). The focus on 

understanding immigrant groups has moved toward an understanding o f cultural
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pluralism (Szapocznik et al., 1980) building on a multidimensional model of 

acculturation.

Acculturation has been traditionally studied within psychology, anthropology and 

sociology. Nurses have studied acculturation in relation to other variables such as health 

practices and depression. According to Peragallo and colleagues (2000) acculturation has 

received relatively scant scholarly attention. Although several studies have examined the 

relationship between acculturation and health related issues, their exists a gap in the 

literature concerning Hispanic American elders. More specifically, studies that describe 

the relationship between acculturation and health status were scarce. This lack of 

knowledge about acculturation provides a unique opportunity for researchers to examine 

this phenomenon from a nursing perspective.

There has been considerable research focused on health status or health related 

quality of life, however, most o f the research is focused on disease specific entities. More 

studies are needed on the pattern o f inappropriate prescribing and on intervention 

programs to reduce adverse health outcomes in older Hispanic Americans. Another 

interesting finding is the lack o f consensus on how to measure health status. Some 

researchers measure health status using self-report, while others measure it using 

objective indicators such as functional capacity, chronic diseases, and medication usage. 

Also, it was noted that the concepts o f health status and quality o f life are used 

interchangeably by many researchers.

Disparities in medication use, particularly among the leading chronic diseases are 

prevalent. Hispanic Americans tend to have less coverage and less access to medication 

needed to treat serious chronic diseases. In addition, medication misuse has been
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observed among Hispanic American elders. Hispanic Americans have more medication 

misuse than non-Hispanic whites.

Cigarette smoking is also an important factor among Hispanic Americans. 

Although, as a group, they report less smoking that non-Hispanic Whites, Hispanic men 

tend to smoke more the women. In addition, attitudes about smoking among Hispanic 

Americans are an area for concern. Many do not believe that cigarette smoking is 

addictive and that they can easily quit. Acculturation plays a role in smoking among 

Hispanic Americans. Highly acculturated individuals tend to smoke more than their less 

acculturated counterparts do.

Research on transcultural concepts such as acculturation and its relationship to 

health status is limited. From a nursing perspective, further understanding o f the 

underpinnings o f acculturation is needed. Including concepts related to transcultural 

nursing in the care nurses provide to clients is important. Researchers, theorists, and 

practitioners must continue to view the goal o f providing culturally competent care as 

important work.

Theoretical Framework

Introduction

The framework for this study will be presented as a conceptual model that will 

link the main concepts o f acculturation and health status. This section also includes 

conceptual definitions of both acculturation and health status. The framework provided 

builds on current knowledge about the process o f acculturation and an individual’s 

perception of health status (See figure 1).
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Acculturation

Exposure to mainstream cultural patterns o f the U.S. influences the values, norms, 

attitudes and behaviors o f Hispanic Americans (Marin, et al., 1987). Acculturation is 

defined as the process o f changes in behaviors and values that occur when individuals 

from another country are in continuous contact with persons from the host country. 

Cultural learning, as described by Marin and associates (1984), results from Hispanic 

Americans being in contact with the new group, or culture. Acculturative contact and 

participation provides a clearer depiction o f acculturation. Where socio-demographic 

indicators only measure one aspect o f acculturation, acculturative contact and 

participation reflects more o f a behavioral acculturation process that incorporates 

language use and daily life situations.

Language use is an important aspect o f acculturation. Proficiency and preference 

for speaking a language in various settings such as school, work, with friends and while 

thinking; provide insight into acculturative contact and participation. Marin and 

colleagues (1987) described this language preference as ethnic loyalty.

Use and preference o f language media are also important determinants o f 

acculturation. Preference for electronic media and printed media also provides 

understanding o f an individual’s acculturative contact and preference. Furthermore, 

printed and electronic media help to preserve language fluency and Hispanic cultural 

traditions (Marin et al., 1987).

A third aspect o f acculturative preference deals with preference for social contacts 

described by Marin and associates (1987) as ethnic social relations. Those with whom 

one interacts at social events, as well as interactions with close friends and neighbors, and
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friends o f one’s child, demonstrate preference for ethnicity in social relations. Hispanic 

Americans are generally allocentric and collectivist, where the concerns for the members 

o f the group are more emphasized than individualistic characteristics seen in other 

cultural groups.

Health Status

Building on the role o f acculturation, a theoretical framework for health 

encompasses the belief that health is central to the individual and it can only be 

understood from their point o f view (Geigle & Jones, 1990). The goal o f health care is to 

help individuals achieve a healthier life and to preserve functioning and well being (Ware 

& Sherboume, 1992). The individual is the best judge o f whether these goals have been 

achieved (Ware & Sherboume, 1992). Health status is therefore defined as an 

individual’s central point o f view as to their overall physical and mental health status. 

Furthermore, health status is defined as the self-perceived ability to function physically, 

and socially. The definition is further expanded to include an individual’s perception o f 

limitations related to physical and emotional problems.

The theoretical framework for health status incorporates eight dimensions of 

health. These include physical functioning, role limitations due to physical health, bodily 

pain, social functioning, general mental health, emotional problems, vitality 

(energy/fatigue) and general health perceptions (Ware & Shareboume, 1992). 

Acculturation & Health Status

Acculturation and health status are associated (Cortes & Rogler, 1996). 

Furthermore, acculturation and determinants o f health have been linked (Schreiber & 

Homiak, 1981; Cantero et al., 1999; Peragallo et al., 2000). Acculturation has been

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



associated with an individual’s mental health status, level o f social support, drug and 

alcohol use, coronary heart disease and suicide (Marin et al., 1987), health practices 

(Cantero et al., 1999; Peragallo et al., 2000) and with health care services utilization. The 

literature is consistent in reporting that low levels o f acculturation are associated with 

lower than average service use across a wide range of services (Kirkman-Liff & 

Mondragon, 1991; Moore & Hepworth, 1994; O’Malley, Kemer, Johnson, & 

Mandelblatt, 1999; Wells, Hough, Gloding, Bumam, & Karno, 1987).

Based on the definitions o f acculturation and health status, and observing the 

substantive relationship between the concepts that is supported in the literature, a 

conceptual diagram is presented. As seen in Figure 1, acculturation is depicted as an 

expanding phenomenon rather than a linear object. The figure shows that as an individual 

acculturates he or she has an improved perception o f his or her health. This process is 

depicted by the circle o f acculturation explaining more o f a person’s health status as time 

passes. The arrows demonstrate the movement o f acculturation as a concept related to 

time. The longer individuals live in the U.S., the more acculturated they are hence, the 

better they perceive their health status. The explanation o f one’s health status by 

acculturation is limited, as acculturation alone cannot fully explain health status. This is 

depicted by the bold area located above the expanding phenomenon o f acculturation.
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Figure 1 Acculturation and Health Status Model.
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Chapter III

Methods

This chapter will discuss the specific methods and procedures utilized in carrying 

out the study. Included are the research questions, hypotheses, description o f the study 

design, and discussion o f sample and sample size. Furthermore, this chapter presents a 

description o f measures, methods for data collection and data analysis. Finally, a 

discussion o f ethical considerations and protection of human subject’s rights is presented. 

Research Questions

The literature supports that acculturation and health are related, however, the 

relationship between acculturation and health status among Hispanic elders is not well 

understood. To better understand the relationship, the researcher seeks to answer the 

following questions: 1. Are Hispanic American elders who smoke more acculturated? 2. 

Do Hispanic American elders, who are more acculturated, report fewer health care 

conditions and less medication use? 3. Do Hispanic Americans who are more 

acculturated report better health status? 4. Is acculturation a predictor o f health status in 

Hispanic American elders after controlling for age, health care conditions, educational 

level and income?

Hypotheses

The researcher proposes the following hypotheses:

Hi: Hispanic elders who smoke cigarettes will report higher levels of acculturation.

H2 : Hispanic elders with higher levels o f acculturation will report fewer health care 

conditions and less medication use.

H3: Hispanic elders with a higher level o f acculturation will report better health status.
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H4 : After controlling for age, education, income and health care conditions, acculturation 

will predict additional variance in health status in Hispanic elders as measured by SF- 8  

scores.

Description o f the Parent Study

The parent study is a National Institutes o f Health/National Institute o f Nursing 

Research (NIH/NINR) funded study (R01NR007744-03). The study is titled Culture Bias 

in Testing Expressive Ability in Dementia (Tappen, Williams, Loewenstein, Rosselli, 

Touhy, & Morgan, 2000). The purpose of the study was to test measures o f cognitive 

function and to assess if  they are culturally biased. Many minority elders are potentially 

at risk for misdiagnosis o f cognitive function solely because the instrument used may be 

culturally biased.

The parent study collected data on European Americans (control group), African 

American, Afro-Caribbean Americans, and Hispanic Americans in Miami-Dade,

Broward, and Palm Beach Counties in Florida. For the Hispanic group, subjects were 

recruited from Miami-Dade County. Part o f a larger battery of tests, measures of 

acculturation and health status were collected to further describe and compare the 

samples. The battery o f tests in the parent study included multiple tests o f cognition and 

memory. It also included measurement o f activities o f daily living and a psychiatric 

assessment. This study examines acculturation, health related measures, and health status 

among the Hispanic group.
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Study Design

The design of this secondary analysis is descriptive correlational. Since the aim is 

to describe relationships rather than determine cause and effect, a correlational design is 

adequate in describing the relationship among the research variables (Brink & Wood, 

1998). This non-experimental design will lay the groundwork for understanding 

relationships among concepts not readily studied and can lead to future research to 

examine potential causality between variables (Brink & Wood, 1998). Correlational 

designs not only describe the relationship among variables, they can provide support for a 

particular theoretical perspective (Brink & Wood, 1998).

Sample

Participants for the parent study were recruited from local public housing 

facilities and assisted living facilities in Miami-Dade County, Florida. The parent study 

defined Hispanic Americans as individuals residing in the United States who trace their 

family back to one o f the Spanish speaking countries, self-identify as Hispanic or Latino 

and are Spanish monolinguals or Spanish-English bilinguals (Tappen et al., 2000).

Inclusion criteria included men and women age 55 or older intact cognitive 

function as measured by the Folstein Mini-Mental State Examination (MMSE) and the 

Fuld Object Memory Evaluation (OME). Participants who scored 18 or higher on the 

MMSE were able to self consent to participate in the study.

This is consistent with other studies. Mulgrew, Morgenstem, Shetterly, Baxter, 

Baron, & Hamman (1999) conducted a study to assess cognitive functioning and 

impairment among rural Hispanic elders. The researchers set the cut-off point for 

participation in the study at a score o f 18. Subjects who scored less than 18 needed a
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proxy to complete the study. Furthermore, the cutting point for the MMSE can be 

modified according to educational level and potential cultural bias. Individuals with less 

education may be erroneously classified as impaired if  scores are not adjusted. Uhlman 

and Larson (1991) have suggested that lower scores in the MMSE are sufficient for 

individuals with eight or nine years o f education.

Exclusion criteria included any neurological disorders (history o f epilepsy, 

neurosurgery, closed head trauma with loss o f consciousness, cerebrovascular accidents, 

or any other significant neurological antecedent). In addition, participants were excluded 

if  they demonstrated any active psychotic symptomatology that would preclude 

participation in the testing. Also, participants who are on selected medications that affect 

cognitive function (e.g., amitriptyline, benzodiazapines) were excluded. Participants must 

also have possessed adequate vision and hearing to participate in data collection sessions. 

Sample Size

In order to determine an adequate number o f participants, a power level o f .80 

was used, this allowed for only a 20% tolerance for type II errors. A type II error has 

occurred when the researcher states that there are no significant differences, when in fact 

a difference does exist (Bums & Grove, 2001). In order to estimate an effect size that 

yielded an 80% chance o f obtaining significant results, review o f the literature was 

performed. Since no previous study was found to report an effect size among 

acculturation and health status among Hispanic elders, the researcher evaluated R 

reported among similar variables. According to Cohen (1988), converting R2 by dividing 

it by 1- R2 will yield an /2effect size.
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Cantero and colleagues (1999) reported an overall R2 o f .062 between health 

practices index and acculturation and age. Health practice indices included smoking 

status, alcohol consumption, body mass index (BMI), hours o f sleep, and exercise. Kahn 

and colleagues (1996) reported an overall R between BMI and acculturation o f .093. 

Since the previous study examined health practice indices that included five measures, 

the R2 reported was used to calculate effect size. The health practice indices were more 

closely related to health status. Also, the researcher chose not to use the R reported in 

Kahn and colleagues’ study, since only BMI was examined. Converting R2 = .062 yielded 

any2  effect size o f .07, a small effect size according to Cohen (1988).

The sample size was calculated using the power analysis software GPOWER. A 

standard power o f .80,/ 2 effect size o f .07 and an alpha o f .05 revealed that a minimum of 

141 participants would be needed. For this study a sample o f 132 community dwelling 

Hispanic American elders was used.

Measurement Methods

Data collected from the parent study included demographic information such as 

age, gender, marital status, number o f years in the US, educational level, and income. 

Other descriptive data collected were mini-mental scores, national origin, generation, 

language preference, and preferred ethnic interaction. Furthermore, information regarding 

other health status measures such as number and type o f health care conditions, 

medication use, and cigarette smoking have also been collected.

Two instruments were used for this study. The independent variable, 

acculturation, was measured using the Cross Cultural Measure o f Acculturation (Tappen, 

Williams, Rosselli, & Jett, 2004). The dependent variable, health status, was measured
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using the Medical Outcome Study (MOS) Short-Form Health Survey (SF-8 ) (Ware, 

Kosinski, Dewey, & Gandek, 2001).

Demographic Data

Data collected from the parent study included demographic information such as 

gender, age and marital status (see Appendix C). Gender was collected by either selecting 

1 for male or 2 for female. For age, the subject listed numerically how old she or he was 

in years. For marital status, participants were shown a card and instructed to select from 

the following: 1. Married 2. Never Married 3. Divorced 4. Separated 5. Common-law 6 . 

Widowed and 7. Other.

Education and Income

Data were also collected for educational level and income (Appendix C). 

Education was measured by asking the subject to report exact number o f years of 

schooling they completed. For income, the participants was shown a card and asked to 

select from a range from less than $5,000 a year to more than $55,000 a year. For those 

participants who were married, it is important to note that income reported by the 

participants was total household income and not individual income. Data on total number 

o f people in the household were not collected, therefore individual income is unclear. 

National Origin, Years in U.S., Generation Status, Language Use and Ethnic 

Participation

Date were also collected on national origin, number o f years lived in the U.S., 

generation status, language use, and preference for ethnic interaction. For national origin, 

participants were asked to report their country o f origin. Number o f years in U.S. was 

reported as a continuous number. Participants were also asked to report their generational
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status as either first, second, third or fourth. First generation indicated that the participant 

was bom outside the U.S. Language preference was assessed by having the participant 

select either Spanish only, mostly Spanish, both Spanish and English and mostly English. 

Participants were also asked which ethnic group they preferred to interact with. 

Participants selected from the following choices: only within my group, mostly within 

my group, between my group and other groups, mostly with a different group, or only 

with another group.

The items that measure generation status, language preference and ethnic 

preferences are part of a brief acculturation scale (Paniagua, 1998). The parent study 

collected data on these measures to provide a secondary measure of acculturation. When 

the three items are grouped, they form a brief acculturation scale that can be scored from 

five to 15, higher scores indicating higher levels o f acculturation. For this study, it was 

not included in hypothesis testing since the scale demonstrated low reliability (.31). 

Acculturation

The investigators o f the parent study developed an instrument that measures 

acculturation (Tappen et al., 2004). The Cross Cultural Measure o f Acculturation 

(CCMA) is a questionnaire that measures acculturation by responses to 38 questions 

utilizing a five point Likert-type scale (Appendix D). The questionnaire has two sub

scales that measure both cultural retention and acculturation. Each subscale item is scored 

from 1 to 5, and then each answer is summed. Higher scores indicated greater cultural 

retention or acculturation on each subscale. Each scale has a range from 19 to 95 points.
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Reliability

Generally, there are three ways in which reliability can be assessed: internal 

consistency, stability and equivalence (Polit & Hungler, 1999). Internal consistency 

refers to the extent in which an instrument’s subscale items measure similar 

characteristics (Polit & Hungler). Cronbach’s alpha or coefficient alpha is one of the most 

widely used methods to assess the internal consistency o f an instrument (Bums & Grove, 

2001). For this study internal consistency o f each subscale is presented. Cronbach’s alpha 

for the cultural retention subscale was .84. For the acculturation subscale, Cronbach’s 

alpha was .87.

