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Chapter One: Introduction

Disparities in health and health care across ragihahic, and socioeconomic
backgrounds in the United States are well docundef®elRQ, 2005; Atrash &
Hunter, 2006; Clancy & Chesley, 2003; LaVeist, 208atcher & Pamies, 2006;
Smedley & Syme, 2000). The reasons for these dimsaare, however, not well
understood. W.E.B. DuBois first noted these raar ethnic disparities more than a
century ago in his analysis of 1890 census daihitadelphia (DuBois, 1906). He
claimed that health disparities reflected “a vasta$ problems having a common
center [that] must be studied according to somegplan” (Foner, 1970). Since
then, considerable interest in better understaniiegauses of these differences has
called attention to the availability and qualitydzta on race, ethnicity, gender, and
socioeconomic position (SEP).

However, larger questions still loom within the biegervice sector. Why do
health disparities continue unabated? And whataslishould be implemented or

changed to close these racial/ethnic gaps in H&alth



Indeed, despite steady improvements in an ovieeallth of Americans, the
2005National Healthcare Disparities Repdrhds that disparities varying in
magnitude by condition and population have beereasing among the
Latino/Hispani¢ community. Answers to these questions still regjstudy
“according to some general plan” that examine amgybiealth problems, especially
among the Latino population

A multitude of economic, social, environmental ao lesser account some
cultural factors has been implicated as potenkiplanations for these disparities
within the Latino community. Little research to el&ias endeavored to sort out the
role each of these factors: self-perceived he#dtus, health access, health behaviors,
discrimination, depression, and English and litgq@oficiency play in contributing
to healthcare disparities. Of particular note &t tHispanic Americans are often
treated as a monolithic ethnic group with a sirggéern of healthcare utilization
(Weineck, et al., 2004). The Latino populationesnposed of many different groups
with diverse health needs and different barrieradmessing care. As our knowledge
of the Latino experience in the United States gr@wesdoes our interpretation of it,

and no less so when we are discussing the heattlssif predominately Central and

! For the purpose of this dissertation, and condistéth the federal standards for racial and ethnic
data, | use the terms Hispanic and Latino interghahly. Survey after survey of Latinos have found
that their preferred form of identification is tlugh their specific national origin, that is, as Néexs,
Mexican Americans, Puerto Ricans, Hondurans, aadikb (De la Garza, DeSipio, Garcia, Garcia, &
Falcon, 1992). The basis of their identificatior‘athers” in U.S. society is through a nationalism
and/or ethnicity grounded in their country of onigivhether born there or not. This creates the
constant potential for transnational identities lfigdvery active international circular migrations,
supporting such broad and to many obscure notisfisudtural citizenship” (Flores & Benmayor,
1997) and other post-colonialist perspectives (SI§86). In terms of the health care and research
arena, categories and identifieised todocument and describe Latinos can greatly affexkihd and
number of services and resources allocated byubkcpand other sectors for addressing Latinos’
health needs (Aguirre-Molina, Molina, & Zambran@02).



South Americans in the United States since mosdtmatdata systems have focused
predominantly on Mexican origin groups.

The lack of research and misconceptions of Latasa homogeneous
population lacking within-group diversity could fction as a barrier to efforts aimed
at providing appropriate care and result in thetiooed health disparities and
inequalities the Latino community faces. Therefarejntersectional gaze at
Latinidad, nation, gender and self-perceived hesthtus may serve as the impetus of
a “general plan” to better understand the effeCeconomic, social, and health
access factors on health disparities.

An Intersectional Gaze

The last three decades have witnessed increasargiah to women’s health
research, both in the United States and internalljph Feminist scholars in
disciplines such as sociology, public health, ardlizine have significantly
contributed to the nascent sub-field of women’dthearhis emerging body of
feminist research has resulted in a growing artduitderstanding of factors affecting
the health of women (Ruzek, Clarke, & Olesen, 1®8¥égn, 2001; Fee & Krieger,
1994; Lewis & Bernstein, 1996). Yet only a limitedmber of scholars in women’s
health have focused on health disparities affedtaighas (Aguirre-Molina,
Abesamis, and Castro, 2003; Zambrana & Ellis, 19@baro, 1993).

Stimulated by health activism in the late 70’s 803 and the growing

feminist movement, women’s health focused basiaallgender bias and/or

% See Weber, 200&Reconstructing the Landscape of Health DispariResearch: Promoting
Dialogue and Collaboration between Feminist Intetg@nal and Biomedical Paradigms.
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reproductive health. The question of racial/etmmiznen’s health issues as grounded
in race, ethnicity, and class were raised but lgrgmored.

At its forefront, an intersectional gaze draws fromiltiple sources of
knowledge, has multiple starting points for anatysend redefines the parameters of
knowledge and its foundations. An intersectionaspective inserts categories of
gender, race, ethnicity, class and other criticaleshsions of difference to understand
the raced and classed lived experiences of womdiff@rent social locations, to
learn both what factors account—and how they adeefor women'’s difference. An
intersectional gaze integrates multiple interdikiegry sources to examine the
simultaneity of identities (gender, nation, immigwa status and SEP) among Central
and South American women and how these social cagsgnteract with
institutional health care hierarchies and the ¢féectheir bodies as evidenced by
self-reported perceived health status.

The intersectional gaze permits the analysis o€epts that have not been
fully explored, specifically the interrelationshyetween Latinidad, nation, and
gender and how these categories influence thethstaltus of Latino immigrant
women and men. The prevailing biomedical modelriss@e categories of Latinidad,
nation and gender as mutually exclusive concepig;imwexcludes the possibilities of
conducting an intersectional analysis. The comp}efi Latinidad, nation, SEP and
gender recognizes the limitations of existing doca@egories and questions the ways
in which they draw boundaries of distinction. Themg these mutually constituted
markers of Latinidad, nation, SEP and gender rezegrthe Centrality of the fluid

boundaries of these social categories and thelsmmatruction of a raced and



nationed identity in understanding inequities ialbeaccess and quality of health
care services. Intersectional theorizing seekedoncile these contrasting views by
focusing on individuals or groups who cross thertafawies of constructed categories
(McCall, 2007), in an effort to understand the way#/hich the complexity of the
intersectional gaze unfolds. Though each conceptptained separately in the
sections below, the dimensions of Latinidad, nateord gender, as they intersect with
SEP represent emerging health constructs thathméxisting conceptualizations of
factors associated with self-perceived health statu

Latinidad

Along with an intersectional gaze, a concept tlzest iot been fully explored
is the term Latinidad, which invokes a pan-Latiotdarity or Latino-(ness). The
identity of Latinidad can be both intriguing anablematic, especially in health
research where Latinos are treated as a monogitbigp. Latinos present special
problems for the creation and application of broaltiural categories that are used to
mark and organize human difference (Del Rio, 20B&cing Latinos at the doorstep
of dominant US culture is not new, nor is it a sien@ndeavor. ldeological and
historical complexities circulate through discussiof race, ethnicity, gender, and
nation.

Latinos are bound together by discourses of getgralpancestry rather than
coherent potency of race or nationalism. Even @wmLAmerican roots of Latino
solidarity or Latinidad in the United States contedntradictions. Néstor Garcia
Canclini argues that “Latin American countries emerently the result of the

sedimentation, juxtaposition, and interweavingrafigenous traditions...of Catholic



colonial Hispanism, and of modern political, edimaal, and communicational
actions” (Canclini, 1995). Race, language, andonagit among many incongruities
within the US “Latino” or “Hispanic” designation @ Rio, 2006; Flores &
Benmayor, 1997). Even the term “US Latinos” creai@dlems because of Puerto
Rico’s colonial relationship with the United Statexl the presence of Chicanos in
the Southwest that predates the founding of the&at®n (Valdivia, 1999).

Another tenet of Latinidad, Latinos use that illmaties identity, place and
belonging is the coming together of different etlityis in order to fight for social
justice as one group, as Latinos. Latinidad isiatgasentially diverse, transnational,
and changing phenomenon in the United States anck#h of the world. To date,
health care research has not engaged dialogue anmht constitute Latinidad in
different historical and geographical contextstlos social, cultural, and political
importance of Latino/a communities in the U.S. atswhere; and on the
relationships among different diasporic Latino/acaunities, and their relationships
with Latin America. An intersectional gaze exploties various relationships
Latinos/as build with other communities throughtig United States and the ways in
which together they create meaningful new commesttultural knowledge and
expressions that may or may not influence selfgigeed health status.

Nation

No one ‘becomes’ a woman (in Simone de Beauvoarss) purely because she
is female. Ideologies of womanhood have as mudotwith race and class as
they have to do with sex...it is the intersectionghef various systematic
networks of class, race, (hetero) sexuality antbnatthat position us as women
(Mohanty, 1991, pp. 12-13).

The differences between women are clearly signalédth national and
international health statistics (Doyal, 1995). Vholutside the scope of this

6



dissertation, international statistics from pap#sit's country of birth may indeed
describe variations of measured self-perceivedihstdtus. However, this study
should be seen as a contribution to the proceskenfifying commonalties and
differences in Latina identities while at the saim® remaining sensitive to the
complex social, economic and cultural variety @ithives in the United States.
While 20% of Central Americans and 25.8% of Southeficans since 2000
are foreign-born, the high Latino birthrate medret the second generation is
growing faster than the first; that is, more Lasirame being born in the United States
than are immigrating to this country (Pew Hispabenter, 2008). The following
information is taken from a summary of a recenn¢emtitled:Key findings from the
2006 Latino National Survey (LN®hich addressed how Latinos identify
themselves: “as Americans? As Latinos? As membgrarticular national groups?
Approximately 2/3 of the survey’s respondents ideat themselves with the United
States” (Garcia, 2006). “The respondents reporteltipte identities, with Latino
being only one of them. When forced to choose only identity, the number of first
generation of immigrants who answered “American$Jav but it increased greatly
for Latinos born in this country. High percentagesught of themselves in a pan-
ethnic context, and the doubling of such identtfmasince 1989 holds implications
for the possibility of Latinos as a political fofd@NS, 2006). “Interestingly, a higher
sense of pan-ethnicity was found among women, arhahigos/Latinas who
identified themselves as Democrats and moderatiesrrdnan as liberals, and among
those with more years of education, more involvemenommunity activities, and

more regular media use” (Garcia, 2006).



Jones-Correa (2006) speaking about “the declineatnationalism” noted
that immigrants to the United States generally édomosonnections with their home
countries over time. The LNS demonstrated thatlostiare following this precedent.
Contact with family and friends, remittances to leooountries and plans to return to
the country of origin decline markedly the longatibhos stay in the United States as
well as across generations. Seventy-five percehatfo immigrants’ reports
Spanish as the primary language of media use dthiggfirst year in the United
States. From that point on, the use of Englisheases dramatically, with a large
majority emphasizing the importance of speakingliShdas well as looking white
and being Christian) as part of being American. Wloaes-Correa (2006) speculates
is that this is a result of Latinos eventually bmaag socialized in the United States.
Without giving up their heritage, what Latinos wagitnply, is to be American.

The Pew Hispanic Center's 2006 National Surveyainios collected data on
a variety of transnational activities and a widega of attitudes and beliefs.
According to the Pew Hispanic Center (2007), Latmmigrants who have been in
the U.S. for decades and those who arrived asrehilare less connected than those
who arrived more recently or migrated as adulterélare also significant
differences by country of origin, with ColombiansdaDominicans maintaining more
active connections than Mexicans and with Cubarspgahe least contact. Whether
Latino immigrants maintain active, moderate or tediconnections is an important
marker of their attitudes toward the U.S., thetiograand their own lives as migrants.
Those with the highest levels of engagement haepeteattachments to their country

of origin than immigrants whose connections are febust. They also have more



favorable views of their native country in compans with the U.S. Nonetheless, a
clear majority of even these immigrants see thdure in the U.S. rather than in the
countries from which they come.

Gender

As a social construction, gender is a social tuistin that patterns interactions
in everyday life and in major social organizatighsrber, 1994). Gender impacts
self-perceived health status through economic pistances, work and family
responsibilities, lifestyle choices, social intgraic with family members and friends
as well as with interactions with health care pssfenals. Gender identity is a
person’s own social sense of identification as raalké female. The survey
specifically measured male or female as self-regbgender identity with an implicit
heterosexual bias.

Central to the tenets of this dissertation is geagean important determinant
of health care service. Gender, as a determinameaith, refers to inter-related
dimensions of biological difference, psychologiddference and social experience
(Keleher, 2004). A critical discussion in this @igation is a selective understanding
of gendered health as a concept that represenisenaf men’s and women’s health,
and of the differences between women’s and merdtthe the patterns of health
access, health behaviors, discrimination, depresaiod English and literacy
proficiency. A more comprehensive understandingasfdered health incorporates
analysis of these factors and the embodiment gfuiies in health whereby

differences are largely socially determined.



For feminists who study women’s health, attentmgeénder has meant
concern with the status of women and men in thebkorder. Gender also plays a
critical role within our interactions with healtlre professionals. There is still
evidence that women are treated by sdowors as less valuable than men are. This
can lead to demeaniadfitudes as well as the unequal allocation oficliihresources
(Doyal, 1995; Fee & Krieger, 1994). This gendeshsespecially evident in the
context of medicalesearch, where studies have shown that womentbadten
beerexcluded from studies for inappropriate reasonssf{hd&anni, Faden, &
Federman, 1994).

Gender in the health care professions is an impofégtor in understanding
guality of care among Hispanic women (Zambrana6)l98s noted in the Sullivan
Report quality of care is highly associated witl tinder representation of Hispanics
in the health professions, particularly physicidns2000, approximately 6% of
medical school applicants were of Hispanic ethyidihis percentage has been
projected to increase to 9% by 2020, but this gnaate is insufficient to keep pace
with the rapid growth of the Latino-Hispanic popida and remains gendered in
specializations within the health care professi@sahmunity (Cora-Bramble, 2007).
Frequently the discussion of gender in both thdipamd health care domains is
dominated by stereotypes and assumptions aboutd amen that are associated
with discriminatory behaviors and power relatiopshiThese powerful assumptions
and behaviors of health care providers shape ttialsoultural and economic health
care environment that diminish women’s opportusiaed negatively effects their

lived experiences and quality of care (Keleher,Z2@byal, 1995; Krieger, 2000).
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Explanations for differences in men and women'sthéaghlight
socioeconomic inequality as a fundamental causedoations in their well-being,
particularly when self-perceived health statuhesdutcome in question (Ross &
Bird, 1994). In general, persons of lower socio@rnit position report fair or poorer
health, in part because they are exposed to modsliing and stress and have limited
access to resources that can be used to prevestendisease (Phelan, Link, Diez-
Roux, Kawachi, & Levin, 2004). Women are more hk#lan men in to work part-
time, participate in un-waged labor, and receivequal wages, all of which
contributes to their lower socioeconomic positiod drives down their health. Once
these inequalities are considered, the effect nflgeon self-perceived health status
is often substantially altered, and in some ingtareven reduced to non-significance
in the health research literature. In a world daditby and for men, women are ‘the
other’ (de Beauvoir, 1972). It can therefore beuas=d that any discussion regarding
gender and health must also take into consider#tieuifferentiation of factors such
as age, race, ethnicity, sexual preference, disglahd of critical importance, the
wealth or poverty of their geopolitical status—tigahation.

Latino Population

In future years, the growth of the Latino populatis projected to increase
dramatically. Latinos currently number 41.3 millipaople or 14.1 percent of the
total U.S. population, and are the largest radiaie group in the country (U.S.
Bureau of the Census, 2005). By the year 2050JtBe census projects that the
Latino population will grow 188 percent to 102.6lan, nearly one-quarter of the

U.S. population (U.S. Bureau of the Census, 2005).
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It is estimated that there are more than 3 mil@@mtral and South Americans
living in the United States (U.S. Census Burea®2Bummary File 1, Matrix
PCT11). Within the United States, the geographeasiof the Northeast, the South
and the West show higher concentrations of CeatrdlSouth Americans (Ramirez
and de la Cruz, 2003). Of the 10.3 million undocnotad immigrants living in the
United States, 8.4 million are estimated to beri@awith 5.9 million coming from

Mexico and other Latin American countries accoumfor 2.5 million (Passel, 2005).
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Table 1.1

Detailed Hispanic Origin (2005)

Number Percent of Hispanic

Mexican 26,784,268 63.9
Puerto Rican 3,794,776 9.1
Cuban 1,462,593 3.5
Dominican 1,135,756 2.7
Costa Rican 111,978 0.3
Guatemalan 780,191 1.9
Honduran 466,843 11
Nicaraguan 275,126 0.7
Panamanian 141,286 0.3
Salvadoran 1,240,031 3.0
Other Central American 99,422 0.2
Argentinean 189,303 0.5
Bolivian 68,649 0.2
Chilean 105,141 0.3
Colombian 723,596 1.7
Ecuadorian 432,068 1.0
Peruvian 415,352 1.0
Uruguayan 51,646 0.1
Venezuelan 162,762 0.4
Other South American 89,443 0.2
Spaniard 362,424 0.9
All Other 3,033,648 7.2
Total 41,926,302 100

Source: Pew Hispanic Center tabulations of 2005 laae Community Survey
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Study’s Objective
The primary objective of this dissertation is ¥amine selected health care

factors that are associated with self-perceivedtinegatus among Central and South
Americans in Montgomery County, Maryland by gender.

Researchers have amassed an exceptional bodydeihee on racial and
ethnic disparities in health care: where they exiio is affected, and what their
consequences are (LaVeist, 2005; Satcher & Pa20€§; National Research
Council, 2004: Schulz & Mullings, 2006). With a fexceptions, the existing
evidence base on disparities is a patchwork qtigtudies that are long on
descriptions and short on solutions (Clancy & CégsP003). Given the
heterogeneity, coupled with increased immigratiod Emited research among
Central and South Americans and Latino women, wtdeding the selected health
care factors that are associated with self-perdeiaalth status provide the
compelling and challenging imperative for this dgso/e cross-sectional study.
However, the challenge is heightened by sever@bfacSpecifically, Latinas are
underrepresented in the research literature, whialreflection of the paucity of
studies that focus on these women. What doesiexggneral does not address the
primary issues affecting their health and healttust (Aguirre-Molina, Abesamis, &

Castro: 2003).

Secondly, while disparities in health care potéiyt@ffect all Americans and

individuals from any group, they are not uniforndigtributed across populations.

14



Health disparitiesin populations where race, ethnicity, and gend@rsect have
been persistent and understudied. Researchersdmaatedly documented that the
intersection of factors such as socioeconomic idiffees, differential access to health
care, quality of health care and services, ancctdaed indirect consequences of
discrimination are all key determinants of Latiteslth disparities (Zambrana,
Thornton-Dill, 2006; Aguirre-Molina, Molina, and Adbrana, 2001; American
College of Physicians, 2000; Smedley, Stith, andde 2003; Lillie-Blanton, and
Hoffman, 2005; Mechanic, 2002).

Disparities in Latino women’s health are invariabbnnected to and affected by
SEP, race, ethnicity, and access to quality comtydlo@sed institutional resources
that are gender and family supportive (Zambranayfton-Dill, 2006).

This study’s main objective is to increase our usténding of the selected health
care factors that are associated with self-perdenaalth status.

Research questions for this dissertation studydecthe following:

1. Are there differences by gender on health accesyjdb language
proficiency, literacy levels, health behaviors,qeved discrimination and
depression?

2. Are there major differences in reported numbertwbaoic conditions,
sources of health information and complementamstiaditive medicine

used by gender?

® The term “health disparity” is almost exclusivelsed in the U.S., while the terms “health inequity”
or “health inequality” is more commonly used ouésa the U.S. Most dictionary definitions define
disparity as inequality; difference in age, randqdition, or excellence; or dissimilitude. Ineqtyals
similarly defined: “condition of being unequal” 8ack of equality as of opportunity, treatment or
status. Inequity, though, signifies an ethical jmggt in definitions of disparity, e.g.: “a lack of
equality and similarity, esp. in a way that is fait.” (Carter-Pokras & Baquet, 2002).
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3. What factors are most likely to predict self-peveei health status by

gender?

4. What complementary and alternative medicines argr@leand South

Americans most likely to use by gender?

5. What sociodemographic factors distinguish Centndl South Americans

from other Latinos subgroups?

Given the recent immigration debates, economicpaicical realities,
discriminatory practices within the health careteys and paucity of data among this
population group, this study represents a new @eioerof research. Since
elimination of health disparities has become a majority for national health
agencies, health advocates and researchers, fusatizve study may provide the
foundation for future research on an underserveduadlerstudied population of
Central and South American men and women.

The following chapters present a literature reveewempirical works relevant
to this study, a detailed methods section, preientaf results and discussion and a
final chapter on summary and implications. Chapter discusses multiple
theoretical perspectives that have been used toiagehealth status among the
general population. Multiple disciplinary and irdiesciplinary traditions are drawn
upon to explore the intersections between the gliseis of social science research,
mainstream health disparities studies and feminaatth research perspectives.
Interrogating biomedical approaches is importasith@se models are too narrow for
understanding health disparities. An intersectidraahework that promotes

expanded conceptions of health that incorporatesad framework of social
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relations and institutions and situates healtrommunities and families is used. By
challenging traditional approaches and centeringgeetives of oppressed groups
such as Central and South American men and womeanjexsectional theoretical
framework provides situated knowledge that raisag guestions and presents new
opportunities for understanding health disparities.

Chapter three of this dissertation study prestretsnethodological
approaches. Description of the setting, the samwipilee study, and questionnaire
development are addressed. Conceptual and opekdiefinitions of all the
measures are included. Chapter three also desthibekata analysis procedures
utilized to address the research questions ofthidy. Limitations of the study are
also provided.

