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ABSTRACT OF THE DISSERTATION

Factors affecting Health Promotion Behaviors among

Korean Immigrant Women at Midlife

by

Sue Kim
Doctor of Philosophy in Nursing
University of California, Los Angeles, 2001

Professor Jacquelyn H. Flaskerud, Chair

There are many areas of women's health at midiife in which little is known, such
as their health promotion practices and the subsequent effects on their health
and longevity. The purpose of this study was to describe the healith promotion
behaviors of Korean immigrant women at midlife. It examined the relationships
among midlife changes, role quality, resources (income, time in the U.S., English
proficiency, heaith care coverage, health services use), knowledge of midlife
health, reflection on midlife and health, and health promotion behaviors (liifestyle,
health screening, current health practices). The study employed a cross-sectional

survey design of 120 Korean immigrant women between 45 to 64 years of age
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living in Los Angeles County, who were not pregnant and had not had a
hysterectomy. Women were recruited from a community health survey list, a
health and social services clinic, and a church-sponsored group. They
participated by one of three methods: mail survey, phone interview, or face-to-
face interview. A subset of 26 women also participated in an exploratory
qualitative interview. These women answered additional questions on reflection
on midlife and barriers/facilitators to heaith promotion. Role integration, English
proficiency, time in the U.S., health care coverage, and income were significant
predictors of reflection on midlife. Role integration, English proficiency, and
income were significant predictors of reflection on health. Use of heaith services
and health care coverage were significant predictors of health promotion
behaviors. Regardiess of menopausal status or whether school-aged dependent
children were in the household, women listed mental/psychological health,
religious faith, exercise, and regular checkups as most important for midiife
women in general. For Korean immigrant women like themselves, however,
priorities shifted to the need for free or low cost health services, information on
health problems, services available in the community, more time for themseives,
and ways to increase their motivation to attend to their health. In order to affect
women'’s reflection on midlife and health and encourage more heaith promotion
practices, nursing interventions must facilitate women's sense of role integration
and their access to resources. These will be more influential than interventions

focused on assessing midlife changes or increasing knowledge.

xXvi
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CHAPTER 1

INTRODUCTION TO THE PROBLEM

Midlife is conceptualized as a developmental phase when a person
reaches the expected half-point of life, encompassing a substantial time of 25-30
years of lifetime. Much research has been accumulated in other developmental
phases of life such as early childhood and adoiescence, with each recognized as
having specific needs and chailenges. More recently, with a huge proportion of
the population aging, gerontology has also become a growing field. Midlife,
however, is a time when little has been explored scientifically as a whole and
overlooked as the in-between years, or often dissected into disease-oriented
perspectives. For women, midlife has been studied mainly in terms of
menopause and symptom management, as if these were synonymous with
midlife health, despite many physiological changes becoming increasingly
prevalent during and following the period of midlife. Pathophysiologic changes
leading to health problems such as osteoporosis, cardiovascular disease,
pulmonary disease, diabetes, arthritis, and cancer become manifest in the later
years of life and present implications for women's health at midlife. There are
many areas in which little is known, however, such as health promotion patterns
in midiife women and their subsequent effects on health and longevity (Woods,
1993). Health promotion activities have the potential of interrupting or delaying

some of the pathophysiologic changes notes above.
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Moen and Wethington (1999) recommend that midlife research recognize
the importance of locating lives in a structural context, follow role continuity and
changes, acknowledge subjective definitions, and consider the interplay between
macro-level social changes and individual lives. Such a life course perspective
values the diversity that underlies midlife transitions, and emphasizes
understanding how past experiences affect midlife and how midlife experiences
subsequently shape aging.

This perspective is particularly significant for a better understanding of
immigrant women's experiences at midlife. Research on midlife women’s heaith
is limited by the lack of variation in ethnicity or social class as most studies have
been conducted with samples of well educated Euro-American women (Duffy,
1988; Engel, 1987; Hartweg, 1993). The implications of these studies have often
been accepted and applied in a reductionistic manner as relevant and
prescriptive for all women regardless of ethnicity or social background.

Asian American and Pacific Islanders (AAPI) are the fastest growing
population today, with Korean-Americans the fourth largest subgroup (Zane,
Takeuchi & Young, 1994). Despite constituting 11% of the AAPI population,
however, Korean-Americans are among the most understudied subgroups
relative to their size, with only 5% of available research focused on them
(Andersen, Harada, Chiu & Makinodan, 1995). Approximate!ly one third of
Korean-Americans reside in California, and of this number, 70% reside in Los

Angeles and Orange Counties (Bureau of the Census, 1993). As a recent
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immigrant population, the majority of Korean-American adults were born
overseas, and subsequently are of marginalized status in terms of access to
health care, language barriers, and availability of health insurance, etc (Kim &
Rew, 1994; Noh & Avison, 1996; Shin, 1994).

The purpose of this study was to describe the health promotion behavicrs of
immigrant Korean women at midlife. It examined the reiationships among
developmental transition, role quality, resources, knowledge, refiection, and how

each of these affect health promotion behaviors at midlife. (See Figure 1-1)

Figure 1-1. The Midlife Transitions Health Model
Construct level

Life Experiences:

Developmental
Transition 7\
Role Quality Reflection on
experiences
—p» —» Healthhprqmotlon
Resources behaviors
Reflection on
health
Knowledge )
3
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1.1 Brief history of Korean immigration to the United States

The history of Korean immigration to the United States largely occurred in
three periods (Yoon, 1997). The first immigrants were mostly single male
laborers who came to Hawaii to make money between 1903 and 1944. The
intermittent period of 1945-1964 drew Korean women entering as spouses of
American military servicemen and children who were adopted into American
families, as well as Korean students coming to seek higher education. With the
immigration policy change of 1965 that enabled family reunification, immigration
gained momentum, especially with the changing sociopolitical forces in Korea in
the mid-1980s. The cohort of Koreans in this third wave of immigration were
unlike their predecessors in that they immigrated as nuclear families, and came
from urban, college-educated, and white-collar backgrounds (Yoon, 1997). While
Korean immigration to the United States primarily has been a movement of
middie-class Koreans, the last two decades have brought a declining proportion
of professional and technical workers and an increase of immigrants from lower
socioeconomic backgrounds (Yoon, 1997). According to 1990 census data,
Koreans had a lower family income level than Whites or the total population,
regardiess of ethnicity, and were twice as likely as Whites to live below the
poverty level (Yoon, 1997). The declining economic state of Koreans in the U.S.
is seen also in comparison to Asian Americans as a group. While the poverty rate
of Asian Americans has decreased from 14.3 in 1980 to 11.6 in 1990, the poverty

rate among Koreans has increased from 13.1 to 14.7 during the same period
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(Yoon, 1997). The maijority of Korean immigrants has settied in California and
constitutes a community that is becoming increasingly heterogeneous in age,
occupation, and socioeconomic status (Kramer, Tracy & Ivey, 1999). Of the
Korean population residing in California, more than half (53.9%) live in Los

Angeles County (U.S. Census Bureau, 2 001).

1.2 Statement of the problem

There have been data-based studies examining health issues of Korean
women in the U.S. during the past decade. Very few, however, directly describe
midlife health promotion. Some studies have an epidemiologic focus on
behavioral risk factors (Centers for Disease Control and Prevention (CDC),
1997b), or are topic-based on cancer screening (Kim, Yu, Chen, Kim & Brintnall,
1998; Maxwell, Bastani & Warda, 1998, 2000; Wismer et al., 1998a, 1998b),
depression (Hurh & Kim, 1990; Kim, 1995; Kim & Rew, 1994; Shin, 1993; Shin
1994), marital satisfaction (Song, Bergen & Schumm, 1995), folk illness (Lin et
al., 1992), caregiving burden (Lee & Sung, 1998), stress (Koh, 1998), and social
support and adaptation (Kim & Grant, 1997). Other studies are age-specific to
childbearing (Lee & Essoka, 1998; Mor, Alexander, Kieffer & Baruffi, 1993;
Pritham & Sammons, 1993), or the elderiy (Kim, 1999; Kim, Yu, Liu, Kim &
Hohrs, 1993; Lee, Crittenden & Yu, 1996; Moon & Williams, 1993; Shin, 1999).

Many encompass a wide age range that makes it difficult to extract

implications for women at midlife (Hurh & Kim, 1990; Kim & Rew, 1994; Maxwell,
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Bastani & Warda, 1998, 2000; Shin, 1993; Shin 1994; Wismer et al., 1998a,
1998b). There is a lack of research devoted to this population with a focus on
midlife health or factors affecting health promotion behaviors. The proposed
study sought to better understand how health promotion behaviors among
immigrant Korean women are affected by the experiences of midlife, quality of
roles, availability of resources, and knowledge, and reflection on these muitiple

influences.

1.3 Purpose of the Study

Numerous studies on middle-aged women suggest that midlife is a time when
physical, emotional, and social changes are frequently experienced. Physical
changes such as hot flashes, night sweats, sleep disturbance, vulvovaginal
thinning and dryness, weight change, joint aches, headaches, and so forth, are
associated with the menopausal transition at midlife, and have implications for
the maintenance of health within daily activities. Increased risk of heart disease
and osteoporotic fractures are significant health issues for postmenopausal
women at midlife as well. Pathophysiologic changes ieading to cancers,
diabetes, and arthritis also occur at midlife and may be related to changes in
hormonal physiology.

Feelings of depression, irritability, emotional instability, and general distress
have been traditionally associated with women at midlife (Kaufert & Syrotuik,

1981; Lax, 1988). However, recent studies using feminist and qualitative
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approaches are revealing midlife to be a time of reevaluation and enjoying “my
turn®, feelings of greater self-esteem, and confidence (c.f., Kagawa-Singer et al.,
in press; Morgan, 1999). Both feelings of emotional distress and well-being may
affect a woman'’s ability to be attentive to health needs as well as her motivation
to take care of herself.

Midlife is also a time of social changes, such as children leaving the
household, taking care of aging parents and other family members, reentering
the work force, and status shifts at work. Women may experience altered role
expectations, changes in the quality of roles within relationships, and different
patterns of time utilization and availability along with shifts in tasks and
responsibilities. These changes may affect women'’s well-being, patterns of
health behaviors, and perception of health status (Bullers, 1994, Noor, 1995;
1996; Spurlock; 1995).

For immigrants, such experiences are framed in the context of limited
resource availability within the changes required for adaptation. For example, the
issue of language proficiency permeates all areas of immigrant life, including the
capability to successfully apply human capital such as education and prior
experience to new environments, as well as affecting access to and use of health
information and services. The availability of adequate tangible resources has
great significance for immigrants’ health status and practices.

Level of knowledge affects the consideration of health-related situations as

well as the capacity to make health-related decisions. Knowledge of symptoms
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and ilinesses and perceptions of health or degree of illness may influence
motivation to undertake particular health promoting behaviors such as changing
lifestyles or seeking preventive screening measures. An awareness of age-
appropriate health care recommendations must preexist for appropriate utilization
of specific services to occur. Depending on the level of knowledge of iliness
symptoms and health care recommendations, a woman’s perception of her
developmental experiences and health status may be viewed as normal,
inevitable or as an opportunity to enhance health.

The interweaving influences among these muitiple factors and the effects on
health practices was revealed in a pilot study on immigrant Korean women’s
midlife health (Kim, 1999). This pilot study employed focus groups with immigrant
Korean women living in Los Angeles and Orange Counties in 1998 (Kim, 1999).
Twenty one immigrant Korean women who were between the ages of 44 and 64
participated in one of four focus groups to discuss conceptualizations of heaith
and health promotion, midlife, expectations and experiences of changes
associated with midlife, available resources, and ways to improve or better their
health. Findings indicated that lack of time due to long work hours and balancing
multiple roles, lack of health care coverage, language barriers, iack of knowledge
of midlife health and accessible community resources all affected actions on
improving or maintaining health (Kim, 1999). Language proficiency was a

particular problem and it appeared to be the foremost reason that most of the
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participants relied on Korean health care providers, despite dissatisfaction and
distrust in their practice.

Research on health promotion among women has focused on interpersonal
support, stress management, exercise, nutritional intake, regular health care
screening and maintenance, and specific risk behaviors such as smoking and
alcohol consumption, and their association with physical health and psychosocial
well-being (Duffy, 1988; Gillis & Perry, 1991; Hartweg, 1990; Hartweg &
Berbiglia, 1996; Thomas, 1990; Thomas, 1995). Most of the available studies are
limited to Euro-American populations, from which implications may be applied
cautiously to the immigrant Korean population. There is currently little empirical
data on the characteristics and relationships among factors that may influence
women’s health promotion behaviors at midlife. Many studies lack or fail to
describe a conceptual framework for health promotion, knowledge, beliefs, and
practices as well.

it was proposed here that multidimensional experiences and quality of roles at
the time of a developmental transition, in conjunction with the availability of
resources and knowledge, are integrated to influence a cognitive process of
introspection and reflection. Reflection of these circumstances, in turn, was
proposed to affect decisions to practice health promotion behaviors. (Figure 1-1:
construct level).

This study sought to examine: 1) the life experiences of the developmental

transition of midlife, role quality, resources, and health knowledge; 2) reflection
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on these multiple life experiences and health; 3) the relationships among midlife
transition, role quality, resources, and knowledge; 4) the relationship of each of
these life experiences to reflection and to health promotion behaviors; and 5) the

significant predictors of health promotion behaviors.

1.4 Need for the Study

1.41 Needs of the Population

Recent studies of immigrant Korean women reveal patterns of morbidity that
demonstrate their vuinerable status. A community health survey of Koreans living
in Los Angeles County found that hypertension was the most frequently reported
disease among middie-aged respondents, and that backache (lumbago), anemia,
and gastroenteritis were reported more frequently than their Euro-American
counterparts (Korean Health Education Information and Research Center
(KHEIR), 1990). The incidence and mortality rate of breast cancer among
Korean-American women is estimated to be lower than that of their Euro-
American counterparts (Perkins, Morris, Wright & Young, 1995). However, when
compared to Euro-Americans as well as other Asian subgroups, at time of
diagnosis, Korean women have the lowest proportion of localized in situ stage
and the greatest proportion of distant regional cancer stage (Perkins, Morris,
Wright & Young, 1995). Such disproportionate figures may indicate a greater
likelihood of mortality over time. This same pattern is accentuated with cervical

cancer, a disease occurring among Korean-American women at a proportional

10
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incidence of 8.4% compared to Euro-American women's rate of 1.9% (Taylor,
Jackson, Schwartz, Tu & Thompson, 1996). However, mammography and Pap
smear rates among Korean women have been low. In a1989 survey of immigrant
Korean women, only 29% of Korean women over 18 had had a breast exam and
only 35% had had a Pap smear within the previous year, compared to respective
rates of 50% for all American women (KHEIR, 1990). More recently, Kagawa-
Singer (1997) found that during 1992-1994 only 12% of Korean women residing
in Southern California had practiced breast self exams, less than one third had a
clinical breast exam, and only 35% had ever had a mammogram. In terms of
physical activity, Korean women spent one-fifth the amount of times per week in
exercise as compared to their Euro-American counterparts as well (KHEIR,
1990). Several studies also indicate a high level of depressive symptomatology
among immigrant Korean women as measured by the Center for Epidemiological
Studies — Depression scale (CES-D) (Hurh & Kim, 1990; Kim & Rew, 1994; Shin,
1994:). T

Despite morbidity figures that warrant concern, patterns of seeking health
care suggest that these health issues are not being adequately addressed. A
1989 survey of 345 households (1,162 Koreans) in Los Angeles County, found
that middle-aged Koreans visited physicians only 2.3 times per person during the
past year, which was only one-third that of Euro-Americans and African-

Americans (KHEIR, 1990). Lack of health care coverage was a major préblem for

an estimated 50% of these respondents (KHEIR, 1990). A focus group study of

11
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midlife immigrant Korean women conducted in 1998 found that 57% did not have
any type of health care coverage, although 52.4% worked full-time (Kim, 1999).
In addition to barriers to access to health care, linguistic and system barriers
further affect the health of Korean immigrants negatively. The most serious
problem expressed by immigrant Korean women is the language barrier (Hurh &
Kim, 1984; KHEIR, 1990; Miller, 1990; Nah, 1993). Lack of language proficiency
inhibits access to health-related information and limits health-seeking behaviors.
A second problem is the differences in the culture and social systems between
Korea and the United States (Hurh & Kim, 1984; Kim, 1990; Lee & Lee, 1990;
Nah, 1993). Incompatible role expectations and value systems may create
tension within families and among social relationships, as well as inhibit
immigrants, especially women, from becoming fully empowered to negotiate for
services they need. For recent immigrants, their lack of familiarity with social
systems such as the health care industry or social service organizations, may
further deter appropriate utilization. The findings of these studies underscore that
immigrant Korean women are a vulnerable population in critical need of attention

and action to improve their health.

1.42 Advancement of Nursing Science

The purpose of research was to generate or to test theory and buiid
knowledge that is relevant and amenable to implementation in nursing practice

(Fawcett & Downs, 1992). This study aimed to test the conceptual framework

12
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proposed, that is, relationships among midlife changes, role quality, resources,
knowledge, reflection, and health promotion behaviors, identifying the strength
and direction of the relationships. Based on Fawcett's (1993) criteria for
analyzing and evaluating theories, the adequacy of the conceptual model guiding
this study was evaluated.

The conceptual framework guiding the proposed study consists of seven
concepts that pertain to factors at midlife that affect health promotion within the
context of immigrant life. The model was assessed for adequacy of scope by
determining whether all of the major nursing concepts of health, person, nursing,
and environment, are present and confirmed to be significant from the study
results. The proposed model was assessed for parsimony by whether findings
from the study indicate that too many concepts are included. The proposed
relationships of the model were tested through this research. The level of
congruency of empirical evidence drawn from the research was used to
determine the empirical adequacy of the conceptual framework and determine
which of the proposed relationships were supported.

In addition to testing nursing theory, this study also aimed to contribute to the
development of methodologies in nursing science. The study included
development of a questionnaire in Korean that assesses not only the range of
physical, emotional, and social changes associated with midlife but also the
participants’ reflection on such experiences. Most instruments used to assess

physical, emotional, and social changes experienced by women at midlife
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primarily pertain to the experiences of Euro-American women. Additional items
were adapted and modified from the literature on Korean women and findings
from a pilot study conducted by this investigator (Kim, 1999) to reflect
experiences that were more relevant and appropriate for this ethnic group.
Findings from this study are expected to highlight significant factors that
affect health promotion behaviors among immigrant Korean women at midlife as
well as the nature of relationships among different factors. Findings may provide
directions for future research, such as examining the influence of multiple roles,
midlife changes, and reflection on such changes in relation to health promotion
behaviors in further detail according to immigrant history, type of employment,
and social support networks. Findings may also provide a framework for
developing an intervention study focusing on significant predictive factors in order
to increase the practice of health promotion behaviors among immigrant Korean

women at midlife.

1.43 _Advancement of Nursing Practice

Historically, identification and management of symptoms has taken priority in
the clinical setting, following the biomedical perspective that views midlife as a
period prone to estrogen deficient diseases as well as role changes resulting in
undesirable outcomes such as empty nest syndrome and depression. There has
been a lack of attention, however, on the significance of subjective reflection on

midlife. There has also been an underlying assumption that women are
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knowledgeable of ilinesses, know how to seek care in the health industry, and
are aware of available community resources. These assumptions may not apply
to immigrant women. This study will highlight the factors that require further
assessment and attention and may provide a guide to clinical practice for nurses.
A core tenet of this practice may be nurses tailoring health education to address
the range of physical, emotional, and social changes expected at midlife, that are
framed in Korean women'’s immigrant experience and are inclusive of positive
expressicns as well as negative experiences. Common misconceptions of body
changes that are generally expected as opposed to symptoms that are indicative
of disease and warrant medical care, may be addressed, as well as emphasizing
specific behavioral changes and screening guidelines that may enhance health
and prevent diseases. An example may be the phenomenon of “the fifties
shoulders (oshipkyun),” where shoulder stiffness and aching are expected to
occur around the age of 50, as compared to degenerative changes. Explaining
age-appropriate health screening recommendations in ways that will be of
greater relevance to their self-identity as Korean women living in the U.S. may
also be an important area of health education.

The characteristics of immigrant life patterns include little spare time and
having few instrumental resources. Nursing practice may be improved by finding
new and creative ways to connect with established community groups, be more
knowledgeable about community resources and needs, and strategically

coordinate health services to be more accessible.
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1.44 Advancement of Knowledge Base of Immigrant and Ethnic Studies

This study attempted to describe the role of language proficiency and length
of time since immigration on factors affecting health promotion behaviors at
midlife, e.g., midlife changes, knowledge of midlife health, and reflection on
midlife and health status. Length of time since immigration has traditionally been
equated with a greater likelihood of access to and use of health services.
Immigrants who have lived longer in the U.S. are expected to have somewhat of
an advantage in utilizing health services in comparison to recent immigrants, as
they are expected to be more familiar with health service organizational structure,
availability of specific services, and health information. However, longer duration
of stay in the U.S. has also been associated with increases in morbidity and
mortality patterns, that are similar to that of the general American population,
such as risk of breast cancer, obesity, hypertension, and cardiac disease
increasing with each generation. The role of language preference and ability in
influencing specific health promotion behaviors of practicing age-appropriate
health screening and modifying lifestyle features, remains ill-defined. This study
aimed to contribute to the knowledge of the immigrant Korean community by
providing further information on how differences in language preference,
proficiency, and length of residence affect health promotion behaviors.

The development and testing of valid and reliable instruments specific to

women with a Korean cultural and ethnic background is also expected to
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advance intercultural learning by ascertaining which concepts translate
conceptually as well as semantically, and what they mean from English to
Korean. The instruments may facilitate other researchers’ efforts in conducting
descriptive, predictive, and prescriptive research. Comparative studies may be
facilitated through translated versions of existing instruments as weil. This
research is expected to enhance the science and knowledge base of ethnic

studies.

1.45 Advancement of knowledge of midiife health

This study attempted to examine women’s health at midlife within a
framework of health promotion. It is expected that findings will provide a clearer
description of characteristics and correlates of women'’s health at midlife.
Assessing positive as well as negative variations of physical, emotional, and
social experiences at midlife will add to the knowledge of midlife heaith and
iliness. In addition, the role of reflection, experiential quality of roles in influencing
health behaviors, and focus on health promotion is expected to foster proactive

support and validation for women’s health practices at midlife.

1.46 Advancement of social policy

Health disparities among racial and ethnic groups have become an area of
increasing importance at the level of health care research, practice, and policy.

Cuiltural competency has been suggested to be a potentially powerful tool to
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reduce racial and ethnic health disparities. Specific cultural competency
techniques have been identified to effectively accomplish this goal: ensuring
interpreter services, recruitment and retention, training programs, coordinating
with traditional healers, using community health workers, endorsing culturally
competent health promotion, including family/community members, immersion
into another culture, and administrative and organizational accommodations
(Brach & Frasier, 2000). Five of these nine techniques require implementation at
the health systems level to truly be effective, supported by appropriate policy
measures. The findings of the study are expected to clarify the nature of factors
that positively affect health promotion behaviors as well as preclude people from
seeking appropriate health care. This study intends to inform social and health
policy to recognize the needs of immigrants, provide basic services that address
their health issues in a culturally competent manner, and improve their use of

health care services.
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CHAPTER 2
CONCEPTUAL FRAMEWORK AND
REVIEW OF THE LITERATURE

The development of the conceptual model for this study was influenced by
the theory of transitions (Schumacher & Meleis, 1994), conceptualizations of
heaith promotion (Bru aker, 1983; Downie, Tannahill & Tannahill, 1996; Green,
1985; Laffrey, 1985; Pender, 1996), and the Vuinerable Popuiations Conceptual
Model (Flaskerud & Winsiow, 1998). The theory of transitions proposes that
transitions are processes that occur over time, reflect a dynamic shift from one
state to another, and involve changes in identities, role, relationships, abilities,
and patterns of behaviors (Schumacher & Meleis, 1994). The conceptual
framework of this study may be characterized as a health promotion model as it
not only focuses on health promotion behaviors as the outcome of interest, but
also adheres to core conceptualizations of health promotion research.
Conceptually, behaviors aimed at maintaining and improving health are
influenced by individual characteristics and experiences as well as cognitive and
perceptual processes. The Vulnerable Populations conceptual model proposes
that provision of socioeconomic and environmental resources decrease exposure

to risk factors and results in positive health status (Flaskerud & Winslow, 1998).

2.1 Conceptual framework
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The conceptual framework proposed a relationship among six broad
constructs. These include the life experiences of developmental transition, role
quality, resources, knowledge, reflection of these life experiences, and the
resulting heaith practices. It is proposed that the multidimensional life
experiences at a developmental transition in conjunction with role quality,
availability of resources, and knowledge, will affect reflection on these
experiences. Reflection, in tum, was considered to be associated with evaluating
and choosing a pattern of health practices.

The Midlife Transitions Health Model (Kim, 1999) describes the concepts
congruent with these broad constructs, and was the conceptual framework for
the proposed study (Figure 2-1). In this model, midlife was seen as a
developmental transition that portrays these characteristics and influences heailth
behaviors. Among several factors that were postulated to be significant to health
outcomes of a transition, the meaning and expectation of the transition and level
of relevant knowledge and skills (Schumacher & Meleis, 1994) are related to the
concepts of reflection and knowledge in the model. The concepts of midlife
experiences, role quality, availability and use of resources, reflection, and health
promotion behaviors are essential components of the model that uphold the
central focus on health promotion. The inclusion of resource availability as a
main concept with particular relevance for the health of immigrants, a vuinerable
group, is also based on the basic premise of the Vulnerable Populations

conceptual model (Flaskerud & Winslow, 1998).
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Figure 2-1. The Midlife Transitions Health Model
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Philosophically the framework stems from a critical theory standpoint that
seeks to integrate historical-hermeneutic and empirical-analytic approaches with
the goal of empowering participants through the process of constructing and
using their own knowledge. This approach encourages “a process of reflection in
the consciousness” (Habermas, 1971) with the goal of creating knowledge that
furthers autonomy and responsibility. Critical theory, therefore, aims at bringing
self-knowledge and self-reflection to an individual whose perception of a situation
is clouded by values imposed by society (Kim & Holter, 1995). This view is
reflected in the model’'s focus on integrating contextual factors relating to midlife
experiences with immigrant realities within a process of reflection and its effect
on health promotion activities.