Validity.

Validity refers to the extent in which an instrument measures what it is suppose to 

measure (Bums & Grove, 2001; Polit & Hungler, 1997). Validity may be assessed by 

using three methods; content validity, criterion-related validity, and construct validity 

(Polit & Hunger).

Validity for the instrument was established by invesstigators o f the parent study 

by comparing results to those on an established acculturation measure. The investigators 

used a sample o f Hispanic American college students (Tappen et al., 2004). Results from 

the CCMA were compared to the Acculturation Rating Scale for Mexican Americans II 

(ARSMAII) adapted for Hispanic Americans (Cuellar, Arnold and Maldonado, 1995). 

Correlation analysis revealed that both the cultural retention and the acculturation 

subscales o f the CCMA were statistically significant. The cultural retention scale was 

positively correlated with the Mexican orientation subscale (r = .47,p  = .01). The 

acculturation subscale of the CCMA was positively correlated with the Anglo orientation
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subscale o f the ARSMAII (r = .15, p  — .01). For this study the CCMA was positively 

correlated with the brief acculturation scale (Paniagua, 1998) that was composed of 

generation status, language preference, and ethnic preference (r = .45,p  < .001).

Health Status

Health status for the parent study was measured using the Medical Outcome 

Study (MOS) Short-Form Health Survey (SF-8 ). The SF- 8  is a shortened version o f the 

SF-36 that uses one question to measure each o f the eight SF-36 domains (Ware,

Kosinski, Dewey, & Gandek, 2001). It is a tool that measures an individual’s self

perceived health status.

The SF-36 was constructed for use in health policy evaluations, general 

population surveys, clinical research and practice and other applications involving 

diverse patient populations (Ware & Sherboume, 1992). The SF- 8  assesses eight health 

dimensions: 1) limitations in physical activity; 2) limitations in social activities; 3) 

limitations in usual role activities due to physical health problems; 4) bodily pain; 5) 

general mental health; 6 ) limitations in role activities due to emotional problems; 7) 

vitality; and 8 ) general health perceptions (Ware et al., 2001).

Scoring the SF- 8  was conducted by using means, variances and regression 

weights of a general U.S. population study, including Hispanic Americans, using the SF- 

36 (Ware et al, 2001). The investigator assigns each item the corresponding mean SF-36 

scale score from the 2000 general U.S. population study to each response category o f the 

SF- 8  item measuring the same concept. Higher scores indicate better health.
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Reliability.

The most widely used patient-based health status survey in the world (Turner- 

Bowker et al., 2003), the SF- 8  has been found to have good reliability and validity 

(Tumer-Bowker et al., 2003; Albert, 1997). Internal consistency has been established 

using Cronbach's alpha with a range from .79 - .94. Internal consistency o f the SF- 8  has 

been reported to be .77 to . 8 8  (Tumer-Bowker et al., 2003).

Stability o f the SF- 8  has been established using test-retest reliability (Tumer- 

Bowker et al., 2003). In a study conducted with recent headache sufferers, heath status 

scores using the SF- 8  were collected at baseline and at 2 weeks. Test-retest reliability for 

the eight scales was reported with a range from .59 to .70 (Ware et al., 2001). For this 

study, internal consistency was used to establish reliability. Cronbach’s alpha for the SF- 

8  in this sample was .87, indicating good reliability.

Validity.

Items for the SF- 8  were generally validated using convergence validity. For 

example, the 5 items measuring mental health correlated .95 with the Mental Health 

Index -  38 (Ware & Sherboume, 1992). Furthermore, general health perception scores 

correlated at .96 with the General Health Rating Index (Ware & Sherboume, 1992). 

Construct validity o f the SF- 8  has been established using convergent validity when 

compared to the SF-36 with reported correlations from .70 to . 8 8  (Tumer-Bowker et al., 

2003; Ware et al., 2001).
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Other Measures o f  Health.

In order to enhance the scientific merit o f this study, other measures o f health data 

were collected. For the variable health care conditions, participants were asked a brief 

health history in which common health conditions were included (i.e. Diabetes, 

Hypertension etc.). Participants answered either “yes” or “no” to each condition stated 

(Appendix E).

Furthermore, participants were asked about their social history that included 

cigarette smoking. If  participants answered “yes” to cigarette smoking, number o f pack 

years was calculated, (see Appendix E).

Participants were also asked about their medication use history. Research 

assistants (RA) asked the participants to allow them to see all the medications they were 

taking. Participants were asked what medications they were currently taking, including 

dosage, frequency and reason. The RA collected information about all prescription 

medication, recently discontinued medications, over the counter medications, and 

herb/home remedy and vitamin use. Only prescription medications were used for this 

study.

Data Collection

For the parent study, data were collected graduate research assistants. Graduate 

research assistants were matched with the cultural background o f the participants. The 

research assistants received several days o f training from the investigators o f the parent 

study. Spanish speaking RAs contacted potential participants from a list o f participants 

who attended a recruitment session. Once an agreed upon time and place was established,
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the RA collected the data. Generally, this occurred in the subject’s home or another 

convenient location in the community chosen by the participant.

Part o f a larger battery o f instruments and tests, the data collected for this 

secondary analysis was collected over a two to three hour session with the participant.

The RA would read the item to the subject and record their response. In some instances 

(such as with some demographic data) prompt cards printed in large font size were shown 

to the participants and their response to the question was recorded.

Data Analysis

Descriptive Statistics

Data were inputted from the parent study and analyzed by the researcher using the 

Statistical Package for the Social Sciences (SPSS® 11.0). All raw data entered in the 

computer were checked for errors by double entry. Sample demographic data were 

analyzed with frequencies, percents, means, and standard deviations. Descriptive 

statistics are presented in a table. Further descriptive analyses include health care 

conditions, medication use and cigarette use. The previous will also be presented in a 

table.

Correlational Analyses

Correlational analyses were performed to identify significant relationships among 

study variables. A two-tailed Pearson Product-Moment Correlations was used for age, 

education years in the U.S., medication use, health care conditions, acculturation, cultural 

retention, and health status.
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Since income was reported as a categorical variable, a non-parametric procedure 

was employed. Using Spearman’s rho, correlational analysis between income and age, 

education, years in the U.S. medication use, health care conditions, acculturation, cultural 

retention, and health status was performed.

Tests o f  Differences in Means

To further describe the sample, tests o f differences in mean scores were 

conducted. One-way analyses o f variance (ANOVA) were conducted to evaluate 

differences in means on certain study variables. Differences in mean scores were tested in 

age, education, years in U.S., mini-mental, medication use, health care conditions, health 

status, acculturation, and cultural retention. The factors tested were gender, marital status, 

income, and nationality.

Tests o f differences in mean scores were also performed using medication use and 

health care conditions as factors. Since medication use and health care conditions were 

calculated as a total number, they needed to be categorized for purposes o f the ANOYA. 

Medication use was categorized as zero to one, two to three, four to five and greater than 

five medications. Health care conditions were categorized as zero to one, two, three to 

four, and greater than four. These categories were chosen for both variables in order to 

more normally distribute the groups. Dependent variables were age, education, years in 

U.S. mini-mental scores, health status, and cultural retention. Acculturation was excluded 

since it was part o f hypothesis testing.
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Assumption testing was performed for results that were significant. Levene’s test 

of equality o f error was performed to test for homogeneity o f variance (Tabachnik & 

Fidell, 2001). For analysis testing of more than two groups, post-hoc tests using Tukey’s 

honestly significant differences (HSD) was used.

Hypotheses Testing

Hypothesis One

This next section will discuss data analysis procedures for each o f the four 

hypotheses. For hypothesis one: Hispanic elders who smoke will report higher levels of 

acculturation, a one-way ANOVA was conducted to tests mean differences in 

acculturation scores on cigarette smoking.

Hypothesis Two

For hypothesis two: Hispanic elders with higher levels o f acculturation will report 

fewer health care conditions and less medication use, a multivariate analysis o f variance 

(MANOVA) was conducted to determine mean differences in acculturation scores on 

medication use and health care conditions. Since medication use and health care 

conditions were calculated as a total number, they were categorized for purposes o f the 

MANOVA. Medication use was categorized as zero to one, two to three, four to five and 

greater than five medicating. Health care conditions were categorized as zero to one, two, 

three to four, and greater than four.
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Hypothesis Three

Hypothesis three: Hispanic elders with higher level of acculturation will report 

better health status.

Data analyses were conducted with a series o f several steps. First, the relationship 

between acculturation and health status was examined using Pearson Product-Moment 

Correlations. This statistical procedure tests the strength and direction of a relationship 

among variables (Pedhazur, 1997). The correlation coefficient simply describes the 

degree o f relationship between variables, it does not imply causation. Since a directional 

hypothesis was tested, a one-tailed test yielding a p  < .05 was used to determine if  the 

correlation was significant.

To further analyze the relationship between acculturation and health status, simple 

linear regression was used. Where Pearson’s r described the strength o f the relationship 

among the variables, regression attempts to determine how, and to what extent the 

variation in the dependent variable (health status) is related to variation in the 

independent variable (acculturation). The beta weight will give the predicted change in 

health status given a one standard deviation increase or decrease in acculturation. An 

overall R2 described the total proportion o f the dependent variable variability that is 

predicted by the independent variable.

When certain assumptions are met in regression, results are said to be unbiased. 

Assumptions to be tested in regression are; linearity of independent and dependent 

variable relationship, homoscedasticity, and measurement error o f the independent 

variable (Pedhazur, 1997).
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According to Pedhazur (1997) linearity o f relationship o f variables is determined 

by assessing the scatter plot o f residuals (i.e. errors). The assumption is said to have been 

met if  visually the residuals are following a linear pattern. To determine homoscedasticity 

the scatter plot o f residuals is assessed for spread or variability. It is assumed that 

homoscedasticity occurs when the residuals have the same variability, or dispersion 

around the regression line at all values o f the independent variables (Pedhazur, 1997).

The last assumption, reliability, assumes the scores obtained from the independent 

and dependent variable are without error (Pedhazur, 1997). Since obtaining perfect 

reliability scores is unrealistic, Nunnally (1978) has suggested that values using 

Cronbach’s alpha o f > .70 are adequate for most research purposes, however, values >.90 

may be required for decisions with higher stakes.

Hypothesis Four

Since hypothesis four concerns the relationship between acculturation and health 

status after controlling for age, health care conditions, educational level and income, 

hierarchical linear regression was used. Hierarchical linear regression, also known as 

partitioning o f variance, is implemented when the researcher needs to control for other 

independent variables (Pedhazur, 1997). The goal is to examine the incremental effect of 

an independent variable after controlling for or removing the effects o f another variable.

In hierarchical linear regression the total R2 is not the focus o f the analysis. The 

incremental increase in R2 that occurs is what is being analyzed (Pedhazur, 1997). This is 

done by examining the R2 change statistic. The order o f entry o f variables for analysis is 

important and should be guided by a substantive rationale (Pedhazur, 1997). For this 

study, the literature demonstrated that acculturation alone cannot account for variability
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among common health variables. Educational level and income must be accounted for 

when examining acculturation. Furthermore the effects o f age and health care conditions 

on health status, supported use o f hierarchical linear regression as a statistical analysis.

Health status was entered into the computer program (SPSS 11.0) as the dependent 

variable. Then age, educational level and health care conditions were entered into block 

one. Since income was measured as a categorical variable, it needed to be dummy coded. 

The dummy codes for income were entered into block two. Acculturation was then 

entered as an independent variable in block three. The R2 change analysis option was 

selected.

The output revealed three R2 statistics, one for age, educational level and health care 

conditions as independent variables, another for income, and another for acculturation 

controlling for age, educational level, health care conditions and income. The difference 

in R2 reveals the amount o f variance in health status by acculturation after controlling for 

the extraneous variables. An F test was used to determine whether the R change was 

significantly greater than zero (Pedhazur, 1997).

Ethical considerations

Permission to conduct this study was obtained from the investigator’s doctoral 

committee, and the Institutional Review Boards (IRB) o f the University o f Miami and 

Florida Atlantic University (Appendix B). Participants from the parent study all signed 

informed consents. Participation in the parent study was voluntary and participants had 

the right to withdraw at any time. If they wished not to participate, that wish was 

respected. A decision not to participate in any way did not affect care or services 

participants currently received or will receive in the future.
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Privacy o f data was maintained according to current Health Information 

Portability and Accountability Act (HIPAA) and IRB guidelines. Data were collected by 

the investigator on non-identifiable data collection sheets. All participants’ names on the 

parent study data collection tool were removed for this secondary analysis. Only the 

parent study’s principal investigators and the doctoral committee chair were able to link 

the data collection tool with the participants. Data were kept in a locked cabinet by the 

investigator and doctoral committee chair in a locked office.
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Chapter IV 

Results

The purpose of this study was to understand the relationship between 

acculturation and health status among Hispanic American elders. This chapter will 

include the results of the study. First, a description o f the sample will be presented 

followed by correlation analyses, tests o f differences in means and finally tests o f the 

hypotheses.

Description o f  the Sample

The sample included 132 Hispanic American elders. O f the entire sample, 40 

(30.3%) were male and 92 (69.7%) were female. There were significantly more women 

than men (X2 = 20.5,/? < .001). The mean age o f the sample was 75.51 (SD = 8.58), with 

a range o f 55 to 98 years. Fifty one (38.6%) o f the participants were widowed, 36 

(27.3%) were divorced, 30 (22.7%) were married, 12 (9.15) were never married, and 3 

(2.3%) were separated. Mini-mental state examination (MMSE) scores ranged from 19 to 

30, with a mean o f 25.8 (SD = 3.0) and a median of 26.5. A score o f 30 on the MMSE is 

considered the highest level o f cognitive function. Complete descriptive statistics of 

demographic variables can be found in Table 1.

Socioeconomic Variables

Education level ranged from 0 to 20 years with a mean of 8.9 (SD = 4.84). Eighty 

seven (65.9%) reported an income from $5,000 - $10,000 a year, 25 (18.9%) earned less 

than $5,000 a year; whereas 20 (15.1%) participants reported an income o f above 

$10,000 a year. Complete descriptive statistics for socioeconomic variables can be found 

in Table 1.
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Table 1
Descriptive Statistics; Gender, Age, Marital Status, Mini-Mental, Education and 
Income

Variable

Total 

(N =  132) 

n % M SD

Gender

male 40 30.3
female 92 69.7

Age 74.51 (8.58)

Marital Status
married 30 22.7
never married 1 2 9.1
divorced 36 27.3
separated 3 2.3
widowed 51 38.6

Mini-Mental 25.87 (3.00)

Education 8.9 (4.84)

Income Per Year
< $5,000 25 18.9
$5,001 - $10,000 87 65.9
$10,001 -$15,000 1 2 9.1
$15,001 -$20,000 4 3
$20,001 - $25,000 4 3
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National Origin, Years in the U.S., Generation Status, Language & Ethnic Preference

O f the total sample, 101 (76.5%) were Cuban, followed by 11 (8.3%) Columbian, 

and 9 (6 .8 %) Puerto Rican. There were significantly more Cuban-Americans than other 

Hispanic-Americans (X2 = 38. 5 , p <  .001). See Table 3 for reported national origins.

The mean number of years living in the U.S. was 28.3 (SD = 15.48), with a range 

o f 1 to 64 years (Table 2). One hundred thirty one (99.2%) of the participants were first 

generation in the U.S. First generation were those participants who were bom outside of 

the U.S. More than three-quarters (76.5%) of the sample reported preference in speaking 

Spanish only, 20 (15.2%) preferred speaking mostly Spanish, 8  (6.1%) preferred 

speaking both Spanish and English, and only 3 (2.3%) preferred speaking mostly English. 

No respondents reported a preference for speaking English only. See Table 2 for 

generation status, language and ethnic preference.