Chapter four presents the survey data resultgshwdmswer the five questions
posed by this study. Survey results are presenteithé selected variables by gender.
In this chapter, the results are discussed witheesto the literature in each area to
assess whether the findings confirm existing kndgéeor contradict what we know.
Qualitative data for other response categoriesleseribed and a discussion of how
the study sample compares with nationally repredmettotal Latino, Central and
South American and Mexican American samples orcsslesociodemographic and
access indicators is provided. Chapter five pravi@dlsummary of the major findings
of the study by gender, discusses the researchcatiphs for this group as well as
the policy and practice implications, and the abutions of this study to the field of

Women'’s Studies.
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Chapter Two: Theoretical Framework and Literature

Review

In this dissertation, | take a critical theoreltiaad empirical stand to highlight
health disparities as the product of a multitudéaofors, among them: psychosocial,
cultural, socioeconomic, quality of care factord @olicy factors (Atrash & Hunter,
2006). As documented by The Institute of Medicil@\) report,Unequal
Treatment: Confronting Racial and Ethnic Disparitie Health CargSmedley,

Stith, & Nelson, 2002), health care research hgsihéo focus on complex,
historical, multifaceted racial and ethnic dispast The report reviews multiple
studies in the literature and concludes that ragidl ethnic minorities receive inferior
quality of care compared with whites, even aftertaaling for insurance status and
socioeconomic status.

Efforts to reduce or eliminate persistent healdpdrities offer the most
important opportunities to improve the health @fidents of the United States, and
are rightfully a high priority for public health drsocial science scholars (Mullings &
Schulz, 2006). Research in the elimination of iraditjes in health status ultimately
may require changes not only in psychosocial factsuwch as social support and
health care delivery, but also in the understandingequities in resources and how
race/ethnicity, class, gender and health ineqaaldre produced within particular
social contexts, especially among the most undezdeunderstudied, and vulnerable
populations such as Central and South Americans.

To address health disparities among Central anthSemerican women

more effectively, we need to open up the landsc@pealth disparity research so
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that fruitful dialogue and collaborations can taksece among intersectional
scholarship. Ruzek, Olesen, and Clarke (1997) m®por example, that sociologists
have long argued that the whole is always more tharsum of its parts; to
comprehend the whole of women’s health/ilinessllovamen’s health/iliness, it is
essential to recognize how partial each of thespadikely to be. Ruzek (1999)
proposes conceptualizing women’s health as embeddammmunities, not just in
separate bodies. All of us are more than an agtioegaf body parts, cells, social
actions, or social statuses. Thus, synthesizingridengs of different disciplines
including medical sociology, psychology, anthrogplohistory, feminist theory, and
intersectional scholarship may contribute to a miotegrated feminist intersectional
framework that looks at gender/racial/ethnic digps. This dissertation study shows
a more interdisciplinary approach allows us to gege difficult questions and
concerns about Central and South American womeritendonnections between the
individual choices available—a discussion which &u¢1999) and others have
argued is necessary if we hope to make any sepimggess against persistent health
disparities.

For example, she contends that to make headwagathrdisparities, we will
need to temper entitlements, reduce personal chaaeel shift national expenditures
away from highly profitable investments in meditathnologies and toward primary,
preventive care (Ruzek, 1999; Weber & Parra-Medt083). Further Ruzek (pg.
304) cautions, “Feminist commitments to wideningess and increasing quality are

not achievable until recognition of the urgencyo$t containment, some degree of
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rationing, and some restriction of individual cleis integrated into feminists
agendas for health reform.”

In his bookFoundations of Social Theo($990), James Coleman points out
that to formulate meaningful theories or explanaiof social phenomena, both the
macro (collective) and the micro (individual) ley@lf observation and analysis and
their interrelationships must be examined. Lu Ardaj (1993) expands this
theoretical approach to studying the health andttheare of vulnerable populations
and examines the ethical, conceptual, and politicatributions of the community
(macro) and individual (micro) perspectives andrtimterrelationships in
illuminating the concept of examining health statuanderserved communities. In
the past thirty years, feminist scholarship onititersections of race/ethnicity class,
gender and other dimensions of difference has axbdhknowledge and reshaped
views of the nature and consequences of socialialgyg, health disparities and the
inequity of resources to determine health statasnf@ana, 1987; Acker, 2000;
Breen, 2001; Collins, 2000; Weber, 2006). Femisistolar Lynn Weber expands
intersectional scholarship as a location of knogkefroduction. Weber delineated a
conceptual framework that takes as its primary $devays in which these systems
are simultaneously socially constructed in histhcspecific power relationships
both in (macro) social structures and in (micrajividual lives,” (Weber, 2001).
Despite these significant advances in the sociahses--feminist intersectional
research remains largely marginalized in the acgd®md public policy arena—as are
other critical public health approaches to heaidiparities that differ in significant

ways from the biomedical paradigm; ecological (B@003), technoscience (Clarke
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& Olesen, 1999; Shim, 2002; Mamo, 2003), sociaitehpNallack, 2000),
community-based participatory research (Minkler &N&rstein, 2003), geography
(Moss & Dyck, 2002), and social justice (Rees & @a, 2006; Weber, 2006).

No single or singular view of women’s health willegjuately reflect the
complexities of women'’s lives, although dominardrbedical models are often taken
to represent “all” of women’s health (Ruzek, Clar&eOlesen, 1997)Biomedical
research has systematically ignored the complexiogiships of race, ethnicity, class,
and gender, failing to distinguish whether thesaratteristics are thought of as
biological or social attributes and failing to syutie intersection of these
characteristics and their relationship to healthoffias, 1995; Zimmerman & Hill,
2000). Within biomedicine, feminist perspectivesédapurred recognition of how
gender affects the etiology, natural history, aedtment of diseases. However,
although these models may recognize social andvimhhdimensions of health,
they do so largely within the framework of clinicakearch and practice.

Therefore, it is the marriage between the discgdiof social science research,
mainstream health disparities scholars and the witeealth research community
that is needed to bridge the gap between the bimalddamework and an
intersectional framework that promotes expandedeptions of health that
incorporates a broad framework of social relatiang institutions, and situates health
in communities and families. By challenging traali@l approaches and centering
perspectives of oppressed groups such as Centt&@auth American men and
women, intersectional research provides situateaviedge that raises new questions

and presents new opportunities for understandiagffhdisparities. This approach
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provides a more nuanced and complex understandliibgtina health and challenges
researchers to pay more attention to the socialymtion and maintenance of
inequality as it is manifested in the intersectidradverse social conditions such as
poverty and poor housing, access to health cadethenquality of health care
received (Zambrana & Dill, 2006).

Emerging Latino Populations

The questions and concerns of the dissertatioregrremerge at a moment
when growing racial/ethnic diversity and demograpttianges that are occurring in
the United States may have significant implicatitorshealth care and health policy
(Clancy & Chesley, 2003). The availability of higlality data on race, ethnicity,
and other characteristics of individuals receivireglth care are critical to
documenting disparities in health and health ddoavever, there are many
weaknesses in the data sources currently availblaliconal Research Council, 2004,
Zambrana & Carter-Pokras, 2001). Notwithstandireggtowth of peoples from
Central and South America, the U.S. census hasimechaonstant in the collection of
data focusing primarily on the three major Latinbgroups—Mexicans, Puerto
Ricans, and Cubans (Falcon, Aguirre-Molina, andiivigl2001).

According to the 2006 U.S. Census Bureau populastimates, there are
roughly 44.3 million Hispanics living in the Unit&tates. This group represents
almost 15 percent of the U.S. total populatior2®4, among Hispanic subgroups,
Mexicans rank as the largest at 64 percent. FoligWlexicans are Central and South
Americans (13 percent), Puerto Ricans (9.4 percéuihans (3.9 percent) and the

remaining 7.5 percent are people of other Hispangins. (For a more detailed
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summary see chapter one: table 1.1). Another sogmif point is that in 2004, 34.3
percent of Hispanics were under the age 18 in casmss to 22.3 percent of non-
Hispanic Caucasians. Among Hispanics, Mexicans Havéargest proportion of
people under age 18, at 36 percent (Office of Mipdtealth, available at
www.omhrc.gov). To increase our understanding eft@l and South American
health status, this study draws upon several maadehe field of public health to
expand our framework for the study of this groupe Tollowing sections describe
behavioral models and then integrate their majacepts into a feminist
intersectional framework to guide the interpretatid the findings,
Behavioral Theoretical Models

Behavioral theoretical models offer insights inagtbrs that influence self-
perceived health status and may pave the way foeasing knowledge about
specific factors that influence Central and Southeficans whose health may be
substantially complicated by inequity of resouraed access to health care delivery.
There are two principal models used in understandealth disparities. Andersen
(1995) proposed a seminal model that focused piliyr@rn access factors. Aday’s
(1993) model addresses the importance of intes®adity, community resources,
social capital and human capital dynamics. On@éefmajor factors in the
immigration adaptation process is access to heald Aday’s model assumes access
to health care. To strengthen the conceptual méaelersen’s model on access is

included.
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Andersen’s (1995) Theoretical Behavioral Model

FIGURE 1
Andersen’s Theoretical Behavioral Model
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Source: R. Andersen {1995). Rewvisiting the Behavioral Model and Access to Care. Does it Matter? Journal of Health &
Social Behavior

Use of Andersen’s model (figure 1) is frequentlgdi®y researchers to
determine characteristics involved in health caeislons, behaviors, and access to

care. This model uses five domains that undersoteerelationships among health
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policy, health care delivery models, and behavioraracteristics of “risk”
populations, health service utilization, and consugatisfaction (Andersen, 1995). A
limitation of Andersen’s broad model is that it dowt differentiate, include or
distinguish among cultural differences, psychoddaietors, and social support or
community resources. Psychosocial factors, in @agr, depression and perceived
discrimination are not well defined in the Anderseadel, leaving a void of
important variables that may influence self-peredivealth status. However, the
model has relevance, and was used with a targetegh @f the Hispanic population--
Hispanics in the Southwest whose life expectanem® found to be negatively
influenced by the lack of health care access. AseterLewis, Giachello, Aday, and
Chiu (1981), reported significant health care aseeequalities which were attributed
to the higher mortality rates and lack of timelyhle care interventions. In this
model, health knowledge, beliefs, attitudes, litgrar awareness of health conditions
have less prominence. Thus, this model is not@afftly inclusive of factors that

have been found to be important in the health dispsresearch.
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Aday (1993) Theoretical Behavioral Model

FIGURE 2
Aday's Theoretical Behavioral Model
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Source: Aday, L (1993). At Risk in Amertica: The Health Care Meeds of Vulnerable Populations in the US

Aday’s model (figure 2) is especially useful ingldissertation’s study of
Central and South American men and women, a papnl#tat has been historically
underserved and underrepresented in the healtHitgaedure. The Latino health
paradox argues that Latinos have a more favoradaétprofile than would be
expected given their socioeconomic disadvantage.hEalthy effect is attributed to
sociocultural characteristics of Latinos that opees protective factors, and/or
selective immigration patterns.

The role of culture as an antecedent to healths&td the operationalization
of culture as a level of acculturation have beeallehged by AHRQ’s 200Blational

Healthcare Disparities Repo#nd the 2004 Panel ®@HHS Collection of Race and

* For more information on the Latino health paradeg: D. Hayes-Bautista (1992) Latino Health
Indicators and the Underclass Model: From Paraddxew Policy Models. In A. Furino (Edhlealth
Policy and the Hispani{pp. 32-47). Boulder, CO: Westview Press.
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Ethnicity Dataorganized by the National Research Council. Hatiese challenges
stem from scholars who have argued that accularraésearch is plagued by
essential and unavoidable conceptual and methodaladjfficulties that are inherent
in the construct of acculturation itself (Hunt, Selder, and Comer 2004).

Some researchers have determined a set of exgagsdtir this paradoxical
phenomenon in proposing that socio-cultural factoasnely health behaviors and
social networks, exert a protective effect on inmaung health (Abraido-Lanza, et al.,
1999; Scribner, 1996). However, the prominencetgato acculturation within these
explanations diverts attention from structural andtextual factors, such as social
and economic inequalities, that could affect thaltheof immigrants and their
descendants as proposed by Viruell-Fuentes (2@@¢ulturation-based explanations
for immigrant health outcomes are problematic,art,foecause they place the onus
of culture on the individual.

As Hunt, et al., (2004) contend, attention to adsireg the structural contexts
that reproduce social and economic inequities @her@omplexities is important,
lest “ethnic culture is made culpable for healtbgualities” (p. 82). This research
applies to Aday’s conceptual model as it propokesretical alternatives that draw
attention to the complex processes that Latino ignamts experience. Aday’t Risk
in America,(1993) focuses on five such factors:

1. Their health needs are serious.
2. Medical and nonmedical services are needed.
3. The growth in their number is placing greater dedsaon related service delivery

sectors.
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4. Their complex and multifaceted needs are howearadequately met through
existing financing or service delivery arrangements
5. Health policy makers are increasingly concerneditthow to deal with the
demands they place on existing systems of care3(3220).
The model is based on the interactions betweenighehl assets, social assets, and
demographic factors contributing to a higher likebd of poor health outcomes in
the United States. Demographic factors includedthreensions of difference that
utilizes an intersectional approach associated thighinfluences of self-perceived
health status. These factors not only include ggeder, race, and class—but,
national origin and immigration status as importanables. Aday also delineated
two other important components in her conceptualehd-irst, individual assets
(human capital) which include those skills and teses that contribute to one’s
ability to be economically self-sufficient, sucheducation and employment.
Secondly, social assets (social capital) refeteeéacharacteristics of one’s social
network that provides emotional and social supguth as friendship and kinship
ties, neighborhood ties, religious organizationd ssources within the community.
Aday’s “differential vulnerability hypothesis” refs to the higher risk of
health outcomes and poorer health status thattieso the convergence of these
three sets of resources (Aday, 1993; Sebastia®)198e important underlying
concept in Aday’s formulation is that vulnerabiltty poorer health status does not
represent a personal deficiency on the part of neesntsf the population under study.
It reflects the interaction effects of many factover which individuals have little

control and therefore indicates that society ahalevhas a responsibility to provide
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unique and appropriate health care services fotr@leand South American
populations. Attention to these intersections melp lus better elucidate how various
aspects of immigrant-adaptation processes shappesekived health status.

In summary, Andersen’s model defines essentialcsé access factors, but
does not explore psychosocial factors, social stmacommunity resources that
may influence health status. In contrast to Andeéssmore general theoretical model,
Aday’s conceptual model directly relates to thevions of conceptual, empirical,
and normative points of reference for understanthegorigins and consequences of
poor or fair self-perceived health status amongt@éand South American
communities a preferred model to examine healtiust&lowever, neither of these
models addresses issues of power relations or gerdept for broad areas such as
reproductive health. Thus bringing together keyoemts for both of these models, |
seek to integrate the intersections of race, eitiynigender, nation, and low SEP
using an intersectional framework to explore th@a@and economic roots of

inequality.
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An Intersectional Gaze: Conceptual Framework

FIGURE 3
Intersectional Model of Factors Associated with
Self-Perceived Health Status
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Adapted from: Zambrana & Cater-Pokras, 2004: L atino Healtf: & Behaviors. In Anderson. NB {Ed) Encyclopedia of Health & Behaviors.
Adapted from DR Williams (1993), and Primomo, J. (1995). Chronic lliness & Women. In C. Fogel & N. Woods (Eds.) Woamen’s Health Care (pp. 651-679). Sape

Considerable progress has been made over thdgxze in understanding
disparities but the role of gender; national origivd immigrant status remain elusive
as critical dimensions. The assumptions underhdgy’s framework to the study
of underserved populations is the impetus for #paasion of these models using an
intersectional conceptual framework, (figure 3)eThodel seeks to show the
intersecting and inter-relatedness of variablesadfiperceived health status. The
variables (in BOLD) within the framework are anayzspecifically in this study
though the other factors in the model play a aitrole in self-perceived health status
as shown in the Latino health research (Martine2a8ter-Pokras, 2006; Zambrana &
Carter-Pokras, 2004; Carter-Pokras & Zambrana, ;2d@¢es-Bautista, 1992;

Zambrana, 1987).
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The importance of moving beyond individual categewf identity and including
social context expands the models for understardisygarity. Thus, how the

mutually constituted dimensions of identity (iner8on of race/ethnicity, class,
national origin and gender) are linked to instdnal health care resources and policy
preferences (such as immigration policy) help tibdbeexplain the factors associated
with the material consequences (health statusFémtral/South American women.
Inherent in this socially constructed framework $twdying Central and South
Americans by gender are two Central tenets thdtigec Central/South American
women constitute a socially-defined category tteet historical roots in Latinidad

and their social position in the matrix of existipgwer hierarchies create a unique set
of lived experiences and reflect the multiplicathature of intersecting oppressions
(such as racism, limited access to health carairess, poor quality care and fear of
deportation due to INS raids in their communitydll®s, 2000; Baca-Zinn and Dill,
1994). Each concept in this constructed framewoakvd from multiple disciplines
and theoretical modelsind seeks to expand our understanding of the headth
experiences of emerging Latino populations withis ébciety. This framework
contributes to a new theoretical way of lookingnatitutional health structures, but it
also contributes to a health praxis that can bzedi by health care researchers and
providers as a concrete visual model of locationasert appropriate health care

interventions such as mental health counselinglépression. As a result, targeted

® Zambrana & Carter-Pokras, 2004: Latino Health & 8gbrs. In Anderson, NB (Ed) Encyclopedia
of Health & Behaviors. Sage. Adapted from DR Wittig1(1993), and Primomo, J. (1995). Chronic
illness and women. In C. Fogel & N. Woods (ed&/pmen’s Health Carfp. 651-679). Thousand
Oaks, CA: Sage Publications.
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initiatives of health prevention and education rmagover new opportunities in
developing appropriate and responsive servicethéobLatino community.

The following sub-sections provide an overviewltd sociodemographic
profile of Central and South Americans and a sysithef the empirical research in
corresponding order of the framework on the vagahinder study.

Central and South American Populations

Central and South Americans represent a diversdateogeneous cohort of
peoples from multiple national origins, differeates, and socioeconomic positions
(DeJdong, 1994; Horowitz and Miller, 1998). The SoAmerican born makes up a
small proportion of both the overall foreign-boroppilation and the Latin American-
born population in the United States. However,nthmber of immigrants born in
South America has grown rapidly over the past 30y€Dixon & Gelatt, 2006). The
South American born (1.9 million) were the smalfeséign-born group from Latin
America behind those from Central America (2.0 ionl), the Caribbean (3.0
million), and Mexico (9.1 million).

About 52.3 percent of the South American born wesenen compared with
50.2 percent of the foreign-born population in gahéOnly two countries, Uruguay
and Ecuador, had more male immigrants than ferttadegh the difference was
slight (52.0 and 50.5 percent male, respectivallge gender ratio of immigrants from
all South American countries was nearly balancée dountries with the least
balanced gender ratios were Colombia (54.9 pefeemtle), Suriname (54.3 percent
female), and Brazil (53.8 percent female) (Griezfa)3). In Central America of the

two million foreign-born, 817,336 were from El Satlor and 480,665 were from
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Guatemala, according to Census 2000. Over 70 peotéme Central American
foreign-born lived in five states according to Qen2000. California was home to
725,339 (36 percent), Florida to 241,703 (12 peijcéiew York to 207,828 (10
percent), Texas to 184,707 (nine percent), and J&rgey to 89,722 (or four percent).
While the Central American foreign-born composepicent of the total foreign-
born population, according to Census 2000 theyesst 28.1 percent of the 73,561
foreign-born in the District of Columbia, 15.0 pent of the 570,279 foreign-born in
Virginia, and 12.8 percent of the 518,315 foreigmrbin Maryland (Davy, 2006).

The Central American population in the DC metrajaoliarea represents the
second largest Central American population in thédd States, while the South
American population represents the fourth largesitis American population in the
United States.
Immigration Status

Demographic data suggest that DC’s Latino poputasovery diverse as it
was formed through a pattern of migration and estdint that is unique to the
metropolitan area. Unlike the Mexican majority natipopulation in the rest of the
nation, the 68% of DC Latinos who are Salvadorah@unatemalan faced a particular
set of legal challenges, which have implicatiorrshiealth care needs and self
perceived health status.

Salvadoran and Guatemalan refugees fleeing waheih980s were treated
unequally by the former Immigration and Naturali@gatService and, as the result of

a class action settlement, 200,000 cases-incluti@00 in DC were “frozen” until
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1999, leaving most members of this group in legabb until the present day, a
significant social capital factor (Davy, 2006; Caif Latino Agencies, 2005).
Although the stereotype of undocumented migranisgo@ostly young adult
males is partly supported by a recent comprehemsp@t by the Pew Hispanic
Center (Passel, 2005), a somewhat different piaifitke entire group emerges from
a more detailed demographic analysis. About orevary six undocumented
migrants is a child, accounting for about 1.7 roilliof the more than 10 million
undocumented migrants. A relatively small perceataigthe unauthorized migrants
are of middle age or older with only about 1.1 monlbeing over 40 years old and
virtually none being over age 65. Among the youraghilts, there is a predominance
of males, but there is also a significant numbewxomen in the undocumented
population—about 3 million or 29 percent of theatoFor undocumented migrants
aged 18-39, nearly 60 percent or about 4.5 mitienmen; in this age group of the

undocumented there are about 146 men for everywbdden.