The model was developed by integrating personal experiences of
participants and general experiences of non-participants, a strategy proposed for
theory development with the critical theory approach (Meleis, 1997). It was
initially constructed by concepts identified in the literature as being salient to
midlife women’s health promotion and the theoretical influences described
above. Findings from a qualitative pilot study of immigrant Korean women at
midlife (Kim, 1998) were relied on to revise the model, following the belief that
women are legitimate sources of knowledge and full participants in research
(Campbell & Bunting, 1991).

The Midlife Transitions Health Model focuses on midlife as the

developmental transition for this study, and proposes that physical, emotional,
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and social changes experienced at midlife may affect reflection on this stage as
well as perceptions of health. Role satisfaction/demand corresponds to role
quality, and was also proposed to affect refiection on midlife and health status.
Sociodemographic characteristics, adaptive characteristics, and instrumental
support correspond to resources, and along with knowledge of midlife health,
were proposed to have additional influences on reflection on midlife and health
status. In turn, reflection on midl-ife and health status were proposed to influence
health promotion behaviors.

The following section describes and discusses literature findings for each
of these concepts and their proposed relationships. Starting with an overview of
health promotion and midlife research, discussion of the concepts of the Midlife

Transitions Health Model will follow.

2.2 Overview of health promotion

Definitions of health and health promotion

Health is a broad and dynamic concept that differs widely from person to
person, an integral foundation of ideas and actions that are affected by individual
beliefs, cultural influences, and societal values. As interest in and emphasis on
health is increasingly becoming visible and valued, health has evolved into a
commodity itself (Liaschenko, 1997).

Tripp-Reimer (1984) analyzed conceptual approaches to health and

categorized three schools of thought. The first perspective regards health to be
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present in the absence of pathologic symptoms. This dichotomous perspective
follows the biomedical model and values structural and functional wholeness.
The second notion is a linear view of health that places health on a continuum of
sequential states from optimal health to death. Finally, there is the eudaimonistic
model of health, that extends health to encompass psychologic and social well
being. Each perspective is seen as inadequate, especially when constructed
solely based on an etic approach that espouses objective measures without
consideration of personal interpretations (Tripp-Reimer, 1984). Goals for health
promotion will vary widely according to whether the etic or emic approach of
focusing on the viewpoint of the client is taken.

Downie and colleagues (1996) contend that despite various definitions
and descriptions of health, most distinguish a positive and negative dimension to
health, and expand on positive health as having the following two components: 1)
Subjective well-being, that arises from and reflects empowerment and may be
enhanced by the development of lifeskills; and 2) fitness, that focuses on
physical attributes. The goal of heaith promotion, then, is "the balanced
enhancement of physical, mental, and social positive health, coupled with the
prevention of physical, mental, and social ili-health” (Downie, Tannahill &
Tannahill, 1996, p26).

Some explicit distinctions have been made between health promotion and
disease prevention (WHO, 1984; Brubaker, 1983), and health promotion and

heaith protection (Pender, 1996, pp 33-35). Pender’s (1996) concept of health
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protection is essentially disease-specific and avoidance-based, with the aim of
stabilizing health. The Health Belief Model (HBM) is given as an example of an
approach that follows the concept of health protection. Health promotion, in
contrast, is described as aiming for actualizing overall well being (Pender, 1996,
pp33-35) and forms the basis of Pender's (1987; 1996) Health Promotion Model
(HPM). The model is a modification of the HBM and aims to be action-oriented.
While these definitional distinctions appear to be different, both reflect the
principle that health promotion is a different function aimed at actualizing overall
well-being rather than being tethered to absence of disease. Many others,
however, have used health promotion rather ambiguously as a convenient
umbrella descriptor, resulting in blurry conceptualizations and confusion. Indeed,
health promotion has been used interchangeably with disease prevention, health
protection, and health education, and even considered synonymous with distant
concepts of social engineering (Downie, Tannahill & Tannahill, 1996; Hibbard &
Pope, 1987). Downie and colleagues (1996) argue that approaches that strictly
define health promotion as being distinct from heaith protection or prevention, as
well as approaches that consider health promotion to be capable of limitless
boundaries, are inadequate in addressing enhancement of positive health
sufficiently as well as concretely. As a resolution, the dimensions of health
education, prevention, and health protection are all proposed to be intricately
related to health promotion (Downie, Tannahill & Tannahill, 1996). Health

education consists of efforts to influence beliefs, attitudes, and behaviors.
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Prevention consists of measures to avoid disease or iliness conditions. Health
protection, is defined as comprising legal or fiscal controls, reguiations, and
policies aimed at enhancing positive health, such as in public heaith measures
(Downie, Tannahill & Tannahill, 1996). Based on these dimensions, Tannahill
(1985) frames health promotion as encompassing overlapping spheres of health
education, prevention, and health protection for the aim of enhancing positive
health and reducing the risk of illness. Other researchers have used similar
expansive descriptions as well, reflecting the appropriateness and relevance of
broadly conceptualizing health promotion (Green, 1985; Laffrey, 1985).

A pilot study that employed focus groups was conducted with immigrant
Korean women on their conceptualization of midlife and health promotion, and
experiences associated with midiife (Kim, 1999). The narratives of the 21
immigrant Korean women, who ranged from 44 to 61years of age and
participated in one of four focus groups, form the foundations for the proposed
study. Findings indicated that health is conceptualized as an integration and
balance between mind (attitude, thoughts), body (physical state, functioning,
lifestyie), and spirit. In particular, attitudinal and cognitive dimensions of health
were noted foremost in the discussions of all four focus groups. Spirituality and
relationship with God permeated the discussions as well.

Participants discussed various measures important for maintaining or
improving their health. Maintaining a balance in daily life, exercise and physical

activity, spiritual and religious measures (trusting in God), stress relief and
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adequate rest, keeping focus/purpose in life, positive attitudes, regular checkups,
and nutritional and dietary changes were noted in order of importance. The range
of these health promotion measures addressed all areas of health that they had
identified and indicates that both protective measures against specific ilinesses,
as well as general lifestyle approaches, are significant for enhancing health.

The proposed study aimed to build on an emic approach to health and
health promotion based on what immigrant Korean women have identified. This
study sought to recognize the dynamic nature of health but also encompass
concrete indicators of positive health. it emphasized an expansive
conceptualization of health promotion proposed by Tannahill (1985) that
encompasses general lifestyle patterns, disease prevention measures, and

health education.

Health promotion in women at midlife

In recent years social scientists have emphasized a life course
perspective in approaching research on women. Such an approach broadens the
scope of inquiry beyond child bearing and reproductive issues to all stages of
women's lives. Women’s health research has been redefined as moving beyond
reproductive organs to include comprehensive health promotion, maintenance,
and restoration (American Academy of Nursing Expert Panel, 1997).

Much of nursing research on health promotion has focused on Pender's

HPM (1987 version). Researchers have attempted to integrate Pender’s concept
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of health promotion with Orem’s concept cf self-care (Hartweg, 1990; Hartweg &
Berbiglia, 1996), and have developed instruments to measure health promotion
behaviors, such as the Health Promoting Lifestyle Profile (HPLP) based on the
HPM (Walker, Volkan, Sechrist & Pender, 1988). Among studies related to
midlife women’s heaith, nurse researchers have tested the empirical adequacy of
the HPM (Duffy, 1988; 1997; Gillis, 1993; Gillis & Perry, 1991), and used the
HPLP with various samples of midlife women (Ahijevych & Bernhard, 1994;
Duffy, Rossow & Hernandez, 1996; Stuifbergen & Roberts, 1997). Other areas of
health promotion research including women at midlife, consist of promoting
physical activity (Evans & Nies, 1997; Masse et. al, 1998), well-being
(Dennerstien, Smith & Morse, 1994), self-care (Bernhard & Sheppard, 1992),
identifying psychosocial correlates of health (Thomas, 1995), and conducting
qualitative exploration of the influencing process of health promotion behaviors
(Morgan, 1999).

Health promotion is increasingly being recognized as an important area of
research on Korean women's health as well. Lee and Park (1998) analyzed 390
masters and doctoral theses in Korea related to women'’s health, and found that
the most commonly studied topic was health promotion behaviors, which had
increased from 10.7% prior to 1992, to 15.7%. However, very few were found to
be comparative or based on a developmental perspective. Researchers exploring
women’s health in Korea have adapted the HPM (Kim, Cha, Lim & Jang, 1999;

Lee, Park & Park, 1996; Park, 1997) as well as the HPLP (Kim & Song, 1997;
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Lee, Soh & Choi, 1999; Yoo, Kim & Kim, 1999) with Korean women of various
age groups. Findings appear to be parallel to significant predictors of health
promotion behaviors, such as perception of heaith, identified in research on
Euro-American women using a HPLP approach. However, a different view of
health promotion factors was found in Korean immigrants in the U.S. (Kim &
Song, 1997). A correlational survey of 425 immigrant Korean adults in New York
City examined anxiety in relation to health promotion behaviors. State anxiety
was a significant factor affecting health promotion behaviors, with uneducated
women of low income who were recent immigrants presenting highest anxiety
scores. Health promotion scores from the HPLP were positively related to age
(older than 55 years), education (more than graduate school), monthly income
(more than $6,000), ilength of immigration (more than 15 years), health
insurance, and absence of health problems. More descriptive and exploratory
research is needed to identify and explain significant factors that affect health
promotion behaviors among immigrant Koreans.

Despite its wide use, the HPM has several drawbacks. The complexity of
the HPM (1987) makes it very difficuit to test the entire model with all 13 main
variables (Mitchell, 1995). Critical analyses of empirical studies have shown that
several main concepts have not been supported as significant predictors of
health promotion behaviors (Gillis, 1993) and that the HPM is inadequate in

explaining the role of modifying factors in health promotion activity, e.g.,
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sociodemographic and biologic characteristics, interpersonal influences,
situational, and behavioral factors (Duffy, 1997).

Although revised in 1996 as a model consisting of ten main variables, this
revised version is still short of empirical support. Theoretical developments of an
expansive idea of health promotion suggest that the HPM’s narrow definition of
health promotion as relating to lifestyie patterns and self-actualization that is
distinct from disease prevention activities may be a disadvantage as well.

Health education and nursing interventions based solely on the HPM's
unidimensional approach to health promotion may be shortchanged, because
opportunistically incorporating the need for disease management and prevention
would be of greater benefit to clients. It is also questionable whether concepts
such as self-efficacy, a central tenet of the HPM, are truly relevant to or
congruent with cultural values that differ from those in the U.S., where
independence, self-reliance, and individualism are greatly prized.

Limitations of other health promotion studies done to date are related to
single-site design and sampling restrictions. Most of the findings of these studies
are potentially inadequate in application to women who are not of European-
American descent, due to sampling restrictions.

In recognition of these shortcomings recent research involving community-
based midlife women, such as the Seattie Midlife Women'’s Health Study
(SMWH), the Women's Heaith Initiative (WHI), and the Study of Women Across

the Nation (SWAN), aie of multi-site design and are comprised of muitiethnic
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samples that include Asian populations. The WHI and SWAN are currently
ongoing. SWAN's focus on Asian women include women of Chinese and
Japanese heritage at two of its seven sites and conducts separate analyses
accordingly. However, for the SMWH and WHI, it is unclear how the Asian
subgroup will be comprised, whether separate analysis of the Asian subset is
feasible, or whether it is planned. Without separate analyses comparison of
research implications between Asian and Euro-American women cannot be

done.

2.3 Overview of midlife

Definition and meaning of midlife

The literal definition of midlife is a period when a person reaches the half-
point of his/her lifetime. Despite this seemingly simple definition, research on
midlife for women involves several markers that have been used to delineate this
period. Chronologic age, the first and simplest marker, has traditionally been
used to determine midlife. The current Western notion usually associates the
start of midlife with 35 years of age (Brooks-Gunn & Kirsch, 1984). As women
live longer than men, however, there has been a case for an upward shift to age
39 years (Brooks-Gunn & Kirsch, 1984). There appears to be a general
agreement with the chronologic ceiling for midlife as 65 years of age. Persons
older than this age-point are widely referred to as “old” or “older aduits” in census

categories, clinical settings, and academic research. Korean researchers such as
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Lee and colleagues (1957) have proposed developmentally categorizing women
40 to 65 years of age as the midlife phase.

Other markers of midlife include changes in parenting status, child-rearing,
and work life events. However, with increasingly diverse reproductive patterns,
shifting societal norms, and fluctuating patterns of employment among women,
these may not be applicable to normative definitions for today’s midlife women
(Brooks-Gunn & Kirsch, 1984). indeed, the definition of midlife may not be clear
any longer (Thomas, 1997).

Immigrant Korean women participating in a pilot study conducted in
Southern California identified midlife as generally starting at approximately 45 to
50 years of age, and described it as “a time of thinking about Autumn (sachoogi)”
that was marked by maturity, patience, a sense of comfort, and more time for
themselves (Kim, 1999). “Sachoogr is a parallel expression of the standard
Korean term for adolescence, “sachoongi,” that literally means “a time of thinking
about Spring.” This description implies the perception of midlife as a time of
many changes, new realities, and perhaps, adjustments. Midlife was also framed
in the realization of aging, accompanied by emerging doubts about their health

and abilities.

idlife health and the perimenopausal transition

Menopause has often been depicted as the prominent conspicuous

experience associated with midlife and aging for many women. Numerous
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studies have focused on the perimenopausal transition as central to midlife
changes. Currently, researchers appear to agree on a multidimensional definition
of the perimenopause as a period that encompasses all aspects of a woman’s
life. Yet, researchers have not approached perimenopausal issues
comprehensively but generally followed one of three limited perspectives:
biomedical, psychologic, and sociocultural.

Within the biomedical model, perimenopause is defined as ovarian
atrophy with the resulting gradual decline of estrogen and concluding with the
cessation of menstrual periods. This perspective emphasizes perimenopausal
symptoms, that are due to lack of estrogen. Treatment is designed to address
symptoms, replace estrogen, and counteract inevitable negative health
outcomes. Perimenopause is essentially reduced to a deficiency disease that
requires medical management.

A contrasting approach to perimenopause that was identified in Posner's
(1979) classic analysis, denies the significance of physical symptoms in
preference to psychological processes. Whatever symptoms are present are
viewed as originating from psychologica!l disintegration. This “it's all in your head’
perspective alludes to a lack of positive attitude and purpose of life as being the
cause of somatic symptomatology. While seemingly outdated, remnants of this
thought process are still found, such as thinking that women with idle time claim

more symptoms at this time of life.
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Another approach to perimenopause emphasizes larger forces such as
changes in roles and social status, and cultural attitudes towards aging and
menopause and implies that they are the cause of midlife women’s ailments
(Dickson, 1990; Robinson, 1996). The empty nest phenomenon, for example, is
based on the assumption that the mothering role takes priority over all other roles
a woman may have, and the loss of the mothering role makes women feel
useless and devalued (Robinson, 1996). The construction of a “Midlife crisis”
where husbands leave their wives for younger women, also reflect cultural
attitudes toward aging. The assumption that sociocultural influences determine
the experience a woman has during menopause potentially ignores the
physiologic changes that occur.

These three approaches encompass the evolving field of midlife research
over the last three decades. The unconscious assumptions and propositions of
each approach are reflected by the metalanguage of menopause embedded
within the literature (Dickson, 1990) and tend to compete with one another in
viewing the midlife transition. Not only does the concept of the menopausal
transition differ by discipline, but the methodologies of research differ as well
(Kaufert, 1990). Indeed, an underlying oppositional stance among the differing
viewpoints has been pointed out as an issue that has deterred research on the
midlife transition (Flint & Samil, 1990; Mansfield, Jorgensen & Yu, 1989). Each
perspective, however, has inherent limitations and is incapable of covering the

whole experience of midlife.
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Recognizing the inadequacy of these perspectives researchers have
recently embraced a developmental approach that recognizes menopause as a
naturally occurring transition along the life course (c.f., Carolan, 1994; Foge! &
Woods, 1995). This view does not mandate symptomatology or difficuity with the
midlife experience, nor does it trivialize perimenopause as a non-event. Rather,
all emotional, social, and physical experiences are seen as constituting an
integrated pattern according to both chronologic age as well as social age. The
transition is viewed as interrelated with phases prior to and following its
occurrence. Evolving roles of women and life event trajectories are significant
aspects in the developmental approach.

The majority of perimenopausal studies done to date have been framed in
a Euro-American or Western model, based on data primarily from clinical
samples of mostly middle-class Euro-American women (Avis, Kaufert, Lock,
McKinlay & Vass, 1993; Brenner, 1988; Neugarten & Kraines, 1965). The results,
such as hot flashes and sweats being the predominant experience (65-85%)
among Euro-American women (Brenner, 1988; Neugarten & Kraines, 1965;
Oldenhave, Jaszmann, Haspels & Everaerd, 1993), have been applied as a
universal phenomenon by clinicians and social scientists, despite a lack of
empirical data. A growing body of literature, however, reveals that the perception,

experience, and construction of the perimenopausal transition are highly

dependent upon culture and context.
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Several studies have explored differences among women of different
Western cultural groups (Beyenne, 1986; Kay, Voda, Olivas, Rios & Imle, 1982;
Robinson, 1996). The seminal work by Lock, Kaufert, and Gilbert (1988)
indicated a unique pattemn of physiclogic parameters of the perimenopause
experiences for Japanese women. Vasomotor symptoms such as hot flashes
(experienced by 9.5%), night sweats (3.2%), dizziness (7.2%) and nausea (6.1%)
were experienced with low frequency among Japanese women. This compares
to the high incidence of hot flashes (experienced by 65 to 85%) among Euro-
American women in the U.S. (Brenner, 1988; Oldenhave, Jaszmann, Everaerd &
Haspels, 1993). The most prevalent symptoms among Lock’s sample of
Japanese women were stiff shoulders (experienced by 51.7%), headache
(27.7%), and back pain (22.4%).

Since then, more studies on the perimenopausal experience of Asian and
Pacific Islander women have been conducted. The perception of and
experiences associated with perimenopause among specific ethnic groups of
Chinese (Chang & Chang, 1996; Haines, Chung & Leung, 1994; Haines, Rong,
Chung & Leung, 1995; Tang, 1994), Japanese (Rosenberger, 1986; 1987; )
Korean (Lee, 1997), Filipina (Ramoso-Jalbuena, 1994), Singaporean (McCarthy,
1994), Indonesian (Flint & Samil, 1990; Samil & Wishnuwardhani, 1994),
Malaysian (Ismael, 1994), Thai (Chirawatkul & Manderson, 1994; Punyahotra &
Dennerstein, 1997; Punyahotra, Dennerstein & Lehert, 1997; Sukwatana,

Meekhangvan, Tamrongterakul, Tanapat, Asavarait & Boonjitrpimon, 1991)
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Hmong (Rice, 1995), Canadian Sikh (George, 1988a; 1988b), and Southern
Indian women (George, 1996) have been examined. A comparison of women in
south-east Asian countries (Boulet, Oddens, Lehert, Vemer & Visser, 1994) using
the same set of instruments has also been done.

The majority of these studies, however, follow the biomedical approach to
midlife and menopause, focusing on prevalence of physical and psychologic
perimenopausal symptoms. Most also fail to assess perceptions of the woman'’s
overall midlife experience and do not inquire of positive experiences at this time
of life or changes associated with the perimenopausal transition that may differ
from changes expressed among Euro-American women.

Among Asian women in the U.S., two studies examined Filipina-American
women's perimenopausal transition, and depicted it as a time of changing
womanhood (Hautman, 1996) with low prevalence of menopausal symptoms but
increased risk of osteoporosis morbidity and depression (Berg, 1998).
Descriptions of the menopausal transition as a natural process that is
interchangeable with midlife and distinct from medicalized views of menopause
as a discrete, biological entity were shared by Chinese-American (Adler et al.,
2000) and Japanese-American women (Kagawa-Singer et al., in press). For
these women menopause was generally perceived an indicator of old age but
also considered a new opportunity and second chance at life

Kim (1998) surveyed 264 Korean women between the ages of 40 to 59 in

Soonchun City, Korea, on their perimenopausal symptoms and spiritual well
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being. Sixty percent of the sample were premenopausal, 20.1% were
perimenopausal, and 19.3% were postmenopausal. Neugarten' s (1965)
menopausal questionnaire modified through in-depth interviews with Korean
women was used to identify perimenopausal symptoms. Overall, 95% of the
women experienced one or more perimenopausal symptom, with psychosomatic
symptoms (mean score 1.97, SD 1.05) and emotional symptoms (1.62, SD 1.11)
perceived as more severe than physical symptoms (1.32, SD 0.89). Aches and
pains in arms and legs (2.60, SD 1.52), nervousness (2.41, SD 1.60), loss of
memory (2.30, SD 1.58), and exhaustion (2.25, SD 1.55) were rated as the most
severe symptoms. Among physical symptoms, headaches (2.14, SD 1.56) were
the most severe and hot flashes (1.47, SD 1.60) only rated as the fourth severe
symptom. Spiritual well being was measured as religious or existential well being.
Higher scores of existential well being were positively related to pre-menopausal
status, and negatively related to perimenopausal psychosomatic, emotional, and
physical symptoms, whereas religious well being was not statistically significant
in any area. Recommendations for support and interventions to increase feelings
of worth, purpose, and connectedness were proposed. This study suggests that
Korean women associate a wide variety of experiences with their midlife
transition and experience patterns of symptom prevalence that differ from Euro-
American women.

Over the past decade, only one data-based study on the perimenopausal

transition of immigrant Korean women in the U.S was found. Im and colleagues
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(1999) conducted a survey of 119 low socioeconomic status immigrant Korean
women between the ages of 40 to 60 years on perceived symptoms during the
past 6 months. A Korean version of the Comell Medical Index for women was
used to identify general symptom experience, supplemented by 14 questions on
perimenopausal symptoms based on previous studies done on western and
Korean populations. Open-ended questions on perceived causes and
management strategies also were asked. The most prevalent symptom
experienced was declining vision (58%), followed by aches in back of neck and
skull (55.1%), and feelings of complete exhaustion (47.9%). Pre and
perimenopausal women noted a wider range of symptoms as compared to
postmenopausal women. The mean number of symptoms also differed
significantly according to length of time in the U.S. and work satisfaction,
although the directions of the relationships were not specified. Participants
tended to believe their symptoms were due to aging, psychological stressors,
and physical overwork, and rarely attributed them to menopause. Symptoms
such as “urinating every night,” “pains in the back,” “gum bleeding,” and “frequent
urination,” were perceived to be due to poor postpartum care. The 20 most
prevalent symptoms did not include vasomotor symptoms of hot flashes and
sweats (experienced by 12%) or night sweating (experienced by 8%). The 20
most prevalent symptoms were distinct from the vasomotor symptoms most
commonly expressed among Western women, and suggest a different

perspective of the perimenopausal transition.

39

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



Management strategies differed according to the perceived cause. For
symptoms due to aging, endurance and living with the symptom, Korean
traditional medicine, and self-help measures of diet control, exercise, keeping
cool, layered clothing, avoiding alcohol and strong emotions, and taking
nutritional supplements were employed. For work-related causes, rest, avoiding
overwork, changing jobs, adjusting body positions, and over-the-counter
analgesics were used. Management strategies for symptoms related to
psychological stress and tension included cognitive strategies, optimistic thinking,
prayer, and diverting attention to other activities. The study, however, focused on
incidence or prevalence of symptoms and neglected to report perception of the
significance or severity. Positive aspects of the transition were not assessed. The
study also failed to address other measures beyond symptom management

aimed at promoting health.

Midlife health: Beyond menopause

Menopause has often been depicted as the prominent conspicuous midlife
experience for many women. Prior to general interest in menopause, however,
midlife was long overlooked and considered a static period, despite progressive
physiologic changes that occur throughout midlife in many areas. As these
changes intermingle with lifestyle and environmental risk factors, they tend to
become manifest as pathophysiologic incidents and ilinesses over time if health

promotion activities are not practiced. For instance, women's risk of developing
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and dying from cardiovascular disease increases after menopausal age. Among
many factors associated with cardiovascular disease, obesity is insidiously
prevalent among midlife women, and increases with age (Fogel & Woods, 1995).
Women in their reproductive years often gain excess weight with each pregnancy
and may never lose it. Decreasing lean body mass and skin elasticity also occur
with aging (Fogel & Woods, 1995). The proportion of overweight women in the
United States has steadily increased, and more than 35% of all midlife women
are overweight (Fogel & Woods, 1995). increased thickening of the heart wall
and resultant decreased contractility correlate with the onset of hypertension in
advancing age as well (Diamond, 1995). This, in addition to increased levels of
blood cholesteral, contribute to greater risk of coronary heart disease among
older women.

Midlife is also a period when bone density changes occur. Peak bone
mass is thought to be reached between the ages of 25 to 35 years, with
irreversible bone loss occurring after 35 years of age (Fogel & Woods, 1995). As
estrogen levels decrease following menopause, bone osteoclasts trigger greater
levels of bone resorption, greater amounts of caicium are excreted in the urine,
and calcitonin production is decreased, further adding to bone breakdown (Bond,
1992). One in four women over the age of 45 years are estimated to have
progressive significant loss of bone predisposing them to fractures (Fogel &

Woods, 1995). Women of Asian heritage with small, thin frames are considered
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to be at increased risk of osteoporosis, as well as those who smoke and do not
have sufficient calcium intake.

