
The quality of life of Mexican-
American adults with diabetes mellitus

Item Type text; Thesis-Reproduction (electronic)

Authors Kimminau, Lori D., 1961-

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 26/05/2023 10:17:43

Link to Item http://hdl.handle.net/10150/278272

http://hdl.handle.net/10150/278272


INFORMATION TO USERS 

The most advanced technology has been used to photograph and 

reproduce this manuscript from the microfilm master. UMI films the 

text directly from the original or copy submitted. Thus, some thesis and 

dissertation copies are in typewriter face, while others may be from any 

type of computer printer. 

The quality of this reproduction is dependent upon the quality of the 

copy submitted. Broken or indistinct print, colored or poor quality 

illustrations and photographs, print bleedthrough, substandard margins, 

and improper alignment can adversely affect reproduction. 

In the unlikely event that the author did not send UMI a complete 

manuscript and there are missing pages, these will be noted. Also, if 

unauthorized copyright material had to be removed, a note will indicate 

the deletion. 

Oversize materials (e.g., maps, drawings, charts) are reproduced by 

sectioning the original, beginning at the upper left-hand corner and 

continuing from left to right in equal sections with small overlaps. Each 

original is also photographed in one exposure and is included in 

reduced form at the back of the book. 

Photographs included in the original manuscript have been reproduced 

xerographically in this copy. Higher quality 6" x 9" black and white 

photographic prints are available for any photographs or illustrations 

appearing in this copy for an additional charge. Contact UMI directly 

to order. 

University Microfilms International 

A Bell & Howell Information Company 

300 North Zeeb Road. Ann Arbor, Ml 48106-1346 USA 

313-761-4700 800 521-0600 





Order Number 1342473 

The quality of life of Mexican-American adults with diabetes 
mellitus 

Kimminau, Lori D., M.S. 

The University of Arizona, 1990 

U  M I  
300 N. ZeebRd. 
Ann Arbor, MI 48106 





THE QUALITY OF LIFE OF MEXICAN-AMERICAN 

ADULTS WITH DIABETES MELLITUS 

by 

Lori D. Kimminau 

A Thesis Submitted to the Faculty of the 

COLLEGE OF NURSING 

In Partial Fulfillment of the Requirements 

For the Degree of 

MASTER OF SCIENCE 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

1990 



2  

STATEMENT BY AUTHOR 

This thesis has been submitted in partial fulfillment of requirements for an advanced 
degree at The University of Arizona and is deposited in the University Library to be made 
available to borrowers under rules of the Library. 

Brief quotations from this thesis are allowable without special permission, provided 
that accurate acknowledgment of source is made. Requests for permission for extended 
quotation from or reproduction of this manuscript in whole or in part may be granted by the 
head of the major department or the Dean of the Graduate College when in his or her 
judgment the proposed use of the material is in the interests of scholarship. In all other 
instances, however, permission must be obtained from the author. 

SIGNED: 

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below: 

Anne Woodfli Date 
Associate Professor of Nursing 



3  

ACKNOWLEDGMENTS 

I would like to thank my committee chairperson, Dr. Anne Woodtli, for the time, 

effort, and guidance given to me in writing this thesis. I also gratefully acknowledge the 

help of my other committee members, Drs. Mary Alexander and Alice Longman. The 

gratitude I owe my mother for her unfailing support and hours of typing is boundless. I 

thank all my family and friends for the love and support that carried me through this 

experience. 



4  

TABLE OF CONTENTS 

Page 

LIST OF TABLES 6 

LIST OF FIGURES 7 

ABSTRACT 8 

CHAPTER I. INTRODUCTION 9 
Purpose 10 
Definitions 10 
Conceptual Framework 11 
Problem Statement 14 
Research Questions 15 
Significance of Study 15 
Summary 16 

CHAPTER II. REVIEW OF THE LITERATURE 17 
Quality of Life 17 
Quality of Life and Chronic Illness 20 
Quality of Life and Diabetes Mellitus 21 
Diabetes Mellitus in Mexican-Americans 25 
Summary 26 

CHAPTER III. METHODOLOGY 27 
Design 27 
Setting 27 
Sample 27 
Protection of Human Rights 28 
Data Collection Instrument(s) 28 
Method of Data Collection . . . ; .' 31 
Data Analysis Plan 31 
Summary 32 

CHAPTER IV. PRESENTATION OF DATA 33 
Description of Sample 33 
Analysis of Data 35 

Research Question 1 35 
Research Question 2 37 
Research Question 3 39 
Research Question 4 40 
Research Question 5 40 
Research Question 6 41 
Research Question 7 42 

Summary 42 

CHAPTER V. DISCUSSIONS AND CONCLUSIONS 44 
Discussion of Findings 44 

Research Question 1 45 
Research Question 2 47 
Research Question 3 48 
Research Question 4 48 
Research Question 5 49 



TABLE OF CONTENTS—Continued 5 

Research Question 6 49 
Research Question 7 50 

Limitations 51 
Recommendations 51 
Nursing Implications 52 
Summary 53 

APPENDIX A. HUMAN SUBJECTS APPROVAL LETTER 54 

APPENDIX B. DISCLAIMER FORM 56 

APPENDIX C. DIABETES QUALITY OF LIFE INSTRUMENT 58 

APPENDIX D. MEAN ITEM SCORES FOR DIABETES QUALITY 
OF LIFE INSTRUMENT BY ITEM 63 

REFERENCES 68 



6  

LIST OF TABLES 

Page 

Table 1. Description of Sample by Age, Sex, Time 
Since Diagnosis, and Treatment (N = 40) 35 

Table 2. Mean Scores on Diabetes Quality of Life 
Instrument and Subscales (N = 40) 37 

Table 3. Correlation Matrix of Diabetes Quality of Life 
Mean Score and Subscale Mean Scores 39 



7  

LIST OF FIGURES 

Page 

Figure 1. Conceptual Framework for Study 14 



8  

ABSTRACT 

The purpose of this study was to describe the perceived quality of life of a group of 

Mexican-American adults with diabetes mellitus. Quality of life was assessed by the 

diabetes quality of life (DQOL) instrument and was described in relation to satisfaction with 

self, impact generated by diabetes, and worry about anticipated effects of diabetes. A 

convenience sample of 40 subjects was recruited from the community. Data analysis 

included descriptive statistics, t-tests, and Pearson product-moment correlation. 