An additional demographic category is importandmny discussion of the
undocumented population but is particularly difftdo measure—the U.S.-born
children of undocumented parents. Previous work e#timates similar to those
presented here has shown that there are abouuttdsS.-born children of
undocumented migrants for every undocumented cApglying that ratio to the
March 2004 estimates points to well over 3 millldrs.-born children in families
headed by undocumented migrants (Passel, Capp&i»a2004).

Undocumented women are less likely to be in therlédirce (62 percent) than

undocumented men are or than women who are UiZrst One reason is that

34



proportionately more undocumented women are otibbiéring age, and
undocumented women are more likely than U.S. ¢igze have children and remain
in the home. Undocumented workers earn considetab$ythan working U.S.
citizens. About two-thirds of undocumented workeasn less than twice the
minimum wage, compared with only one-third of atinkers. Undocumented
workers make up less than 10 percent of the 43amilbw-wage workers in the
United States (Passel, Capps, and Fix, 2004).

Latina Profile: Sociodemographic Data by Gender

Gender specific data shows Latinas make up appuairignhalf of the Latino
community and 6 percent of the total U.S. popurat®y the year 2050, they will
make up 25 percent of the U.S. total populatior iorfour will be a Latina.
Furthermore, they represent the youngest populafievomen in the United States;
40 percent are under the age of 21 years (Ande?fif)2). Beyond demographic
changes, Latinas represent the social capitaleo€témmunity as mothers, daughters,
family caretakers, partners, and contributors éogbonomic well being of their
family. Latinas also make major contributions taisty as they enter the workforce
and, more important, as they nurture future ger@rat(Aguirre-Molina, Abesamis,
and Castro, 2003).

Data on marital status indicate that in 1998, ayipnately one-third (32.8%)
of all Latino infants had an unmarried mother, caneg to one-fifth (21.9%) of
white infants and more than two-thirds (69.3%) &fi¢dan American infants
(Ventura, et al., 2000). African American and Padtican mothers were the groups

most likely to give birth out of wedlock (69.3% abf.5%, respectively), and Cubans
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mothers were least likely to do so (28.4%). Theeetages of births to unmarried
women for other Latino groups were as follows: Mexi American mothers, 39.6%;
and Central and South American mothers, 42% (Vanttral. 2000). Having
children out of wedlock, particularly women who kdew levels of education leads
to sustained poverty not only for women but algaleir children and a stressful life
often due to limited financial support of the fayfitom the children’s father, with
consequent severe financial problems and strasm@dyf relations (Sherraden &
Barrera, 1996; Zambrana, Scrimshaw, & Dunkel-Seheit996).
Education

Foreign-born Latino dropouts account for 25.3%Ibfleopouts in the United
States. In 2004, the dropout rate of Hispanic 16~ &fr-olds born outside of the
United States was 38.4%, which is significantlyhi@gthan the dropout rates for US
born Latinos of the same age group at 14.7% (US@eBureau, 2004). In 2005,
there was a significant difference in high schaaldgate rates between native and
foreign-born Latinos. While 75% of native-born lregs completed high school, only
46% of foreign-born Latinos were high school gradadKohler & Lazarin, 2007).

According to Census 2000 data, 44.3 percent (0y8833 of Central
American born age 25 and older have at least agugbol diploma. Only 8.3 percent
have a bachelor's degree or higher (US Census Bu2680). Of the South
American-born population age 25 and older, 74.8¢m@rreported having a high
school or higher degree compared to 61.8 percethieafotal foreign-born population.
Those born in Venezuela (87.6 percent), SurinarB€l (8ercent), and Bolivia (82.9

percent) were the most likely to report havingghtschool degree or higher. Those
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born in Ecuador (61.5 percent), Guyana (70.0 pé&xcand Uruguay (71.7 percent)
were the least likely to report having completddgh school education (Gibson &
Lennon, 1999). Of the South America-born populatige 25 and older, 23.4 percent
had a bachelor’s degree or higher education, cozdpar24 percent of the overall
foreign-born population. Those born in Venezue&Z4ercent), Argentina (34.5
percent), and Brazil (32.0 percent) were the mketyl to report having a bachelor’'s
or higher degree. Those born in Ecuador (13.0 p&reeere least likely to report
having a bachelor’s or higher degree, followedhmnse born in Guyana (16.6
percent) and Colombia (21.6 percent) (Dixon & Ge2006).

Educational attainment data from the Census (2604yvs forty-three percent
of Latinas have a 2grade education or less compared to twelve pecfemhite
women and 11% of Latinas have a bachelor’'s degresoe compared to 26% of
white women. Within the labor force 92% of Latirig&&years and older are employed
compared to 97% of white women. Although the méjaof Latinas are in the
workforce, they are concentrated in low-payingt-piane, or seasonal jobs and
experience twice the rate of unemployment comptraechite women (Anderson,
2002).

Income

Among full-time, year-round workers in 1999, thedran earnings for South
America-born men were about the same as for forleggn men in general, with each
group earning about $30,000. The South America-bwn with highest median
earnings were from Argentina ($41,094), Venezug®6(645), and Uruguay

($35,639). Those with the lowest median earningerem Ecuador ($25,796),
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Peru ($29,673), Colombia ($30,481), and Bolivial(®81). These low earning
groups correspond with the groups least likelypeak English "very well“(Dixon &
Gelatt, 2006; US Census Bureau, 1999).

Among full-time, year-round workers in 1999, thediam earnings for South
America-born women ($24,000) were about the santikease for all foreign-born
women ($25,000). The South America-born women Wigihest median earnings
were from Argentina ($30,556), Uruguay ($28,001)y&nha ($27,352), and Chile
($26,813). Those with the lowest median earningerem Ecuador ($21,615),
Peru ($22,232), Colombia ($22,937), Suriname ($2¥,%nd Bolivia ($24,994)
(Gibson & Lennon, 1999; Dixon & Gelatt, 2006).

The total median income of Hispanic households0@42was approximately
$36,000. This was less than three-quarters of #mian income of non-Hispanic
White households, which was about $48,000 (US CGeBsweau, 2004). Among the
lowest income Hispanic households, with mediannimes of about $30,000, were
Dominican households and Honduran households. iratame for Central
Americans was $36,369 with Hondurans at $31,52@t&unalans at $37,912 and
Salvadorians at $36,789 000 (US Census Bureau,) 200thin Montgomery
County, Maryland it has been reported that the aredicome of households with
foreign-born head or spouse is 85% of the mediarate-born households
($69,830 and $82,365, respectively), which sholWwgyher income for both groups

than the national average (US Census Bureau, 2003).

Length of Time in the United States
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As the immigration population grows, studies ditlhealth outcomes are
becoming of increasingly crucial interest to heahltine researchers and policy makers
(Dey & Lucas, 2006). Since recent immigrants tollmted States are most likely to
be from the Latin American countries, little resdgato date has endeavored to sort
out length of time in the United States as an irtgrdgrfactor in the reduction of
health disparities (Weinick, Jacobs, Stone, Or&@aurstin, 2004). Today, one out
of every ten Americans was born outside of the éthBtates while just twenty-five
years ago only 6% were foreign-bdrAs recently as the 1960s, the proportion of all
newly arriving immigrants who were from Europe v&@806, while just 12% were
from Mexico and 6% from Asia (McCarthy & Vernez,919. By 1998, the share of
new arrivals that were born in Europe had decliioet¥4% and the share born in
Mexico and Asia increased to 20% and 32% respdgt{i@migration and
Naturalization Services, 1998).

Currently, over one-half of the immigrants to theited States are from Latin
America (36% from Central America, 10% from the iGlean, and 6% from South
America) (Schmidley, 2003). These statistics ingidhat many Hispanics are recent
immigrants to the United States and their lackaofifiarity with the United States
healthcare system, language barriers, or feariafjleeemed a public charge could

contribute to disparities in health (Weinick, JagoBtone, Ortega & Burstin, 2004).

® These data reflect ALL foreign-born, not just thésen Central and South America.
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Table 2.1 Foreign-Born Population by Year of Entry& Hispanic Origin Type

Year of Total Mexican Puerto Cuban Central South
Entry Hispanic Rican American American
2000 or 20% 21.2% 11.3% 10.8% 20% 25.8%
Later

1990-1999| 36.5% 37.9% 21% 23.7% 38.1% 32.9%
1980-1989| 24% 23.5% 17.6% 20.3% 27.7% 21.3%
1970-1979| 11.6% 11.4% 19% 12.6% 9.6% 12.5%
Before 7.9% 6% 31.1% 32.6% 4.6% 7.5%
1970

SOURCE: US Census Bureau, Current Population SuAseryual Social and
Economic Supplement, 2004, Ethnicity and Ancestafi§tics Branch, Population
Division.

These selected sociodemographic data highlightpetus for further
research on Central and South American men and wdimeg in the United States.
Despite the historic presence of Latinos in thetéthStates, it is important to note
that health information on Hispanics has only rédgdmecome available. Although
the first comprehensive Hispanic health surveyhanWS—the Hispanic Health and
Nutrition Examination Survey (HHANES) was conducted 982-84, the leading
causes of death for all Hispanics were not pubtishehe Department of Health and
Human Services’ (DHHS) annual report to Congress 11893 (Zambrana & Carter-
Pokras, 2001). As we attempt to move beyond doctatien of health disparities
toward improvement initiatives designed to reduce @iminate them, more refined
data will be required especially among this undeestand underrepresented group

of Central and South American men and women.
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English Language Proficiency
Limited English language proficiency (LEP) coupleith low education and

literacy levels substantially reduce access tocarality of services received
(Bartmann, 1997; COSSMHO Reporter, 1999, 2002: &y 2003; Halfon, 1997;
National Council of La Raza, 1998; Zambrana, 2084inost one-quarter of
Hispanics (4,548,677 or 23%) in the United Statediaguistically isolated—that is,
no one 14 years old or over speaks only Englisti,remone who speaks a language
other than English speaks English “Very Well” (Keen@003; Therrien and Ramirez,
2001).

Information on limited English language proficierstyow Latinos face
language barriers as a result of a lack of progiddro speak their native language
and less than adequate interpreter services ithheale settings (Carter-Pokras,
2004; Schmidt, Hart & Schur, 1995; Woloshin, Bi¢k8chwartz, et al., 1995;
Carrasquillo, Orav, Brennan, et al., 1999; Jacbhsderdale, Meltzer, et al., 2001).
Additional research that has explored relationshgtsveen LEP and health care have
found that compared with English-speaking Hisparfiggmnish speakers are less
likely to use healthcare services (Zambrana & Log0; Weinick, Jacobs, Stone,
Ortega, & Burstin, 2004; Solis, Marks, & Garciaaét 2001) and to have a usual
source of health care (Schur & Albers, 1996; Kirknhaff, & Mondragon, 1991;
Weinick & Krauss, 2000). Socioeconomic positionyeation level, and primary
language all affect whether Latinos will seek ogdlth information, and how they

will interpret that information (Nielsen-Bohlmanaizer & Kindig, 2004).
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Health Literacy
Another aspect of health information is healthréity, or “the degree to

which individuals have the capacity to obtain, @%s; and understand basic health
information and services needed to make approphmaéth decisions (Healthy
People, 2010). Recent research has shown thatithesgnificant deficit in
functional health literacy and more importantly amsimportant variable in health
outcomes. There is an assumption of society asgumaore responsibility for their
own health care needs and services (Selden, ZatraR, & Parker, 2000, and health
literacy is an essential element for pertinent thedécisions. In the US, health
literacy is often difficult without English literge—or the ability to read, write, and
speak English. In fact, an estimated 75% of thasie ehronic physical or mental

health problems in the US have limited literacy (§8get al., 1994).

According to one study of health literacy (Gazmiaraet al., 1999), 53.9% of
Spanish-speaking participants had either inadedquateor functional health literacy.
Research indicates that those with low levels afthditeracy are more likely to
report poor health, lack a full understanding @itthealth problems and treatment,
and be at a greater risk of hospitalization (Bakesl., 1997). Moreover, studies
suggest that limited literacy among those with msthhypertension, and diabetes is
correlated with lower levels of understanding thes®nic conditions (Williams, et

al., 1998a; Williams, et al., 1998b).
Health Access

Access to healthcare is an important prerequisitebtaining quality care.

Some access barriers, whether perceived or acaaresult in adverse health
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outcomes and a perception of participants selfgreed health. Of the major
measures of access, the lack of health insurargsigpaificant consequences.
Though Latino adults in the metropolitan area hsiwglar or greater need for
care as other adults, they fare worse than whitdsAdrican Americans on most
health care access indicators (Aragon and LilliaaBbn, 2004). In Maryland, the
uninsured rate among low-income Latinos is 64% higbest for any population
subgroup (Martinez and Carter-Pokras, 2006; MHQD42. Research provides
evidence that a sizable share of the differencegether a person has a regular
source of care could be reduced if Latinos andcafriAmericans were insured at

levels comparable to those of whites (Lillie-Blamtand Hoffman, 2005).

Hispanic families and families that are poor andehlaw educational levels
are more likely to report problems getting healhec In general, Hispanics and
people of lower SEP are more likely to perceive ahhealth care needs. Households
headed by Hispanics were more likely (13%) tharse¢hweaded by non-Hispanic
whites (10%) to report difficulties obtaining cdMEPS, 1999). Latinos and those
with lower SEP are also more likely to experienitgadilties or delays due to
financial or insurance reasons, forego health baoause the family needed the
money, and have low confidence that they can gattheare when they need it

(MEPS, 1999).

Extensive work has been conducted on barriersdesacto care including
more recently those created by both welfare andigration reform DeNavas-Walt,
Proctor, & Mills, 2003; Ku & Matani, 2001). Multiplreasons for Latino groups’

inability to access health insurance exist, inalgdow level of employer-sponsored
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coverage. Only 43% of Latinos get coverage thrahgir own employer or that of a
family member, well below the national rate of 64B, 1999; Quinn, 2000).
Eligibility and enrollment barriers for low incontatinos include: lack of awareness
of available health care services, complex appbogbrocess, fear and mistrust of
government or providers, and literacy, languagd,lagistical barriers (Bauer, 2000;
Murguia et al., 2003; Zambrana, 2004; ZambranaCamter-Pokras, 2004; Martinez
and Carter-Pokras, 2006).

The uninsured is not equally divided among all dgraphic and income
levels. Among all demographic groups Non-Hispanhit@s is the group to most
likely have health insurance (87%). They are alsoentikely than other racial and
ethnic groups to receive coverage from their emgalofispanics have the largest
percentage of uninsured (34%), and the lowest p&age (40%) of people with
employer coverage compared to non-Hispanic whiids @mployer coverage (69%).
Among low-income populations 44% of Hispanics amgsured, a higher percentage
than non-Hispanic whites (29%), African AmericaB8%), and Asians and Pacific
Islanders (37%). Low-income Hispanics populatid2®%) are least likely compared
to Non-Hispanic whites (31%) to receive employesdihcoverage (20%) (Current
Population Survey, 2005). According to thgency for Health Care Research and
Quality (2005), Latinos utilize less health care serviges are significantly more
likely than non-Hispanic whites to lack accessdoecIn the Washington
metropolitan area, Latinos are more likely to laelalth insurance than Latinos in the
rest of the United States, and to have lower adcesare. Both the Latino Health

Care Collaborative Survey (2004) and the Kaiserifyafoundation’s D.C. Health
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Care Access Survey (2003) found approximately émirof ten Latino adults in D.C.

lack health insurance.

The strongest predictors of health care use fanbatmigrants are
economic status and insurance coverage (AHRQ, ZD8Navas-Walt, Proctor, &
Mills, 2003). Having less than a high school ediarabften results in jobs that do not
provide health benefits, and lack of insurancenis of the most critical issues facing
Latino immigrants (Carrillo, Trevifio, Betancourt,@oustasse (2001). Only 1 in 5
undocumented immigrants living in the United Stdtas insurance through their
employer, 32% and 77% of undocumented versus daui@th@nmigrants
respectively (Goldman, Smith, & Sood, 2005). In 0@ninsured Latinos with
incomes below the federal poverty line would havegend as much as 40% of their
annual income to purchase nonemployer sponsordth hesurance (Quinn, 2000).
Many undocumented immigrants do not purchase heal#hcoverage since it is
prohibitively expensive. A recent study assessiagiérs to health care found
affordable health insurance is not the only finahbarrier. Prohibitive costs and
inadequate funds lead to not seeking preventivaeces (Martinez & Carter-Pokras,

2006).

Having a “medical home” or a distinct location wa@ne can obtain
integrated health care services, offers patientgo@ortunity to develop relationships
with accessible clinicians who are accountableafidressing most health care needs.
It greatly increases the likelihood that a patieilitreceive preventive care, such as
blood pressure and cholesterol monitoring; recéitvehots; and have pap smears and

mammograms (American Academy of Family Physicia@€0). In general, racial
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and ethnic minorities are less likely to have aalisource of care. For instance,
approximately 87% of the population has a spesifigrce of ongoing care and 13%
lack such a source of care. Hispanics (24%) arerikagly than non-Hispanic whites

(11%) to lack a source of ongoing care (NHIS, 2000)

Over half (53%) of D.C. Latinos reported that tlney visited a doctor for a
routine checkup within the last 12 months compaoetiree out of four D.C. whites
or all US Latinos (Council of Latino Agencies, 200Bmong Latinos surveyed by
Carter-Pokras, et al., 2005 (52.9%) of men and% h8women reported that they
had a doctor visit for a routine check-up withie thst 12 months. As expected, those
with health insurance were more likely to have hadutine checkup during the last

12 months (80%) than those without health insurg58@o).

Analyses of the National Longitudinal Study of Adetent Health (Wave 1)
showed that Central and South American adolesedgtiiancomes above the poverty
level were more likely to receive a routine phybseeamination than those with
incomes below the poverty level. Their rates ohsared and private insured were
similar to Mexican origin and their rates of pultliealth coverage were lower than all
other subgroups (Sarmiento et al., 2004).

Having insurance coverage and a regular doctor doeguarantee that
individuals will receive necessary medical treattm@tl too frequently, logistical
barriers—poor transportation, inability to get céeay., schedule appointments
quickly or during convenient hours), and excessime spent in waiting rooms—
affect a person’s ability and willingness to obtamd adhere to needed care

(Millman, 1993; Martinez & Carter-Pokras, 2006).€0mportant structural barrier is
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the ability to gain referral to a specialist. Imstera of managed care, primary care
providers are often called upon to monitor, appr@vel coordinate referrals to other
providers. About a quarter of patients report diffty getting referrals, and these
patients tend to have less trust, confidence atisfaetion with their providers
(Grumbach, et al., 1999). Many primary care prorgdexperience pressure from
managed care organizations to limit referrals, Brfb of primary care providers
believe pressure compromises patient care (Grumleaeh, 1998) Racial and ethnic
minorities are more likely to have trouble recegmeferrals to specialists. Problems
with access to specialists are disproportionatené by priority populations as
reported byHealthy People 201@=or example, 31% of Hispanics compared with

19% of non-Hispanic whites, report trouble obtagniaferrals.

Less information is available on the rates of iasge among Central and
South Americans women. In the year 2000, 29% dfatiihas living in the United
States reported not having health insurance, coedparl7% of blacks and 9% of
white women. The disparity in health insuranceustdtetween Latinas and white
women remains constant at all ages and incomesléGeirrent Population Survey,

2000).

In 1998, 56% of Latino immigrants did not have kieaisurance, while
recently arrived immigrant groups, encompassingelfcom Central America,
having the highest proportion of uninsured, inchgdb5% of Salvadorians’, 55% of
Mexicans, and 58% of Guatemalans (Carrasquillorasquillo, and Shea, 2000).
Cubans, who in general have resided in the US lothgé any other group, have

higher rates of job-based coverage and public In@adurance than any other
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Hispanic group (Current Population Survey, 200Qit #ch or poor, recent
immigrants or not, Latinas at all levels of socieperience less health coverage and
in turn less access to health care services tlanwihite counterparts (Rodriguez &

Carrasquillo, 2003).

Importantly, in the case of Latinas, stereotypas #fl Latinas are immigrants,
do not speak English, cannot concisely articullaggr symptoms, have too many
children, and have come to the United States tggetrnment handouts affect not
only the ways dominant culture providers treatrthatina patients but the kinds of
public policies that are designed to determinerthetess to health care (Hernandez
and Charney, 1998; Lillie-Blanton and Hudman, 20@drez, 2000; Reyes, 2001;

Zambrana and Dill, 2006).
Health Behaviors
Tobacco Use

Each year, an estimated 438,000 Americans die@sutt of smoking or
exposure to secondhand smoke, and for each petsonies from a smoking-related
disease, about 20 more are living with a smokingbaitable illness (American
Cancer Society, 2007). In 1997-1998, 34.5% of Acaeriindian or Alaska-Native,
23.5% of white, 21.9% of African-American, 13.8%HiEpanic, and 11.2%
Asian/Pacific-Islander women were current smoke#SIHHHS, 2001). From 1965
through 1998, the decline in smoking prevalenceraptdispanic women was
significantly less than among white and African-Aioan women. In 1990-1994,
smoking prevalence for high-school senior girls Wighest among American Indians

or Alaska Natives (39.4%) and whites (33.1%) amdelst among Hispanics (19.2%),
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Asian Americans or Pacific Islanders (13.8%), aridcAn Americans (8.6%) (CDC,
2006). Lung cancer deaths are about three timé=higr Hispanic men (23.1 per
100,000) than for Hispanic women (7.7 per 100,008¢ rate of lung cancer deaths
per 100,000 was higher among Cuban-American me8%n among Puerto-
Rican (28.3) and Mexican-American (21.9) men (Ameami Cancer Society, 2007).
Not surprisingly, therefore, a National Canceritagt panel has identified the Latino
population as being at high risk for smoking agtarof time of living in the United

States increases (Glynn, Anderson, & Schwartz, 1991

Declines in the prevalence of smoking have beeatgramong Hispanic men
with at least a high school education than amongelwith less education.
Research has shown factors that are associatedmvking among Hispanics
include drinking alcohol, working and living wittireer smokers, having poor health,
and being depressed (USDHHS, 1998). Within the \igsbn DC metropolitan area
similar rates of tobacco use have been found. Data the 2002 Maryland
Behavioral Risk Factor Surveillance Survey (BRF&pprted a smoking rate of
17.8% (CDC, 2004b). In Washington, DC, the Depantinoé¢ Health found a 17%
smoking rate (District of Columbia, 2005). Virgits®2000 Health Survey classified
Hispanics by language use and reported that 138tediominately Spanish speakers
smoked as compared to 14% of mixed language, a¥tdd? predominately English

speakers.