Other changes that occur with aging include decreased immune function
and a steady decline in functions such as creatinine clearance time (Diamond,
1995). While the degree of such changes due to the aging process will differ from
person to person, they reflect the dynamic shifts in health that are occurring
during the midlife years. Approaching midlife as an opportunistic period of such
changes may facilitate reevaluating health decisions and adapting new health

behaviors at midlife with subsequent implications for later health at an older age.

2.4 Role quality and heaith

As women are increasingly experiencing multiple types of roles and
shifting role transitions, researchers have taken great interest in the nature of
multiple role demands, commitments, and their health consequences. The
experiential quality of a role, established by the degree of balance between
positive and negative experiences, has been postulated as a more significant
predictor for distress and well being than the mere number of roles enacted by a
person (Baruch & Barnett, 1986). In a landmark study, Meleis and colleagues
(1989) studied the effects of personal characteristics, role identity, role
integration, and sex-role orientation on perceived health status and psychological
symptoms. Eighty-seven muitiethnic women clerical workers were recruited from

four work sites and interviewed. Role identity was defined as role occupancy and
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role involvement and measured by a grid determining the number and degree of
involvement among twelve types of roles. Role integration was defined as a
balance between perceived role distress and role satisfaction for three primary
roles women commonly experience, i.e., the roles of employee, spouse, and
mother. Each role was respectively rated on two 10 point scales, from 1 (not
stressful/satisfying) to 10 (very stressful/satisfying). Higher scores indicated
greater role integration. Sex-role orientation was defined as women'’s
understanding of the female role, and was measured by the Index of Sex-Role
Orientation (ISRO). The ISRO consists of 16 items rated on a five point Likert
scale, with higher scores indicating greater non-traditional sex-role orientation.
Perceived health status was measured on a 10-rung ladder ranging from 1 (worst
health) to 10 (best health). Finally, the Brief Symptom Inventory was used to
measure psychological symptoms. Neither number of roles nor role involvement
predicted psychologic symptoms, although greater role involvement accounted
for a more positive perception of heaith status. Role integration, however, was
significantly associated with both perceived health status and psychologic
symptoms. Meleis and colleagues (1989) concluded that these findings refute the
scarcity theory that additional roles resuit in role overioad, and supported the
enhancement or expansion theory that postulates greater potential for rewards
and resources with additional roles. While the study lacked exploration of a limit,
beyond which role overload may occur, it underscored the importance of

perceived role satisfaction and demand in affecting health status.
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Immigrants are prone to various role changes as they adapt. For many
Korean women who immigrate to the U.S., participating in the work force is an
economical necessity to support their families. Many Korean women had not
worked outside of the home while in Korea, but upon immigration had to find
labor-intensive jobs of iower level occupations such as sewing, maintenance and
laundry, and attending hamburger-stands, or join their husbands in running small
family businesses (Srole, 1987; Um & Dancy, 1999).

Korean family life is typically based on Confucian philosophy and ethics
that determine the roles and values of family members within a patriarchal
framework. The traditional roles of husband as breadwinner and decision-maker
and wife as the nurturer responsible for the household are distinct (Lee & Lee,
1990). These rigid roles may be challenged when Korean women work outside
the home. Immigrant women in particular, may face shifting social expectations
of family and work-related roles and subsequent personal conflicts.

Kim and Hurh’s 1979 study of 615 Korean immigrants over age 20 in the
Los Angeles area, identified a burden of double roles, i.e., housewife and full-
time employee, among the women respondents (n=334) who worked (n=163,
67.9%) (Kim & Hurh, 1988). More than two-thirds of the women who were
gainfully employed worked nine or ten hours a day or more, and 86.7 per cent
also worked on Saturdays. Their leve! of education was unrelated to their
individual earnings, which was less than $17,000 annually. Both husband and

wife respondents identified, however, that women primarily undertake most of the
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household tasks regardless of employment status, and had matching role
expectations that women perform and manage all household tasks.

Gender-role ideology appears to affect differences in health outcomes.
Hurh and Kim (1990) surveyed 622 Korean immigrants over age 20 years
residing in the Chicago metropolitan area on structural and situational variables
related to mental health status, i.e., depression, psychologic impairment, and life
satisfaction. The overarching finding was that differences existed between
immigrant Korean men and women. Work-related variables and family life
satisfaction were strong correlates of mental health among men. Women'’s
mental health was influenced to a lesser degree by family life satisfaction and
ethnic attachment variables such as church affiliation, kinship, and neighborly
contacts. Employment was positively associated with mental health in both men
and women. Women with higher individual earnings had more somatic
impairment than those with lower individual earnings. Kim and Hurh proposed
that a persistent traditional gender-role ideology for Korean immigrant women
may frame employment as entailing additional work but offering few intrinsic
rewards.

The issue of double burden continues to underlie studies conducted nearly
two decades after Kim and Hurh's research. Um and Dancy’s (1999) cross-
sectional survey on coping strategies and depression among employed
immigrant Korean wives found that they worked an average of 44.5 hours per

week (range 20-84 hours) while managing household tasks and taking care of
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children. Depression was not significantly associated with demographic variables
such as education, income, or number of children. However, it was significantly
related to coping strategies of working harder to clean house (t =2.15, p < .05),
negotiating with husband (t = -.2.43, p < .02), and taking care of children (t = -
2.61, p <.01). A pilot study of immigrant Korean women who had lived in the
United States an average of 15 years (range 3 - 25 years), also identified a
double burden of stressors (Kim, 1999). Over half worked full-time and spoke of
the stressors of 10 to 12 hours of work each day and simultaneously balancing
family and housekeeping responsibilities. They believed that their distress was
unique in comparison to their Euro-American counterparts, whom they perceived
as having an easier time due to different cultural expectations of women's roles.
The double burden was felt also when compared to women in Korea, who
generally do not have to work. Many of the focus group participants reported that
“everyone starts from scratch here” regardless of their level of education and felt
that women in Korea are more likely to find work that matches their level of
education or experience and gain respect in their work.

Since Kim and Hurh's study, only one study has examined the importance
of role balance and quality in the lives and health of immigrant Korean women.
Kim and Rew (1994) studied the relationships among ethnic identity, role
integration, quality of life, and experience of Hwa-Byung, a culture-specific
syndrome, to depression among immigrant Korean women. Seventy-six women

in a U.S. southern city, who were between 25 to 60 years of age, married, had
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children, and had lived in the U.S. for at least 6 months, were interviewed using
four instruments. The translated version of Marmot's (1975) Ethnic Identity
Questionnaire (EIQ) is a 40 item measurement rated on a four point Likert scale
(strongly agree to strongly disagree), with high scores indicating non-traditional
identity. Meleis and colleague’s (1989) Role Integration Questionnaire (RIQ) was
used to determine the degree of distress and satisfaction for the three primary
roles of employee, spouse, and mother. The Quality of Life Index (QLI) (Ferrans
& Powers, 1985), used to measure satisfaction of various domains of life and the
importance of these domains, is a 68 item measure rated on a six point scale.
Respondents were asked also about symptoms of Hwa-Byung, a culture-specific
syndrome commonly associated with epigastric pain, and somatic, psychologic,
and social features. Finally, depression was measured by a translated version of
the Center for Epidemiological Studies —Depression scale. In this study, most of
the Korean women perceived their three key roles as more positive than
negative. Role integration was positively associated with quality of life (r =.68, p <
.01), and both role integration and quality of life were negatively and significantly
associated with depression (r = -.59 andr =-.72, p < .01, respectively). Hwa-
Byung was positively associated with depression (r = .24, p < .05) and negatively
with quality of life (r = -.39, p <.01). Some weaknesses of this study include
methodological issues, such as no reports of the resulits of pilot testing for
reliability and validity of the EIQ and RIQ, although both were used for the first

time with immigrant Korean women. Another limitation relates to lack of
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description of the role of language barriers, a significant factor that primarily
affects all areas of immigrant life. Language issues do not appear to be included

in the EIQ, and are not addressed throughout the study.

2.5 Resources and health

Economic resources and health status

Economic resources affect health status on several levels. Lack of income
is the most consistent predictor of morbidity and mortality in the U.S. (Adler,
Boyce, Chesney, Folkman & Syme, 1994; Blank, 1995; Cooper, Yuan, Landfeld
& Rimm, 1996; Hamburg, 1996; Singh & Yu, 1996). Regardless of their level of
education and work experience, immigrants tend to start at low-prestige and low-
income occupations that pose greater health risks, yet all too often do not provide
health care coverage. Immigrant women, in particular, tend to work in the lowest-
paying jobs that may expose them to occupational hazards such as work place
toxins (lvey, 1999).

Socioeconomic status may be more influential in informing heaith
practices and decisions on seeking health care than cultural influences and
beliefs. A survey of 102 immigrant Korean patients in the U.S. explored the
relationships among education, socioeconomic status, levels of cuitural and
structural assimilation, and health care seeking patterns (Miller, 1990). Cultural
assimilation was measured by food preference and ability to speak and read

English, and structural assimilation was measured by ethnicity of the
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respondents’ social and professional organizations, friends, neighbors, and
frequency of inviting non-Koreans to home. Education was significantly related to
preferring American foods and better ability to speak and read English, but was
not significantly related to changing Korean immigrants’ health beliefs and health
practices. The study also found that family income level, not assimilation
measured by preservation of traditions and contacts, was related to use of
western versus traditional Korean medicine based health care. Higher income
families made more visits for traditional Korean medicine services while lower
income families made more visits to Western physician offices. It was not clear,
however, how availability or type of health care coverage or length of immigration
related to health practices or choice of health care services.

For immigrants, length of immigration appears to affect knowledge of
health screening practices and use of health care services. In a study of 229
predominantly low income Korean women over age 50, longer duration of
residency in the United States was significantly and positively related to ever
having had a screening mammogram (Maxwell, Bastani & Warda, 1998). Length
of residence was also significantly related to having heard of a digital rectal exam
in a study of colorectal cancer screening with 263 urban Korean men and women
in the U.S. (Kim, Yu, Chen, Kim & Brintnall, 1998).

Language barriers and health status

Immigrant women tend to stay in their own ethnic enclaves, and

subsequently have fewer opportunities to develop language skills or the ability to
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navigate and negotiate complex organizations, including the health care industry,
of American society (lvey, 1999). Language proficiency has been associated with
mental health outcomes of immigrants. Hurh and Kim’s (1990) community survey
found that immigrant Korean women with lower English proficiency experienced
greater somatic impairment than women with higher proficiency although the
level of correlation was not high (r=-.18, p < .05).

Nah (1993) conducted face-to-face interviews with 90 immigrant Korean
families in the U.S. about their perceptions of adjustment problems of the general
immigrant Korean community as well as personal problems encountered. Four
sets of open-ended questions were asked that went from general to specific. The
first two questions dealt with general and personal adjustment problems, and the
last two sets probed the family’s current sources of worry and unhappiness.
Language (55.8%) was rated as the most significant problem affecting the
immigrant Korean community. This problem was followed by concemn for children
(15%), mental health (9.2%), employment (7.5%), and general health issues
such as iliness and bumout (5.8%).

The language barrier is evident in other studies of Korean communities in
different geographic locations as well. The 1994 Korean Health Survey of two
Northern California counties found that 75% of the women interviewed did not
speak English well or fluently. The 1989 Korean Health Survey of Los Angeles
County found that only one quarter of Koreans visit non-Korean physicians, with

language difficulty cited as the most frequent barrier to seeking care from non-

50

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



Korean providers (KHEIR, 1990). Miller's (1990) study of 102 immigrant Koreans
in the Los Angeles area found that while 57% had some college or more, only
2% claimed they spoke English fluently while 24% could not speak English at all
and nearly half of the respondents never read English publications or

newspapers.

Access to health care coverage and health status

Several studies suggest that lack of health care coverage is negatively
associated with self-perception of health status and health behaviors. A
telephone survey of the general population per state during 1994-95 found that,
in most states, more persons without health care coverage considered
themselves to be in poor or fair health than those who have some type of health
care coverage (CDC, 1998a). Higher levels of physical inactivity and tobacco use
were reported among those without health care coverage as well (CDC, 1998a).

Having no regular source of care is common among perscns lacking
health care coverage (CDC, 1998b), and it has been linked to lower access to
services of all types in the Behavioral Risk Factor Surveillance Survey as well
(CDC, 1995; 1999b).

Self-care health practices also appear to vary by health care coverage.
Uninsured Koreans in a community health survey used more inexpensive
analgesics, while Koreans with health insurance used more costly traditional

tonic medications (boyak), typically concocted from herbs such as ginseng, and
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other medicinal ingredients such as dried antler pieces (KHEIR, 1990). According
to a national comparative survey of minority health care, more Asian American
and Pacific Islanders lack health care coverage than the total U.S. population
average, with Koreans estimated as most likely to be uninsured of all Asian
groups (Asian and Pacific Islander American Heaith Forum, 1999). Miller (1990)
found that 28% of the 102 immigrant Koreans she interviewed did not have any
type of health care coverage, despite 63% being gainfully employed. A pilot study
on immigrant Korean women at midlife in the Los Angeles Area found higher
rates of deficient health insurance (Kim, 1999). Although 52.4% of the

participants worked full-time, 57% lacked health care coverage.

Utilization of health services and health status

Patterns of community health service utilization are complex and are affected
by knowledge, acculturation, and socioeconomic status. Use differs from Euro-
Americans by type of services used and by degree of use, i.e., under-utilization.
Korean immigrants appear to use a combination of Western and traditional health
services according to nature of the illness and in shifting patterns that vary by
sociodemographic characteristics. Both Western trained physicians and
traditional medical doctors are sought mainly for treatment purposes (KHEIR,
1990). About one third of Western trained physician visits are for regular check-
ups while one quarter of visits to traditional doctors are to purchase tonic

medications (boyak) (KHEIR, 1990). Korean immigrants tend to prefer Western-
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oriented health care for ilinesses such as cancer, heart disease, respiratory
disease, and diabetes, and have split preferences for using both Western and
Eastern-oriented traditional health services for arthritis and hypertension, but
prefer to seek traditional health care for strokes (Miller, 1990). Income is also
associated with health service utilization as Koreans with higher family income
tend to use traditional Korean health services for acupuncture and herbal
medicines more often than Western-oriented health care, while lower income
families tend to use more Western health care (Miller, 1990). Among western-
oriented health visits Korean immigrants who lived in the U.S. less than 5 years
seek public health facilities 50% more frequently than those who had lived in the
U.S. more than 10 years (KHEIR, 1990). This is despite the increase of
knowledge of public health services with longer stay in the U.S. and is perhaps
due to lower cost of public health services or no insurance.

Immigrant Koreans are also more likely to under-utilize health services.
Health People 2000 objective 16.11 is to “increase to at least 60 percent those
aged 50 and older who have receive mammograms in the preceding 1 to 2
years” (Public Health Service, 1991). In 1997, an age-adjusted total of 71.3% of
women reported receiving mammograms within the previous two years (CDC,
1999b). Cross-sectional surveys of immigrant Korean women in several
California Counties, however, found low rates of having a mammogram in the
past two years varying from 34% (Wismer et al., 1398a) to 36% (Maxwell,

Bastani & Warda, 1998). In the latter study, 49% of the women surveyed had
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never had a mammogram. For colorectal cancer screening, only 11.3% and 8.8%
of immigrant Korean women interviewed in the Chicago area reported ever
having a digital rectal exam and fecal occult blood testing, respectively (Kim, Yu,

Chen, Kim & Brintnall, 1998).

2.6 __ Knowledge of midlife symptoms and heailth care recommendations

Health care practices among Korean immigrants are often a pluralistic
combination of Western biomedicine, Korean traditional medicine (Hanbang),
and the shamanistic approach (Chin, 1992; Im, Meleis & Lee, 1999; KHEIR,
1990; Miller, 1990). A community survey found that medications brought in from
Korea, such as antibiotics and traditional tonic medications (boyak), and over-
the-counter medications were frequently used among Korean households
(KHEIR, 1990). Im and colleagues (1999) found that while some women were
taking hormone replacement therapy to manage symptoms related to
menopause, Korean traditional medicine and self help measures such as diet
control, exercise, nutritional supplements, and over-the-counter analgesics were
used by most women for menopausal symptoms. These patterns of symptom
management may be related to lacking the knowledge to differentiate signs
indicative of disease from general changes occurring with the midlife transition or
aging.

Studies have shown also that immigrant Koreans to the U.S. are unaware of

health care recommendations for cancer screening and risk profiling and
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subsequently underestimate the importance of such tests. Immigrant Koreans in
the U.S. have been shown to have inaccurate knowledge of the seven cancer

warning signals, are less likely to have ever heard of colorectal cancer screening
tests (Kim, Yu, Chen, Kim & Brintnall, 1998), and have misconceptions of breast

cancer risk factors (Maxwell, Bastani & Warda, 1998).

2.7 Reflection on midlife experiences and health

Most of the studies on midlife have been framed in a biomedical viewpoint
and focus on the incidence or presence of symptoms with lack of attention to
positive experiences, symptom severity, or reflection on such experiences.
Korean immigrant women in a focus group pilot study conducted by this
investigator expressed a wide range of physical, emotional, and social changes
that included insightful and positive expressions (Kim, 1999). Physical changes
included stiffness and pain in joints, weakness and tiredness, decreased vision,
hot flashes and sweating, weight gain, heaviness in chest, sleep problems,
headaches, menstrual changes, wrinkles, graying hair, and increased levels of
cholesterol. Joint pain and stiffness was particularly common in the shouider and
neck area, and referred to as “the fifties shoulders (oshipkyun).” Emotional
changes included feeling lonesome, empty, wistful, distressed, sad, and angry
more often, to opposite sentiments of feeling more relaxed and free, not as
anxious, more tolerant of others, and less likely to become angry. Relationship

changes with husbands reflected ambivalence, from feeling wistful and wanting
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more supportive understanding from husbands, to feeling more compassion
towards their husbands. Changes in relationships with others tended to indicate
becoming more tolerant, understanding, or indifferent to differences with fewer
conflicts.

Despite experiencing a wide range of symptoms, however, immigrant
Korean women do not appear to be seeking medical treatment for these
symptoms. Because of their reluctance to seek medical treatment, they also may
not be offered or exposed to health promotion activities that might be suggested
by their health care providers. Several other issues may contribute to this pattern,
including the lack of resources, knowledge, and language ability, as discussed in
above sections. Ideas and attitudes formed by cuiltural influences and individual
experiences may be the deeper engrained factors that underlie the reticence
among immigrant Korean women to participate in recommended health
screening for their age. ldeas that health care is only sought for life-threatening
illnesses and that symptoms are relatively trivial and may be self-treated
effectively with over-the-counter medications and/or traditional medicines are
examples of such factors. Women may also believe it is too bothersome to find
time to seek care in the current health care delivery system as they will have to
wait long hours only to be seen briefly without sufficient time for consultation or
explanation, a problematic combination. The influence of Confucian traditions
and value credited to Korean women enduring and prevailing in silence may also

hinder women from seeking appropriate health care as necessary.
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Information is limited on the role of reflection on midlife to health
behaviors. It may be proposed that women who experience more extreme
physical, emotional, or social changes and perceive their midlife experiences as
health-threatening may be more likely to seek health services for treatment and
health promotion than women with a perception of midlife as uneventful,
manageable, or healthy. Women who perceive themselves to be capable of
managing their multiple role demands and available resources, and who perceive
themselves to be knowledgeable about midlife health issues may be more likely
to enact healthy lifestyle changes and seek health screening services than
women without such perceptions. Although these dimensions of reflection may
appear distinct, this study proposes that they are interrelated and integrated,
flowing from a subconscious process to influence decision-making regarding

health promotion activities at this time of life.

2.8 Assumptions of the study

Based on the literature review and the concethaI framework the following

assumptions were made:

1. Participants will have the cognitive capability to recall, evaluate and reflect
on their experiences.

2. Participants will give honest accounts of their experiences.

29 Research Questions
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Based on the conceptual framework and the review of the literature, the following

research questions were addressed:

1. What are the relationships among midlife changes, role
satisfaction/demand, availability of resources, knowledge of midlife health,
reflection on midlife experiences, reflection on health status, and health
promotion behaviors?

2. What are the significant relationships with reflection on midlife experiences
among midlife changes, role satisfaction/demand, resources, or
knowledge of midlife heaith?

3. What are the significant relationships with reflection on health status
among midlife changes, role satisfaction/demand, resources, or
knowledge of midlife health?

4. What are the significant relationships with health promotion behaviors
among midlife changes, role satisfaction/demand, resources, knowledge
of midlife health, reflection on midlife experiences, or reflection on health

status?

2.10 Operational definitions

Korean immigrant woman at midlife was considered a woman born in Korea, self-

identifying as being of Korean heritage, and between the ages of 45 to 64 years.
Midlife changes were considered physical, emotional, and social (interpersonal

relationships) experiences associated with this time of life.
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Role quality was considered the perceived balance between role distress and
role satisfaction for the roles of mother, grandmother, wife, employee,
housekeeper, and roles related to other social activities such as volunteering and
church involvement.

Resources were considered socioeconomic resources of income and length of
immigration, language proficiency, availability of health care coverage, and
utilization of health services.

Knowledge of midlife health was considered knowledge of general symptoms

commonly related to midlife and whether they warrant seeking health care, as
well as knowledge of age-appropriate health care recommendations.

Reflection on midlife was considered an integration of reflection of specific midiife

changes, roles, resources, and knowledge.

Reflection on midiife changes was considered descriptors of midlife changes

experienced and rated on a five-point scale (1=not notable at all, to 5=very
notable), as well as evaluative descriptions given in response to qualitative
questions on the overall experience of midlife.

Refiection on roles was considered perceived capability of managing roles in

comparison to other women of similar age and earlier adulthood, as better, same,
or worse.

Reflection on resources was considered perceived capability of making the most

of resources in comparison to other women of similar age and earlier adulthood,

as better, same, or worsz.
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Reflection on knowiedge was considered how knowledgeable respondents

perceived themselves to be overall, as well as in comparison to other women of
similar age.

Reflection on health was considered the perception of current health status and

capability of managing health in comparison to other women of similar age and
earlier adulthood, rated as better, same, or worse.

Health promotion behaviors were considered 1) lifestyle patterns such as

nutritional practices, exercise, stress management, calcium supplementation, use
of tobacco, alcohol, and over-the-counter medications; 2) age-specific health
screening practices for cancer, hypertension, cardiac disease, and diabetes; and
3) responses to open-ended questions on current practices to maintain or

improve health.
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CHAPTER 3
METHODOLOGY
3.1 Design
The study used a cross-sectional correlatiqnal design to measure the
variables identified in the Midlife Transitions Health Model and discover
relationships among them. Triangulated methods, i.e., a community-based
survey (phase 1) and exploratory qualitative interviews with a subset of the

sample (phase 2) were used to gather the data.

3.2 Sample and sampling

Phase 1: Community survey

The sample included women who seif-identified as being a Korean
immigrant, were between the ages of 45 to 64 years, and lived in Los Angeles
County. Women who were pregnant or had a hysterectomy were excluded.
Sample size was based on multiple linear regression estimation using the
statistical software program, NQuery Advisor. A target sample size of 119 was
expected to allow detection of medium correlation effects (R squared=0.13) with
power of .80 when testing the model predicting health promotion behaviors from
10 independent variables (predictors) at alpha = .05.

Sampling was done by three methods: 1) women who met study criteria
selected from respondents to the Korean American Health Survey (KAHS) 2000;

2) women recruited from the waiting room area shared by the Korean Health
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Education, Information, and Research Center (KHEIR) health care clinic (western
medicine), Hanbang clinic (acupuncture and Qi therapy services), and social
services office; and 3) women recruited from a church-sponsored cancer
screening health fair and a separate church site.

The KAHS 2000 is a large community survey of the health status and
needs of Korean-Americans in Los Angeles County, that is based on the National
Health Interview Survey (KHEIR, 1999). Using Kim's random sampling method
(Shin & Yu, 1984), persons with the uniquely Korean surname “Kim” were
randomly selected from a telephone directory. As approximately 22% of Koreans
have the surname “Kim” it was assumed that a randomly selected subgroup of
Kims would be representative of Korean-Americans in general. Questionnaire
sets were sent to selected Kims to be completed for themselves as well as for all
other household members. The first Korean Health Survey done in 1989 used
this sampling method to recruit 1, 162 Korean-Americans from 345 households
under the surmame “Kim.” For the KAHS 2000, every 5" Kim was selected from
the telephone directory of Los Angeles County using the software program
PhoneDirect, version 1998. After eliminating persons with no address,
questionnaire sets were maiied to approximately 1,600 Kim households. A self-
addressed stamped envelope was provided and telephone follow-ups by trained
bilingual personnel were made up to four times to maximize questionnaire return.
An estimated 800 households had moved, were disconnected, or refused to

participate upon telephone follow up. Data was collected from approximately 500

62

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



households during November, 1999 to March, 2000.

A list of women who met the study criteria was compiled from the KAHS
2000 database. A letter describing the purpose of the study, procedures of
participation, incentive information, and principles of anonymity and
confidentiality was sent to selected women (Appendix A). Women were given the
opportunity to choose their preferred method of participation, either telephone,
face-to-face interviews, or completing the questionnaire set by mail. A toll-free
phone number was provided should the women have questions or choose not to
participate. A follow-up phone call was made 1-4 weeks following the initial letter
to women who had not called to indicate a refusal to participate, to identify their
preferred method of participation. The purpose of the study, procedures of
participation, incentive information, and principles of anonymity and
confidentiality were explained once more at that time and an interview
appointment was made or a questionnaire set was mailed. Participants were
recruited from November 28", 2000, to February 28", 2001.