The majority o f participants preferred to interact with other individuals within 

their own ethnic group (37.1%). While 30 (22.7%) preferred to interact mostly within 

their ethnic group, 40 (30.3%) preferred to interact between their own and other ethnic 

groups, 12 (9.1%) preferred to interact mostly with a different ethnic group, and 1 (0.8%) 

preferred to interact only with members o f a different ethnic group.
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Table 2
Descriptive Statistics; National Origin, Years in the U.S., Generation Status, Language, 
Ethnicity Preference________________ __________________________________________

Variable

Total 

(N =  132) 

n % M SD

National Origin

Cuban 1 0 1 76.5
Colombian 11 8.3
Puerto Rican 9 6 .8

Nicaraguan 3 2.3
Peruvian 3 2.3
Hondurian 2 1.5
Guatemalan 1 0 . 8

Spanish 1 0 .8

Years in U.S. 28.33 (15.48)

Brief Acculturation Scale

Generation

First 131 99.2
Second 1 0 .8

Language Preference

Spanish Only 1 0 1 76.5
Mostly Spanish 2 0 15.2
Both Spanish & English 8 6 .1

Mostly English 3 2.3

Preferred Ethnic Interaction

Only within my group 49 37.1
Mostly within my group 30 22.7
Between my and other
groups 40 30.3
Mostly with a different
group 1 2 9.1
Only with another group 1 0 .8
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Health Related Variables and Health Care Conditions

Eighty-seven (65.9%) o f the participants reported no tobacco use, while 44 

(33.3%) did report a history o f tobacco use. If  the participant reported yes to smoking, 

they were asked how many pack years. The participants did not differentiate between 

those who currently smoke cigarettes or who have smoked cigarettes in the past. 

Therefore, the 44 participants who reported tobacco use are a mix between current and 

past users. There were more non-smokers than smokers in the sample (X2 =14.  1 ,P <  

.001). Table 3 presents all health related and health care condition descriptive statistics.

Mean total medication use was 3.79 (SD = 2.86), with a range from 0 to 13 

medications. Total health care conditions reported ranged from 0 to 11 with a mean of 

3.25 (SD = 2.21). The top five health care conditions reported were hypertension (HTN), 

diabetes mellitus (DM), depression, vascular disorders, and myocardial infarctions (MI). 

Seventy-five (56.8%) o f the participants reported a history of HTN, 40 (30.3%) reported 

a history o f DM, 39 (29.5%) reported a history of depression, 31 (23.5%) reported 

vascular disorders, and 26 (19.7%) reported having had a MI.

Table 3
Descriptive Statistics; Health Related Variables and Health Care Conditions

Variable

Total (N =  132) 

n % M SD

Smoking
Yes 44 33.3
No 87 65.9

Total Medication Use 3.79 (2 .8 6 )

Total Health Care Conditions 3.25 (2 .2 1 )
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Table 3
Descriptive Statistics; Health Related Variables and Health Care Conditions

Total

Variable

(N =  132) 

n %

Health Care Conditions

Hypertension 75 56.8
Diabetes Mellitus 40 30.3
Depression 39 29.5
Vascular Disorder 31 23.5
Myocardial Infarction 26 19.7
Pneumonia 2 2 16.7
Glaucoma 2 1 15.9
Thyroid Disorder 2 1 15.9
Asthma 19 14.4
Renal Disorder 18 13.6
Anemia 17 12.9
Angina 17 12.9
Cancer 13 9.8
Emphysema 1 0 7.6
Peptic Ulcer Disease 1 0 7.6
Macular Degeneration 9 6 .8

Psychiatric Disorder 9 6 .8

Pacemaker 6 4.5
Hepatitis 5 3.8
Sexually Transmitted Diseases 5 3.8
Transient Ischemic Attack 5 3.8
Bleeding Disorder 4 3.0
Cerebral Vascular Accident 3 2.3
Tuberculosis 3 2.3
Human Immunodeficiency Virus 1 0 .8
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Descriptive Statistics for Study Instruments

This next section will be a presentation o f the results related to each o f the main 

study variables, acculturation and health status. Means scores for acculturation as well as 

cultural retention and biculturalism are presented. Furthermore, scores for health status as 

well as each of the eight domains o f health are also presented.

Cross-Cultural Measure o f  Acculturation

The following presentation includes a description of results for the Cross Cultural 

Measure o f Acculturation (CCMA) (Table 4) and the Short Form- 8  Health Status 

instrument (Table 4). Mean scores for acculturation to mainstream American culture as 

measured by the CCMA sub-scale was 37.83 (SD = 11.76), with a range o f 19 to 77. 

Higher scores indicate higher levels of acculturation. Retention of Hispanic culture scores 

o f the CCMA ranged from 29 to 95, with a mean 73.47 (SD = 11.12). Higher scores 

indicate higher levels o f cultural retention. Note that the sample size used in reporting 

cultural retention scores was 128, since 4 participants had missing data.

Table 4
Descriptive Statistics; Cross Cultural Measure o f  Acculturation

Variable N M SD
CCMA

Acculturation Sub-Scale 132 37.83 (11.76)
Cultural Retention Sub-Scale 128 73.47 ( 1 1 .1 2 )
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Short-Form 8 Health Status

Overall, health status scores as measured by the SF- 8  ranged from 197.59 to 

448.82, with a mean o f 364.76 (SD = 58.53). Higher scores indicate better health status. 

The SF- 8  provides scores for eight health domains. For each of the eight health domains, 

general health (GH) scores ranged from 22.81 to 59.45 with a mean o f 41.18 (SD = 6.92). 

Physical functioning (PF) scores ranged from 21.46 to 54.05 with a mean of 45.33 (SD =

10.8). Role physical (RP) scores ranged from 23.01 to 53.98 with a mean of 44.98 (SD =

11.02). The mean for bodily pain (BP) was 45.97 (SD = 11.5). Vitality (VT) scores 

ranged from 28.14 to 61.83 with a mean of 45.94 (SD = 9.87). The mean for social 

functioning (SF) was 47.37 (SD = 11.02), with a range from 23.44 to 55.25. Mental 

health (MH) scores ranged from 21.4 to 56.79 with a mean of 47.54 (SD = 10.47). Scores 

for role emotional (RE) ranged from 21 . 6 6  to 52.42 with a mean of 46.41 (SD = 8.91). 

Refer to table 5 for results o f the SF-8 .

These scores are comparable to established norms (Ware, Kosinski, Dewey, & 

Gandek, 2001). Compared to a general U.S. population o f males and females age 65 to 

69, means scores are reported as follows: GH 49.06 (SD = 7.51), PF 46.55 (SD = 8.78), 

RP 47.42 (SD = 8.70), BP 49.36 (SD = 8.29), VT 50.57 (SD = 7.35), SF 49.42 (SD =

8.08), MH 51.99 (SD = 6.97) and RE 47.48 (SD = 7.30).
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Table 5
Descriptive Statistics; Short Form 8

Variable

Total (N =  132)

M SD

SF-8 (Total) 364.76 (58.53)
General health 41.18 (6.92)
Physical functioning 45.33 (10.8)
Role physical 44.98 (11.02)
Bodily pain 45.97 (11.58)
Vitality 45.94 (9.87)
Social functioning 47.37 (11.02)
Mental health 47.54 (10.47)
Role emotional 46.41 (8.91)

Correlations Among Study Variables

A correlation among the primary study variables was conducted using a two- 

tailed Pearson Product-Moment Correlations (Table 6 ). A significant negative correlation 

was found between age and total health care conditions (r = -.31 >P< .0 0 1 ) and a positive 

correlation between age and health status (r = .19, p  = .03) as measured by the SF-8 .

A significant positive correlation was found between education and acculturation scores 

(r = .49,p  < .001). Years in U.S. was positively correlated to acculturation scores 

(r = .23, p  = .007) and negatively correlated to cultural retention scores (r = -.23, p  = 

.008).

Significant positive correlations were found between total medication use and 

total health care conditions (r = .45, p < .001). Cultural retention (r = .29, p  = .001) was 

also positively correlated with total medication use. Total health care conditions reported 

were negatively correlated with age (r = -.31 , p  < .001) and health status (r = -.52, p  <

.001). Acculturation was negatively correlated with cultural retention (r = -.41, p  <

.001).
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Table 6
Correlation Matrix Among Variables

1 2 3 4 5 6  7 8

l.A g e  __ .04 .17 . 1 1 -.31** -.17 .05 .19*

2. Education __ .14 .03 -.01 .49** -.04 - . 0 1

3. Years in U.S. ____ -.03 -.12 .23** -.23** . 0 0

4. Medication use ____ 45** -.04 29** - . 1 2

5. Health Care Conditions _  -.04 .12 -.52**

6 . Acculturation _  41 ** .17*

7. Cultural retention ____ -.07

8 . Health status —

* p  < .05, two-tailed. ** p  < .01, two-tailed.
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Since income was categorized, the non-parametric correlation procedure 

Spearman’s rho was used. Data analysis revealed that income was positively correlated 

with acculturation (rs = A 9 ,p  = .03) education (rs = .21, p  = .02) and years in U.S. (rv = 

.39,/? < .001). See table 7 for correlation matrix.

Table 7
Correlations fo r Income

Income

1. Age -.05

2. Education .2 1 *

3. Years in U.S.

4. Medication use .19

5. Health Care Conditions -.00

6 . Acculturation .19*

7. Cultural retention .07

8 . Health status .02

* p  < .05, two-tailed. ** p  < .01, two-tailed.
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Tests o f  Differences in Means

Gender

A one-way analysis o f variance (ANOVA) was conducted to determine whether 

differences by gender were observed in age, education, years in U.S., mini-mental scores, 

medication use, health care conditions, health status, acculturation, and cultural retention 

(Table 8 ).

A significant difference was observed in mini-mental scores, F(1, 130) = 4.48, p  -  

.036. Men had significantly higher scores than women. An analysis o f effect size was 

performed yielding a small effect size (r\ = .033). An effect size of this magnitude 

suggests that approximately 3% o f the variability in mini-mental scores can be attributed 

to gender.

When using ANOVA, testing of assumptions needs to be performed. In order to 

test the homogeneity o f variance assumption, a Levene’s test o f equality o f error 

variances was performed. Homogeneity o f variance requires that the standard deviations 

are equal across groups (Tabachnik & Fidell, 2001). To meet the assumption Levene’s 

test needs to be non-significant. The Levene’s test showed results not to be significant,

F( 1, 130) = 1.87,p  = .174, suggesting that the assumption was met.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



82

Table 8
ANOVA Between Gender: Age, Education, Years in U.S., Cognitive Status, Medication
use, Health Care Conditions, Health Status, Acculturation, and Cultural Retention
Variable n Mean (SD) d f F P

Age 29 .259 .611

Male 39 73.92(9.49)
Female 92 74.76 (8.21)

Education 130 .044 .835

Male 40 8.77 (4.68)
Female 92 8.96 (4.93)

Years in U.S. 130 .656 .419

Male 40 26.67 (14.44)
Female 92 29.05 (15.94)

Cognitive Status 130 4.48 .036*

Male 40 26.7 (2.88)
Female 92 25.5 (3.00)

Medication Use 130 3.54 .062

Male 40 4.5 (3.36)
Female 92 3.5 (2.58)

Health Care Conditions 130 2.99 .086

Male 40 3.75 (2.49)
Female 92 3.0 (2.05)

Health Status 130 .317 .574

Male 40 369 (61.95)
Female 92 362 (57.23)
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Table 8
ANOVA Between Gender: Age, Education, Years in U.S., Mini-mental, Medication use,
Health Care Conditions, Health Status, Acculturation, and Cultural Retention_______
Variable n Mean(SD) d f F P

Acculturation 130 1.96 .164

Male 40 40 (12.12)
Female 92 36.8(11.55)

Cultural Retention 126 . 0 1 2 .912

Male 37 73.6 (9.06)
Female 91 73.4(11.91)

*p  < .05

Marital Status

A one-way ANOVA was conducted to test differences by marital status with 

respect to age, education, years in U.S., mini-mental, medication use, health care 

conditions, health status, acculturation, and cultural retention. (Table 9). First, since the 

assumption of normality was violated (unequal groups), participants who reported being 

separated (n = 3) were grouped with those who reported being divorced. This created a 

divorced/separated category.

The ANOVA demonstrated that differences among marital status were 

statistically significant concerning age, F(3, 127) = 2.67, p  = .05 and mini-mental state 

scores, F(3, 128) = 4.37,p  = .006. An analysis o f effect size was performed yielding a

■y 'y

medium effect size for both age (q = .059) and mini-mental state scores (q = .098). An 

effect size of this magnitude suggests that approximately 6 % o f the variability in age and 

1 0 % of the variability in mini-mental scores can be attributed to marital status.
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The Levene’s test o f equality o f error variances was not significant for both age 

F(3, 127) = 1.91,p  — .131, and mini-mental scores F{4, 127) = 1.17,p  = .328, suggesting 

that the assumption was met.

Tukey’s honestly significant differences (HSD) test was performed to determine 

which specific marital status groups were significantly different. For age, significant 

differences were seen between those who were divorced/separated and those who were 

widowed (p = .028). Participants who were divorced/separated were significantly 

younger than those who were widowed. For mini-mental scores, the results demonstrated 

that a significant difference was seen between those who are married and those who are 

widowed (p = .004). Those who were widowed had significantly lower mini-mental 

scores than those who were married.

Table 9
ANOVA Between Marital Status: Age, Education, Years in U.S., Cognitive Status, 
Medication use, Health Care Conditions, Health Status, Acculturation, and Cultural 
Retention
Variable n Mean(SD) d f F P

Age 127 2.67 .05*

Married 30 74.33 (9.43)
Never Married 1 2 74.25 (11.15)
Divorced/Sep. 38 71.68 (6.92)
Widowed 51 76.78 (8.11)

Education 128 . 6 8 6 .562

Married 30 9.93 (4.56)
Never Married 1 2 9.08 (5.33)
Divorced/Sep. 39 8.28 (4.77)
Widowed 51 8.74 (4.98)
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Table 9
ANOVA Between M arital Status: Age, Education, Years in U.S., Mini-mental,
Medication use, Health Care Conditions, Health Status, Acculturation, and Cultural
Retention
Variable n Mean(SD) d f F P

Years in U.S. 128 .103 .958

Married 30 27.53 (16.99)
Never Married 1 2 30.50(16.29)
Divorced/Sep. 39 28.31 (13.34)
Widowed 51 28.31 (16.30)

Cognitive Status 128 4.37 .006**

Married 30 27.13 (2.73)
Never Married 1 2 26.67(2.31)
Divorced/Sep. 39 26.00 (3.14)
Widowed 51 24.84 (2.91)

Medication Use 128 .308 .820

Married 30 3.40 (2.53)
Never Married 1 2 4.25 (2.77)
Divorced/Sep. 39 3.89 (3.45)
Widowed 51 3.84 (2.62)

Health Care Conditions 128 1.26 .292

Married 30 3.20 (2.17)
Never Married 1 2 3.75 (2.83)
Divorced/Sep. 39 3.67 (2.33)
Widowed 51 2.84(1.94)

Health Status 128 .745 .527

Married 30 376 (41.13)
Never Married 1 2 354 (68.98)
Divorced/Sep. 39 357 (68.07)
Widowed 51 367 (57.22)
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Table 9
ANOVA Between Marital Status: Age, Education, Years in U.S., Cognitive Status,
Medication use, Health Care Conditions, Health Status, Acculturation, and Cultural
Retention
Variable n Mean(SD) d f F P

Acculturation 128 1 . 1 1 .348

Married 30 41.27(13.00)
Never Married 1 2 37.17(15.86)
Divorced/Sep. 39 36.74 (9.50)
Widowed 51 36.80(11.46)

Cultural Retention 124 2 . 1 2 . 1 0 1

Married 30 72.17(10.28)
Never Married 1 1 78.36 (8.97)
Divorced/Sep. 38 75.89(10.28)
Widowed 49 71.31 (12.23)

* p  = .05, ** p  < .01

Income

In order to test differences in income among the study variables, those who 

reported earning more than $10,000 per year were grouped together. This was done to 

make the distribution among the groups more normal in order to avoid violating the 

assumption o f normality (Tabachnik & Fidell, 2001). A one-way ANOVA was 

conducted to evaluate differences among income with respect to the study variables 

(Table 10).

The ANOVA demonstrated that significant differences in income were found 

among education, F(2, 129) = 3.75, p  = .026, years in U.S., F{2, 129) = 1 2 . 9 7 , <  .001, 

and acculturation, F(2, 129) = 4.37, p  = .015. A medium effect size was found for 

education (r|2 = .06) and acculturation (r|2 = .06), suggesting that 6 % of the variability in 

income can be attributed to both education and acculturation. For years in U.S. a large
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effect size was seen {r\ = .17), suggesting that 17% of the variability in income can be 

attributed to amount o f years in the U.S.