Results indicated that this group of Mexican-American adults with diabetes were 

moderately satisfied with themselves, seldom impacted by diabetes, and seldom worried 

about anticipated effects of diabetes. Subjects treated with insulin reported significantly 

more frequent impact of diabetes and worry about anticipated effects of diabetes than 

subjects not treated with insulin. Nursing implications included cultural adaptation of 

assessment and promotion of quality of life for the Mexican-American client. 
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CHAPTER I 

INTRODUCTION 

As modern technology has improved the nurse's ability to assist patients to manage 

their disease and prolong their lives, the concept of quality of life (QOL) has become 

increasingly important as a criterion for evaluating nursing interventions. The emphasis 

initially placed by the health professions on quantifiable and physiologic data has given way 

to the belief that morbidity and mortality are no longer sufficient measures of positive or 

negative outcomes of treatment. Quality of life (QOL), defined as total well-being, 

psychosocial as well as physical (Packa, 1989), is a variable, ongoing response to events that 

affect an individual patient (Packa & Kinney, 1989). 

Quality of life assessment has become especially important in the evaluation of 

interventions for patients with chronic illnesses, where outcomes typically involve complex 

shifts in patterns of morbidity, asymptomatic changes in physiologic measures, treatment 

side effects, and differential burdens on patient and family lifestyles (DCCT Research 

Group, 1988). Patient perceptions of impact of the disease process and patient satisfaction 

with level of well-being and disability are particularly important considerations in the final 

evaluation of treatment (DCCT Research Group, 1988). 

There is often a constant demand on patients with chronic diseases for physical, 

psychological, and social adjustment to the impairment (Lundman, Asplund, & Norberg, 

1988). Diabetes mellitus is one such chronic disease that affects over 10 million Americans. 

The impact of diabetes, its complications, and the behaviors demanded to manage the disease 

affect a diabetic person's life experience and his perception of QOL. Nurses help patients 

and families to control their diabetes by teaching management skills and self-care behaviors, 

and assisting them to cope with the diabetes-related changes in their lives. 

More and more attention is being given to the problem of diabetes mellitus in 

minority populations. Studies and surveys of minority groups in the United States have 
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uncovered significant differences in the ways in which diabetes is experienced in some 

ethnic groups. Diabetes may not only be more prevalent, but also more severe in its 

manifestations in the Mexican-American population, the fastest growing ethnic group in the 

United States (Perez-Stables, McMillan, Harris, Juarez, Knowles, Stern, & Haynes, 1989; 

Stern, 1988). 

If diabetes is experienced differently in the Mexican-American population, the QOL 

perceived by the Mexican-American person who has diabetes may also be significantly 

different from the QOL perceived by persons in other ethnic groups. A review of the 

literature indicated no published research studies relating to the QOL of the Mexican-

American with diabetes. Because QOL from the patient's perception has become a major 

indicator for judging the effectiveness of nursing interventions, it is important that the QOL 

for Mexican-Americans with diabetes be examined. With this empirical knowledge, nurses 

can more effectively identify patient outcomes and design and implement interventions that 

will enhance the quality of life for Mexican-Americans who have diabetes. In this study, 

therefore, it was proposed that the perceived QOL in a group of Mexican-American adults 

who have diabetes be assessed. 

Purpose 

The purpose of this study was to describe the perceived QOL of adults who identify 

themselves as Mexican-American and as having diabetes mellitus. Secondary purposes of the 

study were (1) to describe the differences, if any, between perceived quality of life of a 

group of Mexican-American adults with diabetes mellitus and treatment with or without 

insulin, and (2) to describe the relationship, if any, between perceived quality of life and 

time since diagnosis. The perceived quality of life was described in relation to satisfaction 

with self, impact generated by diabetes, worry related to social and vocational concerns, and 

worry related to the disease process. 

Definitions 

For the purposes of this study the following definitions were used: 
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Quality of life: a sense of total well-being, psychosocial as well as physical (from 

Packa, 1989). Quality of life was measured by the Diabetes Quality of Life instrument 

(DQOL). 

A diabetic: any person who identified himself as having been diagnosed with diabetes 

mellitus by a physician. 

A Mexican-American: any individual who identified himself/herself as a Mexican-

American. 

Diabetes mellitus: a metabolic endocrine disorder of insulin insufficiency at the 

cellular level, characterized by hyperglycemia and macro- and microvascular complications 

(Marble, Krall, Bradley, Chrislieb, & Saeldner, 1985). 

Conceptual Framework 

The conceptual framework for this study was based on Chrisman and Fowler's 

Systems-in-Change model (Chrisman & Fowler, 1980). The Systems-in-Change model has 

been utilized in previous studies of QOL (Packa, 1989; Packa, Branyon, Kinney, Khan, 

Kelley & Miers, 1989) and served as a useful guideline to approach the assessment of QOL. 

Although described in a nursing models textbook in 1980 (Riehl & Roy, 1980), this model 

has not been extensively used in the published nursing literature. No studies were found 

that were based on the Systems-in-Change conceptual model except for the previously cited 

studies by Packa. 

The Systems-in-Change framework emphasizes both structure and process. Man is 

viewed as three interacting dynamic systems--biologic, social, and personal—that are in a 

continual process of change. The biologic system is comprised of anatomic structures 

assessed by physical examination and functional performance, assessed through activities of 

daily living. The social system is comprised of social variables including culture, 

socioeconomic influences, roles (sexual, occupational, familial, affiliative, communal, and 

religious), play, and situational variables, such as context and life events. The personal 

system relates to the personal self and includes intangible dimensions such as philosophic and 
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moral values and beliefs, spiritual views, self-concept (body image, self-awareness, self-

esteem, sexuality), personality characteristics, and intelligence. The status of each system 

and its interactions influences health, which is defined as "complete physical, personal, and 

social well-being and not merely the absence of disease or infirmity" (Riehl & Roy, p. 75). 