The waiting room of the KHEIR health services center, a community-
based organization, was used as a second site to recruit participants. Flyers
were posted in the waiting area, which was shared by the KHEIR health care
clinic (western medicine), Hanbang clinic (acupuncture and Qi therapy services),
and social services office (Appendix A). Recruitment was done from January
16th to February 28", 2001, three days a week. The client population was almost

exclusively Korean immigrants. The sign in sheet for the health care clinic was
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reviewed to identify women who met eligibility criteria by age and zip code, and
these women were approached before and/or after their appointments to
participate in the study. Women in the waiting area who appeared to be older
than the investigator were aiso approached with a flyer explaining the study and
invited to participate. Interested women could choose to be interviewed in the
waiting room, by phone, or take the questionnaire set with a postage-paid self
addressed return envelope to complete at home and mail in.

Another sampling mode included women recruited from a Korean church-
sponsored cancer screening health fair and a Korean church located in Los
Angeles County, from June 7™ to August 27™, 2000. A flyer explaining the study
was posted at a cancer screening health fair sponsored by a local Korean church
and the study was explained to women who came for Pap smears and
mammograms. At the same time flyers were also posted on the announcement
board of a large Korean church in Los Angeles County to seek participation from
interested members. Snowball sampling was the mode of recruitment from this

site.

Phase 2: Exploratory qualitative interview

A subset of the survey participants who were capable of and willing to
share more information on their experiences were included for further interview,
sampled according to menopausal status (pre-/peri-, and post-menopausal), and

groups of women who have dependent school-age children and grown children
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who are relatively independent.

3.3 Procedures

Phase 1: Community survey

Women were given the opportunity to choose their preferred method of
participation, i.e., either a telephone interview, face-to-face interview, or
completing the questionnaire set by mail. A one-time interview was conducted in
Korean according to the participant's preference, although interviews in English
were also offered. A subset of the women recruited at the church sites (n=9),
however, were interviewed 1-4 weeks later to establish stability of the
instruments.

Face-to-face interviews were conducted at the home, workplace, or
church of the participant, or at the clinic waiting area, according to the
participant’s preference. Although personal interviews were the preferred method
of data collection, many participants cited long work hours and practical
difficulties in setting aside time to meet for a face-to-face interview and preferred
to be interviewed by telephone or completing the survey by mail. A time was set
aside for women who chose phone interviews and questionnaire sets were
mailed or given to participants who chose to complete the survey by mail.

Structured questionnaires soliciting information on sociodemographic
background, changes associated with midlife, role satisfaction/demand,

language, availability of health care coverage, use of heaith services, knowledge
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of symptoms and health care recommendations, perception of midlife
experiences, perception of health status, and health promotion behaviors were
used in the interview. A subset of the instruments was in a self-administered
format and given to participants to be completed. ltems included those developed
to be self-administered, e.g., the revised Health Promoting Lifestyle Profile and
the Social Desirability Scale, as well as items on hormone therapy use,
knowledge on midlife health, health screening questions, and heaith promotion
practices questions. For face-to-face interviews, participants were given time to
complete the self-administered portion. A postage-paid return envelope was
provided when the participant preferred taking the instrument home and
consented to the investigator following up with a phone call as necessary. For
phone interviews, the self-administered portion was sent to the participant prior to
the set interview time.

Prior to the interview the purpose of the study, procedures of participation,
incentive information, and principles of anonymity and confidentiality was
explained once more and an information sheet describing the study was given.
Consent was then obtained. Interviews proceeded at a pace that was
comfortable to participants and breaks were offered as needed in order to
prevent them from becoming overly fatigued. The length of the interviews ranged
from 25 minutes to 1 hour and 20 minutes.

Following the interview participants were given small gifts congruent with

cultural practices and informative to promoting their health as a token of
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appreciation for their time. Each participant received a Concern ® mini breast, a
silicone breast model with breast lumps embedded to illustrate and encourage
the need for breast self exams as well as screening mammography. American
Cancer Society Korean brochures on breast self examination and common
cancers in women and educational booklets on cancer of the cervix, breast, and
stomach were also given. In addition, a booklet in Korean on healthy decisions at
midlife describing age-appropriate health promotion and screening activities,
common health problems at midlife, space allotted for keeping track of dates and
results of exams and check ups, and contact information for community

resources was given to each participant.

Phase 2: Exploratory qualitative interview

A subset of the survey participants who were capable of and willing to
share more of their experiences were asked to contribute further information on
their reflection of midlife, health promotion practices, and barriers and facilitators
of health promotion. Participants preferred to extend their time to expand on
information already shared throughout or following the time of the interview, as
opposed to setting an additional time. Open-ended questions on overall reflection
on midlife, health promotion needs at midlife, and barriers and facilitators for
health promotion were used to elicit responses, with probes as necessary. These
questions took 5-15 minutes to complete and women who participated in phase 2

were given a stationary set as a token of appreciation for their time in addition to
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the incentives described in phase 1.

3.4 Human Subjects Protection

Approval for research with human subjects was sought for the study prior
to its initiation. The purpose and procedures of the study, as well as measures to
ensure voluntary and confidential participation were described in detail. Copies of
the recruitment script, flyers, information sheet on the study, and instruments to
be used were submitted in both English and Korean for approval.

The study asked women to share their personal experiences and thoughts
about physical, emotional, social changes, role-related experiences at midiife,
knowledge of symptoms and health care recommendations, information on
health care coverage, use of community services, reflection on midlife
experiences and health status, and health promotion practices. The study did not
pose any major risks to participants. Women were given the option of refusing to
answer any items that make them uncomfortable, and could withdraw
participation at any time without worry of penalty. Expected benefits from the
study included having the opportunity to reflect on their experience of midlife and
health promotion practices and seek additional measures to better their health.
The mini breast model and educational brochures and booklets on various
cancers that participants received as an incentive may have been a benefit in
helping women to be more aware of the importance of a thorough self

examination and having regular screening. The booklet on healthy decisions at
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midlife may have offered additional benefits of empowering participants to seek
better health care for themselves, through obtaining accurate health that is age-
appropriate and reievant, becoming knowledgeable of local community
resources, and more aware of their own health screening practices. Social
benefits of the study included using study findings to help researchers and health
care providers to better understand factors that significantly affect health
promotion behaviors among immigrant women and to focus on allocating time
and resources accordingly.

Participants were not asked for information on their legal immigration
status at any time, and their names were not documented in any part of the
questionnaire sets. All completed questionnaires were stored in a secure file in
the investigator’s office. Data generated from the study was reported as an

aggregate group to prevent identification of individual participants.

3.5 Instruments and psychometric evaluation

Instruments were selected to measure each of the major concepts
identified as significant in the study. Table 3.1 contains the concepts, variables,

and instruments that were used to answer study questions.

Phase 1: Measurement of variables

Midlife changes

Physical, emotional, and social changes associated with midlife were

measured by the 63 item Midlife Health Questionnaire (MHQ), a questionnaire
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Table 3.1 Concepts, variables, and instruments

Concept Variables Instrument
Midlife Midlife changes Midlife Health Questionnaire
(physical, emotional,
relationship/role changes)
Role Degree of balance among the Items developed by modifying format
satisfaction/dem | roles of wife, mother, of RIQ (Meleis, Norbeck & Laffrey,
and grandmother, employee, and 1989)

housekeeper

Knowledge of
midlife healith

Knowledge of symptoms,
Health care recommendations

Midlife Health Knowledge Questions

Resources

Income, years in the U.S.

Sociodemographic items

Language proficiency

Availability of health care
coverage

Items from the Korean American
Health Survey (KAHS) 000 (KHEIR,
1999)

Use of health services

Items from the KAHS 2000 +Questions
developed for this study

Reflection on
midlife

Perception of midlife

Perception of roles

Midlife Reflection Questions:
comparative questions + MHQ + open-

experiences Perception of resources ended phase 2 questions
Perception of knowledge
Reflection on Perceived current health status, | Health Reflection Questions

health status

capability of managing health in
comparison to other women of
similar age, and to earlier
adulthood

Health promotion
behaviors

Nutrition,
Physical exercise,
Stress management

HPLP-II (Waiker, Sechrist & Pender,
1995)
+ open-ended questions

Calcium supplementation, use
of tobacco, alcohol, over-the-
counter medication

ltems developed following format of
HPLP-II

Health screening practices

Health Screening Questions:
Questions on BSE, mammography,
Pap smears, cholesterol level, BP,
blood sugar, and bone scan developed

developed by the investigator for this study. Thirty items were about physical

experiences, 12 items were about emotional experiences, 17 items were about

social/relationship changes, and 4 items were about demographic information

that provided contexts for emotional and social experiences. Items were

constructed from the Menopause-specific Quality of Life Questionnaire (MEN-

70

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




QOL), an instrument on menopausal symptoms, literature on Korean women'’s
experiences at midlife (Im, Meleis & Lee, 1999; Kim, 19398) and findings from a
focus group study on the midlife experiences of immigrant Korean women (Kim,
1999). The MEN-QOL is a self-administered questionnaire developed to assess
changes in women’s quality of life, and consists of 29 items on perimenopausal
symptoms that respondents rate on a seven-point scale (0=Not bothered at all,
6=Extremely bothered) (Hilditch, Lewis, Peter, van Maris, Ross, Franssen,
Guyatt, Norton & Dunn, 1996). It has been evaluated to have good face validity,
content validity, construct validity, and test-retest reliability (Hidlitch

et al., 1996). Items based on previous studies on Korean women include
descriptions of general health status associated with this time of life. Both
positive (14 items) and negative (35 items) aspects of experiences were

assessed.

Role satisfaction/demand

Measurement of role satisfaction/demand was based on the Role
Integration Questionnaire (RIQ), developed by Meleis and colleagues (1989).
The RIQ consists of two 10 point rating scales measuring the degree of distress
and satisfaction for the primary roles of spouse, mother, and employee. It was
translated into Korean in 1990 and tested among 180 nurses, nurse educators,
and graduate students. The Korean RIQ was found to have high idiomatic

equivalence (r= .93) between translated and back-translated versions, and good
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internal consistency (alpha coefficient= .87) (Personal communication, 1999). It
has been used with immigrant Korean women in a study of quality of life and
depression (Kim & Rew, 1994). items were added to include the grandmother
role, household management, and other social activities such as volunteering or
church activities. These were based on data from the focus group study (Kim,
1999) that showed the grandmother role was of substantial significance for
immigrant Korean women at midlife, many of whom took care of grandchildren
full-time and without visible compensation. Participants in the focus groups also
recognized household management requiring a considerable level of time and
energy, as well as church activities, spending aimost all day on Sundays actively
involved in church activities.

A five-point scale was used for this study instead of a 10-point scale, in
order to simplify response format and calculation of balance scores by
subtracting distress ratings from satisfaction ratings (Meleis, Woods & Laffrey,
1989). The five balance scores were averaged to obtain a total integration score,

with a higher score indicating greater role integration.

Resources: sociodemographic characteristics, language, health resources

Participants were asked structured questions about income and years
since immigration. Income was measured by annual family income. When the
participant was reluctant to reveal the amount she was asked an alternative

question whether it was more or less than $ 38,900, the mean household income
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in 1998 rounded up (U.S. Census Bureau, 1999).

Language proficiency was self-rated on a five-point scaie (0= none at all,
to 5= quite fluently) for ability to speak, understand, read, and write in English,
following items used in the KAHS 2000. An additional item on daily use of
English was self-rated on a four-point scale (1= none at all, to 4= quite
frequently). Responses were averaged, with a higher score indicating greater
proficiency in English.

Availability of health care coverage was measured by items 34, 35-a, 35-c,
and 36 from Section | of the Korean American Heaith Survey 2000 (KHEIR,
1999). Use of health services was measured by modifying items 24-30 from the
same survey that assesses care sought from Western physicians, traditional
Korean medical doctors (haneuisa), chiropractors, and dentists during the past
year. Additional items were developed for type of community health facility (e.g.
county facilities, non-profit services), and reason for seeking services (e.g.,

treatment, checkup, health screening, etc.).

Knowledge of midlife health: symptoms & health care recommendations

The Midlife Health Knowledge Questions (MHKQ) were developed to
measure knowledge of symptoms and knowledge of health screening
recommendations. The MHKQ assessed symptoms associated with health risks
at midlife, such as cardiac disease, cancer of the breast, cervix, and colon, and

arthritis. The format is similar to that of the Health Services Study modified from
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an instrument initially developed by Adey and Anderson (1975) (Kviz &
Flaskerud, 1984). This instrument lists symptom descriptions and asks
respondents whether s/he think a person their age should seek medical care
about such a problem (1=yes 0=no). Two items on general health problems,
insomnia and incontinence, were also assessed but were not included in scoring
for knowledge of midlife health.

Knowledge of the health care recommendations were measured by asking
respondents to answer true (=1) or faise (=0) for a set of statements on health for
women their age. Statements were based on health screening recommendations
for early detection of breast cancer, cervical cancer, colon cancer, as well as risk
assessment of heart disease and diabetes. Items 2, 3, 5, and 8 were scored
oppositely as true=0 and false=1. The total number of correct responses

indicated a higher level of knowledge of midlife health.

Reflection on midlife experiences

The Midlife Reflection Questions (MRQ) were developed to measure
reflection on midlife experiences that includes perceptions of midlife changes,
roles, resources, and knowiedge. Perception of midlife changes were measured
by rating responses to specific changes experienced on a five-point Likert type
scale, ranging from not notable at all to extremely notable. Perception of midlife
overall was measured by a five-point scale (1= wonderfui/exciting, to 5=

overwhelming). Perceptions of capability in comparison to other women of the
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same age and to earlier adulthood for midlife, roles, resources, and knowledge,
were measured by a three-point scale (1= better, 2= about the same, and 3=
worse). Responses were summed and averaged to obtain a global score, where

higher scores indicate a more negative perception of midlife experiences.

Reflection on health status

The Health Reflection Questions (HRQ) were developed to measure
perception of health status. The HRQ asked participants to choose from a three
point scale to rate their perceived overall health status (1= good, 2= fair, 3=
poor), capability of managing health in comparison other women of same age,
and in comparison to earlier adulthood (1= better, 2= about the same, and 3=
worse). Responses to these three sets of questions were averaged to get a
general score, where higher scores indicate a more negative perception of

health.

Health promotion behaviors

Health promotion behaviors were measured by 1) the revised Health
Promoting Lifestyle Profile (HPLP-II, Walker, Sechrist & Pender, 1995) with
additional items for lifestyle behaviors relating to tobacco, alcohol, and over-the-
counter medication use; 2) health screening activities; and 3) current health

practices to maintain or improve their health.
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The HPLP-Il is a 52 item scale scored as four response sets, and has six
subcategories of health responsibility, physical activity, nutrition, spiritual growth,
interpersonal relations, and stress management (Walker, Sechrist & Pender,
1995). Scoring for response sets are as follows: 1=Never, 2=Sometimes,
3=0ften, and 4=Regularly. The use of means rather than sums of the items is
recommended to allow meaningful comparisons across subscales (Walker,
Sechrist & Pender, 1995). Greater scores indicate better health promotion
behaviors. The HPLP-II has evidence of high internal consistency as seen in
alpha coefficients ranging from .79 to .82 among the six subscales, and an alpha
coefficient of .94 for the total scale in a community sample of 712 adults (Berger
& Walker, 1996). A study of 42 aduits with Parkinson’s disease found
comparable Cronbach’s alpha coefficients of .94 for the total score, and values of
.80 to .92 for the subscales (Fowler, 1997). Concurrent criterion-related validity
was found to be moderate in correlating responses with scores for perceived
health status (r=.27) and quality of life (r=.47), and test-retest reliability was high
(r= .892) among 26 nursing students at a 3-week interval (Berger & Walker,
1996). Items were added on current calcium supplementation as a measure of
health promotion, use of tobacco and alcohol, and over-the-counter medication
use. Response options followed the HPLP-II for consistency.

Over-the-counter medication use was assessed by frequency of use over

the past month, for categories of analgesics, sleep aids, digestive medications,
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flu/coid medications, allergy medications, medications to aid bowel movements,
and use of supplementary calcium, vitamins, and/or other dietary supplements.

The Health Screening Questions (HSQ) were developed to measure
health screening practices. The HSQ measured whether the following age-
appropriate health screening recommendations were followed: clinical breast
examination, mammography, Pap smear, cholesterol check, blood sugar check,
blood pressure check, weight, and height, fecal occult biood testing, and
sigmoidoscopy, if the woman is over 50 years of age. Questions were developed
to measure these practices, with response options of 0=Never had it; 1=Yes, |
have had it, followed by an additional question on date of previous
exam/checkup; and 9=Don’t know what it is. Responses for this last option were
calculated as a score of 0, and responses were averaged to get a total health
screening practice score. Greater scores indicated better adherence to health
screening practices.

Open-ended questions were asked for other methods used to maintain or
enhance health. Example questions on spiritual and cultural practices that may
not be covered in standardized scales include “What are some of the things you

do to maintain your health or become healthier?” with probes such as “How

about spiritually? How about traditional or alternative practices?”

Sociodemographic information
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Questions on sociodemographic information, such as age, place of birth,
years in the U.S., education, income, religion, menopausal status, and hormone
use were also asked, in order to identify the personal characteristics of the
respondents. Participants recruited from the KAHS 2000 had data collected on
most of this information through their participation in that survey and were not
asked redundant questions. Menopausal status was identified by asking
respondents to indicate whether they had regular periods (premenopausal),
irregular periods and/or changes in flow for the past three months or more
(perimenopausal), or had no periods or spotting for more than 12 months

(postmenopausal).

Response bias

As traditional Korean cultural values uphold being courteous and
agreeable it was possible that participants would feel obliged to provide neutral
answers that “save face” and avoid responses that they may fear to be extreme
or challenging to the researcher. The Marlowe-Crowne Social Desirability Scale
(M-C SD) (1980) was used to inform the interpretation of responses. This 33-item
scale assesses the response bias of social desirability and has response options
of “yes” or “no.” Although it has been tested among different age groups and
social groups, no information was available on its use with Asian populations nor

on its cross-cultural validity or efficacy in use with Asian women.
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Translation of instruments

The HPLP-II and MC-SD were not available in Korean and were initially
translated by the investigator, who is bilingual and bicultural. The goal in this
translation process was idiomatic or conceptual transiation rather than word-for-
word translation (Varricchio, 1997). An independent bilingual person back-
translated the items into English to ensure the equivalent meaning in both
languages. Foliowing transiation and back-translation, Korean women from the
community were consulted to verify the accuracy and clarity of translated
instruments and to establish content validity. A bilingual middle-aged Korean-
American nursing scholar with experience working with and conducting research
among Korean immigrants, initially reviewed the two versions for accuracy,
clarity, and appropriateness. Suggestions for revision included response format
(yes/no rather than trueffalse for the M-C SD) as well as Korean phrases focused
on idiomatic equivalence and use of every day phrases. Upon revision,
questionnaires were reviewed by a Korean immigrant woman in her early fifties
who had similar characteristics to the sampling frame, and a 32 year-old Korean
woman with a masters degree in psychology. The panel purposely consisted of
women, as the study targeted women. Overall agreement was 87%, indicating

good content validity.

Establishing reliability and validity

The instrument set was pilot-tested to establish reliability and validity,
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initially administered to 18 women recruited at the church sites. Efforts were
made to recruit a wide range of women in terms of income, age, menopausal
status, and duration of immigration. The instrument set was administered 1-4
weeks later to establish stability over time. This time interval was based on the
interval used for the HPLP-II to establish test-retest reliability (= .90). Responses
were not expected to change drastically over this time period. Internal
consistency testing using Cronbach’s alpha was used for instruments consisting
of items measuring a single variable. Following the interview, participants were
also asked about the questionnaire’s relevance to and focus on midlife
experiences and ways to maintain or improve their health in the context of their
immigrant life. No suggestions were made regarding areas of pertinence that
they feit were not covered adequately, suggesting acceptable content validity.
Internal consistency reliability was done separately for negative and
positive categories of physical, emotional, and social experiences at this time of
their life. Reliability was acceptable for positive items (a = .50) and to a lesser
degree, negative items (a = .42). Items on midlife symptom knowledge was
shown to have high internal consistency reliabiiity (a = .96) and good test-retest
reliability (r = .72). For reflection on midlife, internal consistency reliability was
good (a = .68) and test-retest reliability was acceptable (r = .57). For the HPLP-II,
internal consistency reliability was high for its original 52 items (a = .90) as well
as when the four additional items were included (a = .90). Test-retest reliability

was also high for both 52 items (r = .93) and 56 items (r = .93). The MC-SD had
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high internal consistency reliability (a = .83) and good test-retest reliability (r =
.70).

Following completion of the study, reliability was examined with responses
from the total sample (n = 120). Internal consistency reliability did not improve for
the negative or positive categories of physical, emotional, and social
experiences. For all other instruments, however, internal consistency reliability
measures increased and were high: reflection on midlife (a = .80), HPLP-II 52
items (a = .93), HPLP-Il 56 items (a = .93), midlife symptom knowledge (a = .99),
and MC-SD (a = .99).

Phase 2: Exploratory qualitative interviews

Qualitative questions on the overall reflection on midlife, such as “What
are your feelings about this time of life?” “What is it like overall?” and “What
other things are important to you at this time?” were used to assess reflection on
the overall experience of midlife. Probes such as “How about in terms of any
changes you might have experienced? Physical changes? Emotional changes?
Social/relationship changes? Role changes? Economic changes?” were used to
solicit open responses.

Other example questions included “What things do you think are most
important for women your age in order to stay healthy or become healthier? How
about in terms of emotional health or spiritual health?” “What are some of the

things that keep you from taking care of your health?” and “What would help you
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personally to take better care of yourself?” (Appendix C).

3.6 Missing data

Personal and telephone interviews were used to minimize the possibility of
incomplete responses. Follow-up phone calls were attempted up to four times at
different hours of the day and weekdays and weekends to resoive incomplete
responses. The average response of items was substituted for missing data. One
participant refused to answer the MC-SD despite several contacts. In this case

analysis was done without substituting and only with what was available.

3.7 Data analysis

Phase 1: Community survey

Descriptive statistics were produced for all variables to summarize the
characteristics of the sample and their pattern of responses. Bivariate correlation
coefficients were produced to discover inferences about the relationships among
the variables. Hierarchical simultaneous regression and stepwise regression was
conducted to draw inferences about the nature of the relationships among the
predictor variables in relation to the three main outcome variables, reflection on
midlife, reflection on health, and health promotion behaviors. The assumptions of
normality and equality of variance, independence, and linearity were evaluated.
Table 3.2 describes the statistical procedures conducted for each research

question.
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Table 3.2 Statistical procedures to address research questions

Research question

Statistical procedure

1. What are the relationships among midlife changes, role
satisfaction/demand, resources, knowledge of midlife
heaith, reflection on midlife, reflection on health, and
health promotion behaviors?

Bivariate correlation matrix

2. What are the significant relationships with reflection on
midlife among midlife changes, role satisfaction/demand,
resources, and knowledge of midlife health?

Regression of reflection on midlife
against midlife changes, role
integration, resources, and
knowledge of midlife heaith

: comparison of hierarchical &
stepwise

3. What are the significant relationships with reflection on
health among midlife changes, role satisfaction/demand,
resources, and knowledge of midlife heaith?

Regression of reflection on health
against midlife changes, role
integration, resources, and
knowledge of midiife health

: comparison of hierarchical &
stepwise

4. What are the significant relationships with health
promotion behaviors among midlife changes, role
satisfaction/demand, resources, knowledge of midiife
health, reflection on midlife, and refiection on health?

Regression of health promotion
behaviors against all variables of
interest submitted

: comparison of hierarchical &
stepwise regression

Phase 2: Exploratory qualitative interviews

Responses to the open-ended questions on reflection on midlife, heaith

promotion practices, and barriers and facilitators for health promotion were

transcribed verbatim in Korean and analyzed in Korean line by line in order to

identify trends and response categories. Response clusters were then grouped to

identify underlying themes.

Quantitative and qualitative date was examined for areas of congruence,

disparity, and for new information. Congruence was interpreted as supporting

and enriching the validity of findings. Disparity was considered to form the basis

for future research questions or the use of other methods. New information was

considered the generation of knowledge.
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CHAPTER 4
RESULTS

4.1 Introduction

This study sought to examine the midlife experiences, role quality,
availability of resources, level of midlife health knowledge, reflection on midlife
and health, and the relationships of each of these to health promotion behaviors
among Korean immigrant women at midlife. The study had two phases: a cross-
sectional community survey using structured instruments, and semi-structured
interviews with a subset of the survey participants. This chapter is arranged in
sections on sampling and sample, descriptive statistics, and the findings as they
relate to the following four research questions (RQ) according to the theoretical
framework (figure 4 —1) : RQ 1) What are the relationships among midlife
changes, role satisfaction/demand, availability of resources, knowledge of midlife
health, reflection on midlife, reflection on health, and health promotion
behaviors?; RQ 2) What are the significant relationships with reflection on midlife
among midlife changes, role satisfaction/demand, availability of resources, and
knowledge of midlife health?; RQ 3) What are the significant relationships with
reflection on health among midlife changes, role satisfaction/demand, availability
of resources, and knowledge of midlife health?; and RQ 4) What are the
significant relationships with heaith promotion behaviors among midlife changes,
role satisfaction/demand, availability of resources, knowledge of midlife heaith,

reflection on midlife, and reflection on health?
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Figure 4-1. The Midlife Transitions Health Model
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Phase 1 and Phase 2 are discussed separately in each section.

4.2 Sampling and the Sample

Phase 1 Participants

A total of 120 Korean immigrant women participated in this study. Fifty-
nine women were respondents to the Korean American Health Survey 2000
(KAHS 2000) and 43 women were recruited from the waiting room area shared
by the KHEIR health care clinic (western medicine), Hanbang clinic (acupuncture
and Qi therapy services), and social services office. The remaining 18 were
women recruited from a church-sponsored cancer screening health fair and a
separate church site.