Testing the assumption o f homogeneity o f variance was conducted using 

Levene’s test. The assumption was met for education F{2, 128) = .562,p  = .571, years in 

U.S., F(2, 129) = .963, p  = .384, and acculturation F(2, 129) = 1.49,/? = .228. This 

suggests that there is no variability in the standard deviations (Tabachnik & Fidell, 2001).

Tukey’s honestly significant differences (HSD) test was performed to determine 

which specific income groups were significantly different. Analysis revealed that 

significant differences were found between those who reported yearly incomes of less 

than $5,000 and greater than $10,000 (p = .042) and between those who reported yearly 

incomes of greater $10,000 and those who earned $5,001 to $10,000 ip = .031). The 

participants with higher levels o f education reported earning higher incomes.

For years in the U.S. significant differences were found among all income groups 

ip = .009,p  = .002, p  < .001). Those participants with more years in the U.S. reported 

significantly higher incomes. For acculturation, significant differences were found 

between those who earned more than $10,000 and those who earned between $5,000 and 

$10,000 ip = .014) and those who earned less than $5,000 per year ip = .035). Individuals 

with higher acculturation scores earned higher incomes.
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Table 10
ANOVA Between Income: Age, Education, Years in U.S., Cognitive Status, Medication
use, Health Care Conditions, Health Status, Acculturation, and Cultural Retention
Variable n Mean(SD) d f F P

Age 128 .728 .485

< $5,000 25 74.04 (8.45)
$5001 -$10,000 8 6 75.09 (8.46)
> $ 1 0 , 0 0 0 2 0 72.60 (9.41)

Education 129 3.747 .026*

< $5,000 25 8.08 (4.79)
$5001 - $10,000 87 8.54 (4.83)
> $ 1 0 , 0 0 0 2 0 11.55 (4.26)

Years in U.S. 129 12.97 .0 0 0 **

< $5,000 25 18.64(14.77)
$5001 -$10,000 87 28.34 (14.24)
> $ 1 0 , 0 0 0 2 0 40.40(13.54)

Cognitive Status 129 .651 .523

< $5,000 25 25.48 (3.14)
$5001 -$10,000 87 25.84 (3.04)
> $ 1 0 , 0 0 0 2 0 26.50 (2.70)

Medication Use 129 1.40 .250

< $5,000 25 3.00 (2.69)
$5001 - $10,000 87 3.89 (2.83)
> $ 1 0 , 0 0 0 2 0 4.35 (3.13)

Health Care Conditions 129 m i .973

< $5,000 25 3.20 (2.10)
$5001 -$10,000 87 3.24 (2.21)
> $ 1 0 , 0 0 0 2 0 3.35 (2.43)

Health Status 129 .209 .812

< $5,000 25 358(71.74)
$5001 - $10,000 87 366 (56.34)
> $ 1 0 , 0 0 0 2 0 367 (51.76)
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Table 10
ANOVA Between Income: Age, Education, Years in U.S., Cognitive Status, Medication
use, Health Care Conditions, Health Status, Acculturation, and Cultural Retention
Variable n Mean(SD) d f F P

Acculturation 129 4.37 .015*

< $5,000 25 36.16(9.40)
$5001 -$10,000 87 36.71 (11.64)
> $ 1 0 , 0 0 0 2 0 44.80 (12.99)

Cultural Retention 125 .834 .437

< $5,000 25 71.92(9.61)
$5001 - $10,000 83 74.41 (9.64)
> $ 1 0 , 0 0 0 2 0 71.55 (17.29)
p  = .05, ** p  < .001 

National Origin

Test o f differences between Cuban-Americans and other Hispanic Americans 

were performed. Since those participants who were other Hispanic Americans 

demonstrated less normality among groups, they were grouped together as one group in 

order to not violate the assumption of non-normality.

A one-way ANOVA was performed to test differences between Cubans and other 

Hispanic Americans with respect to age, education, years in the U.S., cognitive status, 

medication use, health care conditions, health status, acculturation, and cultural retention 

(Table 11).

Significant differences between Cubans and other Hispanic Americans were seen 

in medication use F( 1, 129) = 5.413,/? = .022, acculturation .F(l, 129) = 6.65, p  = .011, 

and cultural retention F( 1, 125) = 10.75, p  = .001. Analysis of effect size revealed that 

4% of the variability in medication use, 5% of the variability in acculturation scores, and 

8 % o f the variability in cultural retention scores, can be attributed to one’s nationality.
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Levene’s test o f homogeneity o f variance revealed that non-significance was 

achieved for acculturation F ( l, 129) = .49,/? = .485, and cultural retention F( 1, 125) = 

.126, p  = .723. However, when testing Levene’s homogeneity o f variance for medication 

use, the assumption was violated F (l, 129) = .001,/? = .035. Violating this assumption 

can lead to either Type I or Type II errors (Tabachnik & Fidell, 2001).

Cuban-Americans were found to be less acculturated and to retain more o f their 

culture than other Hispanic Americans. Although Cuban-Americans used more 

medications than other Hispanic Americans, since the homogeneity o f variance 

assumption was violated, confidence o f the p-value being true is compromised.

Table 11
ANOVA Between Cuban-Americans and Other Hispanic Americans: Age, Education, 
Years in U.S., Cognitive Status, Medication use, Health Care Conditions, Health Status,
Acculturation, and Cultural Retention____________________________ _________________
Variable n Mean(SD) d f F p

Age 128 1.62 .206

Cuban 100 
Other Hispanic Americans 30

75.1 (8.47) 
72.83 (8.87)

Education 129 1.69 .197

Cuban 101 
Other Hispanic Americans 30

9.21 (4.68) 
7.9 (5.37)

Years in U.S. 129 1.99 .161

Cuban 101 
Other Hispanic Americans 30

27.46 (14.37) 
31.97(18.45)

Cognitive Status 129 .204 .652

Cuban 101 
Other Hispanic Americans 30

25.95 (3.04) 
25.67 (2.96)

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



91

Table 11
ANOVA Between Cubans and Other Hispanic Americans: Age, Education, Years in U.S.,
Cognitive Status, Medication use, Health Care Conditions, Health Status, Acculturation,
and Cultural Retention
Variable n Mean(SD) d f F P

Medication Use 129 5.41 .0 2 2 *

Cuban 101 
Other Hispanic Americans 30

4.13(3.01) 
2.77 (2.03)

Health Care Conditions 129 .126 .724

Cuban 101 
Other Hispanic Americans 30

3.30 (2.27) 
3.13 (2.06)

Health Status 129 1.89 A l l

Cuban 101 
Other Hispanic Americans 30

361 (59.94) 
377 (53.10)

Acculturation 129 6.65 .0 1 1 *

Cuban 101 
Other Hispanic Americans 30

36.44(11.20) 
42.63 (12.71)

Cultural Retention 125 10.75 .0 0 1 **

Cuban 98 
Other Hispanic Americans 29

75.18(10.23) 
67.72 (12.43)

* p <  .05, ** p  = .001, *** p  < .001

Medication Use

This next section will present the results o f testing differences in medication use 

with regards to age, education, years in U.S., cognitive status, health care conditions, 

health status, and cultural retention (Table 12). Acculturation is excluded, as it will be 

discussed later in the hypothesis testing section.
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Total medication use was categorized in order to avoid not meeting the 

assumption of normality. A one-way ANOVA conducted to test differences in medication 

use revealed that significant differences were found in age F(3, 127) = 2.94, p  = .036, 

cognitive status F(3, 128) = 3.35,/? = .021, health care conditions F(3, 128) = 8.35,/? < 

.001, and cultural retention F(3, 124) = 5.85,/? = .001. Analysis o f effect size 

demonstrated that age accounts for 7% of the variability in medication use, cognitive 

status scores account for 7%, health care conditions account for 16%, and cultural 

retention accounts for 1 2 %.

Levene’s test o f homogeneity of variance revealed that non-significance was 

achieved for age F(3, 127) = .83, p  -  .481, mini-mental F(3,128) = 1.98,/? = .12, cultural 

retention F(3, 124) = .685,/? = .563, and health care conditions F(3, 128) = 2.5,p  = .063. 

This suggests that there is limited variability in the standard deviation, thus the 

assumption is met.

Tukey’s (HSD) test was performed to determine which specific medication use 

groups were significantly different. For age, analysis revealed a significant difference 

between participants who reported zero to one medication use and those who reported 

four to five medication use (p = .033). The results indicate that older persons used fewer 

medications.

With respect to cognitive status, significant differences were seen between 

participants who reported using zero to one medications and four to five medications (p = 

.015). Participants who used four to five medications had higher cognitive function. For 

health care conditions, significant differences were found between those who used zero to 

one medications and those who used four to five (p = .006) and between those who used
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zero and one medications and those who used greater than five {p < .001). Participants 

who reported fewer health care conditions, reported less medication use.

For cultural retention, significant differences were found between those who 

reported using zero to one medications and four to five medications (p = .0 0 1 ), and 

greater than five (p = .007) medications. Participants who retained more o f their culture 

used more medications.

Table 12
ANOVA Medication Use: Age, Education, Years in U.S., Cognitive Status, Health Care
Conditions, Health Status, and Cultural Retention
Variable n Mean(SD) d f F P

Age 127 2.94 .036*

0 - 1 33 77.12 (9.82)
2 - 3 ■ 30 73.77 (8.48)
4 - 5 36 71.53 (7.21)
> 5 32 75.88 (7.96)

Education 128 1.58 .197

0 - 1 33 7.88 (4.71)
2 - 3 31 9.10 (4.78)
4 - 5 36 10.22(5.42)
> 5 32 8.31 (4.15)

Years in U.S. 128 1.43 .236

0 - 1 33 30.4 (2.93)
2 - 3 31 29.84 (2.98)
4 - 5 36 23.81 (2.28)
> 5 32 29.84 (3.24)

Cognitive Status 128 3.35 .0 2 1 *

0 - 1 33 24.55 (3.27)
2 - 3 31 26.2 (2.87)
4 - 5 36 26.7 (2.28)
> 5 32 26 (3.24)
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Table 12
ANOVA Medication Use: Age, Education, Years in U.S., Cognitive Status, Health Care
Conditions, Health Status, and Cultural Retention ___
Variable n Mean(SD) d f F P

Health Care Conditions 128 8.35 < 0 0 1 **

0 - 1 33 1.94(1.64)
2 - 3 31 3.1 (1.79)
4 - 5 36 3.6 (2.38)
> 5 32 4.41 (2.23)

Health Status 128 .893 .447

0 - 1 33 375 (66.19)
2 - 3 31 371 (45.45)
4 - 5 36 356 (64.57)
> 5 32 357 (54.36)

Cultural Retention 124 5.85 .0 0 1 *

0 - 1 32 67.4 (11.35)
2 - 3 30 72.67(12.59)
4 - 5 35 77.4 (8.37)
> 5 31 76.1 (9.67)

* p  < .05, ** p  < .001

Health Care Conditions

The following presents tests o f differences in means of one o f the main study 

variables. Total health care conditions were categorized in order to test differences in 

means o f age, education, years in U.S., cognitive status, health status, and cultural 

retention (Table 13). Acculturation was excluded as it will be included in hypothesis 

testing later.

A one-way ANOVA was conducted to examine differences in means of age, 

education, years in U.S., cognitive status, health status, and cultural retention by health 

care conditions. Significant differences were seen in age F{3, 127) = 4.21,/? = .007, and
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health status F(3, 128) = 13. 42, p  < .001. An analysis o f effect size revealed that 9% of 

the variability in age is attributed, to health care conditions and 24% of the variability in 

health status can be attributed to health care conditions.

The assumption of homogeneity o f variance was tested using Levene’s statistic. 

Analysis revealed that for both age (F(3, 127) =1.1 ,p  = .356) and health status (F(3,

128) = 1.71, p  = .168), the assumption was met.

A post-hoc analysis using Tukey’s HSD was conducted in order to examine 

specific group differences in health care conditions with respect to age and health status. 

For age, significant differences were found between participants who reported zero to one 

health care condition and those who reported more than four. Participants who were 

younger reported more health care conditions (p = .007). For health status, significant 

differences were seen between those who reported more than four health care conditions 

and those who reported three to four (p < .0 0 1 ), two (p < .0 0 1 ), and zero to one (p <

.001), health care conditions. Those who reported more than four health care conditions 

had lower health status scores.
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Table 13: ANOVA Health Care Conditions: Age, Education, Years in U.S., Cognitive
Status, Health Status, and Cultural Retention
Variable n Mean(SD) d f F P

Age 127 4.21 .007*

0 - 1 26 77.5 (7.01)
2 33 75.42 (10.13)
3 - 4 37 75.43 (8.28)
> 4 35 70.46 (7.14)

Education 128 .606 .612

0 - 1 26 8.15 (4.52)
2 34 9.8 (4.54)
3 - 4 37 8.76 (5.15)
> 4 35 8.77 (5.09)

Years in U.S. 128 1.07 .361

0 - 1 26 29.88(15.30)
2 34 31.68(14.13)
3 - 4 37 26.35 (17.41)
> 4 35 26.03 (14.65)

Cognitive Status 128 2 . 0 2 .115

0 - 1 26 25.04 (3.55)
2 34 25.32 (2.78)
3 - 4 37 26.24 (2.67)
> 4 35 26.63 (2.98)

Health Status 128 13.42 < 0 0 1 **

0 - 1 26 390(41.71)
2 34 386(47.16)
3 - 4 37 370 (57.62)
> 4 35 319(55.59)

Cultural Retention 124 .481 .696

0 - 1 26 72.54 (9.69)
2 33 72.45(11.93)
3 - 4 34 73.26(11.50)
> 4 35 75.34(11.21)

* p  < .05, **p  < .001
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Hypotheses Testing

The following section will present the results of tests for each o f the four 

hypotheses. The first two hypotheses examined differences in acculturation with regards 

to health related variables such as total health care conditions reported, total medication 

use and whether a participant was a smoker or not. The third hypothesis test examined 

acculturation as a predictor o f health status. The fourth hypothesis test examined whether 

acculturation was a predicator o f health status after controlling for extraneous variables.

Cigarette Smoking 

Hi: Hispanic elders who smoke will report higher levels o f acculturation.

A one-way ANOVA was conducted to test whether significant differences in 

acculturation scores were observed among participants who reported smoking and not 

smoking (Table 14). The analysis revealed that no significant differences were observed 

among those who smoked, F(1, 129) = 1.97,/? = .163. Although no significant 

differences were observed, participants who smoked did report slightly higher 

acculturation scores than those who did not. The results were not statistically significant, 

therefore the hypothesis was rejected.

Table 14
ANOVA Between Cigarette Smoking : Acculturation
Variable n Mean(SD) d f F P

Acculturation 129 1.7 .163

Smoker 44 39.95 (11.15)
Non-Smoker 87 36.92(11.97)
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Health Care Conditions and Medication Use 

H2 : Hispanic elders with higher levels o f acculturation will report fewer health care 

conditions and less medication use.

A MANOVA was conducted to test differences in acculturation scores with 

respect to reported health care conditions and medication use (Table 15). Data analyses 

revealed that no significant differences were found in either reported health care 

conditions (F(3, 128) = 1.772, p  = .156) or medication use (F(3, 128) = .367, p  = .777). 

Although not significant, the data were analyzed for trends. With respect to health care 

conditions, no clear trend was observed, however, for medication use, it was observed 

that as medication use decreased, acculturation scores increased. Since the results were 

not statistically significant the hypothesis was rejected.

Table 15
MANOVA Health Care Conditions, Medication use and Acculturation
Variable n Mean(SD) d f F P

Acculturation 128 1.772 .156

Health Care Conditions 
0 - 1  26 
2 34 
3 - 4  37 
> 4  35

36.81 (11.4) 
41.03(14.3) 
37.41 (10.6) 
35.94(10.1)

Acculturation 128 .367 .777

Medication use 
0 - 1

2 - 3
4 - 5
> 5

33
31 
36
32

38 (13.3) 
39.16(12.2) 
37.17(10.9) 
37.83 (10.9)
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Acculturation and Health Status

H3 : Hispanic elders with higher levels o f acculturation will report better health status.

A Pearson-product moment correlation, using a one-tailed test was conducted to 

examine if the variables were correlated (Table 16). The analysis revealed a significant 

positive correlation (r = .17,/? = .024). Although this is a small effect size according to 

Cohen (1977), the findings suggest that as acculturation scores increased so did health 

status scores.