Each system has an internal organization that is in constant exchange with and 

interdependent on the other systems and environment. Regulatory mechanisms within each 

system respond to stress-inducing changes in the environment and other systems to maintain 

equilibrium (optimal functional status). 

The role of nursing within this model is to support and promote health and the QOL. 

Nursing is viewed as a therapeutic process concerned with maintaining the equilibrium of 

the systems within the environment. The nursing process guides the provision of care, with 

an emphasis on thorough assessment of the status of each system and the interplay between 

them. 

The three systems—biologic, social, and personal—which comprise the Systems-in-

Change model address the multidimensional nature of the concept of quality of life (Figure 

1.) Specifically the model addresses objective indicators of QOL such as physical and social 

function (the biologic and social systems), as well as more subjective indicators such as self-

esteem and philosophic values (the personal system). Diabetes may be viewed as a stressor, 

initially causing disequilibrium within the biologic system. 

Treatment of diabetes requires a multitude of new behaviors including potential 

changes in roles and changes in activities of daily living. Biologic changes and resultant 

acquisition of new behaviors may produce stress in the social system and often result in 

changes within the personal system. 

The Diabetes Quality of Life (DQOL) instrument was used in this study to assess 

overall QOL. The DQOL has four subscales which reflect the biologic, social, and personal 

systems (Figure 1). The impact subscale measures the frequency of impact of diabetes in 

terms of current functioning. Because the impact subscale addresses activities of daily living 
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Figure 1. Conceptual Framework for Study: Systems-in-Change 
Model Related to Quality of Life in Mexican 
American-Adults with Diabetes Mellitus 
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and physical function, it reflects the biologic system. The second subscale (Worry: 

Diabetes-Related) measures frequency of worry related to potential effects of diabetes. 

Items of this subscale address the potential biologic and functional changes of diabetes, and 

are associated with the biologic system. The third subscale, the Worry: Social-Vocational 

scale, measures the frequency that the patient worries about the impact of diabetes on social-

vocational functioning and roles. This subscale assesses the social system of the model. The 

satisfaction subscale measures the person's level of satisfaction with him/herself and reflects 

the personal system described in the Systems-in-Change model. 

The Systems-in-Change model was based on the observation that the patient is the 

prime source of clinical information directing nursing care. Therefore, the individual's own 

perceptions and responses to describe the status of his/her own systems were used to evaluate 

the overall quality of life that person was experiencing. 

Problem Statement 

Although several studies have been reported that address the concept of QOL 

(Flanagan, 1982; Packa, 1989; Palmire & Luikart, 1972; Spreitzer & Snyder, 1974), few 

researchers have described the QOL of persons experiencing diabetes. Moreover, in studies 

in which the QOL of persons with diabetes was investigated, the evaluations were often 

based on objective measures such as rates of complications, bloodwork values, or social or 

occupational functioning. Yet researchers (Schipper & Levitt, 1985) indicated that the most 

sensitive indicator of QOL is personal evaluation. One unpublished study (Scheibmeir, 1986) 

was found that did investigate perceived quality of life in a diabetic population, but the 

study was limited to insulin-dependent diabetics. 

Although a review of the literature indicated a dearth of research studies in which 

the QOL within minority diabetic population was described, findings from physiologic and 

census studies indicate differences in the way diabetes is experienced by ethnic populations 

(Haffner et al., 1989; Perez-Stable et al., 1989; Stern, 1988). No studies were found that 

investigated how the person who was a diabetic and a member of a minority ethnic 
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population was personally affected by diabetes or how he described the quality of his life. 

Therefore, this study was designed to answer the question, "How do adults who have 

diabetes and are Mexican-American describe their Quality of Life?" 

Research Questions 

1. Overall, what is the perceived QOL of Mexican-American adults who have diabetes 

mellitus? 

2. What is the perceived impact generated by diabetes on a group of Mexican-American 

adults who have diabetes mellitus? 

3. What is the frequency of worry related to the anticipated effects of diabetes reported 

by this group of Mexican-American adults with diabetes mellitus? 

4. What is the frequency of worry related to social-vocational issues reported by this 

group of Mexican-American adults with diabetes mellitus? 

5. What is the level of satisfaction with self reported by this group of Mexican-

American adults with diabetes mellitus? 

6. What is the difference, if any, between the perceived QOL of Mexican-American 

adults with diabetes mellitus who are currently treated with insulin and those who 

are not currently treated with insulin? 

7. What is the relationship, if any, between the perceived QOL of Mexican-Americans 

adults with diabetes mellitus and time since diagnosis of diabetes? 

Significance of Study 

Nursing is intimately concerned with QOL issues. Packa (1989) stated that nurses 

have knowledge and expertise regarding patients and families that are unique among health 

professionals and that allow the assessment of myriad components of QOL. Because of the 

unique functions and role of nurses, they play a pivotal role in collecting, describing and 

using QOL data for improving the life of individuals and families with chronic illness (Packa 

& Kinney, 1989). 
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Nurses design and implement interventions that address not only management and 

treatment of disease but help people cope with the impact disease has on their lives. Nurses 

diagnose human responses to health problems and provide restorative care, health counseling, 

and teaching. They can use information about patient's perceived QOL to plan care that 

improves both the patient's health status and life experiences. The nurse's role includes the 

orchestration of health care services to improve patient's QOL by ensuring that the patient 

receives quality care (Packa et al., 1989). 

To effectively carry out their role in improving the QOL of patients, nurses must 

base their interventions on accurate assessment of the influence of diabetes on the QOL of 

the individual patient. The significance of this study lies in its attempt to provide accurate 

assessment of the Mexican-American diabetic's quality of life by investigating the perceived 

influence of diabetes on biologic, personal, and social systems of the individual. Without 

this assessment, appropriate nursing interventions to enhance the quality of life for 

Mexican-American adults with diabetes cannot be identified and implemented. 