Perez-Stable et al., (2001) found as Hispanic wobeEome more
acculturated into the dominant culture of Amerisauiety, their prevalence of

smoking increases compared to less acculturatguhHiis women. Among Hispanic
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adolescents as well, smoking rates are higher artinmsg who are more acculturated
than among those who are less acculturated ogh#éih(Epstein, Botvin, & Diaz,
1998), and among immigrant Latinas than non-Latthaes (Otero-Sabogol,
Sabogal, & Perez-Stable, 1995; Sanchez-Johnso8pting, Sommerfeld, &

Fitzgibbon, 2005).

There is a dearth of research investigating reafwrsnoking among Latina
women and even less on immigrant and Central anthStmerican women (Cox, et
al., 2005). Economic and social factors may infeesthe prevalence of smoking.
Given the lower rates of insurance and access thaaecare may show that Latino
smokers will be less likely to be advised by healile providers or have access to
smoking cessation treatments (Houston, et al., R00tese data raise the need for
exploration of tobacco use among Central and SAatarican men and women,

especially by their length of time in the Unitect®s.
Alcohol Use

A major problem for Latinos in the United Stateshis high level of alcohol
consumption per capita among both adolescents@ultsgCaetano & Galvan,
2001). Studies that examine heterogeneity in dnigpkiatterns are also found among
different nationalities within specific ethnic gqmai(Dawson, 1998). Blacks whose
ancestry is Caribbean consumed less alcohol comipatie Blacks in general.
Hispanic Americans of Central American, South Arceeni, or Caribbean ancestry
consume less alcohol than Hispanics in generdu@inog Hispanics of Mexican or
Mexican American ancestries). Among Asians, JapaA@sericans consume more

alcohol than Asian Americans of other national imsgdo (Dawson, 1998).
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Heterogeneity in drinking patterns also varies lage of birth. For example, Asians
and Pacific Islanders born in the United Stateshawer alcohol abstention rates
than those born elsewhere (Makimoto, 1998), andbdn Mexican American
women have higher rates of alcohol dependenceMeican American women born

outside the United States (Caetano et al. 1998).

Data trends show that Hispanics have higher pragealeates of frequent
heavy drinking (5 or more drinks at a sitting). Tage of binge drinking among US
Hispanics has increased from 18% in 1991 to 242008 (SAMHSA, 1999; 2003).
Lee, Markides, & Ray (1997) found the prevalencpast heavy drinking among
Mexican American and Puerto Rican males ranged £885% while the rates for
Cuban American males ranged from 7-16%. The rateslispanic women were
much lower (1-8%). The average years of past hdawking ranged from 2.3-14.9
years, while the alcohol consumption during thd pasvy drinking period ranged
from 24.4-44.0 drinks per week. Past heavy drinkemgled to consume more alcohol
at present than did never heavy drinkers with teatgst differences found for
Mexican American females. Comparisons of the r&skdrs and health indicators by
drinking status revealed a higher prevalence ofkemgoamong past heavy drinkers
(50-60%) versus never heavy drinkers (34-43%). Reaty drinking Mexican
American females also reported significantly mdreoaic conditions and depressive
symptoms than did never heavy drinkers. Cox, e{2005) in a landmark study of
Central and South American men and women founadyeeall rate of current alcohol
use in their study is similém national data of 60% of Hispanic adults repgrio

alcoholuse in past 30 days. Additionally, as research sheavy drinking (five or
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more drinks on one occasion) is a considerabédth risk among Latino men

(NIAAA, 2004), although differences in drinkimpgtterns may be influenced, in part,
by country of origin (Nielsen, 2000). Research iing$ show that current smokers are
more likely to use alcohol than nonsmokers (Coxl.e2005). However, little
research has focused on co-morbidity of alcoholraodtinedependence within

Latino populations. Additional research is neededrthance the understandofg
alcohol use and its relationship in the contextatfno tobacco use initiation,
maintenance, treatment, and relapse preventinderstanding more about the
prevalence and predictors of alcohol problems aniisganic national groups is
particularly important because trend analysis obfgms indicate a considerable
increase in problem prevalence among Hispanic némden 1984 and 1995, from
9% to 16% (Caetano & Clark, 1998). Given the oveesearch aims of this
dissertation study, these behaviors of tobaccaundealcohol consumption may
prove to have serious implications in the geneealth assessment and self-perceived
health status among Central and South Americans.

Perceived Discrimination

Perceived discrimination research has flourishetiénpast several years to
better understand its impact on racial and etheaith inequalities (Cardarelli,
Cardarelli, & Chiapa, 2007). The health care enteis a setting in which
racial/ethnic disparities can arise and patients experience disrespect in this
encounter may be less likely to access healtharaiteeport poorer or fair self-
perceived health status (Blanchard & Lurie, 2002hubman, et al., 1999; Smedley,

Stith, & Nelson, 2002).
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Most research has focused on perceived discrinoimdtetween African
Americans and non-Hispanic whites and considergsly research has focused on
the Hispanic community. Health consequences fropeeences of discrimination
result from a complex interaction with the magnéwd the experience itself, the
accumulation of past life experiences, coping meismas, and other psychosocial
factors (Williams, 1999; Williams & Jackson, 20@xardarelli, Cardarelli, & Chiapa,

2007).

One study that looked at the negative perceptibtisegpatient-provider
relationships by race, ethnicity and gender founer 44% of African Americans,
19% of Latinos, and 20% of Asians reported theylbeeh treated with disrespect by
their doctor (Blanchard & Lurie, 2004). Interestingnen were significantly more
likely than women to perceive being treated witreispect by the doctor, and the
percentage varied by race/ethnicity finding thaitAsand Hispanic men (24% and
23% respectively) were more likely than Black m&n%) or white men (11%) to
perceive discrimination in their health care endeufBlanchard & Lurie, 2004). In a
study among Black and Latino immigrants perceivisdrénination may also be an
important predictor gboor mental health status (Gee, et al., 2006) fiadthgs of
decreasing mental health status as immigiastslturate might partly be related to

experiences with racidiscrimination.

Perceived discrimination for women who rely on thesalth care providers to
answer their questions during a consultation cae Iraportant effects on their
adherence to treatment regimens and alleviate dppirehensions regarding

emerging health conditions or secondary conditmmsomorbidities (Zambrana &
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Dill, 2006). A study found that 34% of Latinas seyed reported concerns about
guality of care received, while only 20% of whitemen and 24% of African
American women reported such concerns (HJ Kaisenilif&oundation, 2001).
Although this study reported few women (10%), sigtihat their doctors did not take
the time to answer their questions fully, Latind4%) was more likely than African
American (8%) or white women (9%) not to have tlgiestions fully answered. In
addition to reporting that their questions werefatly answered, 17 percent of
women reported that in the past two years, theynoadinderstood or remembered
information they received from their provider dyia visit. Latinas (20%) were
significantly more likely than African American wan (14%) to have left a
providers office without understanding or rememmgtheir provider’s instructions

(HJ Kaiser Family Foundation, 2001).

Although data are not available on the level oftthat Latina patients have
in their providers and the institutions in whicleyireceive health care services, trust
is based on perceived competence, compassioncpraral confidentiality, reliability
and dependability, and communication (Pearson &BRa2000). Reported barriers
including linguistic and legal (lack of a sociatsety number, immigration status
fear) to health care by Latinos in general woulggast that trust is a Central concern
among Latinas (Martinez & Carter-Pokras, 2006).sEh@ata imply that Latinas are
concerned about quality of care, questions lefnan@red, and instructions not
understood. Thus low income Latinas, who are li&s$ylto challenge their providers
or to have the language or literacy skills or He&tiowledge to explain their medical

history and symptoms succinctly, may experiencesgged anxiety, less ability to
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comply with regimen, greater likelihood of incuigimedical errors, and, in turn, less

favorable health outcomes (Zambrana & Dill, 2006).
Depression

Although we have an understanding of the mentdttheaeds of the three
largest Hispanic populations in the United Stalidsxicans, Puerto Ricans and
Cubans, the study of emerging Hispanics, such asiloans, South Americans and
Central Americans should be of high priority forttke care researchers working
within the Latino community. The numbers of thesspdnic groups have expanded
greatly recently, but we know little about theiespic mental health outcomes (Vega
& Alegria, 2001; Alegria, et al., 2000; GonzalezG&nzalez-Ramos, 2005).
Although there have been a number of studies exagaepression among Latinos,
and Mexican Americans in particular, there is stithodest understanding of Latino
subgroup variation (Stone, Rivera, & Berdahl, 2004)

Based on Guarnaccia et al.’s (2005) review ofd@hrational mental health
studies—the Hispanic Health and Nutrition Exammoatsurvey [HHANES], the Los
Angeles site of the National Institute of Mentalatte Epidemiologic Catchment
Area Program [ECA], and the Mexican American Prenaé and Services Study
[MAPSS Study]—important statements about the mdrgalth status of Hispanics in
the United States may be made. Predicated onrtimfjs of the Hispanic Health and
Nutrition Examination Survey, Guarnaccia et al.Q20noted that in comparison to
Cubans and Mexican Americans, Puerto Ricans hadh tmigber rates of both
symptoms of depression and depression cases, gnedter prevalence of Major

Depression Episode (a major mental health disarttetheir analysis of the National
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Latino and Asian American Study [NLAAS], Alegriaadt, (2007) have also
observed that Puerto Ricans had the highest oviegilne and past-year prevalence
rates of psychiatric disorders (e.g., depressigerders, anxiety disorders, substance
use disorders, and overall psychiatric disordergpmparison to Cubans, Mexicans,
and other Hispanics. Perceived sense of discrimimaind failed socio-economic
attainment may be two factors that negatively affiee psychological status of
Puerto Ricans. Review of the National Latino antchAAmerican Study appears to
suggest that overall psychiatric disorder prevaamates are higher among Hispanics
who had migrated to the United States before tleechd 3 years or after the age of
34 years than among those who had migrated at atfesy (Alegria, et al., 2007).

Latinos often mistake depression for nervousnesisaainess, and they think
of depression as something that is tempordiryt a bit down; it will pass,” “It’s just
my nerve, that’s all,” or “It's just a nervous att&; a nice cup of tea will help calm
my nerves."Besides mood changes, Latinos have a tendensstxiate depression
with stomach sickness, back pain, and headachdglifs®, 2008). Latina women
are at high risk of experiencing depression. Masliss (Vasquez, 2003; Alderete, et
al., 2000; Stone, et al., 2004), are consistert pievious research (excluding
Central and South Americans), which shows thatesspon is significantly more
prevalent in Latino women than in men. Given thanhgnof women'’s traditional roles
are given low societal value, and their roles maybrewarding, multiple factors
may contribute to higher levels of depression. Woinwork outside the home may
be associated with gender, ethnic, and class dig@tion. For example, overt

manifestation of anger is discouraged; and womeh(&nd often have) less control
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in their lives. Among Central and South Americamvem, loss of family networks
from country of origin may be at a higher risk t@pression.

One role, which has not been fully explored, isrttle of caregiver, which
may be especially relevant for women, more than, v fill the role of caring for
sick or disabled relatives, in addition to fulfilf work and child-rearing
responsibilities. The role of caregiver appear@alicon women uniformly, regardless
of income, race/ethnicity or even marital statuse €xtent of their responsibilities,
however, does vary with family resources (Commorthdaund, 1999).

The demands of care giving may take a toll ongiaegs’ self —perceived
health status and well-being. One of four womeimggiior sick or disabled family
members rated herself as being in poor or fairtheabmpared with one-sixth of
other women (17%). More than half (54%) of womeregavers had one or more
chronic health condition, compared with two-fifif#d%) of other women.
Caregivers also reported higher rates of mentdthheancerns: 51% reported high
depressive symptoms—a far higher proportion thar88%6 of women not currently
caring for sick or disabled relatives who repotteese symptoms (Commonwealth
Fund, 1999). Women'’s social status and relatigpssaiso shape care giving. Women
who care for others—either informally in the homerohospitals, clinics and nursing
homes are valuable health resources. Whether waneeiormal or informal
caregivers, the status of their health in turn afifect society as a whole (Oleson,

1997).
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Chronic Conditions

Limited data exist on the health conditions of Cairend South Americans in
the United States. Most studies regarding Latirathénave been conducted on
Mexican origin groups (Weinick, 2004; Ailinger, 20QJuniu, 2000; Menjivar, 2000;
Rutherford, 2002). The limited information availaln Central and South Americans
mainly consists of qualitative studies in both doyief origin and United States
(Bauer, 2000; Murgia, 2003; Martinez, 1997; Menjj2003; O'Malley, Renteria-
Weitzman, Herta, Mandelblatt, Latin American CariResearch Coalition, 2002;

Rutherford, 2003).

Determining the causes and patterns of chronicitond is highly complex.
For many chronic conditions such as diabetes atalramune diseases, the exact
cause is not well understood. Therefore, diagndstits have not been developed for
many chronic illnesses (Primomo, 1995). Becausetiset of chronic illness is often
gradual, it is difficult to track the exact numlmércases at any one time. Additionally,
multiple factors contribute to the development afitiple chronic illnesses. Multiple
factors may interact and combine in specific wayplace women at higher risk for
an iliness versus a single risk factor alone (Pnmp1995).

Instead of identifying diseases and then searding cause, we need to
begin by identifying the major areas of activitatltonstitutes women'’s lives (Doyal,
1995). This becomes important since we usuallyidenphysical health as a state in

which people can do what they have to do or wadbtdNVhen a woman is diagnosed
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the illness will affect the physiological statetbé body, but in essence, little is

known about iliness as a disturbance of a womastsklives. As Lorber (2000)
contends, “the perception that something is wramtjtae guesses as to the cause are
always experienced in a social context.

When a woman is diagnosed with a chronic illnessnVictions regarding
one’s own identity become shaken, frequently aitehboth self perceptions and self-
concept” (Gordon, Feldman & Crose, 1998). Womeghinadapt to the illness
experience “within a social climate that is freqiyefar from supportive” (Gordon,
Feldman & Crose, 1998). Control over an illness emtrol over one’s life resurface
in other studies that examine the effects of amilritiness on quality of life (QOL)
(Burckhardt, 1985; Jordan et al, 1998). Burckh&t@85) found that quality of life
(QOL) is affected by factors such as internal cariwer one’s health (20%),
negative attitude (15%), perceived support (10%) the severity of impairment
(25%). Subjects who believed they had a respditgibver their health, who
“attributed physical health to taking good cargh@mselves and who believed that
they had the power to make themselves well hadehi@®OL scores” (Burckhardt,
1985) than those who disagree with those beliets.women who have been
diagnosed in this “social climate” that is far frampportive is an important area of
research because the social context is an intpgrabf any illness.

Women with chronic conditions experience the matdimits of their bodies,
not as solid boundaries, but as fluid, permeabtddrs that occupy a specific space.
Gloria Anzaldua calls such a spdadronterathe borderlands, a “place of

contradictions,” a “landscape of shifting and nul&iidentity and integrity” (1999:
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Pg. 19). She recognizes that to dwell within thedbdands “is like trying to swim in
a new element, an alien element insofar as it reguhat we refuse both to abandon
history and to embrace uncritically the future (Eol& Weiss, 2003).

Although limited information is available on antdeats of chronic
conditions and consequences in terms of qualityeofind self-perceived health
status among Latinas with chronic health conditians known that Latinas are less
likely to use health care services and to know wthely have a chronic condition
(Zambrana & Dill, 2006). Disparities in access &alth care, risk factors (e.g.
obesity), and morbidity (e.g. diabetes) persist mgnpersons under 65 years of age of
Hispanic origin (NCHS, 2004). Latinos as a whole afrincreased risk of cervical,
liver, gallbladder, and stomach cancer (AmericandgaSociety, 2003). Latinos
have higher age-adjusted mortality rates for diedgdtomicide, chronic liver disease,
and HIV infection than the total population and Aatino whites (Carter-Pokras and
Zambrana, 2001; Zambrana and Carter-Pokras, 2B@¢ent Latino immigrants
have increased risk of infectious disease, povedygy diet, alcohol, and smoking,
occupational exposures (e.g. asbestos, tar), anddoess to care.

There is a familial risk factor associated with maommon diseases (U.S.
Surgeon General, 2005). Sometimes the exact ganettbanism may be known. For
other diseases such as coronary artery diseaseautise may be multifactorial and
involve the interaction between genes, the envigmtyrand risk behaviors. To date,
two cohort studies (Sorlie, Baxcklund, Johnson, Rndot, 1993; Wei, Mitchell,
Haffner, and Stern, 1996) have reported mortafiynf cardiovascular disease among

the Hispanic population.
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A 2003 American Heart Association (AHA) study ofep\d,000 women
revealed the lack of understanding women haveetidtngers of Cardiovascular
Disease (CVD). According to the results, a mer# 13 women in the United States
believe that heart disease and stroke are theegtehteat to women. These data
reveal a lack of knowledge and understanding a mtyajof women have for their
own most serious health risk. Additionally, despite fact that minority women face
the highest risk of death from heart disease altestthey have lower risk factor
awareness. (Mosca, et al., 2004). The AmericantHeaociation’s first national
survey in 1999 found that only 30% of women spoatarsly listed heart disease as
women’s leading cause of death, a figure that ssmd to just 34% in the 2000
survey. In 2003, those figure jumped to 46%, wmes a significant improvement.

(American Heart Association, 2004).

Despite the fact that awareness of heart diseatbe asimber one killer of
women has increased since 2000, a knowledge gaginsiparticularly for women
younger than age 45 and for racial/ethnic womenicah American women and
Hispanic women have higher prevalence rates ofitgpsion, obesity, physical
inactivity, and diabetes than white women, yetlass likely than white women to
know that being overweight, smoking, physical inatst, high cholesterol and a
family history increases their CVD risk. For instan44% of white women listed
being overweight as a risk factor, compared to 2686ng both Hispanic and African
American women. While 35 % of white women knew thdmily history of CVD
increased a women'’s risk, 22% of Hispanic and 1286 of African American

women were aware of this risk factor (Mosca, et2404).
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Latinas report slightly higher rates of arthrisasthma, diabetes, and
osteoporosis than do white women (Henry J. Kaisenify Foundation, 2001). The
National Health and Nutrition Examination Surveyrid that 38% of Mexican
Americans with diabetes were not previously awhat they had diabetes, compared
to 33% of whites. Mexican American women (22.3%) tue Latino subgroup most
likely to have high blood pressure, with higheesathan white women (19.7%) but
lower rates than black women, 36.4 percent (NatiGeater for Health Statistics,

2001).

Latinas (54%) were less likely than African Amencaomen (64%) or white
women (58%) to have had their blood pressure clieickthe previous year (Brown,
et al., 1996). Twenty-two percent of Mexican Amarniavomen had hypertension
compared to 18 percent of Puerto Rican women amkfdeent of Cuban women
(Crespo, Loria, and Burt, 1996). Although more tBarpercent of hypertensive
Latinas knew of their condition, only 86 percentMéxican American and Puerto
Rican and 79 percent of Cuban women reported regenecessary treatment. Of
those who received treatment, only 44 percent ofité& American, 42 percent of
Puerto Rican, and 30 percent of Cuban women hadhyyeertension under control

(Pappas, Gergen, and Carroll, 1990).

These selected chronic condition factors while irtgpat to show the
disproportionate morbidity among the Latina popuolatonly highlight the data
reported on the major (Mexican, Puerto Rican, Cubatino subgroups. Little is

known about Central and South American women.
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Sources of Health Information
Health care consumers need health information ¢caldevhen to seek

medical care, choose appropriate providers, andradb treatment
recommendations. Such information may be distridbwia caregivers, direct-to-
consumer advertisements, public health campaigrmldications from health-
focused associations. Additionally, computer relateurces include interactive
health communication, software, and the Internet.fiequently, the very
populations with the greatest needs have the éasiss to information. Differences
in access to computers are of particular concerthadelivery of information grows

more reliant on electronic dissemination.

Immigrants often possess a distinguishing packégbaracteristics that set
them off from more established local populations|uding language, ethnicity,
culture, income, type of job, and perhaps even &titut and legal status. Self-
perceived health status may improve or deteriaateultural knowledge’s and
behavioral traditions engage the daily challengescoessing health information. The
assumptions of the biomedical model are principledndividual self-responsibility
and knowledge of technology that may serve asdyarto increasing access to
important health information and health care resesiamong the Latina/o immigrant
community. Thus, researchers cannot assume thatrifemation practices will be
similar to that of, for example, native-born resitteewho have been raised in an
information environment based on a mainstream gardition of public libraries,
schools, service providers, government officegvislon and, now, the Internet
(Courtright, 2004). For example, two-thirds of lallernet users in the United States

expect to find information about health, governmeasetvs, and other everyday life
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needs on the Internet (Fox & Rainie, 2002). Inteuse priorities among immigrants

may differ from those of native-born groups (ChaydR000) and access disparities

by language and ethnicity persist (Martin, 2003lephone usage patterns also tend
to vary by income, race and ethnicity (Mueller &8ment, 1996) and currently only
91.4% of Latino families in the U.S. have a telephanstalled (FCC, 2003).