To further test the relationship between acculturation and health status a linear 

regression procedure was conducted (Table 15). The analysis revealed that acculturation

-y
accounted for significant variance in health status scores (R -  .03,p  = .048). More 

specifically, acculturation accounted for 3% (p = .048) o f the variance in health status 

scores.

The standardized coefficients revealed that for every one standard deviation 

increase in acculturation scores, health status scores would be expected to go up by . 172 

standard deviations. Further examination o f the data analysis revealed that the 

unstandardized coefficient (.857) suggested that for every one point increase in 

acculturation scores, health status scores were predicted to go up .857. Since the slope is 

significant (t = 1.994,/? = .048), this suggested that acculturation was a predictor that was 

contributing to the explanation of the dependent variable (health status).

Since data analyses revealed that acculturation was a significant predictor o f 

health status, the hypothesis was supported. The following section will present testing of 

regression assumption and regression diagnostics.
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Table 16. Linear Regression: Acculturation on Health Status (N = 132)
Variable r P t P

Health Status .17 .172 1.99 .048

R2 = .03, 3.98,/? = .048

Tests ofAssumptions

When using regression, several tests o f assumptions need to be performed. The 

first assumption to test is linearity between the independent and dependent variables 

(Pedhazur, 1997). This was done by assessing a scatter plot and visually determining that 

a linear relationship was present. As seen in Figure 2, a linear relationship was 

established.
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Figure 2. Scatter Plot: Linearity between Acculturation and Health Status
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To further test the assumption of linearity, residuals also need to have a linear 

relationship and be homoscedastic. By examining the scatter plot, one can determine if  a 

linear relationship exists and if  the variability o f the residuals are homoscedastic. 

Homoscedasticity occurs when residuals have the same variability around the regression 

line (Pedhazur, 1997) As seen in Figure 3, both the assumptions were met.
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Finally, residuals need to be assessed for normality. If the residuals are normally 

distributed, the data points should fall close to the diagonal line on the plot (Pedhazur, 

1997). As seen in Figure 4, the assumption of residual normality was met.
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Figure 4. Scatter Plot for Normality Distribution of Residuals
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Outliers and Influence

After testing regression assumptions, data should be scanned for outliers and 

influential points. Outliers are observations that deviate from the rest of the data points 

and influencers may exert undue influence on the value of regression coefficients 

(Pedhazur, 1997). After examining the data, it was determined that no outliers or 

influential data points were observed.

Summary o f Hypothesis Three

Acculturation predicts a significant amount o f variance in health status. Tests of 

assumptions reveal that none were violated. Data were screened for outliers and 

influencers and deemed to have none. It is therefore concluded that the hypothesis was 

supported.

Hierarchical Linear Regression

This next section will present results for testing o f the fourth hypothesis. 

Hierarchical linear regression, a multivariate technique, tests for variability in a 

dependent variable than can be attributed to an independent variable after controlling for 

confounding effects (Pedhazur, 1997).

H4 : After controlling for age, education, income and health care conditions, acculturation 

will predict additional variance in health status in Hispanic elders as measured by SF- 8  

scores.

Data analysis revealed that age, education, income, and health care conditions, 

accounted for 27% of the variability in health status scores (R2 — .27, p  < .001). After 

controlling for age, education, income and health care conditions, acculturation explained 

an additional 3% of variance (R2A = .03, p  = .016). This suggests that after controlling for
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age, education, income and health care conditions, acculturation continued to be a 

significant predictor o f health status in Hispanic elders (Table 17). The results suggested 

that the hypothesis was supported.

Table 17. Hierarchical Linear Regression__________________________________________
Variables R2 R2 A P

Age
Education
Health Care Conditions 
Income .268

Acculturation .302 .034 .016

R2 A = .034, F( 1, 124) = 5.99,p  = .016

Summary

The purpose o f this study was to understand the relationship between 

acculturation and health status among Hispanic American elders. Data analysis revealed 

that although no significant differences were seen in smoking habits, medication use and 

reported health care conditions, acculturation was a significant predictor o f health status. 

Furthermore, acculturation continued to predict variability in health status even after 

controlling for extraneous variables. Based on the results, hypotheses one and two were 

rejected, but hypothesis three and four were supported.

The next chapter will explore and discus the significance of the findings and the 

relation to the literature. In addition, limitations and recommendations for future research 

will be discussed.
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Discussion

This study was designed to understand the relationship between acculturation and 

health status among community dwelling Hispanic-American elders. This study was a 

secondary analysis using a descriptive-correlational design that included 132 Hispanic 

American elders. This chapter includes a discussion of the findings o f the study as well as 

interpretations o f the findings. The writer will also discuss limitations o f the study, 

implications for nursing, and recommendations for future research.

Discussion o f Descriptive Findings

Gender

The sample included 132 Hispanic-American elders who resided in local public 

housing and assisted living facilities in Miami-Dade County, Florida. Analysis of 

demographic data revealed that the sample was composed of 70% females and 30 % 

males (see Table 1). The U.S. Census Bureau (2003) reported that in Miami-Dade County 

men accounted for 42% of the adult population over age 18 and women accounted for 

58%.

The study sample reflected a similar trend in which women out-numbered men. 

More specifically, a large number of the study participants were recruited from a public 

housing unit in the 33125 zip code area in Miami-Dade County. U.S. Census (2000) 

figures reported that for those ages 65 and older, women accounted for 11.5% and men 

accounted for 8.2% in that zip code. Interestingly, other researchers have reported that 

although there are increased numbers o f older Cuban-Americans when compared to other

105
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elder groups, there are more Cuban-American men in the 55-64 age group compared to 

Cuban-American women (Talamantes, Lindeman, Mouton, 2003).

Age

The mean age o f the study sample was 75.51 (SD = 8 .6 ) years. According to 

Miami-Dade County statistics, those age 55 and older accounted for almost 24% of the 

population. With respect to marital status, 38.6% of participants were widowed. In 

Miami-Dade County, individuals who were widowed were reported to represent 6.9% of 

the population over the age of 15 (U.S. Census Bureau, 2003). Although the age 

distribution is not the same, one would expect the number o f elders who are widowed to 

be greater than rates reported in the census for those older than 15 years o f age.

Education

The mean level o f educational attainment for the entire sample 8.9 years (Table 1) 

or less than a high school education (SD = 4.5). According to the U.S. Census Bureau 

(2002) the Hispanic-American population aged 25 and older was less likely to have 

graduated from high school than non-Hispanic Whites. Eighty-eight percent o f non- 

Hispanic Whites reported completing high school whereas 57% of Hispanic-Americans 

reported completing high school (U.S. Census, 2002). For individuals 25 years and older 

in Miami-Dade County, 12.5% reported less than a ninth grade education, 12.3% reported 

ninth to twelfth grade education, and 25.7% high school education. Although the mean 

number o f years o f education was higher among Cuban-Americans (M =  9.2, SD -  4.7) 

as compared to other Hispanic participants (M -  7.9, SD = 5.4), the difference was not 

statistically significant (Table 11). This trend is consistent with the literature in that when
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compared to other Hispanic groups, Cuban-Americans have attained higher 

socioeconomic status (Boswell, 2002).

In a study that analyzed the demography o f Cuban-Americans in the U.S. for the 

past 40 years, Boswell (2002) reported that almost 55% of Cuban-Americans living in the 

U.S., who were 25 years o f age or older, have graduated from high school or attended 

college. Almost 16 percent have a Bachelor’s degree or higher. Cuban-Americans have a 

significantly higher average educational attainment than Mexican-Americans, Central 

Americans, and Dominicans (Boswell, 2002). Another study also reported that Cuban- 

Americans have higher levels o f education than Mexican-Americans and Puerto Ricans 

(Khan et al., 1997).

Many respondents had apparently completed their education in Cuba. The mean 

age of the Cuban-American sample was 75 (SD = 8.5) years and most reported living in 

the U.S. for fewer than 30 years (M =  27, SD = 14.4). The Cuban migration o f the 1960s, 

known as the “Golden Exiles” (Boswell, 2002) included individuals who were generally 

well educated (Portillo et al., 2001), however, fewer educated Cuban-Americans arrived 

during the Mariel boatlifts o f 1980. The respondents were more likely to have arrived in 

the U.S. after the “Golden Exiles”.

Income

Based on respondents’ age and their mean reported income, most participants 

were receiving subsidized incomes. Boswell (2002) reported that Cuban-Americans in 

their study had higher incomes than other Hispanic-Americans in the U.S. In this study 

65% of the participants reported annual incomes between $5,000 and $10,000. Cuban- 

American participants in the current study did not report higher incomes than Hispanic-
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Americans from other countries and it is unclear how many of the participants were 

currently employed. Participants were mainly in subsidized housing where income was 

more homogenous. It can be postulated that higher income individuals would not choose 

to live in subsidized housing. This would explain why differences seen in income 

between Cuban-Americans and other Hispanic Americans were not evident.

Kahn and colleagues (1997) reported that income was not highly variable among 

Cuban-Americans, Mexican-Americans and Puerto Ricans. The majority o f participants 

in their study reported annual incomes o f less than $30,000. However, when compared to 

national figures, Cuban-Americans had the highest per capita income of all Hispanic- 

Americans. Still, almost 15 percent o f Cuban-Americans live in poverty (Boswell, 2002). 

According to the U.S. Census (2002) 15.2% of Central and South Americans, 16.5% of 

Cuban-Americans, 22.8% of Mexican-Americans, and 26.1% of Puerto Ricans live below 

the poverty level as compared to 7.8% o f non-Hispanic Whites.

National Origin

Cuban-Americans represented almost 77% of the sample. Other Hispanic groups 

included Columbian (8.3%) Puerto Rican (6 .8 %) Nicaraguan (2.3%) Peruvian (2.3%) 

Hondurian (1.5%) Guatemalan (0.8%) and Spanish (0.8%). These statistics are similar to 

census numbers in which Cuban-Americans are the largest Hispanic group in Miami- 

Dade County (U.S. Census Bureau, 2000). When compared to Census 2000 figures, 

Cuban-Americans accounted for 31.1% o f the total Hispanic population in Miami-Dade 

County, where as Columbians accounted for 5.2%, Puerto Ricans 18%, Nicaraguan 3%, 

Peruvian 1.6%, Guatemalan 1.1%, and Spanish 0.5%.
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Some o f the differences in group distribution may be related to geographic area. 

For example, a large number o f the participants were from a public housing site close to 

“Little Havana”, an area in Miami-Dade County with a large number o f Cuban-American 

residents. According to U.S. Census 2000 figures almost 50% of the Hispanic Americans 

living in that geographic area were o f Cuban heritage, while elders from Puerto Rico 

accounted for 2.3% in that area.

Years in U.S.

Respondents reported that they lived in the U.S. almost 30 years on average (M  

=28.3, SD = 15.5). Cuban-Americans reported a mean of 27.5 (SD = 14.4) years in the 

U.S. while other Hispanic-Americans reported 32 (SD = 18.5) years, however, the 

difference was not statistically significant. This trend can be related to several factors. 

Cuban-Americans in the U.S. are marked by several migration patterns. Included are 

those of the “Golden Exile” era o f the 1960s, the Mariel boatlift in 1980 and those who 

may have arrived more recently as “balseros” or “rafters” in the 1990s.

Examining the mean number o f years in the U.S. for each individual nationality, 

elders o f Puerto Rican heritage reported the highest number with 44 years. Since Puerto 

Ricans are bom as U.S. citizens, some may have responded as living in the U.S. their 

entire life thus increasing the overall mean number o f years in the U.S. for that group.

Generation, Language Use, and Ethnic Preference

Participants bom outside o f the U.S. were classified as first generation Nearly all 

participants reported being first generation in the U.S. (N = 131). The findings are not 

surprising since the sample consisted o f older Hispanic Americans. Historically, a large
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migration o f Hispanic Americans to the U.S. started after the elimination o f migration 

quotas in the 1960s (Paiva-Turra, 2003).

The majority o f participants preferred to speak in Spanish and to interact among 

their own ethnic group. This is not surprising, as most o f the participants did not speak 

English and lived in neighborhoods with a majority o f Hispanic residents. Talamantes 

and colleagues (2005) reported that Cuban elders are least likely to be proficient in 

English when compared to other Hispanic groups. Also, the public housing facility and 

the ALF study sites were in geographic regions o f Miami-Dade County with high 

numbers of Hispanic Americans. It may be that the respondents preferred to interact 

among their own simply because they were not exposed much to other ethnic groups such 

as non-Hispanic Whites and African Americans.

When compared to Puerto Rican and Mexican-American elders, Cuban-American 

elders were least likely to be proficient in English (Talamantes et al., 2005). Hispanic- 

American elders who were not fluent in English tended to live in areas where more 

Hispanic Americans were concentrated. For example, many older Cuban-Americans 

remained in the same ethnically cohesive area o f Miami-Dade County since arriving in 

the U.S. However, according to Talamantes and colleagues, speaking Spanish benefited 

Hispanic elders by preserving their ethnic identity and subsequently their quality o f life.

Health-related Variables

This next section will be a discussion o f health-related variables such as cigarette 

use, medication use and health care conditions. A discussion o f the results will include 

comparisons to available data among Hispanic-Americans in the U.S.
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Cigarette Use

Health behaviors and risk factors are closely related to health status and health 

outcomes. Cigarette smoking has been shown to increase the risk o f lung cancer, heart 

disease, emphysema, and other respiratory diseases (CDC, 2004). Since 1990, the number 

of adults who smoke cigarettes has declined only slightly. In addition, the CDC reports 

that in 2002, 25 percent o f men and 20 percent of women in the U.S. were smokers.

Thirty three percent o f the sample reported that they smoked cigarettes. When 

examining the gender characteristics of those who reported smoking, one might assume 

that this is a high number of smokers for a sample of Hispanic older women. National 

statistics demonstrate that Hispanic Americans smoke less than non-Hispanic Whites 

(American Lung Association, 2004; Perez-Stable, Marin, & Marin, 1994). Puerto Ricans 

and Cuban-Americans are much more likely to be heavy smokers than other Hispanic 

groups.

Researchers have found a positive association between acculturation and smoking 

(Cantero et al., 1999). The CDC reports (2004) that cigarette smoking by adults is 

strongly associated with less educational attainment. Adults with less than a high school 

education were three times as likely to smoke as were those with a bachelor’s 

degree or more. Although not statistically significant, among those who smoked there 

was a trend toward slightly higher levels of education.
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Medication Use

Total medication use was reported as a mean of 3.79 (SD = 2.9) medications per 

participant. When compared to national statistics and older Americans in general, five out 

of six persons 65 and older are taking at least one medication and almost half o f all older 

adults take three or more (Centers for Disease Control, 2004). Although no studies 

examining medication use across Hispanic sub-groups were found, one study reported 

that mean prescription medication use among older Mexican-Americans was 2.9 (Espino 

et al., 1998). The researchers did report lower prescription medication usage among 

Mexican-Americans when compared to other ethnic groups such as non-Hispanic 

Americans Whites. This trend may not mean that older Mexican-Americans are healthier, 

but rather that a combination o f language barriers, decreased access to insurance, and 

increased use o f folk remedies may account for lower medication use. Borawski and 

associates (1997) reported that the average number o f medications consumed by 

community dwelling elders in one-month was 2.3.

Educational differences may have played a role in how Hispanic Americans 

consume prescription medications. For this study, Cuban-Americans reported 

significantly more medication use than other Hispanic Americans (p = .02) despite no 

significant differences in number o f health care conditions (see Table 11). This may 

suggest that Cuban-Americans’ higher educational status may be beneficial in accessing 

appropriate prescription medications. In addition, it has been reported that Cuban- 

Americans have the highest access to health insurance, whereas Mexican-Americans and 

Puerto Ricans have the lowest (Portillo et al., 2001).
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Health Care Conditions

Overall number o f health care conditions is an indicator of the health status of a 

population. However, the health o f Hispanic Americans presents a paradox for clinicians 

and researchers. Despite more health problems than non-Hispanic Whites, Hispanic 

Americans tend to do as well or better (Amaro & de la Torre, 2002; Heilemann, Lee, & 

Kury, 2002; Portillo et al., 2001). Although older adults generally have good health and 

good quality o f life, 65% of adults 65 years and older have more than one chronic disease 

(Dunn, Torres, & Tiscani, 2004). For Hispanic Americans, co-morbidity is an important 

factor. Chronic conditions such as diabetes, hypertension and obesity are much higher 

among Hispanic Americans (CDC, 1999).