Summary 

The description of perceived quality of life of Mexican-American diabetics is an 

essential undertaking if nursing care of diabetics in the Mexican-American population is to 

be based on empirically validated data. The purpose of this study was to assess the 

perceived QOL of Mexican-American adults who have diabetes mellitus. The study was 

based on the Systems-in-Change model, in which an individual is viewed as three interacting 

systems—biological, social, and personal. Research questions that addressed quality of life 

issues of being diabetic, i.e., impact of diabetes, frequency of diabetes-related worry, 

frequency of social-vocational-related worry, and level of satisfaction with self, were 

generated. The significance of the study was described as its contribution to empirical 

knowledge that can be used to design patient care interventions for diabetic Mexican-

American adults. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

In this chapter, the literature relevant to quality of life (QOL), QOL and chronic 

illness, QOL and diabetes mellitus, and diabetes and Mexican-Americans is reviewed and 

summarized. Because of the lack of specific literature related to the biologic, social, or 

personal aspects of quality of life, the literature related to aspects of these dimensions is 

incorporated in the discussion of literature related to quality of life. 

Quality of Life 

Quality of life research began evolving in the early 1960s in response to a societal 

concern with life satisfaction and governmental interest in the quality of life for American 

society (Flanagan, 1982). The first period of QOL research was directed at articulating the 

concept of QOL and defining what the phrase QOL means. 

Packa (1989) stated, "There are many terms in the literature that relate to QOL, such 

as happiness, well-being, and satisfaction" (p. 2). Though similar, these terms differ in the 

aspects of QOL to which they refer. Happiness is a short term mood of heightened affect, 

whereas satisfaction overlaps with both QOL and happiness but also implies a cognitive 

judgement regarding an experience (Packa, 1989). Packa considers well-being to reflect the 

degree of happiness and satisfaction as part of one's overall QOL. She believes that well-

being is an appropriate consideration since persons are asked to describe their degree of 

wellness in order to make definitive statements regarding QOL. The definition Packa uses 

for quality of life is from Wenger, Maltson,and Furberg (1984) in which QOL is defined as 

"total well-being, psychosocial as well as physical". Another definition proposed by Graham 

and Longman (1987) defined QOL as the degree of satisfaction with present life 

circumstances, as perceived by the patient. Dubos (1976) also defined QOL in terms of 

satisfaction, defining QOL as profound satisfaction from the activities of daily living. 



Definition and measurement of QOL have proved problematic; it is a complex, 

multidimensional concept that some have described as an undefinable and unmeasurable 

gestalt (Kinney & Packa, 1989). Others (Schipper & Levitt, 1985; Ware, 1984) believe that 

QOL can be defined and measured, but that accurate description of QOL requires the use of 

both subjective and objective indicators for collection of data that can be applied to the 

management of patients (Packa, 1989). Definition of QOL has not progressed beyond these 

studies. Although determinants or indicators of QOL have been suggested, no definition of 

the concept appropriate for research and practice has been accepted (Ferrans & Powers, 

1985). 

The second phase of study of QOL closely followed the first and was concerned with 

the identification of components by which QOL was measured. This shift in the purpose of 

QOL research was made clear at the 1971 conference of the American Institute of Research. 

At this conference, the board of directors agreed to direct efforts toward identifying the 

determinants of overall QOL for Americans and to use these determinants as a frame of 

reference for future research (Flanagan, 1982). 

One of the earliest studies done regarding QOL was conducted in 1961 by Neugarten, 

Havighurst and Tobin as part of a larger study investigating psychological and social factors 

in aging. They measured life satisfaction in the elderly by interviewing 177 men and 

women aged 50 to 90. An instrument, the Life Satisfaction Index, was developed by the 

researchers to measure the concept. They found that the concept of life satisfaction was a 

variable that was independent of social participation and current activity. 

Two groups of researchers from the University of Michigan have attempted to 

measure QOL by assessing perception of well-being rather than more objective indicators 

(Andrews & Withey, 1974; Campbell, Converse, & Rodgers, 1976). Both groups used data 

from national opinion surveys representing a probability sample of noninstitutionalized 

Americans aged 18 or over and attempted to correlate specific indicators to subjective QOL. 

Andrews and Withey (1974) were among the first to describe domains of QOL such as 
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marriage, family life, health, job, and financial status. Campbell, Converse, and Rodgers 

(1976) included multiple domains of subjective perception of QOL such as marriage, family 

life, health, neighborhood, friendships, job, housing, education, standard of living and 

financial status. Campbell and coworkers (1976) cited the need for inclusion of subjective 

indicators in the study of QOL, since different individuals can be satisfied or dissatisfied by 

similar objective states. 

A study by Spritzer and Snyder (1974) used data from 1972 and 1973 national 

opinion surveys (N=1547) to investigate correlates of life satisfaction in persons aged 65 or 

older. They reported that health and income were both related to QOL; however, health 

was a stronger predictor in the older group, and finances a stronger predictor in the younger. 

Flanagan (1982) surveyed samples of 30, 50, and 70 year old subjects, with 1000 

subjects in each group, to elicit and rank components relating to QOL. He reported that the 

five most frequently described components of QOL were health, children, understanding 

oneself, work, and spouse, with health being rated as either important or very important by 

95 to 98 percent of all respondents. The components that correlated most highly with QOL 

were material comforts, work, health, active recreation, and learning and education. 

Flanagan (1982) recommended that researchers develop a c'omparable survey for subjects 

with disabilities, so that interventions could be designed to meet the needs of this population. 

Palmore and Luikart (1972) also investigated factors associated with QOL. They 

asked 504 subjects (261 men and 241 women aged 45 to 69 years) to rank the importance of 

variables as they influence life satisfaction. Of the four categories of variables (health, 

social activity, social-psychological and social-economic), health was the major variable 

found to influence perceived QOL. 

With findings from these studies reporting that health was an important component 

of QOL, researchers began focusing their investigations less on global QOL issues and more 

on health-related QOL. Thus, quality of life research shifted into a third phase. 

Researchers became interested in how health or its absence impacted people, and research 



2 0  

became more focused on the patient-centered outcomes of interventions for disease. Since 

the presence of chronic illness invariably affects health status, many studies were conducted 

to investigate the relationship of chronic illness and QOL. 