For the survey group letters of invitation to participate in the study were
sent to 214 Korean immigrant respondents to the KAHS 2000 who would be
between of the ages of 45 and 64 years as of November, 2000, lived in Los
Angeles County, and were not currently pregnant. information about
hysterectomy status, an exclusion criterion, was not available from the KAHS
2000. Upon follow up phone contact 4 were found to be ineligible as they had
had a hysterectomy, one woman had passed away, and three did not meet study
criteria (not of Korean heritage, or did not meet age range). Eighteen women
refused to participate and there were 2 sets of duplicate case numbers for the
same woman. Follow up phone contacts were attempted a minimum of 2 times at

different hours of the day. Among the 98 women contacted by phone for follow
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up the first week, 12 (35.2%) were found to be either a wrong number, fax tone,
or disconnected. Eighteen (52.9%) of the 34 women spoken to preferred mailed
questionnaires to phone or face-to-face interviews and 5 (14.7%) women could
not recall having received the letter of invitation although their address
information was correct. Considering this pattern of preference and number of
misplaced or ignored letters, questionnaire sets were mailed along with a second
letter explaining the study, and a postage paid return envelope to women who
could not be reached by the phone contact attempts. A follow up postcard was
mailed 3 to 7 days following mailing of the questionnaire set, with an additional
postcard mailed 7 to 14 days later. Twenty women overall could not be reached
by either phone or mail (wrong address, or mailings were returned marked as
forwarding orders having expired). One hundred and seven women did not
respond to the invitation to the study despite efforts to increase participation such
as up to 2 mailings of the questionnaire set, 3 follow up postcards, and telephone
contact attempts made during morning and late evening hours as well as
weekends. As another method to increase interest and participation, 26 women
during a period of the contact process were sent two informational cancer
booklets, part of the incentive package for participants, along with the second
mailing of the questionnaire sets. However, response was minimal (only 3
returned over the next few weeks).

Of the 167 questionnaire sets mailed, 58 were completed and returned

(response rate of 34.7%). Eight of the questionnaires received were excluded

87

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



due to the women having had a hysterectomy and an additional woman was
excluded as she was found to be younger than 45 years of age. Fourteen women
chose to be interviewed by phone and the self-administered questionnaire
section was mailed to them to complete and return. Four of these 14 women did
not complete the self-administered section and were also excluded from analysis.
In summary, 59 women participated from the KAHS 2000 sampling frame.

Among the women approached in the waiting room area located between
the social and health services offered by KHEIR, 55 initially agreed to participate.
Twenty-four women preferred to take the questionnaire home with them to
complete and return by mail, of which 14 were completed and returned (response
rate 58.3%). At least two reminder phone messages were left for the ten women
who did not return questionnaires. Two of these ten withdrew their participation
due to sudden personal circumstances (mother’'s death, visitors from abroad).
Thirty-one women preferred face-to-face interviews in the waiting room area, of
which 12 chose to take home the self-administered questionnaire section to
complete and return by mail. All but two of the self-administered questionnaires
were returned. In summary, a total of 43 women were recruited from this site.

For the church group, 20 women were recruited from a Korean church-
sponsored cancer screening health fair and a Korean church located in Los
Angeles County and interviewed in person either at the church or in their home,
according to their preference. Two women did not complete the self-administered

portion of the questionnaire and were excluded from analysis.
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A comparison of sociodemographic characteristics of participants based
on methods of sampling found there were no statistically significant differences in
age (F(2,117) = 2.4, p = .10), number of children (F(2, 117) = 1.8, p = .17),
menopausal status (x> =7.38, df =4, p =.12), religion (32 =433,df=2,p=
.12), work status (32 = 2.94, df = 2, p = .23), current hormone replacement
therapy (HRT) use (x2 = 2.52, df = 2, p = .28) and body mass index (BMI) (y2 =
1.25, df = 2, p = .54) among the groups. Years of education, however, differed

significantly among participants based on methods of sampling (F(2, 117) = 5.89,

p=.00), as did marital status (x> = 8.74, df = 2, p = .01), income (x* = 7.19, df = 2,

p= .03), and health care coverage status (y*= 16.80, df = 2, p = .00). The church
group was most likely to be highly educated. The clinic group was less likely to
be married and more likely to have an annual household income below the
national average, and the KAHS 2000 survey respondents were most likely to
have health care coverage. The three groups were combined as a total of 120 for
analysis.

The sociodemographic profile of study participants is summarized in Table
4.1. The mean age of the women was 53.2 years (SD = 5.91); 63.3% of the
women were postmenopausal (n = 76), with almost equal numbers of women
who were either premenopausal (n =21, 17.5%) or perimenopausal (n = 23,

19.2%). Ninety (53.3%) had some college education or more and 40 (33.3%)

were high school graduates. The majority of the women were married (n = 106,
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Table 4.1 Sociodemographic profile of research participants

Community survey Exploratory substudy
Category participants participants
(n=120) (n = 26)
N (%) N (%)

Age

45 to 49 years 41 (34.2) 15 (67.7)

50 to 54 years 30 (25) 6 (23.1)

55 to 59 years 23 (19.2) 2.7

60 to 64 years 26 (21.7) 3(11.5)

| Age (Mean/Standard Deviation) 53 (5.91) 50.27 (5.46)

Education

6 years 4 (3.3) 0

7 years 2(1.7) 0

8 years 1(.8) 0

9 years 7 (5.8) 0

10 years 1(.8) 0

12 years 39 (32.5) 4 (15.4)

14 years 40(33.3) 9 (34.6)

15 years 7 (5.8) 4 (15.4)

16 years 13 (10.8) 7 (26.9)

17 years 2(1.7) 1(3.8)

18 years 3(2.5) 0

19 years 1(.8) 1(3.8)
Education 13.06 (2.56) 14.69 (1.67)
(Mean/Standard Deviation)
Number of children
None 5@4.2) 2(7.7)

1 15 (12.5) 4 (15.9)

2 56 (46.7) 13 (50)

3 38 (31.7) 6 (23.1)

4 4 (3.3) 0

5 201.7) 1(3.8)
Number of children 2/2.23 ((92) 2/2.04(1.04)
(Median/Mean/Standard Deviation)
Family income

< $38,900 79 (65.8) 16 (61.5)

> $38,900 39 (32.5) 10 (38.5)

missing 2(1.7) 0
Marital Status

Married 106 (88.3) 24 (92.3)

Not married 14 (12.7) 2.7
Current HRT

No 89 (74.2) 21 (80.8)

Yes 31 (25.8) 5(19.2
Menopausal status

Pre 21 (17.5) 7 (26.9)

Peri 23 (19.2) 5(19.2)

Post 76 (63.3) 14 (53.8)
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Table 4.1 Sociodemographic profile of research participants (cont.)

Community survey Exploratory substudy
Category participants participants
(n=120) (n = 26)
N (%) N (%)
Religion
Christian 103 (85.9) 25 (96.2)
Other groups 14 (11.6) 0]
missing 3 (2.5 1(3.8)
Work status
Working 56 (46.7) 12 (46.2)
Not working 64 (53.3) 14 (53.8)
BMI index
Nomal (< 25) 85 (70.8) 14 (53.8)
Abnomaill (> 25) 35 (29.2) 12 (46.2)
Health care coverage
No 65 (54.2) 19 (73.1)
Yes 55 (45.8) 7 (26.9)

88.3%), had children (n = 115, 95.8%), identified themselves as Christians (n =
103, 88%), and were not current HRT users (n = 89, 74.2%). Slightly more
women were working out of the home (n = 56, 46.7%) as compared to being
housewives (n = 43, 35.8%) and 79 (65.8%) identified their annual household
income for 1989 as more than the national average of $38, S300. More than half of

the women (n = 65, 54.2%) did not have any form of health care coverage.

Phase 2 Participants

A subset of 26 women from Phase 1 participated in answering exploratory
open-ended questions on reflection on midlife and barriers and facilitators for
health promotion. The sociodemographic characteristics of Phase 2 participants
differed significantly from Phase 1 participants in age (F(1,144) =5.52, p = .02)

and years of education (F(1,144) = 9.67, p = .00), with Phase 2 participants more
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likely to be younger and more educated (see Table 4.1). There were no
significant differences between Phase 1 and 2 participants for the following
sociodemographic characteristics: number of chiidren (F(1, 144) = .84, p = .36),
marital status (y* = .35, df = 1, p = .56), menopausal status (x> =1.30,df=2, p =

.52), HRT use (x2 = .50, df =1, p = .48), work status (x> =.00, df =1, p = .96),

religion (y* =3.32, df =1, p =.07), BMI status (y*> =2.83,df =1, p =.09),
income (x? = .28, df = 1, p = .60), and health care coverage (y* =3.13,df=1,p
= .08).

Midlife spans a long period of time and when health and health promotion
among midlife women are the focus it may be divided into phases represented by
menopausal status and the presence of dependent children in the home.
Therefore analyses were done with Phase 2 participants divided into four groups,
as presented in table 4.2, by menopausal status (pre/perimenopausal or
postmenopausal) and how dependent the children in the household would be
(school-aged dependent children or grown, independent children/no children).

Table 4.2. Participant profile by menopausal status and chiidren
for exploratory substudy (n = 26)

Children Total
Dependent None & grown (> 19 y-0)
N (% of total) N (% of total)
Menopausal Pre/peri 7 (26.9) 5(19.2) 12
status Post 3 (11.5 11 (42.3) 14

Ten (38.5%) women had school aged children under the age of 18 years,

five (19.2%) had no children in the household, and 11 (42.3%) had grown
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children over the age of 19 years. More pre/perimenopausal women had school-
aged dependent children in the household for whom they provided direct care (n
= 7), whereas more postmenopausal women had either none or grown,

independent children in the household (n = 11).

4.3 Description of study variables

Means, standard deviations, and ranges for all study variables are shown

in table 4.3. The number of midlife changes ranged from 3 (few negative

Table 4.3 Mean, standard deviation, and range of scores for study variables
in the community survey (n = 120)

Mean Mode sSD Range Possible
fange

Midlife changes 18.51 19 6.72 3-35 0-35
Role integration 5.52 6 5.70 -9-23 -24 - 24
Resources

Health service use 5.62 2 7.54 0-38 >0

English proficiency** 6.71 4 3.58 0-15 0-19

Years since immigration* | 16.31 20 7.94 2 months — 33 >0

years
Knowledge of midlife 18.3 21 4.11 6-23 0-23
health ***
Reflection on midlife 33.7 30 6.64 22 - 63 18 — 54
Reflection on health 5.30 5 1.561 3-89 3-9
Health promotion 11.6 9.38 2.81 479-18.14 1-19
behaviors
*n=117 **n=118 ** n=119

changes) to 35 (many negative changes). The ten most frequently experienced
physical problems were identified in the foilowing order: poor memory and
decreased vision (each n = 96, 80%), changes in color or texture of hair (n = 88,

73.3%), muscle or joint aches (n = 87, 72.5%), cramping feeling in hands, feet, or
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legs (n = 86, 71.7%), drying s«in (n = 85, 70.8%), shoulder stiffness and pain
(oshipkyun) (n = 84, 70%), back pain (n = 77, 64.2%), and feeling tired or worn
out and flatulance (wind) or gas pains (each n =76, 63.3%). For emotionai
changes, feeling depressed or blue (n = 86, 71.7%) was most frequently
mentioned, followed by feeling dissatisfied with personal life (n = 78, 65%).
Conflict felt with children was the most frequently listed negative social change (n
= 40, 34.5%). The most common physical, emotional, and social (interpersonal
relationships) problems associated with this time of life in general were parallel
with their personal experiences, although shoulder pains shifted higher in priority
and was listed as the fourth most common physical change expected at this time
of life. More participants associated negative physical, emotional, and social
experiences as occurring more often among other women their age in
comparison to what they were experiencing at this time of life. For positive
physical, emotional, and social experiences, however, fewer participants felt that
other women at this age had such experiences in comparison to how they
themselves were feeling.

Role satisfaction/demand scores ranged from —9 (poor role integration) to
23 (high role integration). The main roles of mother, wife, and grandmother, were
more satisfactory rather than felt as demanding. Household work was perceived
as slightly more demanding than satisfying, while work outside the household

was perceived as slightly more satisfying than demanding.
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Resources included income, health care coverage, use of health services,
English proficiency, and years since immigration. Thirty-nine (32.5%) participants
declined to answer when asked the amount of their annual household income but
indicated whether it was more or less than $38.900, the national average for
1999. Seventy-nine (65.8%) made less than this amount. More than half (n =65,
54.2%) had no health care coverage, and 50.8% (n = 33) of these women
identified cost as the main reason they lacked health care coverage. English
proficiency ranged from O (poor proficiency) to 15 (high proficiency) and use of
health services within the past year ranged from none to 38 visits. These visits
were for medical check-ups (including X-rays, lab tests, consultations, heaith
education appointments), cancer screening, hanui services (i.e., traditional
Korean medicine, including check-ups, acupuncture, hanyak), chiropractic or
dental treatment or check-up, or other services used for their health (e.g., health
fairs, therapeutic treatments combining heat and pressure). Time since
immigration ranged from 2 months to 33 years, with an average of 16.31 years
spent in the U.S.

Knowledge scores of midlife health ranged from 6 (little knowledge) to 23
(great knowledge). From 13 items on signs and symptoms among women their
age that they felt needed a physician’s attention, participants were most
knowledgeable about items that could suggest a heart attack, breast cancer, and
cervical cancer. From 10 items on health screening guidelines and

recommendations for women over 40 years of age, participants were most
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knowledgeable about the need for regular pelvic exams with Pap smears and
annual mammograms. Whether bone scans were routinely recommended for
detection of osteoporosis, and recommendations on colorectal cancer, however,
were areas where participants lacked appropriate knowledge.

Reflection scores on midlife ranged from 22 (negative reflection) to 50
(positive reflection). Reflection scores on health ranged from 3 (negative
reflection) to 9 (positive reflection).

Overall health promotion behavior scores ranged from 4.79 to 18.14 with a
mean score of 11.6 (SD 2.81). The mean score for the HPLP-II in its original form
of 52 items was 2.36 (SD .46) and 2.32 for 56 items (SD .43). Among a list of 10
health screening practices generaily recommended for midlife women,
participants reported ever having been checked for six on average. Blood
pressure screening was the most common (94.2%), followed by mammography
(85%) and Pap smears (84.2%). Rates of mammaography and Pap smear testing
within the past two years were 69.2% and 66.7%, respectively. Women reported
never being screened for colon cancer most frequently (78.3%). Eighty-five
percent (n = 102) of the women acknowledged currently utilizing more than three
types of specific practices to maintain or improve their health at least on
occasion. Nutritional practices were the most common (93.3%), followed by
physical practices (80%), psychological/mental practices (77.5%), and spiritual
practices (71.7%). Nutritional practices included focusing on content and amount

of diet, and taking calcium or vitamin supplements. Psychological/mental
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practices included writing, gardening, and trying to have positive thoughts.
Spiritual practices included praying, reading or studying spiritual literature, and
listening to songs/sermons. Thirty-seven women (30.8%) also noted use of
miscellaneous practices such as taking prescription medications, alternative
supplements (e.g., shark cartilage), acupuncture, and heat massage therapy.

Social desirability scores were higher (median = 19, SD = 4.75) than
median scores reported in other populations, ranging from 15.4 to 16.04 (Crowne
& Marlowe, 1980). It is possible that participants may have felt obliged to respond
differently than they would have due to influences of Korean cultural values
upholding being courteous and agreeable. However, as testing for the MC-SD
among Korean populations has not been reported, the efficacy of the scores may
not be directly comparable to previous studies.

Descriptive statistics were produced for all variables and Pearson product
moment correlations were used to examine the relationship among socio-
demographic variables and the major outcome variables, i.e., reflection on
midlife, reflection on health, and health promotion behaviors. There were no
significant correlations among sociodemographic variables of age, menopausal
status, marital status, number of children or current HRT use on either reflection
on midlife, reflection on health, or health promotion behaviors. Education had a
significant positive correlation with reflection on midlife (r= .28, p < .01),
reflection on health (r = .29, p < .01), and health promotion behaviors (r = .25, p <

.01). Income had a significant positive correlation with reflection on midlife (r =
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.34, o < .01), reflection on health (r= .20, p < .05), and health promotion
behaviors (r= .31, p <.01). Women with more education and household annual
income levels above $38,900, the national average for1999, had a more positive
reflection on midlife and health, and practiced more health promotion behaviors
than less educated, low-income women. BMI had an indirect significant
correlation with reflection on midlife (r = -.23, p < .05) and reflection on health (r =
-.25 p < .01), with overweight or obese women having a more negative reflection
on midlife and health. Work outside the home had a significant positive
correlation with reflection on midlife (r = .24, p < .01) with working women having
a more positive reflection thar those who were housewives, retired, or had never
worked. Health care coverage had a significant positive correlation with reflection
on midlife (r = .27, p < .01), with women with health care coverage having a more
positive reflection on midlife. Religion had a significant positive correlation with
reflection on health (r = .20, p < .05), with Christians having a more positive

reflection on health than those with other or no religion.

4.4 Research Question 1: What are the relationships among midlife changes,

role satisfacticn/demand, availability of resources. knowledge of midlife health.

reflection on midlife, reflection on health, and health promotion behaviors?

Bivariate correlation analysis was done to examine the relationships
among the 11 variables. The correlation matrix, as presented in table 4.4,

reveals statistically significant positive correlations among role integration and
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Table 4.4 Correlation matrix for all variables proposed in the conceptual model

Health Reflection onReflection on Midiife Role Knowledge English Time in theHealth
promotion midlife health changes  integration Income proficlency U.S. service use
behaviors (years)
Health Pearson .328°° 287 .168 164 .152 261 128 135 .365%
promotion  Correlation
behaviors
Sig. (2-tailed) .000 001 066 .0713 096 004 168 147 .000
N 120 120 120 120 120 118 118 117 120
Reflection onPearson .346** -178 217 .145 340 317 .397** .091
midlife Corvelation
Sig. (2-1ailed) .000 052 017 113 000  .000 .000 322
N 120 120 120 120 118 118 17 120
Reflection onPearson -A77 .239* 109 203 250 074 136
health Correlation
Sig. (2-talled) .054 009 238 027 .005 430 139
N 120 120 120 118 118 17 120
Midlife Pearson -167 .001 -041  -060 -.064 .199*
changes Correlation
Sig. (2-tailed) .068 .988 .661 519 .491 .030
N 120 120 118 118 17 120
Role Pearson .051 015 -190* -137 .026
Integration Corvelation
Sig. (2-tailed) 577 .876 .039 .142 776
N 120 118 118 117 120
Knowiedge Pearson 176 243 012 .013
Corvelation
Sig. (2-takled) 057  .008 899 .887
N 118 118 117 120

** Coirelstion is significant at the 0.01 level (2-1ailed).
* Correlation is significant al the 0.05 leve! (2-talled).
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Table 4.4 Correlation matrix for all variables proposed in the conceptual model (cont.)

Health Reflection onReflection onMidlife Role Knawledge ﬁnlloh ~ Time in theHeaith
promotion  midlife healith changes Integration income proficiency U.S. service use
behaviors (years)
Income Pearson 316 .082 139
Corretlation
Sig. (2-tailed) .001 .381 133
N 116 115 118
English Pearson A75* -0
proficiency  Comelation
Sig. (2-1ailed) .000 907
N 116 118
Time inthe  Pearson 026
U.S. (years) Correlation
Sig. (2-tailed) 779
N 117
HCC status  Spearman's .324** .302** 076 058 070 167 438 374 .398°* .160
rho
Sig. (2-1ailed) .000 .001 407 ,633 446 .069 136 .000 .000 .081
N 120 120 120 120 120 120 118 118 117 120

** Corelation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).



reflection on midlife (r = .22, p < .05), reflection on health (r= .24, p < .01), and
health promotion behaviors (r = .26, p < .05). Income was also statistically
directly correlated to reflection on midlife (r = .34, p < .01), reflection on health
(r=.20, p <.05), and health promotion behaviors (r = .27, p < .01).
A significant negative correlation between role integration and English proficiency
(r=-.19, p < .05) was observed, with women less proficient in English having a
more positive integration of their multiple roles. A significant positive correlation
was found among reflection on midlife and reflection on health (r = .35, p < .01),
English proficiency (r = .32, p < .01), immigration time (r = .40, p < .01), and
health promotion behaviors (r = .36, p < .01). A significant positive correlation
was also found among reflection on health and English proficiency (r = .26, p <
.01) and health promotion behaviors (r = .42, p <.01). Knowledge of midlife
health was directly correlated with English proficiency (r = .24, p < .01) and
health promotion behaviors (r= .19, p < .05). English proficiency and immigration
time (r= .48, p < .01), and health service use and health promotion behaviors (r =
.21, p <.05) were also found to have a significant positive correlation. Midlife
changes had a significant positive correlation with use of health services (r = .20,
p <.05).

Most of the relationships observed for the main outcome variables were in
the expected direction and are summarized here. Women who had spent maore
time in the U.S., had higher income, were more proficient in English, had health

care coverage, and had a positive integration of their roles had a more positive
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reflection of their midlife. Women with a more positive reflection of their health
were those with greater English proficiency, positive role integration, and higher
income. More health promotion behaviors were practiced among women with
higher income, positive role integration, who frequently used healith services,
were more knowledgeable on midlife health, and had health care coverage. An
unexpected finding was that less proficiency in English was related to positive
role integration.

Although English proficiency and immigration time were closely related (r
= .48) the latter had a stronger direct relationship with reflection on midlife.
English proficiency, however, had a significant positive correlation with reflection

on health, whereas time spent in the U.S. did not.

4.5 Research Question 2: What are the significant relationships with reflection on

midlife among midlife changes, role satisfaction/demand, availability of

resources, and knowledge of midlife health?

The conceptual framework for the study proposed that the following eight
independent variables were related to reflection on midlife and reflection on
health, respectively: midlife changes, role integration, resources (immigration
time, English proficiency, health care coverage, income, education, and health
service use), and knowledge of midlife health. From these variables, only those
that were significantly correlated to the outcome variable were included for

hierarchical regression analysis. Data were examined for outliers. The majority of
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the predictor variables were approximately normally distributed with skewness
and kurtosis values within acceptable ranges. Health service use was skewed to
the right (skewness 2.49, kurtosis 6.52) and was recategorized as fewer or more
than 2.95 (median number of visits) visits within the past year. None of the
variables were highly correlated (r > .5) and could be safely included in
regression analyses.

A hierarchical regression analysis was done with reflection on midlife as
the dependent variable using five independent variables proposed in the
conceptual framework that had significant correlation coefficients with reflection
on midlife: role integration, time in the U.S., English proficiency, health care
coverage, and income. The five independent variables, presented in table 4.5,

explained 42.4% of the variance in reflection on midlife (Adjusted R2).

Table 4.5 Hierarchical regression of Reflection on midiife (n =114)

Unstandardized Standardized
Model Coefficients Coefficients t p
B Std. Beta
Error
(Constant) 23.80 1.27 18.68 .00
Role .40 .081 .37 499 .00
integration
Income 3.56 1.00 .28 3.58 .00
English .36 .16 .21 2.31 .02
proficiency
Time in the 21 .07 .28 3.23 .00
U.S.
Health care 1.19 .99 .10 1.21 NS
coverage
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Role integration (beta = .37, p = .00), time since immigration (beta = .28, p
= .00), income (beta = .28, p = .00), and English proficiency (beta = 21, p =.02),
were found to be significant predictors of reflection on midlife. Women with higher
role integration scores had the greatest relative influence on a positive reflection
on midlife, followed by longer time in the U.S. and an annual householid income
greater than $38,900, followed by proficiency in English.

As a comparison, stepwise regression was conducted with the following
variables that included three additional sociodemographic variables that had
significant correlations with reflection on midlife: role integration, English
proficiency, time since immigration, health care coverage, income, education,
and BMI status. These variables explained 25.5% of the variance in reflection on
midlife when entered into the regression based on statistical significance.
Education (beta = .23, p = .01), income (beta = .22, p = .01), role integration
(beta = .21, p = .01), health care coverage (beta = .20, p = .02), and BMI (beta =
-.18, p = .03) were significant predictors of midlife.

The stepwise regression based on statistical significance supported
significant variables identified in the hierarchical regression analyses based on
theoretical significance. Role integration, health care coverage, and income were
strong predictors of reflection on midlife. In addition, education and BMI status

were significant predictors.
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To test the scope of the theoretical model the following 8 variables used in
stepwise regression analyses were entered simultaneously for reflection on
midlife as the dependent variable: role score, English proficiency, time in the
U.S., health care coverage, income, education, work status, and BMI status.
These variables explained 42.5% of the variance in reflection on midlife. Role
integration (beta = .35, p = .00), time in the U.S. (beta= 28, p = .00), and
income(beta = .25, p = .00) were significant predictors of reflection on midlife.
This regression model had the highest adjusted R? with higher beta values

suggested more influential relationships.

Reflection on midiife through a cultural lens

Among phase 2 participants, pre/perimenopausal women with school-
aged dependent children in the household (n = 7) were concerned foremost
about their children and their education (n = 4), followed by increased interest in
and concern about their own health (n = 3). Two women, however, reported that
they could not take more interest in their own health as family responsibilities
were still too demanding. Other priorities included achieving financial stability (n =
2) and wanting to be able to put more priority in their own interests (n = 2). In
comparison, postmenopausal women with school-aged dependent children in the
household (n = 3) were concerned foremost with their health due to physical

changes experienced with midiife.

105

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



Among women who had no children or grown, independent children in the
household, physical changes at this time of life and increased concern with
health was mentioned foremost in both pre/perimenopausal women (n = 3 out of
4) and postmenopausal women (n = 3 out of 7). Pre/perimenopausal women'’s
next concern was seeing their children get married, whereas postmenopausal
women expressed hopes of staying focused and living the rest of their lives
meaningfully (n = 3).