In general, Hispanics and Asians have greateicdiff accessing health care
information. About 43% of adults report that it'mot very easy” to understand
information from their doctor’s offices. Differerc&®etween racial and ethnic group
data indicate that Asians (58%), and Hispanics (h4@mpared with (40%) of non-
Hispanic whites have harder time comprehendingatqaiovided health information

(Commonwealth Fund Health Care Quality Survey, 2001

The Internet is seen as the number one mediumaitefior researching
health information by US Hispanics. According te 2005 AOL/Roper study, 54%
of online Hispanics believe that researching themlth issues or conducting medical
price comparisons on the Internet is the way toGmmScore media metrics reports
that during June 2006, 34.4% have visited contéthtivthe health category
(Escanaverino, 2006). In a 1994 telephone suruedysivhich focused on Mexican
Americans, only 13% of 522 adult Hispanic respoisié@nthe Southwest used media
as the main source of information for physiciankilev19% used media for
information regarding health services. Family amehids were main sources. About
75% of the respondents had a family physician, wighmother (68%) making health

care decisions for the family. A large majorityre§pondents said that neither the
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physician’s sex nor race were factors in choosimgsizians (Hudson & Watts,
1996).

In a study that examined health disparities anedibing through
mainstream magazines, Duerksen, et al., (2005ndfthiat many Black and Hispanic
women read mainstream White-oriented magazinesaiitters suggest it readers
give more serious consideration to, and are mdheeinced by, health-related content
in magazines that present them with culturallyraid role models and information of
personal relevance.

In a landmark study that looked at Colombians, Bouans, Dominicans, and
Puerto Ricans from New York City, O’'Malley, Kernand Johnson (1999), found
that all ethnic and age groups cited a health pexd@al as the most common source
of health information (40% overall). The next mostmmonly cited sources overall
were television (21%), hospitals or doctor's oli¢&8%), books (17%), magazines
(15%), brochures/pamphlets (11%), and radio (8%)0Ag immigrants, as the
proportion of life spent in mainland U.S. rose reasing percentages cited magazines
and decreasing percentages cited radio as a hefaltation source. Less educated
persons and more recent immigrants were most liiketgport inability to get health

information.

Focus groups conducted among Latinos in Marylaiggsst that Latinos go
to friends, family, nurses, social workers, comntyalinics/centers and hospitals for
their health advice (Carter-Pokras et al., 200®alHh interview survey results from
DC, Baltimore and Virginia confirmed the reach eewvision, radio, family and

friends, and health centers/clinics. For examplel® of Latino adults in DC
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reported obtaining health information from the tadi6% from television, 26.1%
from the newspaper, and 23.1% from family/frien@syncil of Latino Agencies,
2005). Given the variation in sources of healtloinfation, identification of those
most commonly used is important to target Centndl &outh American men and

women as an indicator of self-perceived healtrustat

Complementary/Alternative Methods of Health

With the increase in the Latino population, thieas been a demand for
research o®omplementamplternative Methods of Healtisse by minority
populations and most importantly by specific mibpsubgroups (NCCAM, May
2002). Complementary and alternative medicine (CABH among the Hispanic/
Latino population is poorly understoddomplementary/alternative medicine is
known by a variety of terms, such as complementaiystic, integrative,
unorthodox, and natural medicine. Some types efrative medicine include
acupuncture, aromatherapy, chiropractic, folk medichomeopathy, and herbal
medicine. A treatment is called “alternative” whers used instead of conventional
treatment. A “conventional” treatment is one tisavidely accepted and practiced by
the mainstream medical community. If alternatieatments are used in addition to
conventional treatments, they are referred to amfdementary therapies” (Cohen,
Cerone, & Ruggiero, 2002). Currently, the NatioGahter for Complementary and
Alternative Medicine (NCCAM) a division of the Natial Institutes of Health (NIH),
is dedicated to exploring complementary and altarednealing practices in the
context of rigorous science, training CAM researshand disseminating

authoritative information to the public and professls.
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A large number of people use complementary andnatwe medicine in the
United States. Recent data from the National Cdatddealth Statistics reports of
the 27 typeSof CAM studied, prayer for health reasons wasniost frequently used.
Women were more likely than men to use CAM, inahgdprayer for health reasons,
natural products such as herbs or herbal medicidelaep breathing exercises
(Barnes, Powell-Griner, McFann, & Nahin, 2004). Aioans spend $27 billion out
of pocket every year on complementary and altereatiedicine (Eisenberg, et al.,
1999). Nearly all CAM users see physicians for theedire, (Astin, 1998), but few
mention their use of CAM to their doctors (Drivdamd Miser, 1998). Among the
Latino population a common hierarchy of seekingeféfom lay healers begins with
home remedies or seeking assistance from reladivesighbors (especially female).
A common home remedy is a tea made from variousshepices, or fruits; and
prepared in a specific and prescribed manner (Aa®&hippee-Rice, 1999).

Keegan (1996), reported that many low-income Latinge folk practitioners
such as theurandero(lay healer who intervenes in multiple dimensiang,,
physical and spiritual), thgerbero(herbalist), thesobador(masseur), or practices
such as spiritual healing rather than treatmeriesed by health clubs or health food
stores (Keegan, 1996; Burge and Albright, 2002).

Research regarding curandero use has been corglitti most cases, it is

only after home remedies prove ineffective thaphglsought from aurandero

" Includes acupuncture; ayurveda; homeopathic tremitrmaturopathy; chelation therapy; folk
medicine; nonvitamin; nonmineral, and natural peidudiet based therapies (six subgroups);
megavitamin therapy; chiropractic care; massagd#ebdback; meditation; guided imagery;
progressive relaxation; deep-breathing exercisgmdsis; yoga, tai chi; qi gong; prayer for health
reasons; and energy healing therapy/Reiki. Respagsaeight have reported using more than one type
of therapy.

67



(Neff, 1998).Curanderosare not used or are not reported as used as mubh U.S.
as in countries of origin (Neff, 1998; Zapata & [@pee-Rice, 1999). These studies
speculate thaCuranderouse may be diminished because of increased altcease
or the more cosmopolitan nature of those livinthe U.S.; or under-reported
because of fear of misunderstanding or prosecitibtihe curanderq. Regardless of
the source of CAM utilized by the Latino communttye patient (and family) is
likely to include faith in God as a vital componefhtunderstanding of the problem
and the cure of illness (Zapata & Shippee-Rice 9)9xcluding prayer, data from
the 2002 National Health Interview Survey foundgdisics and African Americans
used CAM less frequently (27% and 26% respectiviblgh non-Hispanic whites
(36%) (Graham et al., 2005).

Burge and Albright’s (2002) study of CAM use inchel575 respondents,
most were Latino (80%), women (74%), high schoabgates (69%), and married
(57%). They found the most popular remedy wasdspeciallyManzanilla
(chamomile). Only 12 (2%) reported use of popukzlth store products such as St.
John’s wort, aloe vera, ar@g@inkgo biloba Home remedies included soups, warm
milk, lemon juice, garlic, honey, vinegar, bakirggla, and onion in various
combinations. Respondents also used prescript&#¥%) and over-the-counter
medicines (77%) for their health problems. Oldeyge used more prescription
medicines while younger people used more over-thueer medicines.

Given the dearth of data among Central and Soutkr&ns and their health
needs and health status as well as patterns of GgMn minority populations being

poorly understood (Graham, et al., 2005) this diaten study will be an important
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contribution to advancing knowledge about CAM usé self-perceived health status
among Central and South Americans in MontgomerynBgWaryland by gender.
Additionally, an improved understanding of CAM ws®aong this specific population
will enable clinicians to provide more culturallgrsitive care to the full range of
their culturally diverse population. Given receatalfrom NHIS that highlights
Hispanic having the highest provider non-disclosates, understanding the barriers
that Central and South Americans face regardingcheciosure of CAM use to their

healthcare providers is necessary.

Self-Perceived Health Status

As an outcome variable, self-report of health Stapnovides an easily
measured indicator of physical, emotional, anda@spects of health and well-
being. Measuring health by self-report of partiaisan research studies, is a method
widely used by researchers. Self-report is basggeoceived health, or what
individuals believe, based on their level of trgalth. For the purpose of this
dissertation, the terminology of self-perceivedsgd rather than self-report. These
terms are used interchangeably in the researchtlite.

Self-perceived health is often accomplished thhoaigingle item, such as,
“how would you rate your health? Excellent, verypdpgood, fair, poor.” This
method has the advantage of permitting assessrhdrise aspects of health that is
only known by the individual. Conversely, it doext reflect those aspects of health
that may be asymptomatic, such as high blood pregsvard, 2007). Self-perceived

health status is not useful for planning serviaegescribing prevalence of disease,
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but it can easily be used to study relationshigh wiher variables of interest as in the
case of this study.
Chapter Summary

The primary objective of this study is to exam#e¢ected health care factors
that are associated with self-perceived healthustatnong Central and South
Americans in Montgomery County, Maryland by gendeimited data exist on the
health of Central and South American men and worSardies that have examined
Latino health indicators have generally excludedt@s and South Americans or
have grouped them together under “other Hispanic”.

The literature demonstrates that health dispardtreshighly associated with
SEP, immigration status that is, undocumented st#éuak of health insurance
coverage, depression, perceived discriminationhegadth literacy. These factors in
combination with reported chronic conditions arghly associated with self-
perceived health status. In this study, the applitg of these findings is explored
with the Central and South American population.

Given the heterogeneity, coupled with increasedignation and limited
research among Central and South Americans andd_atomen, understanding the
selected health care factors that are associatadseli-perceived health status
provide the compelling and challenging imperativethis descriptive cross-sectional

study.
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Chapter Three: Methods

This study is cross-sectional using survey datkectd on 132 Central and
South American residents in Montgomery County, N&rgt. This study examines
selected health care factors that are associatadseli-perceived health status
among Central and South Americans.

A mix of methodologies characteristic of researabjgrts in Women’s
Studies are used since the questions posed caamsoifficiently addressed by single-
discipline approaches to research. Many researcbeognize that the present
situation of quantitative ayualitative methodology is neither complete nor
satisfactory (Oakley, 2000). Feminist researchudes a multitude of methods for
investigation, each of which can uniquely influetice social change effort to
improve the lives of women and attain greater geedeaity (Miner-Rubin, et al.,
2007). Official statistics, survey data and londitual studies are all rich sources of
information. This study includes statistical analy®f survey data, recoding of open-
ended responses into broader health-related ca&egand comparative analyses of
survey data (demographic, health status, healtbsacand other health indicators)
with national and state trend data to assess difters across Latino subgroups by
gender.

The methodological approach in this study is resp@nto several theoretical
and methodological limitations that have been idiedtin past literature.
Researchers have emphasized the heterogeneity batimo population and the
importance of disaggregating Latinos by nationajiorand region of residence. In

the state of Maryland, Latinos are the fastest grgwacial/ethnic minority group
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(MD Department of Planning PDS, 2003). The majooityhe Latino population has
immigrated from Central and South America. Theyespnt a distinct subpopulation
of Latinos; the majority of whom arrived in thet@® years. This is in contrast to
historically under-represented populations of Mariand Puerto Rican descent as
well as Cuban Americans who hold a special statilsae United States. Central and
South Americans have unique lived experiencesateassociated with their health
status and are an under-studied population.

The second methodological limitation that thisraggh responds to is the
oftentimes exclusion of community members fromipgoétion in the research
design, questionnaire development and executiatualy. In this study, a
community-based participatory approach was usesattig communitpartnerships
such that community representatives participatbe definition of the research
problem, interpretation ahe data, and application of the findings may leglgress
theseconcerns. Community-based participatory resear@Pg) is dramework
researchers can apply to their studies to gdiatter understanding of the social
context in which diseasmitcomes occur, while involving community partniershe
researclprocess, and insuring that action is part of tiseaech procestself (Leung,
Yen & Minkler, 2004). The Latino Health Initiatiy&HI), established in July 2000,
states as its mission "to improve the quality t& bf Latinos living in Montgomery
County, Maryland, by developing and implementingrdagrated, coordinated,
culturally and linguistically competent system teapports, values, and respects
Latino families and communities.” Olivia Carter-Pag, who led the initial research

project, LHI staff and community members were argnal part of the research team
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that developed the research instrument and conditioéeinterviews at a health fair in
a community setting within Montgomery County, Maunytl.
Description of Setting

Montgomery County, Maryland is situated just natiWashington D.C. and
Southwest of Baltimore. It is one of the most &fiticounties in the nation and has
the highest percentage (29.2%) of residents thHdtdroadvanced degree (US Census
Bureau, 2003). Montgomery County is a major migratlestination for those from
other states and immigrants from abroad. Seveliakavere reported as respondent’s
city of residence within Montgomery County. Givére importance of this
dissertation’s methodology of community-based nedeand interventions, a
description of demographic data of the communaied knowledge of available
health care resources would have strengthenedutig By providing a context for
interpretation of data within these Latino commigsit However, this was not
possible since missing data on town of residendehigh rates of missing
information.

New residents are characterized as young marrieple® in their thirties with
children. The population is predominately non-Higpavhite (52.6%), although
Asians (15.6%) and Hispanics (13.8%) comprise hdrigercentage than the County
norm. Almost half (44.5%) of the new residentsraae likely to speak a language
other than English (US Census Bureau, 2003).

As the fastest growing racial/ethnic minority grotaryland’s Latino
population differs from that of the entire Unitetht®s in that the vast majority is

recent immigrants. According to the Washington Pidsintgomery County has the
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largest South and Central American community inBakimore-Washington
metropolitan area (August 15, 2006). Analysis dfinernational migratiohdata
compiled since 2000 shows that immigration fromoaldris a major contributor to
the county’s growth.

Montgomery County has the largest Hispanic an@@piopulations in the
state; almost half of Maryland’s Hispanic and Aspapulations live in Montgomery
County. The annual growth rate since 1997 for lciis 7.8%, which makes them
the fastest growing minority group in the countiieTgrowth rate for Asians (3.7%)
and African Americans (3.1%) is much less (WaslungZouncil, 2003). According
to the 2006 American Community Survey (2006), Momegry County has the eight
highest household median incomes in the UniteceStatth 3 out of every 8
households reporting annual incomes over $100D66pite the prosperous and
affluent status of the county, examinations of medy racial and ethnic groups
reveal disparity not only in the median househalbmes but also in income growth.
While non-Hispanic white and Asian householdengaaly with the highest median
incomes, enjoyed 4% income growth between 199&280@, households headed by
Blacks or Latinos experienced a 4 and 6 percerg,despectively, in the median
household income (US Census Bureau, 2003). Thewolp table shows trends of

Montgomery County household income.

8 International migration includes net foreign-bamternational migration, net movement to/from
Puerto Rico, net Armed Forces relocation, and eativmigration.
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Table 3.1

Median Household Income by Race & Ethnicity

Race & Ethnicity 1986 1996 2002

White $79,057 $81,070 $84,501

Black $56,386 $57,422 $55,287

Asian/PI $67,378 $74,759 $78,180

Latino $66,414 $53,902 $50,790

County $75,742 $75,277 $79,115
Sample

Participants were recruited in October of 2009,Hits health fair in
Montgomery County. Community clinics and hospitaisvided health education,
music, and free health screening tests to ovel0l,@finos. Trained bilingual

interviewers elicited responses from voluntary ipgrants.
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Items Used for Inclusion Criteria for Selection ofSample

1. What language do you prefer to speak?
O English
O Spanish

2. How old were you on your last birthday?
3. What county do you live in?

O Montgomery County
O Other

4. Which city do you live in?
O Wheaton
O Silver Spring
O Other (Specify)

5. Are you Hispanic/Latino (a) or of Latin Americanmigin?
O Yes
O No

The screener assesdatiguage of preference and was the first itemzetliin the
screening criteria for participation. If a partiaig did not speak either English or
Spanish, the interview was discontinued. Partidpaeeded to be 18 years of age or
older, reside in Montgomery County and identify lspanic/Latino or of Latin
American origin to be included in the survey. Afsareening, 132 participants were
eligible for the study, 69.2% female and 30.8% nwate a mean age of 43.4 years.
Questionnaire Development

Items for this survey were drawn from severaledght questionnaires. The
51-item survey instrument was compiled by usingdrom the Behavioral Risk
Factor Surveillance System (BRFSS), the National Dabor Survey, the

Commonwealth Fund 2001 Health Care Quality Suraay, questions developed in
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collaboration with the Latino Health Initiative. &Behavioral Risk Factor
Surveillance System (BRFSS) is the world’s largestgoing telephone health
survey system, tracking health conditions and biskaviors in the United States
yearly since 1984. BRFSS provides state-specifarmation about a variety of
health issues such as asthma, diabetes, healthaaess, alcohol use, hypertension,
obesity, cancer screening, nutrition and physicaVviy, tobacco use, and more.
Federal, state, and local health officials andaegeers use this information to track
health risks, identify emerging problems, prevasédse, and improve treatment.
The National Day Labor Survey (NDLS) is the firstionwide study on day
laborers. The NDLS was developed by Abel Valenzdelaf the University of
California, Los Angeles. The instrument was useith ®j660 workers at 264 hiring
sites in 20 states and the District of Columbiasd@echers found that day laborers
earned a median of $10 an hour and $700 per manthonly a small number earned
more than $15,000 a year (Valenzuela, 2006). Relsear who conducted the study
said the most surprising finding was the pervasegsrof wage violations and
dangerous conditions that day laborers faced. Itehasing to employment and labor
on this survey instrument are especially cruciakligs population’s access to
material and social resources as correlates osadoehealth care and self-perceived
health status. The Commonwealth Fund 2001 Health Qaality Survey is a
nationwide random-digit-dial survey of 6722 aduétsnducted between April 30 and

November 5, 2001.
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The final LHI instrument was assessed for contatitlity by the data work
group of the Latino Health Initiative and piloteat uise among other Latino
communities.

Study Questions and Measurements

In this study, self-perceived health status isd&pendent variable. The
following research questions guide the cross-seatianalysis.

1. Are there differences by gender on Health Accesgligh Language
Proficiency, Literacy Levels, Health Behaviors, é&ved Discrimination
and Depression?

2. Are there major differences in reported number lofa@ic Conditions,
Sources of Health Information and Complementargiilative Medicine
used by gender?

3. What factors are most likely to predict Self-Peveeli Health Status?

4. What Complementary and Alternative Medicines arat2¢and South
Americans most likely to use by gender?

5. What sociodemographic factors distinguish Centndl South Americans

from other Latinos subgroups?
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Table 3.2 shows the variables utilized in the datalysis. Fifteen

(15) Items from the 51-item survey were selectesic@godemographic indicators. Six
indices were created to measure: Health Accesdidiriganguage Proficiency,
Literacy Levels, Health Behaviors, Perceived Disonation, Depression and three
self-report measures on number of Chronic Conditi@ources of Health

Information, and Reported use of CAM.
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Table 3.2

Research Question Study Variables

Concept Variables Measure/ltems Data Source
Sociodemographic
Gender 1 ltem Q.03
Education Level 1 ltem Q. 25
Age 1 Iltem S.2
Marital Status 1 Item Q.24
Labor Status
Employment 1 ltem Q. 26
Hours of Work 1 ltem Q.29
Income Annual Income 1 Item Q.34
Household
# in Household 1 ltem Q.36
Food Insufficiency | 1 Iltem Q.41
National Origin
Country of Birth 1 Iltem S.4.1
Arrival in US 1 Item Q.47
Language of 1 Item S.1
Preference
Health Care Access
Indicators
Visitin US 1 ltem Q.11
Length of Time 1 Item Q.9
Since Last Visit
Place of Visit 1 Item Q.12
Health Access 2 ltems Q. 30, 14
Discrimination 6 Items Q. 13, 32,33
English Language 4 Items Q. 44-45
Proficiency
Depression 2 Items Q. 22
Health Behaviors 3 Items Q. 18-20
Literacy Level 5 Items Q. 44-47
Reported # of 6 Items Q.2
Chronic Conditions
Reported Sources qgf 8 Items Q.51
Health Information
Reported CAM 6 Items Q. 16

Practices Used
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Conceptual and Operational Definitions of the Measu
Dependent Variable

Self-perceived health stat(SPHS) is measured using a single question.
SPHS is designed as a generic indicator of hetdthssfor use in population surveys
and calculated to be applicable to a wide ranggpds and severity’s of conditions
(Ware & Sherbourne, 1992). Developed to measuespondent’s personal judgment
of perceptions of health, the core descriptiorefreliability and validity of this
measurement are exemplary (McHorney, Ware, Lu, €1294). Self-perceived
health status by respondents has generally pravba sound indicators of later life
health and mortality and is generally accepteddsgarchers as a valid measure of
health status (Phillips, Hammock, & Blanton, 2005).addition, it tends to be a good
measure of overall health that correlates well wither assessments of patient health.
This is true across racial/ethnic sub-populatiovi) some exceptions among some
newer Latino immigrants, possibly due to the imrardrepidemiological paradox or
the influence of the generally optimistic outlodknew residents on their health
(Lopez, 2004). Respondents were asked: “In gensmlld you say that your health
is: 1) Excellent, 2) Very Good, 3) Good, 4) Faimda) Poor’--to operationalize the
concept of self-perceived health status. On theslmdghis item, the dependent
variable was re-coded into a binary with self-répdifair or poor general health =0
as opposed to good, very good, or excellent hedlth
Independent Variables

The survey included demographic questions on geader, and marital

status. Interviewer ascertain€gnder AgeandMarital Statuswere self-reported and
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these categorical data were summarized using freyuablesEducation Leveas an
important predictor variable was re-coded fromsponse categories to 5 for a
descriptive summary and then coded into a binary ldfigh School Graduate=0 and
> College/Masters/Doctorate=1 for the logistic esgion analyses.