For this study, participants reported a mean of 3.25 (SD = 2.2) health care conditions. 

When rank-ordered for frequency, the top five health care conditions were hypertension, 

diabetes, depression, vascular disorders and myocardial infarctions. According to the 

CDC (2004) the leading cause o f death overall for older Americans was cardiovascular 

disease, followed by cancer, cerebrovascular diseases, chronic lower respiratory diseases, 

influenza, pneumonia and diabetes mellitus. Chronic diseases such as heart disease, 

stroke, cancer, and diabetes are among the most common and costly health conditions.

For Hispanic Americans, rates o f cardiovascular disease and risk factors such as 

elevated cholesterol have been reported to be similar or lower than non-Hispanic Whites 

(Portillo et al., 2001). Researchers have also reported that high blood pressure is more 

prevalent among Cuban-Americans than among non-Hispanic Whites. The literature is 

consistent in reporting that diabetes is disproportionately more prevalent among Hispanic
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Americans. Many factors contribute to this trend including genetics, obesity, diet, and 

physical inactivity.

In addition to experiencing higher levels o f diabetes, Hispanic Americans also report 

more depressive symptoms during their lives (Rickert, Wiemann, & Berenson, 2000).

This is consistent with the study participants where almost 30% reported having 

depression. Factors contributing to depression in the sample population may include 

social isolation. Many of the participants lived alone in subsidized public housing and 

may have lacked family interaction frequently found in Hispanic families. In addition, 

many were living in poverty, a factor that has been closely associated with depression 

(Portillo et al., 2001). Furthermore, study participants were mostly female and 

researchers have reported that Hispanic women are at higher risk for depression than 

Hispanic men.

Cancer is reported as the second largest cause o f death among Hispanic Americans 

(CDC, 2002). For this study, cancer ranked as the thirteenth most common health care 

condition. This may be due in part to the fact that the sample was mainly Cuban- 

American. When compared to other Hispanic groups, Cuban-Americans are found to 

have a lower incidence o f some cancers including cervical, gallbladder and stomach 

(National Cancer Institute, 2003).

Correlations Among Study Variables

Correlational analyses were conducted among demographic and main study 

variables. This next section will present a discussion of those correlations with significant 

findings. Readers may refer to Tables 6  and 7 for a complete listing o f correlations.
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Age

A negative correlation was observed between age and health care conditions, 

suggesting that as one ages, the number o f health conditions reported decreases. In 

addition, age and health status were positively correlated. This suggests that for this 

sample, as one ages, their perceived health status improves. Although this may seem to 

be a contradiction, this phenomenon has been reported in the literature. Successful aging 

includes low risk for disease, and disease-related disabilities as well as high mental and 

physical functioning and active engagement with life (Hartman-Stein & Patkanowicz, 

2003). Although researchers have stated that age-related physiologic decline is associated 

with a reduction in overall quality o f life, a number o f researchers are now reporting that 

many age-related physiologic changes respond well to current treatments.

Researchers have reported that the older the individual, the better their self

perceived health (Borawski, Kinney, & Kahana, 1996). Older individuals tend to 

normalize symptoms and attribute health problems to the aging process than to actual 

physical problems. Also, researchers have suggested that as older adults become older, 

they tend to compare themselves to their younger counterparts. Comparing themselves to 

peers has been termed “reference group theory” (Borawski et al, 1996). Elders may be 

more optimistic because they have out-lived others who are younger (Borawski et al,

1996). In addition, researchers have reported that women tend to have a more positive 

perception o f their health. In this study, women accounted for 70% of the sample.

Education

Education was positively correlated with acculturation, suggesting that as one’s 

education increases, acculturation increases. This finding is supported in the literature.
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Peragallo and colleagues (2000) found that when examining acculturation and self-breast 

examination, women with lower acculturation had less education. Lagana (2003) 

conducted a study examining acculturation and pregnancy in Hispanic Americans. The 

researcher found that as women became more educated they reported greater 

acculturation.

Years in the U.S.

The number o f years living in the U.S. was positively correlated with 

acculturation. The more years spent in the U.S., the more acculturated participants were. 

This finding was expected. Years in the U.S. are frequently used as a proxy variable to 

measure acculturation (Arcia et al., 2001). Since the process of acculturation is highly 

dependent on exposure and interaction with individuals from another culture, it is 

expected that the longer one lives in the U.S. the more acculturated they will be. Franco 

and colleagues (1998) examined factors that affect acculturation among Latin American 

immigrants. The researcher found that the number o f years o f residence in the U.S. was 

positively correlated with acculturation. Marin (1992) found that individuals who spent 

more time in the U.S. were more acculturated.

Years in the U.S. were negatively correlated with cultural retention. The longer an 

individual lived in the U.S. the less they retained certain parts o f their culture. This 

finding was surprising in this aged group. However, the correlation was not very strong, 

and overall cultural retention scores were much higher than acculturation scores. This 

suggested that the sample was more culturally retentive than acculturated. This finding 

has been reported in the literature. Franco and colleagues (1998) found that Hispanic 

cultural identification was negatively correlated with years of residence in the U.S.
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However, Franco and colleagues studied a much younger sample with ages ranging from 

19 to 47. Szapocznik and colleagues (1978) stated that second generation youths were 

more aware of the contrasts between culture-of-origin norms and host-cultural norms and 

hence tended to acculturate faster. Despite this, their participants adopted American 

characteristics the longer they lived in the U.S.

Income

Significant positive correlations were observed between income and 

acculturation, education and years in the U.S. This suggests that those who were more 

acculturated with higher education and who have lived in the U.S. longer earned higher 

incomes. This finding is not surprising. According to the U.S. Census Bureau (2003) 

individuals with higher education earned higher incomes. Many researchers have also 

found positive correlations between income and acculturation and years in the U.S. 

(Franco et al., 1998; Cortes, Rogler, & Malady, 1994; Marin 1992).

Health-Related Variables

Medication Use

A significant positive correlation was found between total medication use and 

reported number o f health care conditions. This finding suggests that the more health care 

conditions individuals have, the more medications they consume. Although not a 

surprising finding, it also suggests that as individuals in this sample became sicker, they 

were able to access the medications they needed.

Total medication use was also positively correlated with cultural retention. 

Individuals who retained more o f their culture used more medications. This finding was
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not found in the literature. This may be related to the fact that the majority o f the 

participants were Cuban-American. When living in Miami-Dade County where Cuban- 

Americans often live in enclaves, participants may have had access to Cuban-owned 

pharmacies and other health-related services. Also, those with a slightly higher level of 

education may have better skills to acquire needed medications.

Health Care Conditions and Health Status

Health care conditions were negatively correlated with health status scores. As 

individuals reported more health care conditions, the perception of their health status was 

poorer. This finding has been supported in the literature. Wang, van Belle, Kikull, & 

Larson (2002) found that chronic diseases such as coronary heart disease, hypertension, 

diabetes and cerebrovascular accidents were associated with poorer quality of life as 

measured by functional outcomes. Bryant, Beck, & Fairclough (2000) studied factors that 

contribute to positive perceived heath in elders. The investigators found that fewer 

chronic conditions were a predictor o f positive perceived health.

Acculturation

Acculturation was negatively correlated with cultural retention. This suggests that 

as individuals become more acculturated they were less likely to report retaining their 

culture. This finding provides divergent validity for the CCMA. Since items on each 

subscale measured opposite constructs, one would expect that an inverse relationship 

would exist.
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Discussion o f  Tests o f  Differences in Means

Procedures to tests differences in means among demographic and study variables 

were conducted. This next section will discuss the significant findings.

Gender

When cognitive functioning was examined by gender, the analysis revealed men 

had better cognitive function than women. Even when variables such as age, health 

status, and educational level were controlled for, men were still more cognitively intact 

than women (p = .046). Literature on the subject o f gender differences in cognitive 

function among Hispanic elders is limited. A study conducted by Mulgrew and 

colleagues (1999) reported higher mini-mental scores in Hispanic men. In this study, 

men’s better cognitive function may be attributed to being slightly younger and with 

better health status. Among non-Hispanic Whites, gender differences in cognitive 

function have demonstrated mixed results (Barnes, Wilson, Schneider, Bienias, Evans & 

Bennett (2003).

Marital Status

A significant difference was found between participants who were 

divorced/separated and those who were widowed. Those who were widowed were 

significantly older. This is an expected finding since an individual who is widowed has 

outlived a spouse. Since the participants were older persons, it is expected that widowed 

individuals would be older.
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Participants who were married had better cognitive functioning than those who 

were widowed. This is most likely attributed to widowed participants in this study being 

older, less educated, more isolated and having poorer health status (Black & Rush, 2002). 

In this study a trend was noted where participants who were widowed had less education 

and reported poorer health status. Another interesting trend was participants who were 

widowed were less acculturated despite having lived in the U.S. longer. Widowed 

participants were older, and older persons tend to acculturate at a slower rate (Szapocznik 

et al., 1978).

Income

Significant differences in income for educational level, years in U.S., and 

acculturation were observed. Data analysis revealed that participants who earned less 

than five thousand dollars a year were less educated than participants who reported 

earning more than ten thousand dollar a year.

It is not known how many of the study participants were actually employed, 

however, based on the age of the participants most received some type o f retirement 

income. Those participants who were earning more social security income most likely 

earned more while in the work force. A large number o f the participants lived in public 

housing. Individuals must meet financial criteria in order to be provided with housing 

assistance.

A significant difference in amount o f years o f U.S. residence was found between 

participants who reported incomes of between five and ten thousand dollars per year and 

those who earned more than ten thousand dollars per year. This suggests that participants 

who lived in the U.S. longer earned higher incomes. Participants who lived in the U.S.
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longer were able to work more years, and therefore earn higher retirement incomes. This 

is consistent with available statistics. The U.S. Census Bureau (2000) reports the longer 

immigrants live in the U.S. the higher their income.

Significant differences in income were also observed in level of acculturation. 

Participants who were less acculturated earned less income. This is an expected finding. 

Number of years in the U.S. is used as a proxy for acculturation (Arcia et al., 2001) and 

was correlated with acculturation (r = .23, p  = .007) in this study. Individuals who lived 

in the U.S. longer tend to earn higher incomes. Furthermore, researchers have reported 

that individuals with higher levels o f acculturation tend to earn higher incomes (Peragallo 

et al., 2000; van Servellen et al., 2002).

National Origin

Significant differences in medication use, acculturation, and cultural retention 

were found between Cuban-Americans and respondents o f other national origins. Cuban- 

Americans were found to use more medications, be less acculturated and retain more of 

their culture. This next section will discuss these findings.

Cuban-Americans used more medications than other Hispanic-Americans. This 

finding may be attributed to Cuban-Americans being older, reporting a slightly higher 

number o f health care conditions and having poorer health status than other Hispanic 

Americans. It may also be attributed to their having access to health insurance and having 

higher levels of education, factors which would positively influence the ability to access 

medications.
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Cuban-Americans also reported being less acculturated, and more culturally 

retentive. One study reported that Cuban-Americans were less acculturated than Puerto 

Ricans and Mexicans (Khan et al., 1997), the researcher attributes this finding to Cuban- 

Americans being first generation. For this study, all Cuban-American participants 

reported being first generation. It can be postulated that there are factors influencing why 

older Cuban-Americans are less acculturated and more culturally retentive.

A possible explanation may be attributed to lack o f acculturational pressures 

(Szapocznik & Kurtines, 1993). Older Cuban-Americans have found themselves 

working, living and socializing mainly among themselves and living in neighborhoods 

with a majority of Cuban-American residents. They also take advantage of services 

provided within the Cuban economic and social enclave. Services such as heath care, 

banking needs, grocery needs, and other services that are easily accessed. Most of these 

services are provided in Spanish and by other Cuban-Americans as well. Older Cuban- 

Americans may not experience the pressure to acculturate than other older Hispanic 

groups in Miami-Dade County.

Health-related Variables

This next section will include a discussion of the results from findings related to 

medication use and health care conditions on study variables. First medication use will be 

discussed followed by health care conditions. Acculturation was not included since it will 

be discussed in the hypothesis testing section.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



123

Medication Use

Significant differences in medication use were observed in age, cognitive ability, 

health care conditions, and cultural retention (Table 12). For age, participants who were 

older used fewer medications. This may appear to be a contradictory finding, however, it 

is consistent for the study’s participants. Participants who were older also reported better 

health status and fewer health care conditions. Participants who reported fewer health 

care conditions, and perceived themselves to be healthier, reported fewer medication use.

Participants with higher cognitive functioning reported using more medications. 

This may appear to be contradictory; however, it may reflect ability to recall medications. 

Medication use was assessed by self-report or by evaluating the medication bottles 

presented by participants. Those with more intact cognition may have the ability to better 

identify which medications they were currently taking than those with some cognitive 

impairment.

Participants who reported fewer health care conditions used fewer medications. 

This is not an unexpected finding. Treatment for most health care conditions in older 

persons usually requires some type o f medication management. It is consistent that 

participants with fewer health care conditions would use fewer medications.

Participants who retained more of their culture used more medications. No 

literature to support this finding was located, however it may that participants had access 

to health services within their own community. This may provide an advantage when 

seeking services and obtaining medications.
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An important point is health insurance coverage. Insurance coverage has been 

highest for Cuban-Americans when compared to other Hispanic-Americans (Portillo et 

al, 2001). Access to health insurance is associated with ability to obtain medications.

Health Care Conditions

Significant differences in health care conditions were observed between age and 

health status (Table 13). Participants who were older reported fewer health care 

conditions. Older participants in this sample may be living longer because they have 

fewer health-related problems and may be more resilient when dealing with health 

problems.

Borawski and associates (1996) found that older individuals were less likely to 

focus on physical aspects o f their health. Furthermore, older adults in the ninth and tenth 

decade continued to experience good health. The researchers stated “poor health 

perceptions are not synonymous with age” (p. 168).

For this study, health care conditions were obtained from self-report and not from 

health records. However, medications were assessed and generally provided insight into 

the number o f health care conditions. For example, if  a participant was taking a 

hypoglycemic agent, they tended to report having diabetes.

Participants with a greater number o f health care conditions had poorer perceived 

health status. Since healthcare conditions in older adults can affect both emotional and 

physical function, this finding was expected. The instrument used to study health status 

(SF-8 ) measured perception o f health including emotional and physical functioning. 

Researchers found that older adults’ self-reported health was based on non-traditional
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factors such as attitudes, health habits and health status (Borawski et al, 1996). In this 

study health status was reported as functional ability o f health which in turn may have 

been related to the reported number o f health care conditions.

Discussion o f Test o f Hypotheses

The following section will include a discussion related to the four hypotheses.

The first two hypotheses focused on differences in acculturation with regards to health- 

related variables such as health care conditions, medication use and cigarette smoking. 

The third hypothesis examined acculturation as a predictor of health status. The fourth 

hypothesis focused on whether acculturation was a predictor o f health status after 

controlling for extraneous variables.

Cigarette Smoking

Hi: Hispanic elders who smoke cigarettes will report higher levels o f acculturation.

When participants who smoked were compared to those who did not, there was no 

significant difference in acculturation scores (Table 14). This suggests that acculturation 

does not account for differences in cigarette smoking in this sample. However, a trend 

was observed where participants who smoked cigarettes reported slightly higher levels of 

acculturation.

Marin, Perez-Stable, Marin (1989) reported that as Hispanic Americans 

acculturated the rate o f smoking increased. In a study conducted to evaluate cigarette 

smoking and pregnancy outcomes in Hispanic females, Wolff & Portis (1996) found that 

more acculturated individuals had higher rates o f cigarette smoking. Their study was 

conducted primarily with younger Mexican-American subjects.
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Cantero and associates (1999) examined the relationship between health practices 

and acculturation. Younger Hispanic women (75 years old or less) smoked more as they 

became more acculturated. The researchers found that in older Hispanic women (over the 

age of 75), acculturation was not related to cigarette smoking. This is consistent with the 

findings o f the current study.

A factor contributing to the hypothesis being rejected may be related to gender. 

Hispanic men tend to smoke more than Hispanic women. The proportion o f women who 

smoke is half that o f Hispanic men (American Lung Association, 2004). Participants in 

this study were more likely to be female therefore smoking was not as common in a 

sample that included more men. Hispanic American women tend to view smoking as a 

unattractive and unfeminine (Johnsen, Spring, Pingitore, Sommerfeld, & MacKiman, 

2002). Furthermore the personality characteristics o f the sample may be different from 

those seen in other Hispanic groups where acculturation influences cigarette smoking. 