In talking about what they felt was important to them at this time of life, a
negative tone was generally expressed among women with dependent children
in the household as compared to women who had no children or grown,
independent children in the household. Among pre/perimenopausal women (n =
4) feelings of decreased confidence, regrets, anxiety, loneliness, and frustration
with things not going smoothly were expressed more often than positive feelings
(n = 1) when talking about this time of life. Reflective responses were also
expressed (n =1), such as speaking more kindly to others since becoming aware
of how fretful she felt. Postmenopausal women also expressed feelings of
decreased interest, motivation, and confidence, and concern with financial
instability (n = 2).

In comparison, among women with no children or grown, independent
children in the household, a positive tone was expressed overall regardless of
the women’s menopausal status. Pre/perimenopausal women in this group

expressed feeling more giving toward others, matured, and satisfied (n = 4),
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while postmenopausal women expressed feeling more comfortabile with less
responsibilities, a sense of maturity, and felt that others put more trust in them as
they aged (n = 3). Postmenopausal women also expressed reflective statements
such as looking back on how they lived their lives and wanting to live without

regrets, helping others (n = 3).

4.6 Research Question 3: What are the significant relationships with reflection on

health among midlife changes, role satisfaction/demand, availability of resources,

and knowledge of midlife health?

A hierarchical regression analysis was done with reflection on health as
the dependent variable using three independent variables proposed in the
conceptual framework that had significant correlation coefficients with reflection
on heaith: role integration, English proficiency, and income. These variables, as

presented in table 4.6, explained 15% of the variance in reflection on health.

Table 4.6 Hierarchical regression of Reflection on health (n =114)

Unstandardized Standardized
Model Coefficients Coefficients t p
B Std. Beta
Error

(Constant) 3.93 .33 11.87 .00
Role 8.360E-02 | .02 .31 3.49 .00
integration

Income .33 .30 .10 1.13 NS
English A2 .04 .29 3.09 .00
proficiency
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Only role integration (beta = .31, p = .00) and English proficiency (beta =
.29, p = .00) were predictive of reflection on health. Higher role integration scores
and proficiency in English had an influence on reflection on health at this time of
life.

As a comparison, stepwise regression was conducted with the following
variables that included three additional sociodemographic variables that had
significant correlations with reflection on health: role integration, English
proficiency, income, education, BMI status, and religion (Christian or other).
These variables explained 22% of the variance in reflection on health when
entered into the regression based on statistical significance. Role integration
(beta = .28, p = .00), education (beta = .24, p = .01), BMI (beta = -.21, p = .01),
and English proficiency (beta = .19, p = .05) were significant predictors of
reflection on health.

The stepwise regression based on statistical significance supported
significant variables identified in the hierarchical regression analyses based on
theoretical significance. Role integration and English proficiency were strong
predictors of reflection on health. In addition, education and BM! status were
significant predictors.

To test the scope of the theoretical model role score, English proficiency,
income, education, BMI status, and religion (Christian or other) were entered
simultaneously for reflection on health as the dependent variable. Role

integration (beta = .27, p = .00), education (beta = .23, p = .02), and BMI status
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(beta = -.21, p = .02) were significant predictors of reflection on health. This
regression model, however, was not as predictive as the stepwise regression

model (Adjusted R? = .21).

4.7 Research Question 4: What are the significant relationships with health

promotion behaviors among midlife changes. role satisfaction/demand,

availability of resources, knowledge of midlife health, reflection on midlife, and

reflection on health?

First, a hierarchical regression analysis was done with the number of
health promotion behaviors practiced as the dependent variable using the
following three theoretically proposed independent variables that had significant
correlation coefficients: health care coverage, income, and health service use.
These variables explained 21.9% of the variance in health promotion behaviors,
with health service use (beta = .32, p = .00) , heaith care coverage (beta = .22, p
=.01), and income (beta = .19, p = .03) being significant predictors. Next,
reflection on midlife and reflection on health, both significantly correlated with
health promotion behaviors, were entered into the regression. Both had
significant beta values and together explained 12.7% of the variance in health
promotion behaviors. Finally, from all the independent variables that were
proposed to influence health promotion behaviors, only variables that
demonstrated significant beta values as described above were entered into the

regression: health care coverage, income, health service use, reflection on
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midlife, and reflection on health. These variables, as presented in table 4.7
explained 26.9% of the variance in the number of health promotion behaviors.
Health service use (beta = .31, p = .00) and health care coverage (beta = .18, p =
.04), were influential variables, i.e., more frequent use of healith services and
having health care coverage influenced the practice of more health promotion

behaviors.

Table 4.7 Hierarchical regression of Health promotion behaviors
using only significant beta variables (n = 118)

Unstandardized Standardized
Model Coefficients Coefficients t o]
B Std. Beta
Error
(Constant) 6.12 1.26 4.86 .00
Health service | 1.71 .46 .31 3.75 .00
use
Health care .98 .47 .18 2.09 .04
coverage
R? Adjusted R? R? Change F p
.300 .269 .031 9.59 .00

Following hierarchical regression analyses, a stepwise regression was
conducted in the following order. First, the following variables that included one
additional sociodemographic variable that had significant correlations with health
promotion behaviors were entered into the regression: health care coverage,
income, health service use, education, and seif-identification as Christian or
other. These variables explained 22.9% of the variance in health promotion

behaviors when entered into the regression based on statistical significance. Use

110

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



of health services (beta = .35, p =.00), health care coverage (beta= 21, p=
.01), and education (beta = .20, p = .02) were significant predictors of health
promotion behaviors. Next, health promotion behaviors was regressed stepwise
on reflection on midiife (beta = .26, p = . 01) and reflection on health (beta = .20,
p= .03). Finally, of all the independent variables that were proposed to influence
health promotion behaviors, only variables that demonstrated significant beta
values as described above were entered into the regression: health care
coverage, health service use, education, reflection on midlife, and reflection on
health. (Table 4.8).

Table 4.8 Stepwise regression of Health promotion behaviors
using only significant beta variables (n = 118)

Unstandardized Standardized
Model Coefficients Coefficients t o]
B Std. Beta
Error
(Constant) 4.78 1.46 3.28 .00
Reflection on Excluded 1.59 NS
health
Health service | 1.74 .45 .31 3.86 .00
use
Reflection on 8.608E-02 | .04 .20 2.41 .02
midiife
Health care .99 47 .18 213 .04
coverage
Education 19 .09 A7 2.10 .04
R2 Adjusted R? R2 Change F p
.282 257 .025 11.31 .00

These variables explained 25.7% of the variance in health promotion
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behaviors and contained more of the theoretically driven variables. Health
services use (beta = .31, p = .00) had the greatest influence, followed by
reflection on midlife (beta = .20, p = .02), health care coverage (beta = .18, p =
.04), and education (beta = .18, p = .04). More frequent use of health services, a
more positive reflection on midlife experiences, having health care coverage, and
higher education influenced the practice of more health promotion behaviors than
fewer use of health services, a negative reflection on midlife, lacking health care
coverage, and few years of education.

To test the scope of the theoretical model the following five variables used
in stepwise regression analyses were entered simultaneously for number of
health promotion behaviors as the dependent variable: health care coverage,
income, use of health services, education, and self-identification as Christian or
other. These variables explained 24.8% of the variance in number of health
promotion behaviors. Health services use (beta = .32, p = .00) and health care
coverage (beta = .20, p = .02) were significant predictors of health promotion
behaviors. This regression model had the highest adjusted R? although beta
values suggested slightly weaker relationships.

The hierarchical regression explained more variance in health promotion
behaviors when only significant beta values were used, while the stepwise
regression based on statistical significance contained more of the theoretically
driven variables with comparable beta values for the common variables, health

care coverage and health services use.
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4.8. Cultural influences: barriers and facilitators of health promotion

Four questions were asked to explore how the experiences and cultural
outlook of Korean immigrant women frames their views of need, barriers, and
facilitators of health promotion: What they felt was most important for A) midlife
women in general to promote their health, as weli as for B) Korean immigrant
women to be able to take better care of themselves, and what the personal C)
barriers, and D) facilitators were in taking care of themselves.

Regardless of menopausal status or whether there were school-aged
dependent children within the household, women listed mental/psychological
health, religious faith, exercise, and regular checkups as most important for
midlife women in general in relation to promoting their health. Example
statements are presented in tables 4.9.a and 4.9.b.

When asked about other Korean immigrant women like themselves,
however, priorities identified shifted to the need for free or low cost health
services and information on health problems and services available in the
community, as presented in tables 4.10.aand 4.10.b.

The two personal barriers to taking better care of themselves that were
shared among the women regardless of menopausal status or age of the children
in the household were financial burden (lack of health care coverage) and lack of
interest and motivation in seeking health care. Pre/perimenopausal women also
mentioned business and/or family responsibilities and fear of being diagnosed

with a disease if health services were sought. Postmenopausal women with more
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Table 4.9.a. Phase 2, Question A: Responses to what is most important for midlife women to promote their health

Women with dependent children in household

Menopausal Category (N) Example statements
status (N)
Mental/psychological health | “The most important thing is to love yourself and do what you enjoy. Your heart has
3) to allow it first [for you to be healthy]"
“First of all, being healthy mentally. You have to be at ease”
“Finding a sense of stability in one's mental state. You can't do anything when
you're stressed”
Pre/peri Religious faith (3) “You have to have religious faith"
@ “Most people here in the U.S. have religious faith, you need to rely on that"
“You have to have religious faith, because the time to meet God is nearing"
Regular checkups (3) “Women our age can bring physical health problems to a doctor”
“| see many women with osteoporosis, cholesterol, and problems with their
reproductive organs. You can't just be careful [but] have to go for treatment and
regular checkups”
Exercise (2) “Exercising a lot. Having a balance in mental health and exercising"
Mental/psychological health | “In everything you have to rid yourself of greediness. Materialism and chaemyun
(2) (losing face) is useless”
Post Religious faith (1) “Having religious faith”
(3) Regular checkups (1) “Regular checkups"

Exercise (1)

“Exercising at least 4 times a week"
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Table 4.9.b. Phase 2, Question A: Responses to what is most important for midlife women to promote their health
Women with no children or grown, independent children in household

Menopausal Category (N) Example statements
status (N)

Mental/psychological health | “You can get cancer screening tests and watch what you eat, but first of all is your
4) mental health. When you have peace your body will also be healthy. Bad health
comes from stress”

“Inner peace”

Pre/peri “Not getting stressed”
(5) “Mental health and spiritual health, they're the same category. You have to be able

to take/accept everything comfortably”

Religious faith (2) “Faith”

Other (each 1) “Exercising and harmony within the family”
‘| wish medical services were more accessible, finding services with good benefits”

Exercise (5) “Physical activity daily. You don't have to exercise strictly, but do it as your situation
allows”

“Exercise, taking care of your body. But above that is mental and spiritual health”
Mental/psychological healthi | “Not worrying and always having joy in your heart. Positive thoughts. Then also

4) exercising”

“Your heart has to be at peace”

"Accepting everything positively, having peace. If you worry a lot and are too

Post cautious your health will suffer”

(11) Religious faith (4) “Spiritual health is fundamental. Living by God's words”

“Religious faith. | used to insist on Christianity, but now | don't think it matters which
faith”

“Faith is more important than medicine. | try to avoid taking any medicine”

Other (each 1) “Women need education [on] how to stay healthy, not relying on other's help, and to
be able take care of themselves"

“You have to feel the need intensely [to taka care of your health)"

“[You need to] set priority in life"

“A regular lifestyle"

“watching your weight”
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Table 4.10.a. Phase 2, Question B: Responses to what is most important for Korean immigrant women to be able
to take better care of themselves: Women with dependent children in household '

Menopausai
status (N)

Category (N)

Example statements

Pre/peri
)

Health services of benefit
()]

“Health services that we can benefit from. Like cancer screening tests at churches”
“Health insurance is too expensive, I'd like free tests"

“Health services offering affordable tests. But it needs to be connected aiso to
affordable treatment options. Health fairs usually end in themselves with nothing
following. Health information and follow up services should be integrated”

Information (3)

“Health information in the newspapers and TV. People with small family businesses
especially lack information on health services”

“Usually Koreans can't use American [English-based] systems effectively. We need
information [on health] that's within the Korean community, what is available, when

and where”

Other (each 1)

“Everyone is so busy. Even though you know you have to take care of yourself
there's not enough time"

“Health problems are from stress. You have to remember your creator and rely that
God is in charge"

“You have to live with confidence, become perfect in English and know the
mainstream American way. Don't worry about chaemyun (losing face). However
demanding immigrant life is you can use your time effectively, enjoy hobbies, get rid
of stress, volunteer”

Post
3)

Health services of benefit

©)

“Financial aid for health services. Most people don't have health insurance”
"Health insurance”
“Cheaper medical fees"

Other (1)

"Exercising, also harmony in the family is important. Many families have problems”
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Table 4.10.b. Phase 2, Question B: Responses to what is most important for Korean immigrant women to be able

to take better care of themselves: Women with no children or grown, independent children in household

Menopausal Category (N) Example statements
status (N)
Health services of benefit “Affordable medical fees"
(2) “Health insurance”
Pre/peri Information (2) “There doesn't seem to be much health information available”
) “More information”
Other (each 1) “Exercising as possible with your schedules and situations”
“Regular checkups and having peace in your heart"
Information (4) “Free health seminars about health problems for people over 50 would help to
motivate and provide information”
“Detailed information on available health services"
“Group education programs on diseases and ways to take care of yourself that's
applicable to each individual
"People don't know what is available”
Post Health services of benefit “The biggest problem is health insurance. It's too burdensome financially. We need
(11) (3) programs that offer free health services"

“Most people don't have heaith insurance”

Regular checkups (2)

“Frequent checkups”

Other (each 1)

“Immigrant life doesn't aliow you enough time. Time management is needed"
“Exercising and watching what you eat"
“It's hard to find translation services when you need it"




independence from children also identified family responsibilities as a continuing
barrier, and cited lack of appropriate health information and time as additional
barriers.

Facilitating factors to taking better care of their health were paraliel to
issues identified as barriers. The wish for basic health care coverage was cited
foremost, followed by desiring appropriate health information and services, more
time for themselves, and ways to increase their motivation (seeking an exercise
partner, participating in social activities, etc).

Scores on midlife evaluation, reflection on midlife, and reflection on health
were compared among the four groups, as presented in table 4.11. Women with
no children or grown, independent children in the household had higher scores,
i.e., a more positive outlook, than women with dependent children. Scores
among women with dependent children in the household were higher among
pre/perimenopausal women, while among women with no children or

independent children, postmenopausal women scored higher.

Table 4.11. Score profile of exploratory qualitative substudy participants

Meno- | Grouped by | Midlife evaluation | Reflection on midlife Reflection on health
pausal children sSCores scores scores
status (N) Median | Range | Mean Range Mean Range
Pre/ Dependent |2 2-5 29.71 24-43 5.29 4-9
peri )

Independent | 3 34 33 30-36 5.2 5-7

(©)]

Dependent 3 2-3 29.67 26-31 4.33 4-5
Post 3)

Independent | 3 1-5 35.09 29-42 6.27 4-8

an
Total 26 3 1-5 32.62 24-43 5.69 4-9
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CHAPTER 5

DISCUSSION

The purpose of the study was to examine the midiife experiences, role
quality, availability of resources, level of midlife heaith knowledge, reflection on
midlife, reflection on health, and the relationships of each of these with health
promotion behaviors among Korean immigrant women at midlife.

The following sections discuss and interpret both quantitative and
qualitative findings within the framework of the Midlife Transitions Health Model

and the research questions addressed.

5.1 Summary of the research

The major significant findings of the study were that role integration,
English proficiency, time since immigration, and income best explained reflection
on midlife. These were theoretically proposed variables. Adding statistically
significant sociodemographic variables to the regression model did not improve
the variance explained. Additionally, reflection on health was significantly related
to role integration and English proficiency. These again were theoretically
proposed variables. In this case, however, the variance in reflection on health
was better explained when significantly related sociodemographic and risk
variables (education, body mass index status) were included. Health service use
and health care coverage best explained health promotion behaviors. These

were theoretically proposed independent variables and they explained greater
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variance in health promotion behaviors than did the set of variables identified by
statistical significance. The latter model, although explaining less of the variance
in health promotion behaviors, contained more of the theoretically proposed
variables, including health services use, reflection on midlife, and heaith care

coverage.

5.2 Midiife changes

The participants experienced a wide range of physical problems at midlife.
The ten physical problems reported most frequently in the order of highest to
lowest frequency were: poor memory, decreased vision, changes in hair texture
or color, muscle or joint aches, cramping feeling in hands, feet, or legs, dry skin,
shoulder stiffness and pain (oshipkyun), back pain, feeling tired or worn out, and
gas pains. The prevalence of these probiems is similar to symptoms identified in
the literature for middie-aged low-income Korean women in the U.S. (Im, Meleis
& Lee, 1999). The problems that caused the greatest concern among participants
were ordered differently. The five problems causing greatest concern were
decrease in vision, aching muscles/joints, shoulder stiffness and pain
(oshipkyun), poor memory, and changes in hair. These were measures of how
notable each experience was in the women'’s daily lives and not necessarily how
severe the symptoms were. Patterns of response in this study were parallel to

Kim’s (1999) findings of symptom severity among middle-aged women in Korea.
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Vasomotor symptom prevalence and severity were not identified as a
central experience among this sample. These findings support previous research
that Korean women associate a wide range of experiences with their midlife
transition and experience patterns of symptom prevalence that differ from the
vasomotor symptoms commonly experienced among Euro-American women (Im,
Meleis & Lee, 1999; Kim, 1998). This difference in core experiences associated
with midlife may be attributable to cultural conceptualizations of the normative
experiences at midiife. It is common to associate oshipkyun (“the fifties
shoulders”) with midlife for both men and women of Korean ethnicity. Indeed,
83.3% of this sample associated oshipkyun with this time of life. Stiffness and
fatigue have been identified as common symptoms of midlife Korean women in
other studies as well (Im, Meleis & Lee, 1999; Kim, 1998).

One of the propositions of the study was that the nature and degree of
midlife changes would affect reflection on midlife and health, as well as influence
health promotion behaviors at this time of life. There was a direct correlation
between the number of negative midlife changes reported and each of the main
outcome variables. That is, experiencing more negative midlife changes was
correlated with a more negative reflection on midlife and health, and with
practicing fewer health promotion behaviors. Both negative and positive areas of
physical, emotional, and social changes were experienced at midlife. Examples
of negative experiences included aches and pains, fatigue, feeling anxious,

nervous, or depressed, feeling it was harder to get respect, and feeling greater

121

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



conflict with family members. Positive experiences reported by the women
included feeling energetic, sleeping well, feeling confident, satisfied, enthusiastic,
feeling that they were growing and changing in positive ways, feeling able to and
more comfortable with prioritizing their own desires, and greater tolerance
towards others.

Traditional Korean culture is deeply rooted in Confucian ideology that
values collectivism and the “triple duty” (sam jong) of Korean women,
emphasizing sacrificial service to her family, i.e., that women first serve their
father, after marriage serve their husband, and third serve their son. The positive
expressions of this sample associated with this time of life may be related to the
force of such cultural influences waning because family responsibilities becoming
less demanding at midlife. They may be influenced also by “American” values of
gender equality and individuality. Respecting and valuing the elderly is another
important Korean cultural value. The women may have seen their own aging as
an opportune time to experience maturity and to receive, respect, and greater
recognition. Japanese-American women reported similar positive expressions of
their midlife transition, a sense of relief and feeling that this time of life was a new
reality that offered them an opportunity to “graduate” from the duties of
motherhood and actualize their personal desires (Kagawa-Singer et al., in press).

The range of physical, emotional, and social experiences at midiife is
highly individual and complex. Attempts to collapse them into measuring a single

category of negative or positive experiences may need to be refined to include
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the number of changes as well as the nature and weight of each experience, in
order to be a relevant and effective measure of midlife experiences. For instance,
women mentioned physical problems such as poor memory and decreased
vision most frequently and shoulder stiffness was rated as seventh in the order of
frequency. However, in terms of greatest significance in their daily lives, the
order of problems shifted. While decreased vision was still rated as a very
significant problem, shoulder stiffness was reported as the third most notable
problem, more significant than poor memory. Therefore integrating these

problems into a single index was difficuit.

5.3 Role integration

Role integration was conceptualized as the perceived balance between
role distress and satisfaction for the roles of mother, wife, grandmother,
employee, housekeeper, and other social roles such as church involvement. The
findings on role integration demonstrated a complex example of the double
burden experienced by Korean immigrant women. Kim and Hurh (1990) reported
that Korean immigrant women bear a double burden of balancing family and
work roles. This double burden is influenced by a persistent gender-role ideology
that emphasizes employment as additional work for women with few intrinsic
awards (Kim & Hurh, 1990). Women are expected to continue their household
and child care work and to add employment to their other workloads. In contrast

to Kim and Hurh'’s findings, although nearly half of the participants worked while
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managing their household and caring for their families, their feelings about work
outside the household were slightly more satisfying than demanding. Household
work, however, was perceived as slightly more demanding than satisfying.
Women worked an average of 45.74 hours per week (SD 20.21), ranging from 3-
132 hours of work per week. These hours were comparable to findings from
previous studies of Korean immigrant women (Kim, 1999; Um & Dancy, 1999).
An unexpected finding was the significant negative correlation between
role integration and English proficiency. Women less proficient in English scored
higher on role integration. A possible explanation is that women less proficient in
English may be more immersed in their ethnic enclaves and have fewer contacts
with contrasting cultures or ideologies. For these women, the likelihood of cultural
comparison and internal conflict may be less than for women proficient in
English, who may be more directly exposed to shifting societal expectations and
cultural ideologies of individualism and gender equality in the division of labor. If
lack of English proficiency is considered an indicator for greater ethnic and
cultural_association, women less proficient in English may have a more traditional
cultural view that affirms the role of “wise mother and good wife (hyunmo
yangcheo)" and values sacrificial responsibility and adaptability. These
experiences and values may explain the more positive integration of their roles.

5.4 Resources

A general lack of resources and barriers to health care were revealed

among respondents. More than half of the sample had a household income less
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than the national average of $38,900 and did not have any health care coverage.
Among women employed outside the home, a substantial proportion (38.3%) did
not have health care coverage. Rates of employment outside the home were
comparable to prior studies of Korean immigrants in the Los Angeles County
area (Kim, 1998, Miller, 1990). The proportion of this study sample that did not
have health care coverage was similar to that found in a focus group study of
Korean immigrant women conducted by the investigator (Kim, 1999) but higher
than that reported in other studies (Miller, 1990).

Use of health services was low, with an average of 6.43 visits made to
medical doctors, traditional Korean doctors (hanuisa), chiropractors, dentists, or
other sources of health care within the past year. This is fewer than the number
of health care services visits among a sample of primarily Euro-American women
that was reported by Bertakis and colleagues (2000). For this latter group,
women made an average of four primary care visits, 10 diagnostic service visits,
2.8 specialty clinic visits, and 0.31 emergency room visits in the past year
(Bertakis, Azari, Helms, Callahan & Robbins, 2000).

Despite having spent an average of 16.32 years in the U.S., the mean
English proficiency score was low, 6.71 (SD 3.58), out of a possible score of 19.
This score indicates low to less than average self-rating of English skills. Nine
women (7.5%) reported not being able to speak, understand, read, or write
English at all. The women reported lack of language proficiency as the second

most important barrier to Korean immigrants in seeking health care or taking care
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of themselves. Other studies have also supported the significance of language
(KHEIR, 1990; Miller, 1990; Nah, 1993). The general lack of socioeconomic,
language, and health-related resources among this sample may be attributable to
the respondents’ immigrant status. Immigrants have been found in other studies
to lack income, language skills, and access to health care (Kim, Yu, Chen, Kim &
Brintnall, 1998; Snyder, Cunningham, Nakazono & Hays, 2000).

Lack of the resources detailed above exerted significant influence on the
three main outcome variables. Household income, length of time in the U.S., and
English proficiency were significant predictors of reflection on midlife. English
proficiency was also a significant predictor of reflection on health. Use of health
services and availability of health care coverage were significant predictors of

practicing health promotion behaviors.

5.5 Knowledge

Knowledge of preventive services and of signs and symptoms that require
medical attention is considered essential to health promotion behaviors.
Participants were quite knowledgeable about midlife health screening
recommendations and of signs and symptoms that might be considered
dangerous. More than half of the participants correctly identified more than 20
out of 23 items (54.9%). This percentage is higher than rates for knowledge of
colorectal cancer and breast cancer risk factors reported by other investigators

(Kim, Yu, Chen, Kim & Brintnail, 1998; Maxwell, Bastani & Warda, 1998). This
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variation may be attributable to the differences in general knowledge of overall
midlife health asked about in this study as compared to detailed knowledge of
specific health problems queried in other studies. This high level of knowledge
may also be due to the sites from which participants were recruited. Many of the
participants were recruited from sites offering health services where women may
have received information and emphasis about health care recommendations.
Knowledge about bone scan for osteoporosis screening, however, was low, with
less than one third of the women having appropriate knowledge about

recommended standards for women their age.

5.6 Reflection on midlife and health

The role of reflection as a subjective evaluative process affecting health
promotion behaviors has not been clearly examined in the literature. This study is
among the first to consider reflection as a predictor of health promotion behavior.
The study found that both reflection on midlife and reflection on health were
significantly related to role quality, income, English proficiency, and health
promotion behaviors. Women who 1) had resources available to them, 2) were
more knowledgeable about health issues, 3) perceived themselves as more
capable of managing their roles, and 4) had a positive reflection on their midlife
experiences, were more likely to practice health promaotion behaviors. The same
was true of women with a positive reflection on their health. When the

participants compared themselves to Euro-American women, they viewed
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themselves as being at a disadvantage not only in lacking resources, knowledge,
and language ability, but also in time pressures on them from long work hours
and household responsibilities. They viewed their status and experiences as
immigrants as an influence on their lack of time.