Quality of Life and Chronic Illness 

Several researchers agree that chronic illness has a significant impact on perceived 

QOL (Laborde & Powers, 1980; Palmore & Luikart, 1972; Ware, 1984). However, there has 

been controversy regarding the development of instruments to measure QOL, that is, 

whether to design widely applicable measures or disease-specific measures of QOL. 

Schipper and Levitt (1985) argued that indices should focus on QOL in a given disease, but 

that caution should be exercised to "avoid development of a plethora of incompatible indices" 

(p. 1118). They stated broad health status measurements are limited by their length, 

complexity, and lack of applicability to chronically ill populations. Furthermore, Ware 

(1984) stated that assessment strategies should be supplemented with disease-specific 

measures when unique problems of living are known to exist. 

A review of QOL literature yielded a number of studies investigating the QOL of 

persons with chronic illnesses. Recently an entire issue of Journal of Cardiovascular Nursing 

(February, 1989) was devoted to the concept of QOL. Packa et al. (1989) investigated the 

QOL of elderly cardiac patients enrolled in a cardiac rehabilitation program. Fifty-one 

white subjects aged 65 or older were given questionnaires to complete during and after 

completion of the program. Results indicated that these individuals had a satisfactory QOL 

at the beginning of the program but showed significant improvement in reported QOL after 

completion. The authors attributed this change to the increased physical and social levels of 

functioning as determined by the responses to the questionnaires. 

Graham and Longman (1987) studied the QOL of persons with malignant melanoma. 

They interviewed 60 patients between 20 and 85 years old diagnosed with malignant 

melanoma. Their findings indicated that people underwent a reappraisal of life goals and 

meaning of life after the diagnosis of melanoma was made. Patients reported this 
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reappraisal, paradoxically, often caused an increased QOL, regardless of changes that 

occurred in life circumstances. 

QOL studies have been conducted with various chronically ill populations, including 

patients with arthritis (Burckhardt, 1985; Chambers, 1982), chronic obstructive pulmonary 

disease (McSweeney, 1984), and renal failure (Evans et al., 1985). Results from these studies 

indicate that these disease processes significantly affect QOL, whether directly, through 

physical limitation or pain, or indirectly, through intervening variables such as self-esteem. 

Some studies moreover, compare QOL between groups of patients with different diseases. 

Brown, Rawlinson, and Hilles (1981) investigated the perceived life satisfaction of 51 

individuals having coronary artery disease (CAD), and 32 persons with chronic obstructive 

pulmonary disease (COPD). Their findings indicated the patients with COPD were less 

satisfied, less socially active, and more disabled then the patients with CAD. The 

researchers concluded that predictors of life satisfaction vary by disease. Laborde and 

Powers (1980) compared the QOL of 20 patients undergoing hemodialysis and 20 patients 

with osteoarthritis. The patients with osteoarthritis reported a statistically significant lower 

QOL than their counterparts. The authors theorized that the difference was perhaps due to 

the constant pain and limited mobility as a result of osteoarthritis. 

Findings from these studies support the assumption that QOL may vary by disease, 

and that development of disease-specific measurements are warranted. However, a review 

of literature supports the lack of well-developed instruments that are specific to a given 

condition. 

Quality of Life and Diabetes Mellitus 

Diabetes is a chronic illness that has significant impact on the perceived QOL of the 

person experiencing it (Anderson, Nowacek, & Richards, 1989). In Joslin's Diabetes 

Mellitus (Marble. Krall, Bradley, Chrislieb & Saeldner, 1985), diabetes mellitus is defined as 

a grouping of anatomic and chemical problems resulting from a number of factors in which 

absolute or relative deficiency of insulin or its function usually is present. Normally insulin, 



a hormone produced by the pancreas, acts at the cellular level to allow glucose to enter the 

cell, where glucose is used for energy or stored. In diabetes this normal process is disrupted, 

when either the body does not produce enough insulin or the insulin produced cannot be 

used effectively (ADA, 1985). Diabetes is characterized by hyperglycemia, microvascular 

complications, macrovascular disease, and other complications (Marble et al., 1985). There 

are two common types of diabetes generally recognized, although they are really ends of a 

spectrum of insulin insufficiency. The individual totally or almost totally lacking insulin is 

termed juvenile-onset, insulin-dependent, ketosis-prone or Type I diabetic. At the other 

end is the maturity-onset, noninsulin-dependent, or Type II diabetic. Type I diabetics 

require insulin from the onset of the disease forward because of a total or near total insulin 

deficiency and are treated with exogenous insulin. Patients with Type II diabetes have a 

relative insufficiency which may be treated by special diet for weight loss, oral agents to 

stimulate insulin production, exogenous insulin injection, or a combination of the above 

(Marble et al., 1985). There is no cure for diabetes at this time, and although treatment is 

becoming more and more precise, the complications and costs of diabetes are staggering. 

The American Diabetes Association (1985) reported that there are approximately 7 

million diagnosed diabetics and 5 million undiagnosed diabetics in the United States. Six 

hundred thousand people are diagnosed with diabetes annually. Diabetes is the third leading 

cause of death in the United States, and is the leading cause of new cases of blindness (5000 

cases annually) and of amputation (ADA, 1985). Diabetic people are 17 times more likely 

to suffer kidney disease, and diabetes decreases the chances of successful pregnancy and 

increases the chances of birth defects. Diabetes doubles the risk for stroke, increases risk for 

heart attacks two- to three-fold and for peripheral vascular disease by 50 fold (Marble et al., 

1985). Economically, excluding costs related to complications, diabetes costs more than $14 

billion dollars annually in hours of work lost and in medical and hospital costs (ADA, 1985). 

These figures are appalling yet do not begin to reflect the personal costs the diagnosis of 

diabetes has. 
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There have been numerous studies conducted to investigate the psychosocial and 

psychologic effects of diabetes (Fisher, Delamater, Bertelson & Kirkley, 1982; Johnson, 

1980; Patterson, 1971; Rodin, 1983). Though many of the investigations do not directly 

assess QOL, they do study previously identified components of QOL, such as psychologic or 

social functioning. These studies therefore reflect aspects of QOL and are useful to QOL 

research, yet do not yield a true picture of global QOL. 