Marin, Perez-Stable, & Marin (1989) found that acculturation had a normative influence 

on health behaviors. The researchers postulated that social norms for Mexican-American 

women were approaching those o f the mainstream American culture. In addition, given 

the age o f the participants, those who smoked may have done so before arriving in the 

U.S.

Health Care Conditions and Medications Use

H2 : Hispanic elders with higher levels of acculturation will report fewer health care 

conditions and lower medication use.

Acculturation did not account for differences in health care conditions and 

medication use. Results revealed that there were no significant differences in number of
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health care conditions or number of medications by acculturation level. No literature was 

found to support this finding, however, the relationship between acculturation, health care 

conditions and medication use was initially hypothesized since researchers reported that 

acculturation was related to better health status, healthier practices such as breast 

examinations and other health screening activities, and increased exercise habits 

(Peragallo et al, 2000, Cantero et al., 1999, Crespo et al., 1996). It can be postulated that 

highly acculturated individuals are healthier and would report fewer health care 

conditions and medications use.

Possible explanations include that the sample was not highly acculturated. 

Notably, participants who retained more o f their culture reported higher medication use, 

(Table 15), however, this difference was not found when number o f health care 

conditions were examined. Moreover, medication use and health care conditions were 

strongly correlated (r = .45, p  <.001) (Table 5). Perhaps a larger sample would have 

provided the needed power to reveal a significant relationship.

Acculturation and Health Status

H3 : Hispanic elders with higher levels o f acculturation will report better health status.

Acculturation and health status were positively correlated, suggesting that as 

scores on the acculturation scale increased so did scores on the health status scale. This 

finding has been reported in the literature. Cortes and Rogler (1996) used a zero-order 

correlation to demonstrate that in their study, health status and acculturation were 

correlated. They reported that individuals who scored high on acculturation tended to 

report better health status and fewer health problems.
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Participants reported modest levels o f acculturation in this study, however, the 

variability in scores was sufficient to be correlated with health status. Health status and 

health practices have been positively correlated with acculturation in other studies. 

Moreover, use o f the CCMA rather than a proxy measure for acculturation provides 

credibility for this finding.

A linear regression was conducted to further explain the relationship between 

acculturation and health status. Data analysis revealed that acculturation was a significant 

predictor of health status. For every point increase in acculturation scores, health status 

scores were predicted to increase by .857. A test o f the regression slope was significant, 

this suggests that acculturation contributes to the explanation o f health status.

In a population o f individuals with lower levels o f acculturation, this finding was 

notable. Relationships between acculturation and health status and other health-related 

variables have been evident in younger populations. The process o f acculturation in older 

persons, especially those who are first generation have been reported to be much slower 

than in younger generations (Szapocznik et al, 1978). Younger immigrants tended to 

acculturate faster than older immigrants did.

Other factors can contribute to how individuals perceive their health status. 

Although acculturation was shown to be a predictor o f health status in this study, simple 

linear regression does not control for extraneous variables. In order to evaluate if  

acculturation was a predictor o f health status after controlling for extraneous variables, 

hierarchical regression was utilized. Hierarchical regression partitions out (Pedhazur,

1997) the effects o f extraneous variables, and reveals if  changes in the R2 are significant. 

The following section includes a discussion o f results related to hypothesis four.
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H4 : After controlling for age, education, income and health care conditions, acculturation 

will predict additional variance in health status in Hispanic elders.

Data analysis revealed that acculturation was a significant predictor o f health 

status after controlling for age, health care conditions, education and income. For this 

study, acculturation predicted an additional three percent variability in heath status 

scores.

This finding has been observed among other Hispanic populations as well. Cortes 

& Rogler (1996) reported that in a sample of Puerto Ricans in New York City, 

acculturation was also a significant predictor o f health status after controlling for 

extraneous variables. The researchers utilized hierarchical regression, and controlled for 

depression, gender, generation status, and education. Acculturation was shown to 

significantly predict an additional two percent of variability in health status scores.

Although the acculturation level was modest among Hispanic elders in this 

sample it was a significant predictor of health status. Since more participants reported 

being Cuban-American, this finding may be unexpected.

Cuban-Americans retained their culture and have created a cultural and ethnic 

enclave in Miami-Dade County. Cuban-Americans in this study retained more of their 

culture. Acculturation was predictive o f better health yet cultural retention was unrelated 

to health status. Therefore, in a population where acculturation may not be predictive of 

health status, acculturation did predict health status. This was an expected finding. Since 

Cuban-Americans live in an enclave society, it is expected that their rate o f acculturation 

would be less than those who did not. According to Boswell (2002), Cuban-Americans
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living outside of the Greater Miami area appeared to be more assimilated into American 

society. They reported higher incomes and higher levels o f education.

Possible factors that may have contributed to acculturation predicting health 

status includes different timelines o f migration among the Cuban-American participants. 

This study was conducted almost 46 years after the first wave o f Cuban immigrants 

arrived to the United States. This may have been sufficient time to acculturate.

Time in the U.S. is a proxy measure o f acculturation and cannot be substantively 

separated from the acculturation process. In order for an individual to acculturate they 

must spend time exposed to the new culture. In addition, the sample included other 

Cuban immigrants who arrived in 1980 during the Mariel boatlift, and others who have 

arrived from Cuba more recently. In addition, the sample did include other Hispanic 

Americans (23%). These other Hispanic Americans may experience a greater need to 

acculturate to the American culture while living among a Cuban-American majority. 

Boswell (2002) states that ethnic groups that are concentrated have fewer reasons to 

acculturate, whereas dispersed immigrants have more incentives to learn English and 

assimilate faster.

Summary

The researcher has provided a discussion o f findings related to acculturation and 

health status among Hispanic-American elders. Furthermore, more objective measures of 

health status, such as cigarette smoking, medication use and health care conditions were 

evaluated. Also, interpretations o f findings were offered.
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Participants were more female, more Cuban-American and more culturally 

retentive than acculturated. Older participants also reported better health. Participants 

with a greater number o f health care conditions tended to report poorer health status.

The findings also demonstrated that acculturation did not account for differences 

in cigarette smoking, medication use or healthcare conditions. Despite this, acculturation 

did explain some of the variability in health status. Furthermore, acculturation continued 

to predict health status even after controlling for extraneous variables. This suggests that 

although acculturation did not account for differences in objective measures o f health 

such as cigarette smoking, medication use and health care conditions, it did influence 

self-reported health status.

Acculturation has been shown to be related to health variables. When examining 

acculturation in older Hispanic Americans however, the slower rate o f acculturation has 

limited the utility o f this concept. Researchers may not feel that it is an important concept 

to investigate in older individuals. This is evident in the literature where older Hispanic 

Americans have generally been excluded. This study provides a unique finding in that 

even modest levels o f acculturation may help to explain some o f the reasons as to how 

one perceives their health status. Furthermore, it provides evidence of the importance of 

developing a better understating of perceived health versus objective health. It is apparent 

that the strength o f the SF-8 in capturing how an individual perceives their health is 

stronger than more objective findings such as medication use and health conditions for 

this sample.
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This also suggests that acculturation is an important socio-cultural variable to 

consider when studying older Hispanic groups. Although older persons tend to 

acculturate slower than their younger counterparts, many have lived more of their lives in 

the United States than in their birth countries. Given this amount o f time to acculturate, 

older Hispanic Americans in this study may have experienced some o f the same effects 

associated with acculturation found in younger individuals.

Study Limitations

Study Design

The first limitation to be discussed is related to study design. According to Nicoll 

and Beyea (1999) secondary data analysis can be a good resource for answering nursing 

research questions. Secondary data analysis can be useful in exploring new ideas that can 

help the researcher define a research problem more clearly. Secondary analysis can be 

useful and cost effective in exploring new ideas.

Although there are many advantages in performing a secondary analysis, several 

disadvantages do exists. First, data were collected for other purposes and the researcher 

has no control over the data collection process (Nicoll & Beyea, 1999). The researcher 

does not have the opportunity to understand individual values, beliefs, or reasons that are 

related to participant response. Furthermore the choice of measures is limited. A 

researcher performing a secondary analysis must analyze concepts measured by the 

parent study using the instruments chosen by the investigators o f the primary study when 

more sound measures may be available. Another limitation related to study design is that 

cross-sectional data cannot be used to make inferences about cause and effect.
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Sampling

Another factor limiting generalization is the sampling method. The parent study 

used a non-probability sampling technique. Convenience samples do not allow for 

generalization o f the study findings.

National Origin

The majority o f participants were Cuban-American. A diversified sample o f 

Hispanic participants would have provided a better understanding o f acculturation and 

health among Hispanic Americans. This study cannot be generalized to the larger 

Hispanic population in the United States. Mexican-Americans are the largest Hispanic 

subgroup in the U.S. and no Mexican-Americans were included in this study.

The limited dispersion o f Cuban-Americans in the U.S. also limits this study. 

Cuban-Americans are more concentrated in the Southeastern portion o f the U.S. (Bureau 

o f the Census, 2003). Fewer Cuban-Americans reside in other parts o f the U.S. and this 

limits how the study can be generalized to other Hispanic Americans. Participants were 

characteristic o f the population o f Hispanic Americans in Southeast Florida.

Gender

The study participants were disproportionately female. Having an equal sample of 

males and females would have made gender-based findings easier to obtain. Although 

gender issues were not a focus o f this study, the interrelationships among gender, 

acculturation and health may have been illuminated if  there were more men in the study.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Income

The researchers recruited low-income individuals in order to better describe 

culture bias in cognitive testing (the primary focus o f the parent study). The lack of 

variability in income limits the ability to capture differences in acculturation and health 

status. Inclusion of elders from diverse economic backgrounds would have provided 

more information regarding the study variables. In addition, it would have been better if  

income was reported as a total annual figure rather than income ranges. Categorization of 

income required the variable to be dummy coded for the regression analysis. Although 

this an acceptable practice, income may have demonstrated more variability if  it had been 

reported as a continuous number.

Study Instruments

Another possible limitation o f the study was in using the CCMA. The investigators of 

the parent study developed the instrument. Using an instrument with limited 

psychometric data may have limited how acculturation was measured. However, the 

instrument did report good reliability for this study, and preliminary psychometric 

investigations supported the validity o f the instrument.

Another limitation o f this study was length o f time spent interviewing participants. 

Although this researcher focused on acculturation and health status, these variables were 

measured as part o f a larger battery o f tests. The data collection interview for each 

participant in the parent study was 2 to 3 hours over one or more sessions. Acculturation 

was measured early in the data collection sessions, however, health status was collected 

towards the end. Although participants had the opportunity to rest or to complete the 

battery o f tests at another time, the lengthy testing session may have tired some o f the
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participants and responses to study instruments may have been affected. If the study was 

limited to measures o f acculturation and health, estimated time to complete demographic 

data and related instruments would have been 30 to 45 minutes.

Implications for Nursing

This next section will include a discussion o f implications for nursing. A discussion 

of implications for health policy will first be presented, followed by implications for 

nursing practice, nursing education and nursing research.

Health Policy

This study has implications for nursing and other health care providers who work 

with immigrant populations. Hispanic Americans have become the largest minority in the 

U.S. and according to trends this number is expected to grow. Furthermore, Hispanic 

Americans are growing older and requiring more health care services.

Health policy makers need to be aware of the unique needs o f Hispanic-American 

elders. They need to understand that the process o f acculturation is important and needs 

to be considered when making policy decisions. Policy makers need to understand that 

Hispanic elders do not acculturate as rapidly as younger Hispanic Americans. Public 

information bulletins and health-related information needs to be presented in a way that is 

easy to understand.

Persons working with immigrant groups who have recently migrated to the United 

States need to understand the importance o f acculturation. Recent immigrants may find 

the American health care system complex and confusing and age further confounds this 

problem. Older Hispanic immigrants may find it even more challenging to understand the

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



136

American health care system. Policy makers need to make sure that measures are taken 

that ease transition to the United States. Spanish speaking employees and Spanish 

language health information provide some assistance to Hispanic immigrants.

The U.S. Government officials acknowledge that special populations such as minority 

elders may have been excluded from health surveys due to language. To reduce this 

problem, efforts have been placed to ensure the inclusion o f non-English speakers (CDC,

1996). Low English literacy (LEL) methods in developing health forms and application 

are helpful. Furthermore, use of proxies as translators may have incomplete knowledge of 

subject matter. Trained language translators would facilitate transfer o f information.

Nursing Practice

This study demonstrated that individuals who were more acculturated tended to 

perceive their health as better. This information can be useful for nurses who work with 

Hispanic elders. Many nursing theorists have stated that assessment o f acculturation 

needs to be included when providing culturally competent nursing care (Leininger, 2002; 

Purnell, 2002, 2000; Capinha-Bacota, 2002).

Purnell defines cultural competence as the adaptation of care in a manner that is 

consistent with the culture of the patient. A culturally competent nurse develops an 

awareness o f his or her existence, sensations, thoughts, and environment without letting 

these factors have an undue effect on those receiving care (Purnell, 2000; 2002). Purnell 

further states that to be effective, nursing care must reflect the unique understanding of 

the values, beliefs, attitudes o f diverse populations and individual acculturation pattern.
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Nurses in the practice setting can begin to develop an understanding of how 

Hispanic elders perceive their health. Nurses can use the acculturation sub-scale o f the 

CCMA at the bedside to better assess the patient’s level o f acculturation. The 

acculturation subscale o f the CCMA is 19 questions long and can provide invaluable 

information.

Culture and cultural issues are being examined by accrediting bodies. For 

example, the Joint Commission on Accreditation o f Health Care Organizations (JCAHO) 

(2001), states issues related to culture need to be addressed when assessing pain. The 

JCAHO encourages health care organizations to develop cultural competency programs. 

Nurses can establish health-screening programs, health promotion activities and provide 

health information in a culturally competent manner considering acculturation.

Nursing Education

The health o f Hispanic-American elders is an issue important enough to warrant 

attention in nursing education programs. This is even more important locally since 

Miami-Dade County’s population is more than 60% Hispanic. Nursing programs need to 

include courses on assessment, intervention, and planning of nursing care in a culturally 

competent manner.

Modifying nursing curricula to include the unique needs of older Hispanic- 

Americans is another important area. More courses in gerontological nursing with a 

cultural focus need to be included in nursing curricula. Students need to have experiences 

beyond institutional settings and have field experiences in caring for diverse community 

populations. Health promotion and disease prevention in a cultural context are important 

areas for nursing educators.
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Nursing Research

The literature addressing health status and acculturation is scarce. This is even 

more evident in nursing research. The few nursing studies that have included 

acculturation have examined it within the context o f health practices and health 

behaviors. Furthermore, few nurse researchers have examined older Hispanic-Americans.

This provides a unique opportunity for nursing researchers interested in learning 

more about diverse populations. The findings of this study support that acculturation 

plays a role in how older Hispanic people perceive their health status. Nurse researchers 

would benefit from including acculturation and health status when performing 

population-based research on Hispanic Americans. Additionally, inclusion of Hispanic- 

American elders in nursing research is key to expanding the knowledge base with this 

population.

Recommendations for Future Research

This study demonstrated that a relationship between acculturation and health 

status among Hispanic Americans American elders exists. Furthermore, acculturation 

significantly explained variance in health status among the study’s participants. This 

provides important information for future research to be conducted.

The first recommendation is to conduct a study specifically addressing 

acculturation and health status. This study would allow researchers to have more control 

over issues such as sampling and data collection. Participants could be recruited who are 

more diverse with respect to national origin and gender. Mexican Americans and more 

Puerto Rican participants would be recruited in order to reflect the Hispanic population of 

the U.S. Moreover, inclusion o f economically diverse participants would allow
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researchers to understand acculturation and health status across different income strata. 

Furthermore, in order to have a better understanding of health status, objective measures 

such as blood pressure, and weight would be examined. Finally, measurement of 

biculturalism would be included in order to assess the relationship with health status.

The second recommendation is to conduct a qualitative study to better understand 

the experiences o f acculturation. Measurement tools offer limited information regarding 

the process o f acculturation. Although studies have included acculturation as a variable, 

no qualitative studies were located that focused on the individual subjective experience.

A beginning point to better understand acculturation is to discuss it with individuals who 

live it. Focus groups could then be conducted to discuss what it means to Americanize 

and how that process is related to health. This approach would provide rich information 

that could not be obtained using a quantitative design. In addition, it would highlight 

individual differences, since the process o f acculturation is very different for everyone.