The exploratory open-ended question on reflection on midlife offers an
interpretative framework for their responses. An interest in and concern about
health was a significant priority among the respondents. The desire for financial
stability, seeing their children get married, wanting to put a greater priority into
their own interests, and leading focused and meaningful lives were also
expressed. Women with no children or independent children in the household
expressed a more positive tone in comparison to women with dependent school-
aged children. It appeared that although midlife was a time of complex changes it
was viewed as an opportune time for achieving their personal goals. This was
especially true when family responsibilities were not as much of a constraint for
women with no children or independent children in the household. The findings in
this study are comparable to those of other investigators in which Chinese-
American women described their midiife transition as a new opportunity and a
second chance at life (Adler et al., 2000). It also echoes the responses of
Japanese-American women who described this time of life as a time of
“graduating from womanhood,” stepping free from the responsibilities of
motherhood and family roles to seeking their own priorities (Kagawa-Singer et al,

in press). These priorities were framed in a collective, altruistic sense of purpose.
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5.7 Health Promotion Behaviors

Although developed and made available for use in 1995, there are few
published studies using the revised Health Promoting Lifestyle Profile (HPLP-II).
The HPLP-II measures six subcategories of health responsibility, physical
activity, nutrition, spiritual growth, interpersonal relations, and stress
management (Walker, 1997). The mean score of the HPLP-lI was slightly lower
in this study when compared to a study of adults with Parkinson'’s disease, who
were mainly elderly men (Fowler, 1997). As the two samples differ considerably
(men vs. women, sick vs. healthy, Euro-American vs. Korean) a direct
comparison is not likely to be meaningful. Further use of the HPLP-ll among
Korean groups is needed to establish a norm for practice of Korean practice of
health behaviors.

Comparisons of specific health promotion behaviors between this sample
and other Korean samples can be made. Only a small portion of the sample
reported never having received a mammogram (15%) or Pap smear (15.8%).
Rates of mammography (69.2%) and Pap smear (66.7 %) within the past two
years met the national objectives proposed in Healthy People 2000 (Public
Health Service, 1991). The Pap smear rate for this sample was higher than
Maxwell and colleagues’ (2000) for Korean immigrants (41%). Mammography
rates were higher than reported by Maxwell and colleagues (1998, 2000) and

Wismer and colleagues (1998a) for Korean immigrant women over age 50 years,
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36%, 25%, and 34% respectively. The higher use of mammography may be
attributable to recruitment sites including those that offered screening services for
breast and cervical cancer. It is possible that rates are inflated because of such
recruitment sites.

The practice of preventive screening was lower, however, in the area of
colorectal cancer screening. For colorectal cancer screening, only 21.5% of
women over age 50 years reported ever having been screened, and only six
(5%) women reported being screened within the past year. Screening rates
within the past year were lower than Kim and colleagues’ (1998) report of 8.8%
of the Korean women surveyed in Chicago being screened for a fecal occult
blood testing (FOBT) within the past year. The rate of ever being screened is
also lower than national survey results of ever having had a FOBT (39.7%) or
sigmoidoscopy (41.7%) (CDC, 1999a).

Other health promotion activities were prominent. Eighty-five percent of
the women currently practiced specific measures to maintain or improve their
health at least on occasion. Among such measures, psychological/mental
practices and spiritual practices were commonly identified and captured
dimensions of health promotion that were not readily addressed in the HPLP-II
items on lifestyle-related factors or health screening practices. The
acknowledgement of these practices reflected also the importance of

psychological/mental and spiritual dimensions of health and health promotion
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that were identified in a focus group study of Korean immigrant women at midiife
(Kim, 1999).

Although knowledge of midlife health was directly related to health
promotion behaviors,_it was not a significant factor in influencing heaith
promotion behaviors. This finding suggests that knowledge in itseif does not
change the practice of health promotion behaviors in this population. The limited
role of knowledge in affecting health behaviors has been suggested in studies of
other health areas such as HIV/AIDS and diabetes. In the case of HIV/AIDS,
knowledge is widespread but does not in itself affect sexual or drug use
behaviors (CDC, 1997a; May 1997; Denning & Fleming, 1997; Welis & Mayer,
1997). Among people with diabetes and their families, knowledge alone does not
change diet, exercise or medication management activities (Foreyt & Poston,
1999; Lipton et al., 1996, Lipton, Losey, Giachello, Mendez & Girotti, 1998).
Rather, change in behavior requires a complex set of factors, including the
provision of resources, and attention to cultural beliefs and practices. It is
possible that providing and/or enhancing available resources within the context of
culture may also be more powerful in prompting Korean immigrant women to
increase their health promotion and disease prevention activities. This supports
the premise of the Vulnerable Populations Model, which proposes that provision
of adequate resources is vital in affecting health behaviors (Flaskerud &

Nyamathi, 2000; Flaskerud & Winsiow, 1998).
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5.8 Health and social policy

The findings of this study add perspective to the nature of factors that
positively affect health promotion behaviors as well as those that preclude people
from seeking appropriate health care. Findings can inform social and health
policy decisions to recognize the needs of immigrants and provide basic services
that address immigrant health issues in their immediate transition into U.S.
society as well as over a longer period of time. An example of services needed
that would better prepare immigrants on an individual level is providing
orientation classes to introduce immigrants to the various and fragmented
components of the U.S. health care industry. In addition, providing English
language classes at several levels of proficiency wouid assist new immigrants in
access to health care, jobs, and schooling as well as facilitate their transition into
American life. These services may be enacted as federal or State government
level initiatives, as well as through community-based organizations that are
comprised of members of the Korean community. Policy and legislation that is
directed at improving immigrants’ use of health care services is also needed.
Providing universal health care coverage as a fundamental right is crucial to
ensure access to preventive health services and medical treatment. The
provision of health insurance and access to care was of highest priority among
several recommendations and strategies for improving the health of immigrant
women in this study and has been proposed by others as well (Meleis, Lipson,

Muecke & Smith, 1998).
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Providing high quality translation services on a national level is another
area of health policy and legislation that is needed. Although there are standards
for linguistic competence they are rarely enforced (Carneiro, 2001). Examples of
services needed include establishing a national network of translation services to
assist in health care services, setting a standard of a quota system of transiators
per district that reflects the size of the Korean community and other immigrant
communities within the area, and providing funds to recruit and train bilingual
translators. Other examples of health policy and legislation that are needed are
establishing a national clearinghouse for multilingual heaith materials, rated for
clarity and appropriateness of translation. These would assist immigrants to

obtain health information in their own language.

5.9 Limitations of the study

This study is limited by sampling method and recruitment sites.
Participants for the Phase 1 survey were recruited from three different sites and
sources. One group was drawn from respondents to the KAHS 2000 survey, a
health survey of the Korean community in Los Angeles County. Another group
was recruited from the waiting room area of a community-based health and
social services clinic. The third group was recruited from a church site and a
church-sponsored cancer screening outreach event. This difference in
recruitment site and sources may account for the variation noted in
sociodemographic variables such as years of education, marital status, income,

and health care coverage that occurred among the three groups. Participants for
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the phase 2 substudy were not randomly selected from phase 1 participants and
this_ may account for the differences in sociodemographic characteristics between
phase 1 and phase 2 participants

Convenience sampling resuited in only volunteers and restricts
generalization to a larger population. Women who were willing to participate may
have been those with a particular interest in health and health promotion. Some
of the women were recruited through a church sponsored cancer-screening
event and others through a waiting room area of a community-based health and
social services clinic. A number of these women had appointments for medical
checkups, Pap smears, or mammograms. Women attending a health fair or a
clinic may have been more knowledgeable about midlife health issues and
recommendations, particularly those surrounding cancer screening.

The setting of the study in Los Angeles County resuited in participants
from a large urban area with one of the largest Korean populations in the U.S.
These participants generally had access to many services available within and
around Korea Town, a focal business and coethnic support area. Resuits may
differ when applied to Korean immigrant women residing in suburban areas or

different social environments without coethnic support.

5.10 Implications for nursing research

This study made contributions to research methodology and psychometrics.
The development and testing of valid and reliable instruments specific to women

with a Korean cultural and ethnic background contributes to advancing
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intercultural learning. Ascertaining which concepts translate conceptually as well
as semantically, and what they mean in the transiation from English to Korean
adds to our knowledge of cross-cultural use of instruments.

While most of the instruments had good internal consistency and test-
retest reliability, negative and positive categories of physical, emotional, and
social experiences at midlife had relatively low internal consistency reliability
values. Low internal consistency may be due to a number of reasons. First, items
may be measuring more than one concept. Second, translation of the items into
the Korean language may result in more than one concept. Third, the various
physical, emotional, and social experiences at midlife may be highly individual
and complex. Attempts to collapse items into measuring a single category of
negative or positive experiences may not_adequately capture the number of
changes experienced by women individually. The nature and weight given to
each experience may be complex, making it difficult to construct a relevant and
effective measure of midlife experiences.

The instruments are expected to facilitate other researchers’ efforts in
conducting descriptive, predictive, and prescriptive research. Cross-cultural
applicability to other populations needs to be tested further. The HPLP-II and the
Marlowe-Crowne Social Desirability scale must be used in studies of other
Korean immigrant groups before anything definitive can be said about their

applicability and appropriateness.
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5.11 Implications for future research

The study resulted in identifying several additional areas of study.
Recommendations for future research include conducting the research with
Korean immigrant women residing in suburban areas or different social contexts
in which a coethnic enclave does not exist. Comparison of Korean immigrant and
non-immigrant women on similarities and differences in factors affecting health
promotion behaviors may clarify the relationship between role integration,
resources, reflection on midiife, reflection on heaith, and health promotion
behaviors in Korean-Americans. Comparison to non-Korean groups would also
be instructive. Role integration and resource availability were important
predictors in this study. Further study is needed to design strategies to validate
and strengthen the influence of role integration and resource availability in

studies of health promotion behaviors.

5.12 Implications for nursing theory building

The Midlife Transitions Health Model appears to add to the knowledge of
health promotion behaviors at midlife in the context of midlife experiences, role
quality, resources, knowledge, and reflection on midlife and health. It was highly
predictive in explaining reflection on midlife and health promotion behaviors,
indicating the adequacy of the scope of the model. The model would be
strengthened if education were included as an_additional resource variable and
body mass index as a risk variable that may influence reflection on health and

health practices.
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The operational adequacy of the modei was met as concepts were
operationally defined, instruments were valid and reliable measures of the
concept, and sample size was adequate. Empirical adequacy, established by
congruence found between theoretical claims and the empirical evidence, was
generally supported in this study. The relationships between role quality and
reflection on midlife and reflection on health were supported. Resources such as
English proficiency, time in the U.S., and income were aiso found to be
significant predictors of reflection on midlife and health practices. Neither the
range of midlife experiences nor level of knowledge of midlife health were

influential in explaining reflection or health promotion behaviors.

5.13 Implications for Nursing Practice

Interventions to assess and manage symptoms and increase knowledge
of health behaviors have been a focus in nursing practice. This study, in addition,
highlights the roie of reflection on health promotion behaviors over variables
traditionally thought to be influential in affecting health behaviors, such as
knowiedge, and demonstrates areas toward which nursing interventions may be
directed. Reflection was found to be influenced by the perception of role
integration and quality and the availability and development of resources. The
provision of resources and social emotional support of role changes may
enhance Korean women's health and health practices. Qualitative findings of the

study revealed that health is reported as an important concern and priority by
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Korean immigrant women at midlife. Despite this importance, family demands
and responsibilities, and lack of time may interfere with women being able to take
health action. Responses to items asking them to reflect on themselves in
comparison to non-Korean American women of the same age showed that
Korean immigrant women tend to view themselves as disadvantaged due to
language limitations, less access to health resources, and lack of time. Nurses
should be sensitive to expanding their health education practices. They can invite
women to reflect on their midlife experiences, their access to resources, and their
lack of time and help them problem solve in these areas. Nurses can also value
initiatives and interest of Korean immigrant women in taking better care of their
health and recognize the limitations they face in their daily lives. Explaining
health recommendations in ways that will be of greater relevance to the self-
identity of Korean immigrant women living the U.S. may be another area of
sensitive health education.

Quantitative and qualitative findings illustrated also the lack of health care
coverage for immigrant women and the need for assistance in finding heaith
information and accessible tangible resources and services within the
community. Nurses can expand their interest and scope of practice to find new
and creative ways to connect with established community groups and be more
knowledgeable about community resources and needs. They can coordinate
health services strategically to make them more accessible to immigrant women.

Examples of resource provision that nurses could be involved in include
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supporting community outreach health fairs and arranging affordable mobile
health screening services. Other resources that nurses could be involved in are
health education workshops at local Korean churches after Sunday services and
establishing nursing partnerships with Korean churches to continue the care for
needy members of their community. The use of core groups to provide health
education has been used extensively in HIV/AIDS prevention (Katz &
Gerberding, 1997; McKirnan, Ostrow & Hope, 1996). Korean churches may fit
the role of a core group. Outreach interventions connected with the Korean
church as a core group may be especially appealing to Korean immigrant women
who have limited time in their lives. Churches would also provide for the
mental/psychological and spiritual dimensions of health that were identified by
the participants as important to maintaining and improving health. The potential
role of Korean churches as a source of promoting accessibility and acceptability
of health education and services has been suggested in other research as well

(Chen et al., 1997; Kim, Yu, Chen, Kim & Brintnall, 1998).
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Appendix A.

Recruitment material
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LETTER OF INVITATION
November 2000
Dear Mrs. Kim,

Although research on Korean immigrants has been growing in various areas, there is a lack of
research focused on Korean immigrant women at midlife, particularly in terms of factors related to
their health promotion. Midlife is an important time that is often accompanied by various changes,
especially as a time of increased awareness of health changes and efforts to prevent disease.
You are invited to participate in a study that focuses on the factors that relate to heaith
promotion behaviors among Korean immigrant women.

You have been chosen from a list of respondents to the Korean American Health Survey 2000
conducted by the Korean Health, Education, Information, and Research Center (KHEIR) during
late 19989 to early 2000. Selection criteria were being a woman between 45 and 64 years,
cumrently not pregnant, and not having had a hysterectomy. This new study is being conducted by
Sue Kim, RN, MS, as part of her doctoral program at the School of Nursing, UCLA. Ms. Kim is
part of the survey team at KHEIR that conducted the Survey 2000 project. This new study

will generate data on women's heaith, especialiy health in the context of midlife and health
promotion, in addition to the data collected by KHEIR.

You may choose to participate by one of three methods: 1) be interviewed by phone, 2) be
interviewed in person, or 3) completing mailed questionnaires. Questions will focus on physical,
emotional/mental, social changes experienced at this time of life, your thoughts on these
experiences, knowledge on midlife health, and things that you do for your heaith. interviews wiil
take 30 to 45 minutes and will be scheduled at a time according to your preference. A portion of
the questionnaire is meant to be self-administered and can be mailed to you beforehand. A
subset of women who are able and willing will be asked additional open-ended questions on their
reflection on midlife, and facilitators and barriers to health promotion. This is expected to take an
additional 15 to 20 minutes. Participation in this study is voluntary and your personal information
will be kept confidential. You may choose to stop participation at any time.

As a token of appreciation for your time, you will receive a Concern ® Mini breast model and a
health educational booklet in Korean. The mini breast model simulates breast lumps and is
intended to aid you in effectively practicing breast self-exams. The heaith booklet covers
information on various cancers, common health problems and strategies, as well as space to

document health check ups. If you are asked the open-ended questions, you will also receive an
additional gift of a note set or calcium supplements.

If you have any questions and would like to contact Ms. Kim, please call

(TOLL FREE). If you do not wish to be contacted with further informatio udy, please
call this number within 10 days. Otherwise, a follow up phone call will be made within a few days
to verify which participation method you prefer.

Thank you in advance for your interest.

Sincerely,

Korean Health Education, information, and Research Center
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BECOME A PARTICIPANT IN A
UCLA STUDY ON
Korean Immigrant Women'’s
Health at Midlife !

e YOU MAY BE ELIGIBLE TO PARTICIPATE IF YOU ARE:
A Korean woman between 45 and 64 years-old
Are not pregnant
Have not had your uterus taken out by surgery
And live in Los Angeles County

e YOU MAY CHOOSE:
To be interviewed by phone
OR Dbe interviewed in person
OR complete a mail questionnaire

This is expected to take 30 to 45 minutes. Questions will focus on
physical, emotional/mental, social changes experienced at this time
of life, your thoughts on these experiences, knowledge on midiife

health, and things that you do for your healith. Participation is
voluntary and confidential.

You will receive health-related gifts as a token of appreciation for your
time.

IF YOU ARE INTERESTED OR HAVE QUESTIONS:

CALL IS (TOLL FREE)

~ THANK YOU ~
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Health promotion behaviors among Korean immigrant women at midlife

Verbal Recruitment Script to recruit participants at KHEIR health clinic

Hello, my name is Sue Kim. | am a Korean nurse studying midlife experiences and health
promotion behaviors of Korean immigrant women. This study is part of my training as a doctoral
student at the UCLA School of Nursing. | am interested in understanding what factors are related
to behaviors that promote health within the context of midlife, or middle-age, among immigrant
Korean women.

If you decide to participate you will be asked a set of questions on your thoughts, experiences at
this time of life, and things that you do to maintain or improve your health. There are no right or
wrong answers. Your name will not appear on the questionnaire and you may withdraw from
participating at any time.

Your participation wili help in the development of further research on Korean immigrants and you
will receive smali gifts as a token of appreciation for your time. Everyone who participates will
receive a mini breast model, educational brochures on varnous cancers, and a healthy decisions
booklet.

You can participate if you are between the ages of 45 to 64 years, had not had a hysterectomy,
are not currently pregnant, and live in Los Angeles County.

IF 44 YEARS AND YOUNGER

OR 65 YEARS-OLD OR OLDER

OR HAD HYSTERECTOMY OR IS CURRENTLY PREGNANT
OR DOES NOT LIVE IN LA COUNTY

N

Thank you for your interest in the study. However, because the study focuses on
women within certain characteristics we will have to stop here. (TERMINATE)

You may now choose how you will participate by one of three methods: be interviewed over the
phone, be interviewed in person, or complete questionnaire sets and mail them back.

Interviews usually take 30 to 45 minutes and can be scheduled at a time according to your
preference. Questions will focus on physical, emotional/mental, social changes experienced at
this time of life, your thoughts on these experiences, knowledge on midlife health, and things that
you do for your health. A portion of the questionnaire is meant to be self-administered and you
may take it home to fill out and mail back if you wish.

If you are interested in participating in the study, which method would you prefer?
1. IF PREFERS PHONE INTERVIEW

- Thank you. Please tell me when you wouid like to be called.
2. IF PREFERS PERSONAL INTERVIEW

-> Thank you. We could do it now or you could tell me when and where you would like to be
interviewed.
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3. IF PREFERS MAILED SURVEY
-> Thank you. Please take this questionnaire packet. There is a stamped envelope enclosed
for you to mail back the questionnaire once you complete it.

e IF THE WOMAN IS NOT INTERESTED IN PARTICIPATING, TERMINATE:
| see. Thank you for your time.
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Consent to Participate in Research

Health Promotion among Korean Immigrant Women at Midlife

You are asked to participate in a research study conducted by Sue Kim, MS, RN, from
the School of Nursing at the University of California, Los Angeles, for her doctoral program. You
were selected as a possible participant in this study because you are a Korean woman between
the ages of 45 to 64, are not pregnant, have not had a hysterectomy, and live in Los Angeles
County or Orange County. Your participation in this study is voluntary and confidential.

Purpose of the Study:

The investigator, Ms. Kim, is interested in understanding what you perceive health at
midlife to be and how it may be promoted, as well as the experience of this transitional period in
terms of physical, emotional, and social changes that occur or are expected.

Procedures:

If you volunteer to participate in this study, you will be asked to participate by choosing
from one of three methods: 1) participating in a telephone interview; 2) meeting with Ms. Kim at
an agreed upon time and place for a face-to-face interview, or 3) completing self-administered
questionnaire sets that will be mailed to you.

Questions focus on the following topics: physical, emotional, and social changes you
have experienced at this stage of your life, work and family roles, reflection on this time of life,
reflection on health, and things you do to maintain or improve your health.

The interview is expected to take approximately 30 to 45 minutes. A portion of the
questionnaire is meant to be self-administered and will be given to you to fill out on your own and
return to Ms. Kim.

A small number of women who are capable and willing to share more information will be
asked additional open-ended questions for further information on reflection on their midlife
experiences, health promotion practices, and facilitators and barriers to health promotion. If you
are selected this is expected to take an additional 15 to 20 minutes.

Overall, the length of participation is expected to range from 30 to 65 minutes, depending
on whether these additional questions are asked.

If there are questions that you do not want to answer, you do not have to. If you don't feel
like continuing to participate in the study, you may withdraw at any time.

Potential risks and discomforts:

There are minimal risks involved in participating in the study. You may feel bored or tired
as a result of the questions. In this case you may choose to take a break and continue the
interview at another time.

Potential benefits to subjects:

You may not directly benefit from participating in this research. A benefit of participating
in the study may be that the interview will provide an opportunity for you to discover, organize,
and clarify your experiences at this time of life and gain insight into your strengths in improving
health.

Potential benefits to society:

N The study findings may be used to help researchers and health care providers to better
understand what factors affect health promotion at midlife. it may aiso inform social and health
policy to recognize the needs of Korean immigrant women and provide basic services that
address their health issues more adequately.

Payment for participation:
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If you choose to participate in the study, you will receive the following small gifts as a
token of appreciation for your time and contributions: a mini breast model that simulates breast
lumps, educational brochures on various cancers, and a booklet on healthy decisions at midlife.
Women who are asked the additional open-ended questions will also be given a note set or
calcium supplements.

Confidentiality:

Any information that is obtained in connection with this study and that can be identified
with you will remain confidential. Confidentiality will be maintained by storing completed
questionnaires in a locked file separate from any identifying information. Your name will not
appear on the questionnaires or in written reports. Only Ms. Kim will have access to the data. All
records will be destroyed within three years after the study is completed.

Participation and withdrawal:
Your participation is voluntary. If you decide to participate, you are free to discontinue
participation at any time without penaity.

Identification of investigators:

If you have questions or concems about the research, please feel free to contact Sue
Kim, RN, M.S. atm (TOLL FREE) or Dr. Jacquelyn Flaskerud, RN, Ph.D. .
B G-t - o of Nursing, UCLA.

Rights of research subjects:
You may discontinue participation at any time without penaity. if you have questions

regarding your rights as a research subject, contact the Offices for Protection of Research

Subjects, UCLA, Box 951694, Los Angeles, CA

Signature of research subject
My signature indicates that | have read and understand the information provided above,
and that | willingly agree to participate in this research study. | will receive a copy of this form.

Name of subject

Signature of subject Date

In my judgement the subject is voluntarily and knowingly giving informed consent and possesses
the legal capacity to give informed consent to participate in this research study.

Signature of investigator Date
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Health promotion behaviors among Korean immigrant women at midlife

Recruitment Script for Telephone Contact

THE FOLLOWING SCRIPT WILL BE USED TO FOLLOW UP WOMEN WHO DO NOT
INDICATE THEIR WISH NOT TO BE CONTACTED FURTHER ABOUT THE STUDY
WITHIN 10 DAYS.

Hello, this is KHEIR calling you about a study on the midiife experiences and health promotion
behaviors of Korean women who are first generation immigrants. You may recall receiving a letter
about this study, being done by Sue Kim, as part of her doctoral training at the UCLA School of
Nursing. Ms. Kim is working with KHEIR on the Korean American Health Survey 2000 that you
provided information for some time ago, and she is further studying factors that are related to
behaviors that promote health at midlife, or middie-age, among immigrant Korean women like
you.

If you decide to participate you will be asked a set of questions on your thoughts, experiences at
this time of life, and things that you do to maintain or improve your health. There are no right or
wrong answers. Your name will not appear on the questionnaire and you may withdraw from
participating at any time.

Your participation will help in the development of further research on Korean immigrants and you
will receive small gifts as a token of appreciation for your time. Everyone who participates will
receive a mini breast model, educational brochures on various cancers, and a healthy decisions
booklet.

You can participate if you have not had surgery to remove your uterus (hysterectomy) and are not

currently pregnant. Have you had a hysterectomy OR are you currently pregnant?

IF ANSWERS “YES” TO EITHER CASE
=> Thank you for your interest in the study. However, because the study focuses on
women with certain characteristics we will have to stop here. (TERMINATE)

IF ANSWERS “NO” TO BOTH
- Thank you. The focus of the study fits your characteristics.

You may now choose how you will participate by one of three methods: be interviewed over the
phone, be interviewed in person, or completing questionnaire sets that will be mailed to you.

Questions focus on your thoughts, experiences at this time of life, and things that you do to
maintain or improve your health. if you choose to be interviewed by phone orin person it is
expected to take about 30 to 45 minutes. A portion of the questionnaire set is meant to self-
administered and will be sent to you along with a postage paid envelope.

A small number of women who are capable and willing may also be asked a few additional
questions in the course of the interview. These questions will be about their reflection on this time

of life, and facilitators and barriers to health promotion, and are expected to take 15 to 20
minutes. Women who are asked these additional questions will also be given a note set or
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calcium supplements as a token of appreciation. Overall, the length of your participation is
expected to range from 30 to 65 minutes, depending on whether these additional questions are
asked

If you are interested in participating in the study, which method would you prefer?

1. IF PREFERS PHONE INTERVIEW
-> Thank you. Please tell me when you would like to be called by Ms. Kim.

2. IF PREFERS PERSONAL INTERVIEW
- Thank you. Please tell me when you would like to be contacted by Ms. Kim to arange
when and where she could go to meet you for the interview.

4. IF PREFERS MAILED SURVEY
-> Thank you. Please tell me the address you would prefer to have the questionnaire set
mailed to.

e IF THE WOMAN IS NOT INTERESTED IN PARTICIPATING, TERMINATE:
I see. Thank you for your time.
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Appendix B.