Armstrong (1987) surveyed 647 diabetic people regarding the demands they 

encountered in managing their disease. Using the constructs of stress and coping, the 

researcher categorized the responses into three groups of demands: psychosocial, self-

management, and knowledge/skill. The investigator found that the most prevalent response 

to problems and concerns was fear of complications and concern with managing them. 

Armstrong concluded that the demands of diabetes can affect every aspect of a person's life. 

A study by Lundman, Asplund and Norberg (1988) investigated the concept of 

tedium in a group of 158 insulin dependent diabetic patients. Tedium was defined as a state 

of physical, emotional and mental exhaustion resulting from chronic day-to-day strain. 

They used a scale and semantic differential to correlate tedium scores with glycemic control. 

Patients with high tedium scores tended to be highly educated, performed no self-

monitoring, and had either very good or very poor glycemic control. Those with lower 

tedium scores tended to have intermediate glycemic control. The researchers concluded that 

setting very ambitious goals for blood sugar control might result in exhaustion of the patient 

and in poorer metabolic control in the long run. They suggested that less ambitious goals 

could provide acceptable control without negatively affecting general well-being and quality 

of life. 

The following investigators also encountered the dilemma of trying to achieve 

optimum glycemic control without compromising QOL. Pickup, Keen, Viberti, and Bilous 

(1981) conducted a survey to determine user satisfaction in a group of 14 patients on long 

term continuous insulin infusion (pumps). They found that a majority of subjects reported 



feeling "better in themselves" due to tighter control of blood sugar (p. 767). Yet others stated 

that the treatment negatively affected them by making them more aware of their disease and 

placing more attention on diabetes. This unfavorable outcome was supported by the findings 

of a survey of adult diabetics who discontinued insulin infusion pump therapy (Guinn, 

Bailey, Mecklenburg, 1988). They reported that of 51 male and female patients aged 25 to 

54 years, the most common reason cited for withdrawing from pump treatment was 

discomfort, irritation, or infection at the infusion site (24 patients or 47 percent). 

Inconvenience was the second most commonly given reason, with 21 patients or 41 percent 

responding. Seven of the patients, or 14 percent, also reported a decrease in self-esteem. 

Scheibmeir (1986) conducted a study that investigated perceived quality of life in 30 

individuals aged 20 to 63 years old who had insulin-dependent diabetes. The purpose of the 

study was to investigate the relationship of quality of life to social dependency, life change, 

and behavior-morale. The findings supported a positive relationship between quality of life 

and social dependency and life change, but indicated no relationship between quality of life 

and behavior-morale. 

A recent study conducted by the Diabetes Control and Complications Trial group 

(DCCT, 1988) was the first to directly assess the QOL of the'individual with diabetes. The 

DCCT is a 10-year longitudinal study the purpose of which is to investigate the effects of 

intensive insulin therapy versus conventional insulin therapy. Intensive insulin therapy is an 

attempt to maintain euglycemia and requires frequent blood glucose testing and insulin 

injection by the individual. In this study, a questionnaire was developed by the researchers 

to measure QOL in a group of 192 insulin-dependent diabetics without complications, to 

assess and to compare the relative burden of each type of treatment. Although the results 

indicated that subjects in both groups were generally satisfied, not worried, and felt little 

impact of diabetes in their lives, the researchers admitted that the subjects were an unusually 

motivated and homogenous sample. They recommended further application of the 

instrument to evaluate the QOL of more general diabetic populations. 
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Diabetes Mellitus in Mexican-Americans 

There is growing evidence in the diabetes care field that the rate and complications 

of diabetes are different in the Mexican-American population (Hazeda, Stern, Pattison, 

Heser & Fong, 1984; Stern & Haffner, 1988). Research efforts have thus far been focused 

on documenting and examining what causes the higher rates of occurrence and morbidity of 

diabetes in this ethnic group. Reports from the San Antonio Heart Study (Stern, Perez-

Stable, 1988; McMillan, Harris, Juarez, Knowles, Stern & Haynes, 1989; Public Health 

Reports, 1986) confirmed that Mexican-Americans are 2.5 to 4 times more likely to develop 

Type II diabetes and that they suffer a more severe form than the non-Hispanic population. 

This study group has compiled data on more than 2100 families in the San Antonio, Texas 

area from in-depth examination of the incidence of diabetes and associations between 

diabetes, heart disease, hypertension, and obesity in Anglos and Mexican-Americans. Even 

after controlling for adiposity, which accounted for some, but not all variance, Mexican-

Americans had higher rates of diabetes than Anglos. In addition, the results of one hour 

fasting blood glucose tests showed one of three Mexican-Americans fell into the 'severe' 

category, compared to only 1 of 10 Anglos. 

Stern (1988) cited more evidence that lends support to the theory that Mexican-

Americans suffer a more severe form of diabetes. He stated Mexican-Americans in Texas 

are about six times more likely to suffer end-stage renal disease requiring dialysis, and about 

three times more likely to have retinopathy than white subjects. Perez-Stable and associates 

(1989) concurred with findings from the San Antonio Heart Study when they presented data 

from the Hispanic Health and Nutrition Examination Survey (HHANES). This study was 

conducted in the southwest United States between 1982 and 1984; 3,928 Mexican-American 

adults were surveyed. Rates of self-reported diabetes were 6.8 to 7.6 percent for Mexican-

Americans versus 2.9 to 3.8 percent for Anglos. Since higher rates of diabetes and obesity 

are characteristic of low-income groups generally (Public Health Report, 1986), data were 

controlled for low socioeconomic status. Mexican-Americans were still at increased risk for 



diabetes. Haffner and associates (1989), after studying 343 Mexican-Americans and 79 

whites identified from the San Antonio Heart Study, also reported that low socioeconomic 

status was not responsible for greater levels of hyperglycemia or grades of retinopathy. 

Haffner et al. (1989) concluded that the increased complications of diabetes in the Mexican-

American population were not due to less access to, or poorer quality of, care. 