Labor Statusvas measured utilizing 2 items asking whether éspondent
was employed or unemployed and hours worked pek wieekly household income
(1 item) was recalculated into annual income aponed by frequency and percent.
The survey also assesddduseholdcharacteristics. One item asked the respondent
thenumber of peopléving in the household, including the participanhe second
item that corresponds to characteristics in thesbbald is~ood InsufficiencyFood
insufficiency is the term used to describe reduoed quantity or skipped meals for
adults and children (Radimer, Olson & Campbell, M99 he item was
operationalized using the question: “In the lastidhths, did you or other adults in
your household cut the size of your meals or skalsibecause there wasn’t enough
money for food?” This item is widely accepted asbd measure of food
insufficiency (Rose, 1999). A dummy variable wadexd 1=No and O=Yes.

Country of BirthandTime in U.Sare variables indicating where the
participant was born, and the length of time thayehbeen in the United States.
Country ofBirth was an open-ended response option operaizeckbby “In what
country were you born?” Response categories wdlapsed into Central America
(México, Costa Rica, El Salvador, Guatemala, Hoasluand Nicaragua). South
America responses included (Bolivia, Chile, Coloalitcuador, Peru, and Brazil). A

very small number reported US/Caribbean countridsrth. These included
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(Dominican Republic, Puerto Rico and the Unitedeéda These open-ended
responses were summarized by frequenéigsval in United Statesvas collapsed
into a binary of “More than 10 years ago”=1 andst¢han 10 years ago”’=0.

The last set of indicators measutéealth Care Access Indicatonscluded 3
items to measure the participant’s utilization eéhh servicesLast Visitto health
care professional was assessed by Yes=0 and No¥{a® this last visit to the
doctor or health care professional in the Uniteatea?"Length of timdor last visit
was collapsed into 3 response categories. Lessltyaar was coded as 0, 1-3
years=1, and more than 3 years since last visiesith care professional was coded
as 2. The last itenplace of visitwere open-ended responses and operationalized as
“What kind of place did you go to when you last sadoctor?” These descriptive
data for health care indicators are reported apiéecies.

Composite Measures of Variables

Composite measures are frequently used in quanditedsearch. Indexes are
efficient devices for data analysis because thieyatummary of several indicators
in a single numerical score while maintaining theafic details of all individual
indicators (Babbie, 2005). In order to ascertamfttst research question of this
study, “Are there differences by gender on Healtioéss, English Language
Proficiency, Literacy Levels, Health Behaviors, é&ved Discrimination and
Depression?” Indexes were constructed by accumglatores assigned to individual
attributes.

The first index iHealth Accesd-or insurance status, one item was asked

using a dichotomized yes/no response option. Dafl@gare is yes/no response
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options with a follow-up open-ended question regmydhe participant’s main
reasoning for delay of care. These two items werslined with a Yes=0 and No=1.
Range of scores is (0-2) with a higher score réfigdack of insurance and delay of
care. Important variables, which may be associaitdself-perceived health status,
include items orPerceivediscriminationbased on gender, race/ethnicity, class, and
the ability to speak English. Six dichotomized (y@3 options where No=0 and

Yes=1 were coded (range 0-6). Higher scores inglicgther perceived

discrimination.

Other indexes includeénglishLanguage Proficiency (ELRnd language in
which the interview was conducted. Four items wesed with response options
coded Well=2, Get By/ A Little=1, and none=0. Scoranged from 0-8 with lower
scores indicating more limited English ProficienDgpressiontems were drawn
from the Patient Health Questionnaire-2 (PHQ-2)sTuestionnaire is used as the
initial screening test for major depressive epis@deenke, Spitzer & Williams,
2003). The items were: 1) “little interest in plessor doing things,” and 2) “feeling
down, depressed or hopeless.” Each item refeifset@réquency of symptoms during
the past two weeks. A response scale of not &x#0, several days (1-6) =1, more
than half the days (7-10)=2, and nearly every ddyl4)=3 was used. Scores ranged
from 0-6 with higher scores reflecting higher lesvef depression.

The lack of well-specified research on individuatibo subgroups (Mexican,
Cuban, Central and South Americans) has resultethaequate data drealth
behaviorsfor these individual populations (Ramirez & Sua@201). Weight, height,

sleep patterns, tobacco and alcohol use are imyportediators of the relationship
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between ethnicity and self-perceived health statuthis study, two health behaviors
were included: amount and frequency of use of toba@nd alcohol scores. Two
items with response options of 0-1 days per weekre3 or more days per
week=1for alcohol use and 1 item with a yes=1 andMoption to smoking
cigarettes was used. A higher score (range=0-33atet]l more use of alcohol and
tobacco. The.iteracy Levelndex is composed of five items. The five itemsugdra
from this index measure reading and writing; oeeniis “How easy or difficult is it
for you to read and understand the instructiona prescription bottle about how to
use this medicine?” Response options include Verw&vhat Easy=2, Somewhat
Difficult=1, and Very Difficult=0. Four items withesponse options of Well=2, Get
By/A Little=1, and none=0 reflect the participahtsracy levels of being able to read
and write. Range of scores was 0=10 with a lowereseeflecting lower levels of
literacy.
Numerical Count Analysis
A numerical score of number of Reporteldronic Conditions, Sources of Health
Informationand Complementary/Alternative Mediciaee analyzed by gender. Six
items on bronic conditionsare included: diabetes, hypertension, high chetekt
asthma, cancer, and arthritis. Respondents weesldskndicate whether or not
(Yes=1 and No=0) they have ever had the specibeditions. Scores ranged from O-
6 with higher scores indicating higher number afcic conditions. An open-ended
response is included for the category of “othedthgaroblem.”

Sources of Health Informatiaa measured with eight response optidrisese

responses included Radio/TV/Newspaper/Magazinethl&alir/Friend or
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Family/Clinic/and Health Promoter. An open-endetdmpwas left for any “other”
responses. Two items are used to measure CAM. Rdepts were asked if any of
the following factors were used to take care oirthealth: Spiritual
DoctorCuranderq Prayer, Herbal Medicine, Chiropractic Therapygmthe-counter
(OTC) medications, vitamins, and medicines fromrtheme country. Open-ended
responses were then used to probe what remedidx bagised for stomachache,
fever and headache.
Qualitative Analysis

For the three of the selected variables: Chroniedimns, Sources of Health
Information, and CAM use, a response option of otes included since limited
information is available on this subgroup. QuaNttcontent analyses were
conducted for “all other” and open-ended respomt®os in order to address
research question number four. Each responseategarized and collapsed into
specific chronic conditions such as “allergies’dather sources of health
information such as “church”. For CAM use, in aduhtto survey check-off items,
three open-ended questions were asked regardingr&rhady would individual take
for a headache, fever and stomachache. These opea-eesponses were collapsed
into four broad categories such as home remedies$eas, over-the counter
medications, seeks health care and other. Theadataresented in tables in rank
order of frequency.
Comparative Analyses with National Data Sets

Research question number five is answered thrdughetview of national

data sets for comparison with the study data. Aamexation of large nationally
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representative data sets was explored to bettarstachd and compare relationships
between the sociodemographic and access factthgsiatudy with total Latino, non-
Hispanic White, Mexican-American, and other Cenairadl South American
populations. Only those variables for which thisravailable data in both this study
data set and national data sets were used.

Survey Data Analyses Procedures

SPSS (Statistical Package for the Social Sciensesjlata management and
analysis product produced by SPSS, Inc. in Chicligmis. Among its features are
modules for statistical data analysis, includingalgptive statistics such as plots,
frequencies, charts, and lists, as well as soghistil inferential and multivariate
statistical procedures like analysis of variancBIQVA), factor analysis, cluster
analysis, and categorical data analysis. SPSStisydarly well-suited to survey
research, though by no means is it limited to flist topic of exploration
(www.spss.com). All analyses were performed witlisSR.3.0 and differences are
noted at the level of significance of 0.05 dueht® descriptive nature of study and
small sample size.

The data was reviewed for errors, missing datacaniters. Secondary to an
initial preview of frequency distributions for alariables in the study a plan of
analysis were developed to reflect the variablefeustudy for analysis of the
research questions. These variables were re-codbhputted into the computer file.
Most variables had a relatively small amount ofgimg data. Several variables had

missing data due to the way the survey was coded.
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Descriptive data analysis was carried out usingueacy distributions and cross
tabulations for the 15 social and demographic s by gender and are reported in
Chapter 4, Table 4.1. Univariate analysis was etswucted for each measure in the
six indexes and reported as frequency distributions

To test the differences by gender on the six irdeand the three numerical
counts (Research Questions 1 & 2) Multivariate Asial of Variance (MANOVA)
was conducted. As a statistical method of analyA®OVA is a powerful statistical
tool which provides information on the nature aneldictive power of the
independent measures, as well as the relationahgbslifferences seen in the
dependent measures. This method is used for asgegsup differences across
multiple dependent variables simultaneously, based set of categorical variables,
and is especially suited for this study (Babbi€d20MANOVA produces an overall
significance test for differences between groupaBise MANOVA effectively uses
a single variable (for example in this study, gehéteprotects against type 1 errors
arising by chance from performing multiple tests.

In order to explore what factors are most likelyptedict Self-Perceived
Health Status binary logistic regression analysis wonducted. This statistical
method was used to assess the impact of Healths8cE@aglish and Literacy
Proficiency, Health Behaviors, Discrimination, Degsion, Number of Chronic
Conditions, Gender, and Education level (predigtorables) on the dependent

variable, Self-Perceived Health Status. Resultb®fnalysis are found in Chapter 4.

° Type | error, also known as an "error of the fiisid", ana error, or a "false positive": the error of
rejecting a null hypothesis when it is actuallyetru
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Limitations of Data
Several limitations are inherent in this studyeTse of a convenience sample

means that the results may not generalize to Leteyond this study. Further, this
research uses a cross-sectional design, which mesagyperson’s health factors at
one moment in time. Thus, the health informatiory mmader-estimate or over-
estimate their health and may not accurately reflesir actual sense of overall
physical well being. Another limitation of the segvinstrument includes a binary
variable of male/female as defining only two categof gender and gender
identity. Thus this measurement was narrowly defiaghough it is recognized that
gender as an analytic category is fluid and canssta continuum of gender identity.
Non-heterosexual males, females, and transgen@ersdns were therefore not
identified.

Further limitations include a relatively small sdmmwhich was limited to the
respondents of a health fair who were asked tontedr to participate in the survey.
Among those who agreed to participate respondeats asked to base their
responses on personal knowledge. Since all ddteisurvey were obtained by self-
report, data are subject to recall and may be uregmrted, over-reported, or subject
to self-report bias. Further, the respondents nziyhave accurately recalled
diagnoses of chronic conditions and medical recatd is not available to validate
diagnoses. Current research also shows responsaes/gy questions may be likely
influenced by the respondents’ perceptions of wgrtth be an active participant in
their “health” at such an arena, like a “healtht.fa

Limitations also include the questions asked bystin@ey instrument. For

example, we expect given the high percentage afiswrance in this sample
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undiagnosed health conditions may be present snpihppulation. For future research,
important items that would have been beneficidhts study include immigration
status, psychosocial factors such as stressorguareht functional limitations (both
physical and mental), all of which are associatéd self-perceived health status.
Lastly, the participants represent a very spegifaup of the Latino community and
therefore lack of generalizability to other subgresuch as Mexicans or Puerto

Ricans is another limitation of this study.
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Chapter Four: Results and Discussion

This study describes and examines the selectdthloeae factors that are
associated with self-perceived health status an@ergral and South Americans.
This chapter presents the findings of the studye#mh of the five research questions
and discusses the results in relation to empitiahture. The five research questions
that guided this study are:

1. Are there differences by gender on health accesyljdh language
proficiency, literacy levels, health behaviors,qeved discrimination and
depression?

2. Are there major differences in reported numbertwbnic conditions, sources
of health information and complementary/alternativedicine used by
gender?

3. What factors are most likely to predict self-peveei health status by gender?

4. What Complementary and Alternative Medicines aratz®and South
Americans most likely to use by gender?

5. What sociodemographic factors distinguish Centndl &outh Americans
from other Latinos subgroups?

Sociodemographic Characteristics of Study Samplédayder

Table 4.1 presents the sociodemographic charaatsraf respondents for total
population and by gender. A total of 132 Latingoasdents participated in the
survey. Missing data on gender for 2 respondenssfaiand and subsequently
dropped from any analysis involving gender. Ageatticipants ranged from 18 to

75 years with a mean age of 43.4 years. More Théf of the study population were
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female (69.2% n=90) and 30.8% were male (n=40)tidq@ants were asked their
country of birth. Over 14 countries in Central &wlth America, as well as the
US/Caribbean were reported. Half of the study pafpoh identified their country of
birth in Central America (48.4%) and half in Sodmerica (42.6%) with 9%
identifying themselves as US/Caribbean.

Education level showed variability by gender. Agker percentage of males
(22.5%) compared to females (16.7%) either newended or attended grades 1-8
only, however less females (13.3%) than males ¢22ad graduated college or
pursued higher education. One quarter of the shtaly population was single, 23.3%
of females and 22.5% of males with a higher peegnbf females (15.6% vs. 2.5%)
reporting their status as divorced, widowed or sztpd.

Over one-third of the females (34.4%) comparedniy 5% of males report
being unemployed or not in the labor force whictswabstantially higher than the
percentage of men. Of the females employed, appabely one-third earned
between $100 and $300 per week. By contrast, amyfifth of males earned that
much. The number of participants earning betwed@®$Hhd $1,000 dollars per week
was similar for males and females. Approximatel9o6®f males and females report
living in the household with an average of 2-4 deop larger percentage of males
than females arrived to live in the United StaessIthan 10 years ago. A strong
majority of females and males preferred to speanish. Studies that have
examined the relationship between language andhhesle have found that,
compared with English-speaking Hispanics, Spamsialkers are less likely to use

healthcare services and to have a usual sourceatthitare (Zambrana & Logie,
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2000; Solis, Marks, & Garcia, 1990; Schur & Albet996; Kirkman-Liff &

Mondragon, 1991; Weinick & Krauss, 2000).
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TABLE 4.1

Sociodemographic Characteristics of Study Samplédayder

Variable Total Female Male

n (%) n (%) n (%)
Age
18-44 years 80 (60.6) 50 (55.6) 30 (72.5)
45-64 years 44 (33.3) 34 (37.8) 9 (22.5)
Over 65 years 8 (6.1) 6 (6.7) 2 (5.0)
Country of Birth
Central America 59 (48.4) 45 (55.6) 14 (35.9)
South America 52 (42.6) 32 (39.5) 18 (46.2)
US/Caribbean 11 (9.0) 4 (4.9) 7 (17.9)
Education Level
Never Attended/ Grades 1-8 24 (18.2) 15 (16.7) 205
Grades 9-11 21 (15.9) 16 (17.8) 5 (12.5)
High School Graduate 39 (29.5) 29 (32.2) 9 (22.5)
1-3 Years of College 26 (19.7) 18 (20.0) 8 (20.0)
College 22 (16.7) 12 (13.3) 9 (22.5)
Graduate/Masters/Doctorate
Marital Status
Single 31 (23.5) 21 (23.3) 9 (22.5)
Married/Co-habitating 85 (64.4) 55 (61.1) 29 (72.5)
Divorced/Widowed or 15 (11.4) 14 (15.6) 1(2.5)
Separated
Employment Status
Unemployed 9 (6.8) 8 (8.9) 1(2.5)
Not in Labor Force 24 (18.2) 23 (25.6) 1(2.5)
Employed 99 (75.0) 59 (65.6) 38 (95.0)
Annual Household Income
< $5,200 per year 15 (11.5) 12 (13.3) 3(7.7)
$5,201-$15,600 per year 36 (27.5) 27 (30.0) 8 (20.5
$15,601-$26,000 per year 58 (44.3) 34 (37.8) 23059
$26,001-$52,000 per year 22 (16.8) 17 (18.9) 58(12.
People Living in Household
1 28 (21.5) 20 (22.7) 8 (20.0)
2-4 79 (60.8) 53 (60.2) 25 (62.5)
5 or more 23 (17.7) 15 (17.0) 7 (17.5)
Arrival in US
< Than 10 years 68 (55.3) 42 (47.7) 25 (75.8)
> Than 10 years 55 (44.7) 46 (53.3) 8 (24.2)
Preference of Language
English 6 (4.5) 3 (3.3) 3 (7.5)
Spanish 125 (94.7) 86 (95.6) 37 (92.5)
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Table 4.2 shows descriptive statistics for indeores by gender. There were
121 respondents with valid scores on all variableg items from the 6 item
Perceivediscriminationindex: “Does your employer allow you to take tioféat
work to get health care for yourself or other fagnmiembers?”, and “Do you get paid
for the time you need off from work to get healdrefor yourself or other family
members?” were not included in the Perceived Disaation index due to large
numbers of missing data, (h=23 and n=66, respdyg}ivEhe Perceived
Discrimination items were based on four dichotordigges/no) responses for gender,

race/ethnicity, insurance status, and the abiitygeak English.
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Table 4.2

Mean and (SD) for Index Scores by Gender

Gender
Health Access Male

Female
Total

English &

Literary

Proficiency Male
Female
Total

Health

Behavior Index
Male
Female
Total

Discrimination Male
Female
Total

Depression Male
Female

Total

Std.

Mean Deviation

1.11 0.67
1.08 0.68
1.09 0.67
4.15 2.87
4.20 2.56
4.19 2.65
0.42 0.52
0.11 0.30
0.21 0.41
0.38 0.71
0.39 0.76
0.39 0.74
0.94 1.37
1.30 1.79
1.19 1.67

N

38

83

121

38

83

121

38

83

121

38

83

121

38

83

121

Table 4.2 shows small differences by gender ontih@akess, English &

literacy proficiency, discrimination and depressidhere was a significant difference
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on the health behavior index. The health behavidex was substantially higher for
men than women. Overall, the majority of the resjgns (89.4%) of both men and
women reported never smoking cigarettes, thoughmaedra tendency to smoke
‘most days’. Seventy-four percent of the total seempported no alcohol use within
the last 30 days. Multivariate Analysis of VariaffBANOVA) was the method of
data analysis utilized to test the differences &yder on Health Access, English
Language Proficiency, Literacy Levels, Health Bebes; Perceived Discrimination
and Depression. The multivariate test of signifazfor the index scores by gender
implies that there was a significant overall diffiece by gender (Wilks’ Lambda
value= .862). This is consistent with the resedhnelh shows Lung cancer deaths are
about three times higher for Hispanic men (23.11€,000) than for Hispanic
women (7.7 per 100,000), and the overall increagba prevalence of alcohol use
among Hispanic men.
Interestingly, declines in the prevalence of smghiave been greater among
Hispanic men with at least a high school educatiam among those with less
education.

Table 4.3 shows the individual tests by gendereaith access, English
language and literacy proficiency, health behayipesceived discrimination and
depression. There was a significant gender diffexem the health behavior index.

All other univariate tests by gender were nonsigaiit.
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Table 4.3
Univariate Tests for Index Scores by Gender

Dependent Sum of df Mean
Source
Variable Squares Square
Gender  Health Access .030 1 .030
English & .057 1 .057
Literacy
Proficiency
Health Behavior  2.450 1 2.450
Discrimination .007 1 .007
Depression 3.263 1 3.263

.065

.008

16.266

.012

1.158

Sig.

.799

.928

.000

913

.284

These data partially confirm differences by gentferesponse to research

guestion one: “Are there differences by gender@aith access, English and literacy

proficiency, health behaviors, perceived discrirtioraand depression?” the

univariate F test showed significant differenceastifie health behavior index, and,

though not statistically significant, gender diéfeces were observed in the

depression index.

On the depression index (limited sample size) womere more likely than

men to respond ‘nearly every day’ on the two itéhtide interest or pleasure in

things) 7% versus 1.5%, and (feeling down, depsess@opeless) 8% versus 0.8%

of women and men respectively. These findings ianéas to the findings reported in
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other studies among immigrants; Hispanic adulteevmeore likely to experience
serious psychological distress (3.6%) than whit8%s, black (1.9%), and Asian
adults (1.7%) (Dey and Lucas, 2006; Kessler, Andredolpe, et al., 2002). For
women, the higher rates of marital instability & educational levels are
important risk factors for depression (Vega andghile, 2001). Interestingly, in terms
of marital status, all of the participants who weeparated were women. All
respondents with ‘advanced professional or doctiegtee’ were men while all who
‘never attended school’ were women.