Third, the researcher recommends future investigation be completed in examining 

the Cross-Cultural Measurement of Acculturation. The instrument demonstrated 

reliability in this population and this sample. Further refinement o f the instrument could 

be accomplished by testing it with other populations, such as Mexican Americans and 

Puerto Ricans, in different geographic areas o f the U.S. The experiences o f Cuban- 

Americans are very different from those who are Puerto Rican and Mexican-American. 

Also, regional issues such as the Cuban enclave society as found in Miami-Dade County 

are not prevalent anywhere else in the country. Testing of the instrument in Cuban- 

Americans in New Jersey, the second most Cuban populated area, would provide 

important information.
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Conclusion

The writer describes the relationship between acculturation and health status. 

Additionally, the study included an examination o f differences in other health-related 

variables such as cigarette smoking, medication use and health care conditions. Findings 

from the study revealed that although no differences were evident in relationships 

between acculturation and some health related variables such as cigarette smoking, 

medication use and reported number o f health care conditions, acculturation was related 

to self-reported health status. Participants who were more acculturated perceived their 

health to be better. This is an important contribution to advancing knowledge about 

cultural and health issues among Hispanic American elders.

In general, the literature supports that a relationship exists among acculturation 

and health related variables. Most studies support that Hispanic Americans with more 

acculturation have better health practices and health status. A contributing factor is 

related to the precision in the way acculturation is measured. Researchers are moving 

away from examining proxy measures o f acculturation and incorporating more complex 

measures that include values, behaviors and customs. More sophisticated research 

designs are also being utilized that help to control the effects o f confounding variables. 

Investigators have demonstrated that despite controlling for socioeconomic and health- 

related variables, acculturation continues to predict health measures.

The paradox that exists between Hispanic Americans and non-Hispanic 

Americans is not fully understood. Why do Hispanic Americans, who are more at risk for 

developing health problems, have less access to care, generally have less insurance
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coverage, have equal to or better mortality rates when compared to non-Hispanic Whites 

(Amaro & de la Torre, 2002; Heilemann, Lee, & Kury, 2002, Portillo et al., 2001)?

Measurement issues related to health status and quality of life are unique among 

Hispanic Americans. Hispanic Americans must deal with issues related to migration such 

as detachment from supportive networks, adapting to new social and economic situations, 

and possibly discrimination (Portillo et al, 2001). Furthermore, the process of 

acculturation can be stressful as immigrants face being a minority group. All these factors 

may influence the health o f Hispanic Americans.

Sociocultural factors such as religion and family influence how Hispanic Americans 

view their health. Researchers are now beginning to examine socio-cultural factors as 

possible explanations. Factors such as family structure and religion are being considered 

as possible protective health factors. Furthermore, issues related to the experience of 

immigration can be associated with many hardships. This study provides a beginning to 

understanding culture-related factors and health.
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Subject ID (test packet #): APPENDIX C Date,

DEMOGRAPHIC QUESTIONNAIRE

Quisiera hacerle algunas preguntas mas sobre donde nacieron ustedy sits padres, etc.

Instructions to the Examiner: Ask each o f the questions in column one as they are written. After 
you have asked the question, i f  it is unclear you may clarify in order, to obtain the necessary 
information. If there is a list in the response column, then present the subject with a PROMPT 
card and have him or her select from the card. Feel free to write in any comments in the margins.

QUESTIONS ANSWERS {Circle or fill in blank)

1. Identifique par favor la 
generation que mejor lo 
define. (Show card);

1. Primera generacion - Naci en un pals diferente de los 
Estados Unidos de America (EEUU). .
2. Segunda generacion -  Nad en EEUU pero por lo 
menos uno de mis padres nacio en el exterior de EEUU.
3. Tercera generacion -  Mis padres y yo, nacimos en 
EEUU. Pero por lo menos uno de mis abuelos nacio fuera 
de EEUU.
3. Cuarta generacion -  Mis padres, mis abuelos y yo 
nacimos en EEUU. Pero mis bisabuelos nacieron en el 
exterior.
4. Quinta generacion -  Mis padres, mis abuelos mis 
bisabuelos y yo nacimos en EEUU.

COMPLETE NEXT SECTION FOR ALL PERSONS WHO ARE 1st - 3rd 
GENERATION -  for other skip to “language" on next page

^En que pats nacio?
2.

iCuantos ahos ha estado/  
residido en este pats? 3. anos

iEn que pals nacieron sus 
padres? iHacecuantos 
ahos que residen en EEUU?

4,Madre S.anos 

6. Padre 7.anos

lEn que pats nacieron sus 
abuelos maternos? lHace 
cudntos ahos que residen en 
EEUU?

8.Abuela matema 9.anos 

lO.Abuelo matemo 11.anos
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Subject ID (test packet   Date:

lEn que pais nacieron sus 
abuelos patemos? iHace 
cuantos anos que residen en 
EEUU?

12. Abuelo patemo 13. anos

14. Abuela patema 15. anos

LANGUAGE

16. iCuales idiomas habla? 
(multiple answers 
acceptable)

1. Ingles
2. Bspanol
3. Otro (indique):

17. I Cual idioma prefiere usar 
en su vida cotidiana?

Solameate grupo Europeo
5. solamente

Para los demas 
1. . solamente

(Indique idioma que no sea 
Ingles).
4. Princinalmente 
3. Ambos y

(indique idioma que no sea 
Ingles).

2. Principalmente
Ingles.

2. Princinalmente Ingles 
1. Solamente Ingles

3. Ambos y 
Ingles

4. Princinalmente Ingles
5. Solamente Ingles

IDENTITY

18. Cuando tiene actividades 
sociales icon cual grupo 
cultural prefiere estar? 
(Show card)

1. Solamente dentxo de mi grupo etnico.
2. Casi siempre dentro de mi grupo etnico.
3. Dentro de mi grupo etnico y entre otros grupos etnicos.
4. Bn su mayoria con diversos grupo etnicos.
5. Solamente con personas de otros grupo etnicos.

19. iCon cual grupo racial se 
identifica mas? (Show card)

1. Blanco
2. Negro o Afro americano
3. Asiatico-Isleno del Pacifico
4. Americano Nativo o Esquimal
5. Mixto/Mestizo (por favor especifique)

y
Si el participante selecciona #5 o #4, por favor revise la 
seleccion de su grupo etnico!

20. iCual es su estado civil? 
(Show card)

1.Casado 4. Separado
2. NuncaCasado 5. Union Libre
3. Divorciado 6. Viudo/a 7. Otro (indique)
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Subject ID (test packet #):_______________   Date:

RESIDENCE

21. iCual es su cddigopostal 
(zip code) actual?

22.
iCual de los siguientes 
describe mejor el lugar 
donde usted vivid la mayoria 
de su vida?
(Show card)

1. Cuidad
2. Pueblo
3. Area rural (finca, granja, hacienda, rancho)
4. Otro (indique)

' 23.'
iQudl de los siguientes 
describe el lugar donde se 
crio/crecio?
(Show card)

1. Cuidad
2. Pueblo
3. Area rural (finca, granj a, hacienda, rancho)
4. Otro (indique)

I Cuantos anos de escuela 
curso/completo su 
marido/esposa ?
(If more than one spouse, 

select one, with whom lived 
for greatest amount of time)

24. Indiaue el numero exacto de anos . Entonces 
seleccione uno de los siguientes para la codificacion.
25. 1. menos de7 (septimo). grado.

2. grado 9 (noveno) o menos.
3. lO4 grado-ll111 grado
4. High school / secundaria
5. uniyersidad parcial o entrenamiento especializado
6. universidad estandar / graduacion de la universidad
7. posgrado

26, iCual es o fue laprofesion 
principal de su 
marido/esposa ?

SES

27. iCual es o jue su profesion 
principal?

28. iCual describe mejor sus 
ingresos anuales en este 
momento?
SHOW CARD

1. < $5,000 al ano
2. $5,0001 - $10,000 al aao
3. $10,001 - $15,000 al ano
4. $15,001- $20,000 al ano
5. $20,001 - $25,000 al ano
6. $25,001 - $35,000 al ano
7. $35,001 - $45,000 al ano
8. $45,000 - $55,000 al ano
9. > $55,000 al ano
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Subject ID (test packet #): APPENDIX D

CROSS CULTURAL MEASURE OF ACCULTURATION (CCMA) ©

Ask participant: ^Cual es la ascendencia/linaje de su faxnilia ____________  ? Cual es el
grupo cultural/etnico o el pais de origen con el que se identifica mas__________ :________ ?
(You may explain what is meant by this if the respondent has difficulty with this question. When 
asking each of the following questions insert the cultural group or country in the black space and 
circle answer choice).

Next say to the participant- Me gustaria hacerle urn serie de preguntas acerca de sus
raices______________ y su experiencia con lo que nosotros llamamos lo tipico estadounidense
o'Americano, Las opciones de respuestas son "(1) nada en absoluto, ” “(2) algo/un tanto, " "(3) 
moderadamente, ” “(4) lo suftciente/bastante, ” o "(5) muchisimo. " lEsta listo/lista?
[PROMPT CARD FOR ANSWER CHOICES]

PART I

iif-Hr. i. ■'f

1. iCon que frecuencia diria usted que su padre 
se identifica o identified como ?

1 2 3 4 5

2. iCon que frecuencia diria usted que su madre 
se identifica o identified como 

7

1 2 3 ' 4 5

3. iCon 'que frecuencia se identifica usted 
como ?

1 2 3 4 5

4. iDiria usted que sus amigos de pequeno se 
identificaron como ?

1 2 3 4 5

5. iDiria usted que sus amigos de hoy se 
identifican como ?

1 2 3 4 5

6. Cudndo socialize, icon que frecuencia es con 
personas que usted identifica 
como ?

1 2 3 4 5

7. iCon que frecuencia diria que usted osu  
familia consumen lo que usted llamaria 
comida ?

1 2 3 4 5

8. Cudndo celebra bodas/matrimonios, icon que 
frecuencia los/las celebra dentro de la 
tradicion ?

1 2 3 4 5

9. Cudndo celebra cumpleahos, icon que 
frecuencia los celebra dentro de la tradicion 

7

1 2 -)J 4 5

10. Cudndo celebra dias festivos icon que 
frecuencia los celebra dentro de la tradicion 

7

1 2 n 4 5
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Subject ID  (test packet #):    Date:

’ii-ft-bif' igSMg
; 3 f !

11. Cudndo escucha musica icon que frecuencia 
escucha compositores o cantantes espaholes o 
latinoamericanos?

1 2 3 4 5

12. Cudndo escucha la radio icon que frecuencia 
escucha estaciones/emisoras en espanol?

1 2 3 4 5

13.' Cudndo mira la television icon que frecuencia 
ve espectaculos en espanol o con adores 
latinoamericanos?

1 2 3 4 5

14. Cudndo ve peliculas icon que frecuencia son 
en espanol o con adores latinoamericanos?

1 2 3 4 5

15. Cudndo lee lihros y  revistas icon que 
frecuencia son en espaftol?

1 2 3 4 5

16. En su vida cotidiana icon que frecuencia habla 
espanol?

1 2 3 4 5

17. Cudndo converse con jovenes icon que 
frecuencia habla con ellos en espanol?

1 2 3 4 5

18. iPiensa usted en espanol? 1 2 3 4 5
19. iCon que frecuencia escribe en espaftol? 1 - 2 3 4 5

PART II

btwsass. U1 alu
SsissSSs

■fcT l-m ,
It-'.:

20. iDiria usted que su padre se identifica o 
identified como un tipico estadounidense/ 
americano?

1 2 3 4 5

21. iDiria usted que su madre se identifica o 
identified como una tlpica estadounidense/ 
americana?

1 2 3 4 5

22. iCon que frecuencia se identifica usted como 
tlpica/o estadounidense/americano ?

1 2 3 4 5

23. iDiria usted que sus amigos de la infanciay la 
nihez se identificaron como tipicos 
estadounidenses/americanos?

1 , 2 3 4 5

24. iDiria usted que sus amigos de hoy en dia se 
identifican como tipicos estadounidenses/ 
americanos?

1 2 3 4 ' 5

25. iCon que frecuencia va a reuniones sociales 
con personas estadounidense?

1 2 n
O 4 5

26. iCon que. frecuencia diria que usted o su 
familia consumen lo qui llamarian comida 
iipica estadounidense?

1 2 3 4 5

27. iCudndo celebra bodas/matrimonios, icon que 1 2 3 4 5
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Subject ID (test packet #):______   Date:

8181.* g riinorifknaj

frecuencia los/las celebra dentro la tradition 
tipica estadounidense?

28.
iCon que frecuencia celebra los cumpleahos 
dentro del al tradition tipica estadounidense? i 2 3 4 5

29. iCon que frecuencia celebra los diets festivos 
dentro de la tradition tipica estadounidense?

i 2 3 4 5

30. iCon que frecuencia escucha musica (cantantes 
o compositores) tipica estadounidense?

i 2 -•> 4 5

31. ?Con que frecuencia escucha estaciones/  
emisoras de radio tipica estadounidense?

i 2 3 4 5

32. Cuando mira la television icon que frecuencia 
ve espectaculos en ingles y  con adores 
estadounidenses?

i 2 3 4 5

33. Cuando mira pellculas icon que frecuencia 
son en ingles o con adores estadounidenses?

i 2 3 4 5

34. iCon que frecuencia lee libros o revistas en 
ingles?

. i 2 3 4 5

35. En su vida cotidiana, icon que frecuencia 
habla usted en ingles?

i 2 3 4 5

36. Cuando conversa con personas mas jovenes, 
icon que frecuencia conversa con ellos en 
ingles?

"i 2 3 • 4 5

37. iCon que frecuencia piensa en ingles? i 2 3 4 5
38. iCon que frecuencia escribe en ingles? i 2 3 4 5
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Subject ID: APPENDIX E
Date:

BRIEF ROS (Review of Systems)

“Ahora very a hacerle algunas preguntas sobre su salud. Solo tiene que contestar
"si” o "no”."

[ask whatever questions necessary to illicit the following information]
Circle all positive findings (1). Use comment section for any positive finding (0).

Past Medical History
11. DM. (diabetes)............. s i( l) no (0) 25. Degeneracion Macular....... s i( l) no (0)
12. HTN.. .(Mpertension)... s i( l) no (0) 26. Enfermedad de la Tiroides.. si (1) no (0)
13. MI...(iofarto)............... s i( l) no (0) 27. HTV...(VIH)......................... s if l) no (0)
14. CVA(deirame cerebral) si (1) no (0) .28. Enfermedad renal............... s i(D no (0)
15. TIA.(ataque o accidente 29. Hepatitis............................. s i( l) no (0)

cerebral transitorio)... s i( l) no (0) 30. STD.(enfennedades
16 PUD..(iilceras del trasmitidas sexualmente)... s i( l) no (0)

estomago).................... si (1) no (0) 31. Sangrados/Hemorragias... si (1) no (0)
17. Angina........................... s i( l) no (0) 32. Desordenes Vasculares
18. Anemia.......................... si (1) no (0) (PVD, DVT)..... ............... si a ) no (0)
19. Asma......... ................... s i( l) no(0) 33. Depresion.......................... si CD no (0)
20. Bnfisema....................... si (1) no (0) 34. Marcapasos........ ............... s i( l) no (0)
21. Neumonfa..................... si (1) no (0) 35. Enfermedad psiquiatric.... s i( l) no (0)
22, TB. .(tuberculosis)........ si (1) no (0) 36. Quimioterapia................... s i( l) no (0)
23. Cancer(type/iocatiort).... s i( l) no (0) 37. Radioterapia....................... si (1) no (0)
24. Glaucoma...................... si (1) no (0)
Explain any positives:

Social History:
84. Tabaquismo.,  .......................  s i(l)n o (0 ) (si respondio afirmativo cuantas cajetillas/anos) _
85. ETOH

(historia de alcoholismo) ...........  si (1) no (0) Nthnero de bebidas por dia_____ .

86. Drogas recreativas  .....  s i(l)n o (0 ) Nthnero de anos .

If yes to ETOH or drug use -  try to determine if there were any lasting effects of either of these and what the 
effects were:

Si responde "si" a la "historia de alcoholismo" trate de determinar si hubo efectos a largo plazo y 
definir cnales fneron estos efectos.
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