Instrument set (Phase 1)
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RESPONDENT ID#:
DATE OF INTERVIEW: / /

MMDDYY

e

LOCATION:

RECORD CURRENT TIME (TIME BEGAN): : AM/PM

1. 1 would like to start by reading you some statements. Please tell me which one best
describes you.

| still have regular periods .. U |
My periods have been |rregular and/or wuth changes |n ﬂow
for the last 3 months or more . . o2

| have not had a period or any spottlng for the Iast 12 months or more ..... 3

MHQ: Midiife Changes

2. Please describe any physical changes you have experienced that you think might be
related to this time of your life.

The following is a list of physical changes that some people experience and others don't
at this time of life. Please think about whether you have experienced them or not.

4. In general, do you think that most
women experience (...) at this time of

life? l

3. During the past 12 3A. Please pick a score that describes *

months have you [ J your feeling about (...)

ever experienced | Not Very No | Yes

any: No | Yes | notable notable

at all

a. Aching in muscles 0 1 1 2 3 4 5 0 1
and joints
b. Shoulder stiffness 0 1 1 2 3 4 5 0 1
and pain (Oshipkyun)
c. Hot flashes and 0 1 1 2 3 4 5 0 1
sweats
d. Night sweats 0 1 1 2 3 4 5 0 1
e. Sweating 0 1 1 2 3 4 5 0 1
f. Poor memory 0 1 1 2 3 4 5 0 1
g. Feeling tired or worm 0 1 1 2 3 4 5 0 1
out
h. Difficulty sleeping 0 1 1 2 3 4 5 0 1
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i. Flatulance (wind) or 0 1 1 2 3 4 5 0 1
|_gas pains

j. Decrease in physical 0 1 1 2 3 4 5 0] 1

strength and lack of

energy

k. Digestive problems 0 1 1 2 3 4 5 0 1

i. Drying skin 0 1 1 2 3 4 5 0 1

m. Weight gain 0 1 1 2 3 4 5 0 1

n. Frequent 0 1 1 2 3 4 5 0 1

headaches

0. Pain in the back 0 1 1 2 3 4 5 0 1

p. Decreased vision 0 1 1 2 3 4 5 0 1

q. Hearing difficulty 0 1 1 2 3 4 5 0 1

r. Changes in color or 0 1 1 2 3 4 5 0 1

texture of hair

s. Changes in period 0 1 1 2 3 4 5 0 1

t. Frequent urination 0 1 1 2 3 4 5 0 1

u. Involuntarily leaking 0 1 1 2 3 4 5 0 1

urine when laughing or

coughing

v. Change in sexual 0 1 1 2 3 4 5 0 1

desire

w. Painful intercourse 0 1 1 2 3 4 5 0 1

x. Heart palpitations 0 1 1 2 3 4 5 0 1

y. Dizziness 0 1 1 2 3 4 5 0 1

z. Cramping feeling in 0 1 1 2 3 4 5 0 1

hands, feet, or legs

aa. Good energy 1 0 1

bb. Sleeping weli 0 1 0 1

5. Please describe any emotional changes you have experienced that you think might
be related to this time of your life.
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The following is a list of emotional changes that some people experience and others
don't at this time of life. Please think about whether you have experienced them or not.

7. In general, do you think that most
women experience (...) at this time of
life?

6. At this time of 6A. Please pick a score that describes v
your life would you your feeling about (...)
say in general that | Not Very No Yes
you have No | Yes | notable notable
experienced: at all

a. Feeling anxious 0 1 1 2 3 4 5 0 1
or nervous
b. Feeling 0 1 1 2 3 4 5 0 1
dissatisfied with
your personal life
c. Feeling 0 1 1 2 3 4 5 0 1
depressed, down,
or blue

d. Feeling 0 1 1 2 3 4 5 0 1
impatient with
other people
e. Feeling that you 0 1 1 2 4 5 0 1
want to be alone
f. Feeling confident 0 1 0 1
in yourself
g. Feeling satisfied 0 1 0 1
with your situation
h. Feeling 0 1 0 1
enthusiastic
i. Feeling 0 1 0 1
affectionate
j. Feeling that you 0 1 0 1
are growing and
changing in
postiive ways

Now | would like to ask you about your family and others who may live with you.

8. Are you curtrently:

Married ... years
Never married ....... SKIPTOQ12.............2
Divorced ..o 3
Separated .............cceiiiiiiiiiriieen L 4
Widowed .............SKIPTOQ10..............5
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9. Some women feel that their relationship with their husbands change somewhat at
this stage of their lives. How about you? Please describe any changes in your
relationship with your husband.

Example: What is your relationship like compared to 5 or 10 years ago?

10. How many chiidren, if any, do you have? __ ___ children

A. How old are the children living with you?
Ages: ' , ' '

11. Some women feel that their relationship with their child(ren) change somewhat at
this stage of their lives. How about you? Please describe any changes in your
relationship with your child(ren).

Example: What is your relationship like compared to 5 or 10 years ago?

12. if there are other people that live with you, how old are they, and what is their
relationship to you? Let's start with the oldest person then go on to the next
oldest.

Age Relationship
13. in terms of work, are you currently:
Working full-time ...
Workingpart-time ... 2
Keeping house full-time ........................cii .3
Retired ... ..o e e 4
Neveremployed ........ ...
Other............ccoevveevenenne.......SPECIFY BELOW... ... ... 6

A. What kind of work do you do?
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14. Some women feel that their relationship with other peopie change somewhat at
this stage of life. How about you? Please describe any changes in your
relationships with people.

Example: In the way you are treated? Ways you relate to others?
What is your relationship like compared to 5 or 10 years ago?

The following is a list of relationship changes that some peopie experience and others
don’t at this time of life. Please think about whether you have experienced them or not.

16. In general, do you think that most
women experience (...) at this time of
life?

14. At this time of your 15A. Please pick a score that describes &
life would you say your feeling about (...)

in general that you T T Not Very No | Yes

have experienced: | No | Yes n:ti;[ble notable
at a

a. Feeling more 0 1 1 5 0 1

conflict with husband

b. Feeling more 0 1 1
conflict with child(ren)

4
3 4 5 0 1
c. Feeling intimidated 1 4

when with others

o] ©
-

d. Feeling that it is
harder to get respect

NN N NN
w

o
-
-

e. Feeling closer/more
dependent on husband

f. Feeling closer/more 0 1 0 1
dependent on
child(ren)

g. Feeling more 0 1 0 1
freedom from husband

h. Feeling more 0 1 0 1
freedom from

child(ren)

i. Feeling more 0 1 0] 1
comfortable in giving
priority to what you
want or need

j. Feeling more tolerant {| 0 1 0 1
and understanding of
others

k. Feeling relationship 0 1 0 1
with husband is better
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I. Feeling relationship 0 1 0 1
with child(ren) is better

m. Feeling relationship | O 1 o 1
with others is better

Role satisfaction/demand

Let’'s move on to the roles that women are generally involved in.

17. Please write in the number of hours per week you are involved in each of the
following responsibilities, and how satisfying or demanding you find each
responsibility to be.

Satisfying Demanding
Responsibility Hrs 1 2 3 4 5 1 2 3 4 5
Per 1 Not Very | Not Very
week | ot much | at all much
all

a. Mothering 1 2 3 4 5 1 2 3 4 5
b. Wife role 1 2 3 4 5 1 2 3 4 5
c. Grand- 1 2 3 4 5 1 2 3 4 5
mother role

d. Working

outside of 1 2 3 4 5 1 2 3 4 5
the home

e. 1 2 3 4 5 1 2 3 4 5
Household

chores

f. Social

activities 1 2 3 4 5 1 2 3 4 5
(volunteer

work, church

activities,

etc)

a. Reflection on midlife

18.A. How would you rate this time of life overall?

Wonderful/excmng .............. 1
Good .. e
Fair .. U )
Somewhat dlff' cult e b
Overwheiming 5

18.B. Compared to other Anglo women your age, would you say you are more or less
capable of managing changes at this time of life, or about the same?

More capable ................... 1
Aboutthe same ................. 2
Lesscapable .................... 3
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18.C. Compared to other Korean women your age, wouid you say you are more or less
capable of managing changes at this time of life, or about the same?

Morecapable ................... 1
Aboutthe same ................. 2
Lesscapable .................... 3

18.D. Compared to your earlier aduithood, how would you rate this time of your life?

Better ...
Aboutthesame ................. 2
Worse ... 3

b. Reflection on work and family roles/responsibilities
19.A. Compared to other Anglo women your age, would you say you are more or less
capable of managing your work and family roles/responsibilities?

More capable ................... 1
About the same ................. 2
Less capable .................... 3

19.B. Compared to other Korean women your age, would you say you are more or less
capable of managing your work and family roles/responsibilities?

More capable ................... 1
About the same ................. 2
Lesscapable .................... 3

19.C. Compared to your earlier adulthood, would you say you are more or less capable
of managing your work and family roles/responsibilities?

More capable ................... 1
Aboutthe same ................. 2
Lesscapable .................... 3

c. Reflection on resources

Satisfied ........c..................1 Sufficient ........................ 1
Indifferent .......................... 2 Aboutright ..................... 2
Not satisfied ...................... 3 Not sufficient .................. 3
20. How satisfied are you with 21. Considering [READ EACH]
[READ EACH] in terms of being | would you say it's sufficient,
able to take care of your about right, or not sufficient for
health? you to take care of your health?
a. your economic 1 2 3 1 2 3
situation
b. your ability to speak, 1 2 3 1 2 3
read, and understand
English
c. the health services 1 2 3 1 2 3
available to you
d. your health care 1 2 3 1 2 3
coverage, if any
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d. Reflection on knowiedge of midlife health

22.A. How would you rate your knowledge of midlife health overall?

Good ...
Fair......ocoeeviieeena2
Poor ..o .3

22.B. Compared to other Anglo women your age, how would you rate your knowledge
of midlife heaith?

More knowledgeable ......... 1
Aboutthe same ................. 2
Less knowledgeable ........... 3

22.C. Compared to other Korean women your age, how would you rate your knowiedge
of midlife health?

More knowledgeable ......... 1
Aboutthe same ................. 2
Less knowledgeable ...........3

HRQ: Perception of health status

23.A. How would you rate your current heaith overall?

Good ........ooiiiiia 1
Fair ..o 2
Poor.....ccccvvvveviiiie..3

23.B. Would you say you are more or less capable than others of managing your health,
or about the same?

Morecapable ................... 1
About the same ................. 2
Lesscapable .................... 3
23.C. How would you rate your heaith now, compared to your earlier adulthood?
Betterhealth ..................... 1
Aboutthe same ................. 2
Worse heaith .................... 3
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Now I'd like to ask you about things you do for your health.

24. Please describe some of the things you do to maintain Never............. 1
or improve your heaith. Also please note how often you Sometimes ... ... 2
practice each item. Often.............. 3
Routinelyi........ 4

Please describe in detail How often do you

practice this?

Physical activities

Dietary activities

For your mental
health

For your spiritual
health

Other practices
(lifestyle, hanbang,

etc)
27. How tall are you? __ft.____inches OR cm
28. How much do you weigh? Ibs OR kg
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Use of health services

29. During the past year how many times have you seen the following
health care provider for health care purposes?

B. Health
A. Treatment checkup C. D. Other
foriliness :Including Cancer screening (Please
consultation, describe)
education,
lab tests
County hospital
1. | County clinic
MD
* Non-profit
heaith service
Private MD
2. Hanuisa (Not including Acupun | Boyak
(traditional Korean acupuncture) cture
doctor)
3. Chiropractor
4. Dentist
5. Other (Please
describe)

30. The following are some examples of factors that may affect Korean women like you
in seeking heaith care or taking care of your health. Please choose three that you feel
are most important_and list them in order.

) Transiation services
) More flexible hours (for example: evenings, weekend services)
) More information on general health
) More information on neighborhood health services
For example: mobile cancer screening services, health seminars
) Better facilities with up-to-date equipment
) Affordable health care options
) More open attitude of physicians, nurses, haneuisa, etc. (chinjeul)
) Other (Please describe)

PN SN PN

NGO AONA
PN NN
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SELF ADMINISTERED QUESTIONNAIRES

Health Promoting Lifestyle Profile (HPLP-II)

This questionnaire contains statements about your present way of life or personal
habits. Please respond to each item as accurately as possible, and try not to skip
any item. Indicate the frequency with which you engage in each behavior by
circling:

N for Never, S for Sometimes, O for Often, or R for Routinely.

1. Discuss my problems and concerns with people close to me. NS OR
2. Chcose a diet low in fat, saturated fat, and cholesterol. N S OR
3. Report any unusual signs or symptoms to a physician or other health
professional. NS OR
4. Follow a planned exercise program. NS OR
5. Get enough sleep. N S OR
6. Feel | am growing and changing in positive ways. NS OR
7. Praise other people easily for their achievements. N S OR
8. Limit use of sugars and food containing sugar (sweets). NS OR
9. Read or watch TV programs about improving heaith. NS OR
10. Exercise vigorously for 20 or more minutes at least three times a week (such

as brisk walking, bicycling, aerobic dancing, using a stair climber).

NS OR
11. Take some time for relaxation each day. N S OR
12.Believe that my life has purpose. NS OR
13. Maintain meaningful and fuifilling relationships with others. N S OR
14.Eat 6-11 servings of bread, cereal, rice and pasta each day. NS OR
15. Question health professionals in order to understand their instructions.

N S OR
16. Take part in light to moderate physical activity (such as sustained walking 30-

40 minutes 5 or more times a week). NS OR

17. Accept those things in my life which | can not change. NS OR
18. Look forward to the future. NS OR
19. Spend time with close friends. NS OR
20. Eat 2-4 servings of fruit each day. NS OR
21.Get a second opinion when | question my health care provider's advice.

NS OR
22.Take part in leisure-time (recreational) physical activity (such as swimming,

dancing, bicycling). NS OR

23. Concentrate on pleasant thoughts at bedtime. NS OR
24 Feel content and at peace with myself. NS OR
25_Find it easy to show concern, love and warmth to others. N S OR
26.Eat 3-5 servings of vegetables each day. NS OR
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27.Discuss my health concems with health professionals. N
28.Do stretching exercises at least 3 times per week. N
29.Use specific methods to control my stress. N
30.Work toward long-term goals in my life. N
31.Touch and am touched by people | care about. N
32.Eat 2-3 servings of milk, yogurt or cheese each day. N
33.Inspect my body at least monthly for physical changes/danger signs.
N S
34. Get exercise during usual daily activities (such as walking during lunch, using
stairs instead of elevators, parking care away from destination and walking).

(ONONGRORONT))
00000
AAVODDAOD

@)
Py

NS OR
35.Balancing time between work and play. NS OR
36.Find each day interesting and chailenging. N S OR
37.Find ways to meet my needs for intimacy. N S OR
38.Eat only 2-3 servings from the meat, poultry, fish, dried beans, eggs, and nuts

group each day. N S OR
39.Ask for information from health professionals about how to take good care of

myself. N S OR
40. Check my pulse rate when exercising. N S OR
41.Practice relaxation or meditation for 15-20 minutes daily. N S OR
42. Am aware of what is important to me in life. N S OR
43. Get support from a network of caring people. N S OR
44 Read labels to identify nutrients, fats, and sodium content in packaged food.

N S OR
45. Attend educational programs on personal health care. N S OR
46.Reach my target heart rate when exercising. NS OR
47.Pace myself to prevent tiredness. N S OR
48. Feel connected with some force greater than myself. N S OR
49._Settle conflicts with others through discussion and compromise. N § O R
50. Eat breakfast. N S OR
51. Seek guidance or counseling when necessary. N S OR
52. Expose myself to new experiences and challenges. N S OR

© S. N. Walker, K. Sechrist, N. Pender, 1995. Reproduction without author's express written
consent is not permitted. Pemmission to use this may be obtained from: Susan Noble Walker,
College of Nursing, University of Nebraska Medical Center, Omaha, NE 68198-5330.
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Additional items in HPLP-ll format

53. How often do you take any calcium supplements in the form of pills, liquids,
etc., in addition to what you normally get in foods? N SOR
54. How often do you smoke cigarettes, cigars, or pipes? N S OR
55. How often do you drink alcoholic beverages of any kind? N SOR
56. How often do you take over-the-counter medicines (medicines you can buy without a
doctor’'s prescription)? N S OR

57. During the past month how many times did you take the following over-the-counter
medicines for yourself? (Please write number of times)
Analgesics (pain killérs)
Sleep aids
Medicines for indigestion, stomach irritation, heart burn, etc.
— __ Flu/cold medicines
Antihistamine medicines (allergy symptoms)
Medicines to help bowel movements
Others (calcium, vitamins, please describe others)

58. Some women chose to take hormones at this stage of life. How about you? Do
you take any female hormones (for example Premarin, Prempro, etc) in the form
of pills, patches, or creams?

No................SKIP TO NEXT PAGE ............ 1
YES oo e e 2
A. How long have you used/taken hormones? years months

B. Women have different reasons for taking hormones. I'm going to read you
some statements. Please tell me which one best describes you.

“The main reason | take hormones is...”

To manage symptoms such as hot flashes, joint pain, etc. ................... 1
To prevent future health problems,

such as heart disease or 0Steoporosis ................cccoevvieiiiiiierennanns
Because my doctortold me I should. ........... ...
For contraception purposes. ...........ccoooiiiiiiie i e e
Other ... .. SPECIFY BELOW. ... e

OB N
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KMHQ:
a. Knowledge of symptoms

1. The following is a list of heaith problems that people sometime experience.
For each problem please indicate whether, in general, you think a person your age
should see a doctor about it.

a. A cough at any time during the day or night lasting for three weeks or more

Yes No
b. Sudden feelings of weakness or faintness Yes No
c. Any infections, irritations, or pains in the eyes or ears Yes No
d. Shortness of breath after doing even light work Yes No
e. Repeated indigestion or upset stomach Yes No
f. An unexplained loss of over ten pounds of weight Yes No
g. Repeated pains in or near the heart Yes No
h. Repeated vomiting for one day or more Yes No
i. Pains or swelling in any joint during the day Yes No
j- Abdominal pains (pains in the belly or gut) for two days or more

Yes No
k. Unexpected vaginal bleeding not caused by an accident or injury, or vaginal bleeding

after sex Yes No

I.  An unusual lump, regardless of size, in any part of the breast or underarm

Yes No
m. Rectal bleeding after a bowel movement Yes No
n. Trouble falling asleep or staying asleep Yes No
o. Leaking urine when coughing, running, or straining Yes No

b. Knowledge of health care recommendations

2. The following are some recommendation statements about health care for women
your age. Please check whether you think they are true or faise.

a. Women over age 40 should have a pelvic exam and Pap smear every year.

True 0O Failse 0O
b. After a certain age, women do not need pelvic exams or Pap smears.
True O3 False 0O

c. A professional breast exam by a doctor or nurse is recommended for women over
age 40, only if they have breast lumps.

True 0O False 0O
d. Women over age 40 should have an X-ray of their breasts (mammogram) taken
every year.
True 0O False O
e. A breast self-exam to help early detection of breast lumps is not needed more than
once year.
True 0O False O

f. Women over age 40 who have not had problems before, should have a blood test for
cholesterol and sugar at least every 3 years.
True 0O False O

163

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



g. A rectal exam/occult blood exam is recommended every year for women over age 40
to help detect colon cancers.
True O False 0O
h. Women over age 50 do not need a sigmoidoscopy unless they have family history of
colon cancers.
True 0O Failse O
i.  Women of midlife age should have regular checkups that include thyroid, vision,
blood work for anemia, blood pressure, and electrocardiograms.
True O Faise O
j-  Women who are under the age of 60 and have not had any fractures must have
routine bone scans to determine osteoporosis risk.
True 0O Faise O

HSQ: Health screening questions

A. Have you ever Never | Yes Don't B. if yes, when was C. What were the
had a.... know the tast time? resuits?
what it (MM/YYYY) Normal | Abnor
is mali

a. Clinical breast Y S
exam 0 1 9 0 1
b. Mammogram 0 1 9 / — 0 1
c. Pap smear 0 1 9 - 0 1
d. Total cholesterol —t
check 0 1 9 0 1
e. HDL cholesterol —_
check 0 1 9 0 1
f. Blood sugar check _—

0 1 9 0 1
g. Blood pressure -
check 0 1 9 0 1
h. Colon cancer
testing (fecal occuit 0 1 9 —t 0 1
blood,
sigmoidoscopy, etc)
i. Thyroid exam 0 1 9 / 0 1
j. Bone scan 0 1 9 —d 0 1

(for osteoporosis)
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We are aimost finished. Now | would like to ask you some questions about yourself.

1. What was your combined household income for the year 1999 before taxes?

$
2. How often do you carry on conversations in English every day?
Noreatall ... 1
Occasionally............cccoiiiiiiiiiiie e eenn 2
Prettyoften ... 3
Quite frequently.............ccoeevieiiiieieeiee e b
3. How would you rate None at Only a | Average Pretty Quite
your ability to... all little well fluently
a. speak English 0 1 2 3 4
b. understand spoken 0 1 2 3 4
English
c. read English 0 1 2 3 4
d. write in English 0 1 2 3 4
4. Do you have any kind of heaith care coverage?
| o T
Yes .............continue with next question............. 1

A. If yes, what kind of health care coverage do you have?
HMO or PPO

Private (fee-for-service)

Medicare

Medi-Cal

Champ US/VA

Other (please describe)

Don’t know

NOOAONA

5. If you do not have health care coverage, what is the main reason?

Cannot not afford it

Do not need it because | am healthy

Do not know how to purchase it

Lost my job

The insurance offered through work did not cover the doctors | wanted
Other (Please describe)

QOAWN

6. How long have you lived in the U.S. ? years months
7. How long have you lived in LA County ? years months

8. When were you bom? 19 (month) (year)

165

IR;épf‘oduced with permission of the copyright owner. Further reproduction prohibited without permission.



9. How many years of education have you completed and received credit for?

CIRCLE RESPONSE
6 or less-——————— 7 8 9 10 11 12
Elementary school High school

13 14 15 16 17 18 19+
College Graduate level

10. What is your religion?
Protestant ...................c.ooiil Ll

Catholic ......ccocoeeiiiii

Buddhist ...

No religion/Agnostic .....................

Other ... e

SPECIFY:

NhWN-

Marlowe-Crowne Social-Desirability Scale
Personal Reaction Inventory

Listed below are a number of statements concerning personal attitudes and traits. Read
each item and decide whether the statements is true or false as it pertains to you

personally.
1. Before voting | thoroughly investigate the qualifications of all the candidates.
Yes No
2. | never hesitate to go out of my way to help someone in trouble.
Yes No
3. ltis sometimes hard for me to go on with my work if | am not encouraged.
Yes No
4. | have never intensely disliked anyone. Yes No
5. On occasion | have had doubts about my ability to succeed in life.
Yes No
6. | sometimes feel resentful when | don't get me way. Yes No
7. 1 am always careful about my manner of dress. Yes No
8. My table manners at home are as good as when | eat out in a restaurant.
Yes No
9. If I could get into a movie without paying and be sure | was not seen, | would
probably do it. Yes No
10. On a few occasions, | have given up doing something because ! thought too littie of
my ability. Yes No
11. | like to gossip at times. Yes No
12. There have been times when | felt like rebelling against people in authority even
though | knew they were right. Yes No
13. No matter who I'm talking to, I'm always a good listener. Yes No
14. | can remember “playing sick” to get out of something. Yes No

166

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



15.

16.
17.
18.

19.
20.
21.
22.
23.
24.

25.
26.

27.
28.

29.
30.

31

32.
33.

There have been occasions when | took advantage of someone.

Yes No

I'm always willing to admit it when | make a mistake. Yes No

| always try to practice what | preach. Yes No

| don’t find it particularly difficult to get along with loud mouthed, obnoxious people.
Yes No

| sometimes try to get even, rather than forgive and forget. Yes No

When | don’t know something | don’t at all mind admittingit.  Yes No

| am always courteous, even to peopie who are disagreeable. Yes No

At times | have really insisted on having things my ownway. Yes No

There have been occasions when | felt like smashing things. Yes No

| would never think of letting someone else be punished for my wrong-doings.
Yes No

| never resent being asked to retum a favor. Yes No

| have never been irked when people expressed ideas very different from my own.
Yes No

| never make a long trip without checking the safety of my car. Yes No

There have been times when | was quite jealous of the good fortune of others.
Yes No

| have almost never feit the urge to tell someone off. Yes No

| am sometimes irritated by people who ask favors of me. Yes No

. | have never felt that | was punished without cause. Yes No

| sometimes think when people have a misfortune they only got what they deserved.
Yes No

| have never deliberately said something that hurt someone’s feelings.
Yes No

Thank you very much for your time !
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Appendix C.

Exploratory open-ended questions (Phase 2)
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[REFLECTION ON MIDLIFE SITUATIONS THROUGH A CULTURAL LENS]
[Reflection on midlife situations]

What are your feelings about this time of life? What is it like overall?
What things are important to you at this time?
Probes: How about in terms of any changes you may have expernienced?
Physical changes? Emotional changes? Social/relationship changes? Role
changes? Economic changes?
RECORD AS GIVEN

[Cultural influences: Facilitators and Barriers to Heaith Promotion Behaviors]

A. What are some things that you think are most important for women your age in order
to stay healthy or become healthier?
(PROBES: How about in terms of emotional health or spiritual health?)

RECORD AS GIVEN

B. What do you feel is most important for Korean immigrant women like you to get better
health care?
RECORD AS GIVEN

C. What are some of the things that hold you back from taking care of your heaith?
RECORD AS GIVEN

D. What would help you personally to take better care of yourself?
RECORD AS GIVEN
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Appendix D.

HPLP-ll and M-C SD
(Korean version)
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