There were no differences by gender in the peecediscrimination index. It
should be noted that women were more likely to @gecunfair treatment based on
their insurance status and the ability to speaKligimg
Perceived sense of discrimination (fear) and ldatoonmunity resources and
services may be two factors that negatively affleetpsychological status of this
community. This study reported women were mordyiklean men to respond
‘nearly every day’ on the two items (little intetes pleasure in things) 7% versus
1.5%, and (feeling down, depresses or hopeless)e8%tis 0.8% of women and men
respectively. These data together with ‘abilitysp@ak English’ may suggest low
English language proficiency as a primary reasdimba may underutilize mental
health care services (Zambrana, Ell, Dorringtoral €t1994). Similarly, in assessing
the role of discrimination, depression and languargéciency as a deterrent to
access to health care, these and other factorcamgbute to the Latino community

being viewed as a subordinate group by public healstems (Zambrana, 2001).
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These data like other studies show a percepti@isafimination by Latino
women as based on insurance status and limitedsdbregility (Commonwealth,
2001). These findings appear counterintuitive teeostudies that have shown racism
and gender discrimination endemic to Latinos laickse of health care services
(Krieger, 1990; Schulz, et al., 2006). Severasoes may account for these findings.
Since these respondents are foreign-born, youngedatlely healthy, it may be that
they do not need to use health services on a negatas and thus have not
experienced discrimination. Secondly, they mayamsemunity-based health care
services that may have predominantly Latino an8fmnish-speaking providers and
thus perceive they are not discriminated againstth@ other hand, there may be a
social desirability response effect since theseesisr were conducted at a health fair
with bilingual interviewers.

English language and literacy proficiency showedtatistically significant
differences by gender with 92% of men and 95% aihen choosing Spanish as their
language of preference. Nineteen percent of ttad tespondents reported they could
speak no English and only 31% reported “very difttitco somewhat difficult” in
reading and understanding the instructions on scppion bottle. Adults with
limited health literacy, as measured by readingwanting skills, have less
knowledge of disease management and of health-ghognioehaviors, report poorer
health status, and are less likely to use preversgrvices (Parker, Ratzan, and Lurie,
2003). These data may suggest factors associatkdhealth related disparities as
many Hispanics may have yet to master the Engisguage and literacy needed to

navigate the health care system (Morrison, 2005)Martinez and Carter-Pokras
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(2006) report linguistic factors such as absengeeosonnel who speak Spanish,
inability to speak English, and inability to filub personal information forms, may
serve as barriers to health care access.

There were only slight differences between matesfamales in the health
access index, though not statistically signific#rong the total sample, respondents
were more likely to report no health insurance cage (66%) than those who
reported some health insurance coverage, includergaged care, Medicare and
Medicaid (34%). Overall, about one fourth of madesl one half of females reported
no health insurance coverage. A higher percentagesn (89%) than women (60%)
reported a delay in care during the past 12 mashtlesto lack of health insurance and
financial barriers. These findings are consisteitit wational data that show foreign-
born adults are more likely to be uninsured thair thative-born counterparts (26%
compared with 11%). Among immigrants, Hispanic &lulere the most likely to be
without health insurance coverage (37%), followgdlack (22%), Asian (15%), and
white adults (13%). Almost three-fourths of U.Snatbadults had private health
insurance coverage compared with over one-hatli@frhmigrant population (Dey
and Lucas, 2006).

The second research question of this study focosddree variables: are there
major differences in reported number of chronicdibons, sources of health
information and complementary/alternative mediaised by gender? Table 4.4
shows that the means were similar by gender aiheNariables. The overall
multivariate test was nonsignificant at Wilks’ Ladsbvalue= .947 and p=.079

recalling that the test of significance is (Sig055.using the .05 criteria).

101



Table 4.4

Mean (SD) Reported Number for Numerical Values egder

Std.
Gender Mean Deviation N
Reported # of Male 0.43 0.67 40
Chronic Conditions
Female 0.90 1.12 87
Total 0.75 1.02 127
Reported Sources of Male 3.66 2.54 40
Health Information
Female 3.42 2.06 87
Total 3.50 2.22 127
Male 2.11 1.32 40
CAM Use
Female 2.35 1.24 87
Total 2.27 1.27 127
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Table 4.5

Univariate Test for Numerical Variables by Gender

DV Sum of df Mean F Sig.
Source Squares Square
Gender| # of Chronic 6.067 1 6.067 5.978 .016
Conditions
Reported 1.542 1 1.542 311 578
Sources
Health
Information
CAM Use 1.629 1 1.629 1.005 318

The expectation that there would be overall ddferes on these variables is
not supported by the data. The overall test wasigaificant. The individual test for
‘reported number of chronic conditions’ was sigeafit, although the significant
univariate result could be a type 1 error sinceaverall multivariate test was
nonsignificant.

First, caution should be taken in the interpretatf these results on chronic
conditions since the reported numerical count coimoes the item, “has a doctor ever
‘told’ you that you have (the specific chronic cdiah). Given the high percentage of
no health insurance coverage in this sample (66¥agnosed health conditions
may be present in this population.

Secondly, the data could indicate a relativelyithgammigrant population as
mean age of the sample was 43.4 years and sligtathg than half (65%) were high

school graduates or higher. Lastly, data on redartember of chronic conditions
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suggest that the women in the sample were moreefgmhealth problems than the
men. These data are consistent across the ovanatils. Of those who had been told
they had high blood pressure, 71% were women. Mipetcent of those who were
told they had asthma were women and about 91%osktivith arthritis were women.
Limited information is available on antecedentglmfonic conditions and
consequences in terms of quality of life and selfepived health status among
Latinas with chronic health conditions, thougtsiknown that Latinas are less likely
to use health care services and to know when theg & chronic condition. Lastly,
contributing factors to the onset of a chronic gbad include genetic predisposition,
attitudes towards life, one’s living environmeihte amount of time they have spend
living in that environment and exercise and othealthy habits. These factors were
not explored.

Sources of health information by gender were rapticant. This study
found the percentage of men and women who turadmy TV, newspaper, health
fair, etc. for health information was fairly constaRespondents were more likely to
report health fairs (58%) and friends and famil§%@ as sources of health
information. Interestingly, only 37% of the totansple reported their health care
provider or clinic as a source for health inforroatiConsistent with these findings,
Latinos who patrticipated in focus groups generelgectedo receive information
during their visit with a doctor or other healthreg@rovider. One participant
remarked, “I went to a dermatologist and he toldwhat | had but did not explain to
me what it was. So | had to look for informatioroabit” (Martinez and Carter-

Pokras, 2006). Health interview survey results fid@ Baltimore and Virginia
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confirmed the reach of television, radio, familydnends, and health centers/clinics.
For example, 34.1% of Latino adults in DC reporéthaining health information

from the radio, 76% from television, 26.1% from tlevspaper, and 23.1% from
family/friends (Council of Latino Agencies, 2005).

Less educated persons and more recent immigramnésmast likely to report

inability to get health information.

Several socioeconomic characteristics that are aftertwined, including
low levels of education and limited English prodiacy, largely explain the gap in
internet use between Hispanics and non-Hispaniew (fispanic Center, 2006). The
Commonwealth Fund Health Care Quality Survey (20failind Hispanics and those
of lower socioeconomic position have greater diftig accessing health information.
As the delivery of information grows more reliamt @ectronic dissemination (e.g.,
the “digital divide”), access to computers are aftggular concern to populations
with the greatest needs. Findings in this studyw&ablnternet use to be very low.
Women, (n=4) and men, (n=2) reported the Interaet source of health information.
Qualitative Analysis of Reported “Other Sourcesletlth Information”

Socioeconomic position, education level, and printanguage all affect
whether Latinos will seek out health informationddow they will interpret that
information (Nielsen-Bohlman, Panzer & Kindig, 2Q00Rarticipants who responded
to “other sources of health information” reportaternet use (n=6) outside of the
previously sources, radio, TV, newspaper, maganealth fair, friend or family,

doctor, and health promoter.
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Libraries, school and church were also reportesbasces (n=4) and health
information received from work (n=2) was also repdr Although, the Internet is
seen as the number one medium of choice for resegrbealth information by US
Hispanics, Internet use priorities among immigrangs differ from those of native-
born groups (Chaudhry, 2000) and access dispabyiégnguage and ethnicity persist
(Martin, 2003).

Community-based organizations (CBO’s) were alsontepl (n=3) as sources
of health information. Specifically Casa de Margg@&ASA) was reported as a
source. CASA's primary mission is to work with t@mmunity to improve the
quality of life and fight for equal treatment andl faccess to resources and
opportunities for low-income Latinos and their fies. CASA also works with other
low-income immigrant communities and organizationakes its programs and
activities available to them, and advocates foradppolitical, and economic justice
for all low-income communities. Given the currehinate of hostile responses and
criticism to immigration, CBO’s may prove to be sdfavens of needed health
information especially for immigrant Central anduBoAmerican men and women.

Table 4.6 presents data on the 7 most frequendlgt GAM practices in
ranked order by women as referent. Overall diffeesrby gender were not supported
by the data of use of Complementary/Alternative itiad. Limited data exists
among Central and South Americans and their pattef@AM use. The few studies
conducted on Latino populations focus on Mexicart Mexican Americans in the
Border States. Studies show that most respondsatsanventional sources of health

care (e.g., primary care physicians) as primarycasiof health care to a far greater

106



extent than traditional or folk sources. Most reskeaonfirms these study findings.
(Hunt, Arar, & Akana, 2000; Skaer, Robison, Sc&aHarding, 1996). Recent data
from NHIS highlights that Hispanics having the reghprovider non-disclosure rates
(68.5%) of complementary and alternative medictodseir health care
professionals followed by non-Hispanic blacks 6548d non-Hispanic whites
(58.1%). Of particular interest in this study whs fact that Hispanics cited using
CAM because conventional medical treatments werexpensive more frequently
than non-Hispanic blacks or whites (Graham, e28I05).

Table 4.6

Ranked Order Most Frequently Used Complementarydhitative Medicine

CAM USE Men Women
(N) (N)
Percent Percent
OTC Medicine from US (24) (65)
18.5% 50%
Vitamins from US (23) (52)
17.7% 40%
Prayer (16) (46)
12.3% 35.4%
Medicines from Home (17) (34)
Country 13.1% 26.2%
Herbal Medicine (12) (28)
9.2% 21.5%
Chiropractic Therapy (6) (14)
4.6% 10.8%
Curandero (1) 3)
.8% 2.3%

Table 4.6 show frequencies of most frequently rigbCAM use with small
gender differences. Zapata & Shippee-Rice (1999dan their very small study of
6 Latinos that medications, including prescripticar® shared within social networks.
There are instances in which a sick person maylsamepously use prayer, folk and/or
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herbal medicine, prescription medications obtaiinenh a friend, and prescription
medications prescribed by a nurse practitionethgsigian. Ina San Francisco—based
study, CAM use was consistentlygh across four different ethnic groups, though th
type of CAM used varied to some degree by ethnicity (Lé@).e2000). The authors
foundthat African-American women used spiritual healingre frequentlyhan other
types of CAM (36%), Chinese women most often regmhrsing herbal remedies
(22%), and Latino women used dietary thera(88%6) and spiritual healing (26%).
Lee et al., also reports significaredictors of CAM use for African-American,
Chinese, Latincand white women: higher income, engaging in exer@sd
membershipn community or support groups. In Cushman, etl&l99 a qualitative
study which used focus group data to com@ak& use between African-American
and Hispanic women found higher CAM use among oldanen of both groups,
with younger Hispanic women indicating the most disttagtard theeffectiveness of
CAM techniques.Complementary/Alternative Medicine use could haaportant
implications with regard to self-perceived healthtiss and health outcomes of a
growing and under researched segment of the paogulat

In response to the well-known limited access anddya to health care that
Central and South American men and women face intygonery County,
Maryland, and the persistent racial/ethnic dispegiin underserved Latino
communities, self-perceived health status as alheatcome measure captures the
respondents subjective perception of their ovérediith. The total sample reported
their health as “good” overall, (41.5%), with 9.2%d 32.3% of men and women

respectively. Women were more likely to report thealth as “fair or poor” (23.8%),
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compared to men (16.5%). Overall, only (10.8%)hef total sample reported their
health as “excellent.”
Multivariate Results: Factors that Predict Self-Peived Health Status

Binary logistic regression was used to assessrtpact of Health Access,
English and Literacy Proficiency, Health Behaviddgscrimination, Depression,
Number of Chronic Conditions, Gender, and Educadtievel (the predictor
variables) on Self-Perceived Health Status (theeddent variable).

The partial correlation was significant for Healtbcess, English and Literacy
Proficiency, Number of Chronic Conditions, and Ealian Level. The model
provided a good fit to the data since the chi-sgusatistic was significant at
(X?=24.846 degrees of freedom=8, p<.002).

Table 4.7

Test of Partial Correlation’s for Predictors of
Self-Perceived Health Status

Score df Sig.
Variables
Health Access 6.310 1 .012
English & Literacy 7.321 1 .007
Proficiency
Health Behaviors .010 1 .920
Discrimination 1.758 1 .185
Depression 1.588 1 .208
# of Chronic Conditions 7.255 1 ,007
Gender .320 1 572
Education Level 9.423 1 .002
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Table 4.8 presents individual regression coeffisemd related statistics from this

analysis.
Table 4.8
Regression Weights and (OR) when Predicting Selfd¢egved Health Status

B S.E. Wald df Sig. Odds
Variables Ratio
Health Access 430 .365 1.392 238 1.538
English & 107 .099 1.182 1 277 1.113
Language
Proficiency
Health Behavion -.309 572 .293 .589 734
Discrimination -.301 292 1.061 .303 .740
Depression -.139 131 1.116 291 .871
Chronic -.609 .238 6.532 1 011 544
Conditions
Gender -.052 523 .010 .920 .949
Education Level 1.185 571 4.311 .038 3.270

Two variables were significant predictors of sedfqeived health status:

education level and number of chronic conditionghresearch question, “what
factors are most likely to predict self-perceiveglth status?” The strongest
predictor of self-perceived health status was higiakeication level. Education level
contributed the largest increase in the odds oingagood/very good/excellent self-
perceived health status. Higher education and ieclevels have been linked to
better health.

Browning et al., (2003) found that when educati@swcluded in the health
status model self-perceived health status impraoedss time. Higher number of
chronic conditions predicted fair/poor self-per@ehhealth status. The results of this
study substantiate previous research that shovoagséssociation between higher

levels of education and the greater likelihood @bd@to excellent perceived health
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status. Interestingly the sample as a whole hadehnigvels of education than
expected and this may account for these resultssdtwho were less healthy as
measured by higher number of chronic conditionsevmeore likely to report fair to
poor/health. This confirms other studies. Thussé¢hgata suggest that education level
is highly associated with health literacy and Estglianguage proficiency.
Qualitative Analysis of Complementary/ Alternatiedicine Use for Specific
Conditions

Three open-ended questions were asked regardipgnasnt’s use of
medications and remedies for specific acute healtiditions, headache, fever and
stomachache. The open-ended responses were cdliapsdéour broad categories:
over-the counter medications (OTC), home remedmsk health care, and other. The
data for all three conditions (stomach ache, fewer headache) are presented in table

4.9 by most frequently mentioned.
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Table 4.9
Most Frequently Mentioned Medications and Remediesed

For Specific Acute Health Conditions

Medications & Stomach ache Fever Headache
Remedies Used N=126 N=126 N=120
OTC Medications
Pepto Bismol 20 -- --
None Used 20 21 11
Aspirin/Tylenol/ 15 88 102
Advil/Aleve/
Alka Seltzer 11 1 2
Prevacid/Mylanta/ 10
Beano/Maalox
Home Remedies
Herbal Teas 19 3 1
Food/Liquid 14 2 --
Intake
Herbal Waters/ 8
Water
Cold Water Bath/ -- 8 --
Cold Compress
Seek Health Care 4 2 2
Other 5 3 2

Consistent with data that show Latinos are mormyiko use over the counter
medications (77%) than Complementary/Alternativelitiee, these data show
similar use of OTC medication across the threeeabatlth conditions. For example,
aspirins /Advil /Motrin/ [Tylenol (n=102) is the mabfrequently mentioned
medication use for headache. Interestingly, 15aedents reported use of these
medications for stomachache, which can have adedfsets if taken too frequently.
These data may indicate that those respondentdawitkevels of health literacy lack
a full understanding of their health problems aedtiment. Low health literacy

coupled with lower levels of education and limit&adglish language proficiency can
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contribute to the misuse of medicine. Additionadiince this study sample had a high
percentage of no health care insurance coveragefU3TC may indicate their lack
of access to care and economic burden.

Teas comprised broad categories such as chamadedalejith lemon, and
honey and herbal teas. Respondents were more tikegport use of teas (n=19) for
stomachache than headache or fever. These datarsistent with Burge and
Albright’'s 2002 study that found the most populkamedy was tea, especially
Manzanilla(chamomile). Outside the seven response categufri@3C medications
from US, vitamins from US, prayer, medicines froonte, herbal medicine,
chiropractic therapy and curandero, participantsevesked if they used “other
methods?” A very small number (n=8) responded wiscription medicine (n=5)
use, allergy pills (n=1), herbs (n=1), and acupure{n=1).

The limited numbers of studies that have focusetaiimo populations have
reported younger Latinos utilize lower CAM use. Sktudy sample is relatively
young with 60.6% reporting their age 18-44 yeatsictv also may reflect younger
Hispanic women indicating the most distrust towteeffectiveness of CAM
techniques (Cushman, et al., 1999).

Qualitative Analysis of reported “other health ptems”

In addition to the six reported chronic conditiorespondents were asked,
“have you ever been told by a doctor that you ratter health problems?” A small
number of the study responded (n=26) to this opetee research question. Allergies

and vision problems were the most commonly cited.
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Table 4.10

Most Frequently Mentioned “Other Health Problems”

Health Problems Reported Frequency
N=26
Allergies 4
Problems with Vision 4
Urological Problems 3
Cardiovascular Disease 3

Depression/Stress

Osteoporosis

Ulcers

Prostate

Renal

Varicose Veins

Dental Problems

RRRRRRRkN

Back Pain

Various Health Problems 1

As previously reported, caution should be takethéninterpretation of these
results on other health problems since the repdréegiency of the item, “has a
doctor ever ‘told’ you that you have (other hegtbblem) had a small number of
respondents. Of particular interest is the selbregal response of “stress” as a
diagnosis that may relate to a lower self-perceivealth status. In general, persons
of lower socioeconomic position report fair or p@olnealth, in part, because they are
exposed to more hardship and stress and havedimteess to resources that can be
used to prevent and cure disease (Phelan, Link-Raux, Kawachi, & Levin, 2004).
Comparative Analysis by Latino Subgroup

Comparative analyses of survey data (demograpélifepsrceived health
status, and health insurance) with national datawgad to assess differences across
Latino subgroups by gender (Table 4.11). Sinceonatidata are limited for study
sample participants, Table 4.11 provides data tattsl variables on
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sociodemographic and health access indicatordthet found to be associated with
health disparities.

The comparison of this study with national dataGentral and South
Americans reveal that age distribution is similat Wwith more individuals over 65
(6.1%) than in the national sample (3.9%). Natiateth show Latino women will
make up 25 percent of the U.S. total populatiotheyyear 2050, they represent the
youngest population of women in the United Sta4€85 are under the age of 21
years (Anderson, 2002). These data are consisténtive study sample that also
show younger ages (55.6%) among women and (72.&26)én.

Across income range, the study sample has signtfickess income than the
national sample although their education levelsssimilar patterns. Only 9.3% of
the study sample reported incomes ranging fromCER4$48,000 compared to total
Latino (32.5%) and Mexican American (37.6%). Brokkewn by subgroup: total
income for Central Americans was $36,369 with Hoads at $31,526, Guatemalans
at $37,912 and Salvadorians at $36,789 000 (USuSdBisreau, 2004). National data
show that Central and South Americans have higieames (36.4%) than all Latinos
(32.5%) but slightly lower than the Mexican-Amenaogroup.

The respondents in this sample had much higheragidandevels than other
Latinos and Mexican Americans. Their occupationsiribution in administrative
support and professional positions was lower tloarall Latinos but higher than
Mexican Americans. Central and South American amghwomen in the study
sample were more likely to be high school gradug8<%) than the national

sample (26.9%) and are equally likely to have soolkege, college graduate and
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advanced degree. According to Census 2000 da&ddf Central American born
age 25 and older has at least a high school diplQoapared to the study sample
(29.2%) this data shows that they are more likellyave a high school diploma.
Eight percent of Central Americans have a baclsettggree or higher (US Census
Bureau, 2000) compared to the study sample (10%hegoally likely among the
total Latino population (7.8%). Of the South Amaneborn population age 25 and
older, 74.3% reported having a high school degree.