Roberts and Lee (1980) reported that, although fewer Mexican-Americans than 

Anglos reported a disability, chronic condition, or physical symptoms, Mexican-Americans 

were more likely than Anglos to perceive their health as fair or poor than Anglos. However, 

no studies have yet been reported in the literature that examine the QOL of Mexican-

Americans with diabetes. If the experience of diabetes and perception of health in the 

Mexican-American population is different from that in the Anglo population, then the 

subjective QOL of Mexican-Americans who have diabetes may be different as well. 

Therefore, the focus of this study was to examine the QOL in Mexican-American adults who 

have diabetes. 

Summary 

This chapter has presented the review of literature, progressing from a discussion of 

general QOL to quality of life specific to Mexican-American diabetics. QOL research, 

begun in the 1960s, has evolved from investigations attempting to define global QOL, to 

those seeking to enumerate the components of QOL, to more focused studies of health-

related QOL and the impact of chronic illness on QOL. Researchers have come to a general 

agreement that disease-specific measures of QOL are warranted and several reviews of 

studies were presented that investigated QOL for specific conditions. No studies were found 

that examined the influence of diabetes on the perceived quality of life of Mexican-

American adults. 
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CHAPTER III 

METHODOLOGY 

In this chapter, the design, setting, sample, data collection instrument, protection of 

rights of human subjects, and data analysis plan are presented. 

Design 

This descriptive correlational study was designed to investigate perceived quality of 

life of Mexican-American adults with diabetes. Specifically, data were obtained regarding 

four aspects of quality of life: satisfaction with self, impact generated by diabetes, and 

worry related to social-vocational roles and diabetes-related changes. 

Setting 

Subjects were recruited from hospital-based diabetes clinics. The hospital is a large 

veterans' hospital (approximately 300 patient beds) and, although representative of national 

veteran hospitals, may not reflect the diabetes population in general hospitals. The diabetes 

clinic is overseen by a physician, although most patients are evaluated by a nurse and treated 

according to written protocols. Subjects were also recruited at a community hospital-based 

diabetes education program and support group. The program is Medicare-certified and 

patients are referred by physicians and seen by certified Diabetes Educators, nurses, and 

dieticians. The enrollment at the program varies from 30 to 60 people at any one time. Both 

hospitals are located in a large metropolitan city in the Southwestern United States. 

Subjects who agreed to participate in the study were given questionnaires to complete 

during their clinic visit. All questionnaires were completed by subjects during their clinic 

visit. 

Sample 

The convenience sample of 40 subjects consisted of individuals who: 

1. were over 18 years old 

2. identified themselves as having diabetes mellitus 
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3. were currently under medical treatment for diabetes 

4. identified themselves as Mexican-American 

5. were able to read and understand English 

Protection of Human Rights 

The Ethical Review Subcommittee of the College of Nursing approved the study as 

exempt from University review prior to data collection (Appendix A). The data collection 

instrument included a disclaimer statement. The purpose of the study and the subject's 

right to withdraw or refuse to participate without consequence to his care was explained to 

every potential subject by either reading or being read the disclaimer statement. Any 

questions subjects had were answered by the investigator. The sample consisted of only 

those individuals who consented to participate. Consent was implied by completion of the 

questionnaire. Confidentiality was assured by assigning a code number to each questionnaire 

completed after demographic data were confirmed by medical record review. 

Data Collection Instruments) 

The instrument used in this investigation was the Diabetes Quality of Life (DQOL) 

measure, developed by the Diabetes Control and Complications Trial (DCCT) Group (1988) 

to address the patient-perceived personal burden of diabetes and its treatment (permission 

granted by DCCT group). Researchers in the DCCT group investigating the consequences 

of intensive insulin therapy for diabetes needed a measure that reflected the effect this 

therapy had on perceived quality of life. Finding no measures appropriate for their purpose, 

they developed the DQOL, which differs from previously used measures in that patient 

perception of impact of diabetes and satisfaction with self are addressed. 

The DQOL is a 46-item multiple choice questionnaire designed for use with insulin-

dependent diabetics. By deleting one item specific to insulin therapy from the 

questionnaire, it becomes applicable to any diabetic, regardless of treatment. The revised 

45-item DQOL contains four primary subscales (satisfaction; impact; worry: social-

vocational; and worry: diabetes-related). The satisfaction subscale consists of 15 items, and 



measures the patient's level of satisfaction with him/herself; the impact subscale consists of 

19 items, and measures the frequency at which patients experience impact of diabetes in 

terms of their current functioning. The worry: social-vocational subscale has seven items 

and the worry: diabetes-related subscale consists of four items. These subscales measure the 

frequency with which the person experiences worry related to social-vocational roles and 

worry related to the potential effects of diabetes. Responses to items are made on a 5-point 

Likert scale. For the impact and worry scales, the scale descriptors are 1 = never, 2 = very 

seldom, 3 = sometimes, 4 = often, and 5 = always. The worry: social-vocational scale has an 

added response of "not applicable" available for unemployed or retired persons. Frequency 

of worry or impact and level of satisfaction are rated from 1, very satisfied or never 

worried/never affected, to 5, very dissatisfied or always worried/always affected. For the 

satisfaction scale, the points are designated as follows: 1 = very satisfied. 2 = moderately 

satisfied, 3 = neither satisfied or dissatisfied, 4 = moderately satisfied, and 5 = very 

dissatisfied. The point value is reversed for items 8 and 16. 

The DQOL scale was developed after a review of the literature and consultation with 

diabetes care professionals and diabetic clients. Content and face validity were addressed by 

formative evaluation of items by diabetes educators and 'diabetic clients. Three other 

instruments were also selected to determine convergent validity: the Symptom Checklist 90-

R (SCL), the Bradshaw Affect Balance Scale (ABS), and the Psychosocial Adjustment of 

Illness Scale (PAIS). The SCL is a widely used measure of psychiatric symptoms with 

multiple assessments of validity and reliability to its credit (DCCT Research Group, 1988). 