Differentially, the data on occupation show thatytlare twice as likely to be
laborers when compared to the national samplelighitly more likely to be in
administrative or professional occupations in congoa with national sample.
According to national data, undocumented womenes®likely to be in the labor
force (62%) than undocumented men are or than wonhenare U.S. citizens. One
reason is that proportionately more undocumenteai@voare of childbearing age,
and undocumented women are more likely than UtReais to have children and
remain in the home (Passel, 2005). Data from #mspte showed that women were
significantly more likely to be unemployed (19.9&6mpared to men (0.8%), and
less likely to be married than the other Latinougpr® Self-perceived health status of
fair/poor is almost three times the rate for thgragate national percent of all Latinos
and more than twice that of Mexican-Americans v@d#mtral and South American
women study respondents having higher rates thaam maspondents. Slightly over
65% of study respondents report no health insuraacerage; female respondents
were twice as likely as male respondents to repmfiealth insurance coverage. This

rate was twice as high as for all Latinos and Maxiémericans.
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Table 4.11

Comparative Analysis of Survey Data

Total Study SampleNational Data

Variable Total Male Female Total NHWs3 CSA:+ Mexican
Latino American

Age

18-44 60.6% 72.5% 55.6% 50.3% 35.8% 56.7% 46.0%

45-64 33.3% 22.5% 37.8% 14.1% 27.3% 15.8%13.4%

65> 6.1% 5% 6.7% 5.3% 145% 3.9% 4.1%

Income

<$4,800 11.6% 2.3% 9.3% 51% 2.1% 44% 51%

$4,801-$9,600 10.1% 2.3% 7.8% 8.7% 32% 53% 8.1%

$9,601-$14,400 17.1% 3.9% 13.2% 10.9% 51% 8.7% 11.6%

$14,400-$24,000 | 44.2% 17.8% 26.4% 20.1% 12.5% 19.09%21.5%

$24,001-$48,000 [9.3% 3.1% 6.2% 32.5% 30.4% 36.497.6%

Marital Status

Not Married 23.1% 6.9% 16.2% 42.6% 37.8% 38.6% 35%

Married 54.6% 18.5% 36.1% 57.4% 62.2% 48.8%b2.7%

Separated 6.2% 0.00% 6.2% 2.3% 23% 47% 3.2%

Widowed 1.5% 0.00% 1.5% 6.4% 6.4% 2.2% 2.9%

Divorced 3.8% .8% 3.1% 9.3% 9.3% 5.8% 6.2%

Living with 10.0% 3.8% 6.2%

Partner

Education

<9" Grade 18.5%6.9% 11.5% 27.1% 4.5% 23.5% 32.7%

9-12 16.2% 3.8% 12.3% 16.1% 11.4% 12.597.6%

No Diploma

High School 29.2% 6.9% 22.3% 26.9% 88.6% 25.5926.2%

Graduate

Some College 20.0%6.2% 13.8% 18.4% 25.7% 20.4946.4%

College 10.0% 3.1% 6.9% 7.8% 29.7% 12.99%%.3%

Graduate

4 years of 6.1% 3.8% 2.3% 3.1% 9.1% 5.1% 1.8%

advanced

degree

1 Total US Latino Population
2 Some percentages do not sum to 100.0 due toirauadd <18.

3 Non-Hispanic White

4 Central & South American
Sources for Data: May be found in Bibliography.
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Table 4.11 (continued)

Comparative Analysis of Survey Data

Total Study SampleNational Data

Variable Total Male Female Total NHW3 CSA+ Mexican
Latinoy American

Employment

Status

Employed 74.6% 29.2% 45.3% 67.0% 67.1% 70.7968.1%

Un-Employed 20.7% 0.8% 19.9% 6.7% 3.6% 59% 8.6%
Length of Time
in

United States
US less than 10 | 56.1% 20.5% 14.6% 26.3% 21.3%
years
US more than 10| 43.9% 30.6% 3.1% 25.7%
years
Self-Perceived
Health
Status
Excellent 10.8% 4.6% 6.2% 29.7%  40% 28.0%
Very Good 13.8% 7.7% 6.2% 31.8% 29% 28%
Good 41.5% 9.2% 32.3% 27.6% 22% 32%
Fair or 33.1% 16.5% 23.8% 10.9% 9% 15%
Poor

Insurance Status
Coverage 34.6% 10.8% 23.8% 48.7% 78.3%

(yes)
Coverage (no) 65.4%20.0% 45.4% 32% 12.9% 38.66 32.2%

1 Total US Latino Population

2 Some percentages do not sum to 100.0 due toirguadd <18.
3 Non-Hispanic White

4 Central & South American

Sources for Data: May be found in Bibliography.
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These data suggest that improvement efforts thabrepopulation data for
Hispanics as a single group could miss importapbdpnities for more targeted
initiatives that met the needs of underserved artturesearched Latino
communities, such as Central and South Americanandrwomen. Recognizing
these significant intra- and interpopulation diéfieces also allows healthcare
policymakers at the local level to more approphaterget services at Hispanic
subgroups at greater risk of healthcare disparidésinick, et al., 2004; Levine &

Briggs, 2006).
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Chapter 5: Summary, Implications and Contributions

The primary objective of this study was to exanseiected health care
factors that are associated with self-perceivedtinegatus among Central and South
Americans in Montgomery County, Maryland by gendére questions of the
dissertation project emerge at a moment when gpvanial/ethnic diversity and
demographic changes, (especially the growing Latmigrant population) that are
occurring in the United States may have signifigamdlications for health care
services and health policy. This study’s main dbaotion was to increase
understanding of the selected health care fadiatsare associated with self-
perceived health status by gender among this ggwamigrant population.

Five research questions guided this study: (1)tAeee differences by gender
on health access, English language proficienarddy levels, health behaviors,
perceived discrimination and depression? (2) Aeed major differences in reported
number of chronic conditions, sources of healtbrimfation and
complementary/alternative medicine used by gender?

(3) What factors are most likely to predict selfgeved health status by gender? (4)
What complementary and alternative medicines ardr@eand South Americans
most likely to use by gender? And (5) What sociodgraphic factors distinguish
Central and South Americans from other Latinos sniygs?

The major findings of this study are that few gemdiéflerences on the major
study variables of health access, English langpagiciency, health literacy,
perceived discrimination and health behaviors Vieunad. However, there were
trends that suggest that women are less likelyitdkélcohol and smoke and seem to
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have higher rates of depression. These data asgstemt with national data and
confirm existing findings on Latino women. Thougbt statistically significant, two
findings unique to this study were gender diffeeson perceived discrimination and
depression, two factors that have not been fulpieed in the Central and South
American immigrant community. Findings of this sguadso show low internet use,
which may be directly related to low levels of edltign, income and limited English
proficiency.

Given the current political climate in regardsrumigration, women who
were more likely to perceive unfair treatment basedheir insurance status and the
ability to speak English suggests an overall limkliscriminatory practice in health
care settings. As Villanueva (2002) contends; wheicular groups of people are
recruited to fill low-paying positions and whereyhmay have fears of retribution,
social, political, and economic relationships cegate a commodity identity that
devalues people, denies them access to sociallgdaksources, and reinforces a
stigmatized status. Moreover, when a person lineisdeals with dehumanizing
behaviors, they have more negative mental and pailylsealth outcomes
(Clingerman, 2006; Finch, et al., 2001). Thesenséitized statuses are complicated
by racial and class locations. For Central and Is@mericans, differences by class,
race, and indigenousness may increase their exygesef discriminatory practices
and integration and upward mobility in United Stsdeiety.

Most recently, the Pew Hispanic Center’'s 2006 syrvae Immigration
Debatefound among those Latinos polled, half reportegeeencing discrimination,

12% said they have had more trouble or keepintgpaljo% said they have had
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increased difficulty finding or keeping housing%%aid they have been asked to
produce documents to prove their immigration statoge often than in the past; 22%
said they are less likely to use government sesyiaed 24% said they are less likely
to travel aboard (Suro and Escobar, 2006).

These issues faced by the Latino community may Haleterious effects in
physical, mental, and emotional health. Among eailitcomes, perceived
discrimination for women who rely on their healtre providers to answer their
guestions during a consultation can have impog#etts on their adherence to
treatment regimens and alleviate their apprehessegarding emerging health
conditions.

The three variables on reported number of chrooialitions, sources of
health information, and complementary/alternativetiimine showed no difference by
gender. Several interpretations are plausiblegint lof these findings. The data could
indicate a relatively healthy immigrant populatwhich may be characterized by
younger age (mean age of the sample was 43.4 yaaid)igher levels of education
with slightly more than half (65%) high school guates or higher. Overall, this
Central and South American population was lessyliteeuse Complementary and
Alternative medicines. The research literaturedtamsvn that Latinos are more likely
to use over the counter medications (77%) than Temmgntary/Alternative
medicine, and Hispanics and African Americans WGAM lessfrequently (27% and
26% respectively) than non-Hispanic whites (36%af{tam et al., 2005).

The strongest predictor of self-perceived heakifustwas higher education

levels. Education level contributed the largestease in the odds of having
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good/very good/excellent self-perceived healthustathese findings confirm prior
results that found the strongest predictors ofthezdre use for Latino immigrants are
economic status and health insurance coverage (ARRBQb; DeNavas-Walt,
Proctor, & Mills, 2003). Having less than a higlhgol education is highly associated
with employment that does not provide health besedind lack of insurance is one
of the most critical issues facing Latino immig{€arrillo, Trevifio, Betancourt, &
Coustasse 2001). However, although over two-tlofdee respondents reported no
health insurance coverage, education level remarmadjor predictor. This may
suggest that those with higher education have bBbknto maintain the healthy
immigrant effect and have access to unmeasuredn@so In contrast, for

individuals with less education who report poofar health status, racialization (a
factor not measured in this study) may have aleml@emajor predictor.

Lastly, sociodemographic factors distinguish Céraral South Americans
from other Latinos subgroups across some seleetegaries. In comparison to other
Latinos, the study sample has significantly les®me than the national sample
although their education levels show similar pateSelf-perceived health status of
fair/poor is almost three times the rate of allihas. Central and South American
women respondents showed higher rates of fair/pealth status than male
respondents did. Higher number of chronic condgialso predicted fair/poor self-
perceived health status. For women, the onsetrohahconditions disrupts all her
major roles. Limited work has been conducted ornréfhetionship between chronic
conditions and gender roles among Latino women {(Zama and Dill, 2006).

Scholars have noted the gender effects of the afisk$ease. When a woman is
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diagnosed with a chronic iliness, “convictions nelyag one’s own identity become
shaken, frequently altering both self perceptiams self-concept” (Gordon, Feldman
& Crose, 1998). Women might adapt to the illnegsegience “within a social
climate that is frequently far from supportive” (@on, Feldman & Crose, 1998).
These feelings of control over an illness and laeds have control over one’s life
resurface in other studies that examine the effefcéschronic illness on quality of
life (QOL) (Burckhardt, 1985; Jordan et al, 199B)irckhardt (1985) found that
quality of life (QOL) is affected by factors such iaternal control over one’s health
(20%), negative attitude (15%), perceived suppd®4) and the severity of
impairment (25%). For women who have been diaghaséhis “social climate” that
is far from supportive is an important area of e@sk because the social context is an
integral part of any illness. Women with chroniaidgions experience the material
limits of their bodies, not as solid boundarieg, dsifluid, permeable borders that
occupy a specific space. Gloria Anzaldua calls sushacda fronterathe
borderlands, a “place of contradictions,” a “larajse of shifting and multiple identity
and integrity” (1999: Pg. 19). She recognizes tbawell within the borderlands “is
like trying to swim in a new element, an alien edginsofar as it requires that we
refuse both to abandon history and to embrace ticadly the future (Cohen &
Weiss, 2003). This area requires additional inquir

The findings reported here contribute to the sphtes@ture available for the
selected health care factors that are associatadselif-perceived health status
among Central and South American immigrant popatati he results may not be

representative of the total Central and South Acaerpopulation or those in other
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geographic locations. Thus, these data cannot thergized to other Latino
immigrant groups in the United States. Howevesstasvn, most of the findings are
consistent with other studies of Latinos in theteaiStates. Similar findings have
been reported with the small number of Mexican woimemigrants (Berk et al.,
2000; Villarejo, 2003), however, little is knownali this population of Central and
South American women. The findings of this studgtabute to a better
understanding of the specific health related factord suggest that improvement
efforts that rely on population data for Hispamssa single group could miss
important opportunities for more targeted initi@Bv As has been observed by
scholars differences exist among Latina/o subgrdypgender, nation, race, ethnicity
and SEP and future research is required to exadiffeeential factors that intersect
with Latinidad to determine best practice approache
Research and Practice Implications

Very few studies focus on self-perceived healttustand health outcomes
among Central and South American men and womediestthat focus on women
alone are almost nonexistent. Yet their growth gregence in the United States
require the attention of health care researchetgypmakers and community-based
health workers. These research findings, beyondariagsadequate survey and
epidemiological data on specific Latino subgrowgrs,an important first step in
moving the field of racial/ethnic disparity resdaforward.

These data demonstrate the importance of self-petéealth status as a
valid measure of health status in cross-sectidndiss. Understanding its correlates

may help health care providers and policy makeipee culturally sensitive health
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promotion and prevention interventions. The resuhigch indicated that the overall
variables of health access, English and literaofigency, health behaviors,
discrimination, depression and gender are impostanables that must be examined
simultaneously. Future research is needed to lgighliealth disparities as the
product of a multitude of factors, among them: p®gocial, nation, socioeconomic,
quality of care factors and domestic policy factors

This formative research also fosters dialogue antbegecent immigration
debates, economic and political realities, andraignatory practices. Immigration
populations do not share identical experiencestelisea great deal of variance
across immigrant populations regarding their pmditi social, and socioeconomic
position both before and after immigration.
For Central and South Americans there are withaugrdifferences by race, SEP,
and gender. Demographic data suggest that DC'ad.atpulation is very diverse as
it was formed through a pattern of migration antlesment that is unique to the
metropolitan area. Unlike the Mexican majority Inatipopulation, the 68% of DC
Latinos who are Salvadoran and Guatemalan facedtigydar set of legal
challenges, which have implications for health cageds and self-perceived health
status, especially for women. Gender differendks,the racial, ethnic, and class
differences that cross-cut them are the resulboisfactors. In analyzing gender
disparities and gender roles for Central and SAnerican women, the major
theoretical assumption is that these social fagmrembedded in systems of roles
and practices legitimated by norms and values—ghadrr institutions—the

economy, the family, the medical system, and threlgeorder (Lorber, 2000). In
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order to understand how Central and South Ametiicamigrant women with poor or
fair self-perceived health status experience thealth is to understand that this
experience takes place within a web of interacfidns web ties together the woman
concerned, family, friends, coworkers, health gamdessionals, medical
bureaucracies, the physical setting, technologyegonent policies and politics,

economics, values, knowledge, and beliefs.

These differences require attention and futureyaiallmmigration history,
voluntary or involuntary immigration, violence, pdsaumatic stress disorders are all
issues of future inquiry. In order to reach theldtmeliminate disparities by the year
2010 set out by the US Department of Health andhBiu Serviced;lealthy People
2010,research must focus on the historical underreptagen and economic
subordination in US society by Latino immigrant gudup. Due to the lack of
economic, community, and political resources, dedgrowing backlash between
documented and undocumented Latinos, the likeliredodachingHealthy People
2010goals for Latino immigrants seems very difficdtachieve.

The consequences of not reaching these goalsditegaiof socioeconomic
position, gender, and nation, can be detrimentiéceconomic and social well-being
of the U.S. as a whole. As reported by the Intéonat Organization for Migration,
(2005), it is also essential to improve immigramtstess to, and utilization of health
and social services. The documented need for heattlices and the importance of a
healthy working population, together with the remitign that Latino immigrants in

the United States make a unique contribution teett@omic, social and cultural

127



survival of this country requires research to depehterventions that can benefit the
country and its communities.

The findings of this study also demonstrate thetpesmplications of
community-based participatory research (CBPR) nuilugy as an alternative to
traditional population-based biomedical researatgires. Community-based
participatory research (CBPR) encourages activeegndl partnerships between
community members and academic investigators. CBRR applied approach that
enables community residents to more actively padte in the full spectrum of
research with a goal of influencing change in comitythealth, systems, programs
or policies. Researchers collaborate with the comitytio develop models and
approaches to building communication, trust anccayp, with the final goal of
increasing community participation in the resegratcess. This collaborative
approach to research equitably involves all pastiethe research process and
recognizes the unique strengths that each britgygalue is in achieving a greater
understanding of the socio-economic, political, anlfural factors influencing health
outside a biomedical framework (Martinez & CartekRs, 2006). This study
demonstrates that community-based participatomare can be an effective tool to
enhance our knowledge of health status and outctimasgh innovative intervention
strategies and policy change, and addresses thtd heacerns of community
residents. If we hope to make any serious prodcedscrease persistent health
disparities, a more intersectional approach allog/# engage the difficult questions

and concerns about Central and South American wandrihe connections between
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the health behaviors, access indicators, hedibhnration and availability of health
and mental health services.

Additional work and research is needed to exantiadibkages between
discrimination and depression among Central andiSémerican women. The
findings from this study will be useful to policykers, health care researchers, and
community-based health care practitioners, who ideofiealth care and other health-
related services to Central and South American amelhwomen. They may be
particularly relevant in areas like the Washingl® metropolitan area that have
experienced a rapid influx of immigrants in a shpetiod of time. As the Latino
immigrant population continues to grow, the needafixessible and affordable health
care services will become increasingly apparent.

Theoretical Contributions

Inequity is a product of the ways in which racefthy, class, and gender are
embedded within particular social contexts as altes institutional arrangements
that produce and reproduce health inequalitiega@ally among immigrant groups
such as Central and South Americans. The major¢kieal argument and the
implications of the findings are that the elimiwatiof inequities in health status
outcomes will require changes not only in psych@dmrdens and access to health
care delivery systems, but also in the distributbhealth care resources. The lack of
research and misconceptions of Latinos as a honeogsrpopulation lacking within-
group diversity could function as a barrier to ecaimed at providing appropriate
care and result in the continued health disparéresinequalities the Latino

community faces. The theoretical contribution iplgimg an intersectional analysis
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that begins with the experiences of groups thatipgenultiple social locations and
finds approaches and ideas that focus on the caibptather than the singularity of
human experience. This dissertation study utilinéersectional analysis and
integrated multiple interdisciplinary sources t@emne the simultaneity of identities
(gender, nation, immigration status and SEP) antergral and South American
men and women. The importance of moving beyond/iddal categories of identity
and including social context expands the modelsifaterstanding disparity. Thus,
how the mutually constituted dimensions of idenfibyersection of race/ethnicity,
class, national origin and gender) are linked stitational health care resources and
policy preferences (such as immigration policy)hel better explain the factors
associated with the material consequences (hdalirs3 for Central/South American
women.

This study provides an opportunity to foster aicaitdialogue in feminist
scholarship that informs social science theoriznd empirical research, bridges
gaps between theory and practice, and informs ahdrees continued efforts to
eliminate the social inequalities that drive peaesisdisparities in health by gender,
race, ethnicity, immigration status and socioecagmusition.

Secondly, this study contributes in expanding tlbenen’s health agenda by
inserting in the dialogue the importance of thelséction of race/ethnicity and class
as experienced by Latinas. Critical public headgues facing Latinas must be
informed by community-based data to better devef@gxtive interventions to
eliminate racial/ethnic disparities. This study trdoutes to expanding existing

frameworks on women'’s health with an intersectiggedde. Research on the health of
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Latinas presents unique opportunities to advanieaisiic understandings of
underlying processes relevant to the health ofrotloenen and populations (Amaro
& de la Torre, 2006). Thus, this study will contrib to multiple fields including
public health and Latino Studies. A final implicatiis that the nature of this work
can open up the landscape of health disparity relsdar fruitful dialogue and
collaborations to take place as an intersectiontd|lectual endeavor in the social
and medical sciences. A critical contribution aststudy is to foreground health
disparities as the product of a multitude of fagt@mong them: psychosocial,
cultural, socioeconomic, quality of care factord @olicy factors (Atrash & Hunter,
2006). Many of these factors fall outside the iafloe of the health care system but
constitute an integral part of theorizing Hispaméalthcare disparities.
Contribution to Women’s Health and Women'’s Studies

The last three decades have witnessed increasergiah to women’s health
research. The benchmark for the inclusion of gemdbealth studies was marked by
the establishment of the NIH Office for ResearchAddmmen’s Health in 1991. Yet
the discipline of Women’s Studies has few schatsugaged in research in the field of
women'’s health with few exceptions. Significaffbes in feminist research have
been focused on challenging positivist empiricisatipularly the role of objectivity
in science (Biber-Heese, 2007). While feminist abscience scholars have focused
their efforts on contesting the biomedical mod#is,interrelationship between
gender, health, the institutional power in healihecsystems and the impact on
women with multiple identity markers (the intersentof race, class, and ethnicity)

have been overlooked.
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At its forefront Women’s Studies draws from mulé@ources of knowledge,
has multiple starting points for analyses, and edsiefines the parameters of
knowledge and its foundations. The field of Womestigdies through its
intersectional perspective inserts categories nflge race, ethnicity, class and other
critical dimensions of difference to understandrdiged and classed lived
experiences of women in different social locatidndearn both what factors
account—and how they account—for women'’s differefitris, the theoretical
contribution of this study to the field of WomerBsudies is to integrate multiple
interdisciplinary sources to examine the simultgnef identities (gender, nation,
immigration status and SES) among Central and Sdotérican women and how
these social categories interact with institutidmedlth care hierarchies and the effect
on their bodies as evidenced by self-reported perdehealth status.

The contributions of feminist have been formidahléhe field of body,
sexuality and caretaking roles. For example, sassdiave begun to identify the
meaning of ill health for women and the need toibbég identifying the major areas
of activity that constitutes women'’s lives (Doya995). This becomes important
since we usually consider physical health as & staivhich people can do what they
have to do or want to do. When a woman is diagndbedliness will affect the
physiological state of the body, but in essentie lis known about iliness as a
disturbance of a woman'’s social lives. As Lorbé&0@) contends, “the perception
that something is wrong and the guesses as tatise@are always experienced in a

social context.” These important observations logifést scholars can serve as
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critical standpoints for future research by womerdies scholars to explore the lives
of Central and South American women in the Unitestes context.

This study also brings attention to the strong tipap exists in the field of
Women'’s Studies in studies of Latino women. Thigmsicant omission from the
discipline of Women'’s Studies can be attributeddweral factors: lack of women of
color especially Latino women in departments of Véama Studies; limited number
of women in the social and public health scienoéd/omen’s Studies; and the
limited funding resources available to engage imentescriptive and exploratory
research studies on emerging populations. A néwigled NHLBI study on
Hispanic populations is expected to collect dater dre next six years on 16,000
Latinos nationwide including Central and South Aireans.

The discipline of Women'’s Studies has an importal# in engaging in
research in Latino women. Collaborative, interghBoary research as a hallmark of
the discipline and their knowledge base on theiplaltoles of women and their
social location in United State society and its aipon their identity provides an

unprecedented opportunity to develop this emerfiedd of knowledge.
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