The DCCT group found that the SCL showed strong correlation with the worry scales of the 

DQOL (r=.40 - r=.50). The ABS measures positive and negative aspects of psychological 

well-being, and has been recommended as a valuable indicator of well-being in general 

population surveys (DCCT Research Group, 1988). Because it provides both a global and 

affect-specific estimate of well-being or satisfaction, the ABS was compared to the 

satisfaction scale of the DQOL, and showed high correlation (r=.55; negative correlations 
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signify relationship due to direction of scoring). The PAIS assesses the personal impact of 

an illness on different aspects of an individual's life, and recent studies are positive 

regarding its reliability and validity (DCCT Research Group, 1988). The PAIS distress 

subscale correlated most highly with the worry scale of the DQOL (r=.46); however, the rest 

of the PAIS was strongly correlated to the DQOL impact scale (r=.40-.58). 

During the DCCT trial of the DQOL, the subjects were retested within 14 days after 

taking the DQOL the first time. The test-retest reliability for the DQOL was established 

with a Pearson product-moment correlation of r=.92. Internal consistency was evaluated 

using Cronbach's alpha. The Worry: diabetes-related scale had the lowest alpha coefficient 

score of alpha=.67. The internal consistency of the impact scale was reported as alpha=.77; 

the alpha score for the worry: social-vocational scale was .83; and the alpha coefficient for 

the satisfaction scale was the highest, alpha=.88. The overall alpha coefficient for the DQOL 

was reported as .92. The correlations between the DQOL subscales were strong between the 

satisfaction and impact scales (r=.60) and between the two worry scales and the impact scale 

(r=.58 and r=.52). The highest intercorrelation score was between the two worry scales, at 

r=.68. The satisfaction subscales had the lowest correlation with the worry scales (at r=.26 

and r=.37) (DCCT Research Group, 1988). 

The DQOL was used by the Diabetes Control and Complications Trial (DCCT) 

Research Group to evaluate the personal burden of intensive insulin therapy in their 

experimental population (DCCT Research Group, 1988). Their results indicated that patients 

were generally satisfied and diabetes made only a modest impact in their lives. However, the 

researchers noted that their population was relatively homogeneous with a lower variance on 

psychosocial variables than might be expected in a general sample. 

For the purposes of this study one item was deleted from the original DQOL, since 

the item was specific to insulin therapy. The item was part of the impact scale and read 

"How often do you hide from others the fact that you are having an insulin reaction?" 



Method of Data Collection 

Subjects were approached during their visit to an outpatient diabetes clinic located 

in a 300-bed government hospital or at a diabetes education class meeting held at a 

community hospital. The investigator explained the purpose of the study to clients who met 

the sample criteria. Those who agreed to participate completed the questionnaire at a 

convenient location within the clinic during the clinic visit or in the classroom after the 

meeting concluded. The subjects were allowed as much time as they required to complete 

the questionnaire. 

Data Analysis Plan 

The final questionnaire was a 45-item, 5-point, Likert-type scale. Statistical analysis 

included calculating a total score and subscale scores for each questionnaire completed. Each 

subscale score was calculated by summing the points for responses to items in that subscale. 

The total score for each questionnaire was calculated by summing points for all responses in 

the questionnaire. Mean subscale scores for each subscale were obtained by summing 

individual subscale scores and dividing by the number of subjects who completed the items 

on the subscale. Mean total DQOL scores were obtained by summing the total scores for 

each DQOL and dividing by the total number of subjects who completed the total 

instrument. 

Results were analyzed by computer to determine if there was a statistically 

significant difference between the QOL of diabetic Mexican-American adults treated with 

insulin and diabetic Mexican-American adults not treated with insulin. To calculate the 

difference, if any, between insulin-treated and noninsulin-treated groups on the total mean 

scores and mean subscale scores, t-tests were used. Statistical significance was established at 

the p<.05 level of confidence. Pearson product-moment correlation (r) was calculated using 

time as a continuous variable to examine any differences in the reported QOL of Mexican-

American adults with diabetes over time. Again, mean total instrument scores ana mean 

subscale scores were used to determine the difference, if any, between the two groups. 



In this chapter, the design, sample, and setting, the data collection and method of 

analysis of this study were presented. The purpose of this study was to assess the perceived 

quality of life of Mexican-American adults who have diabetes. The subjects were recruited 

from a hospital-based outpatient diabetic clinic or a diabetes education class in a Southwest 

metropolitan area. Data were collected using the DQOL, a questionnaire previously 

developed and tested in an insulin-dependent nonethnic population. The DQOL has 45 

items organized into four subscales: impact generated by diabetes, worry about potential 

effects of diabetes, worry about social-vocational issues, and satisfaction with self. Data 

were analyzed by calculating frequencies and measures of central tendency. Pearson 

product-moment correlation was used to examine relationships between DQOL score and 

time since diagnosis; t-tests were used to determine differences between the treatment 

groups and mean DQOL scores. 
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CHAPTER IV 

PRESENTATION OF DATA 

The purpose of this study was to describe the perceived quality of life of a group of 

Mexican-American adults who have diabetes mellitus. Perceived quality of life was 

described in relation to satisfaction with life, impact of diabetes on life, worry related to 

social and vocational concerns, and worry related to the disease process. Secondary purposes 

of the study were to describe the relationships, if any, between the perceived quality of life 

and the number of years since diagnosis of diabetes and the difference, if any, between 

perceived quality of life and method of treatment, i.e., with or without insulin. 

The Diabetes Quality of Life (DQOL) instrument was used to collect data for this 

study. It is a 46-item Likert scale questionnaire originally designed for use with insulin-

dependent diabetics. By deleting one item specific to insulin therapy, it was adapted for use 

in either insulin dependent or non-insulin dependent populations. Therefore, the DQOL 

instrument used for the study consisted of 45 items. The DQOL consists of four subscales: 

impact; worry: diabetes-related; worry: social-vocational; and satisfaction. In addition, 

demographic information was collected regarding age, sex, years since diagnosis, and 

treatment. 

Description of Sample 

The sample consisted of 40 subjects diagnosed with diabetes mellitus who identified 

themselves as Mexican-American. The data were collected at community-based or hospital-

based diabetes classes, and at a hospital-based diabetes clinic. Most subjects completed the 

questionnaire within 15 minutes. 

Data which describe the sample by age, sex, time since diagnosis, and treatment are 

presented in Table 1. The subjects' ages ranged from 28 to 80 years, with a mean age of 

63.6 years (s.d. = 10.53). The majority of the subjects (75%) were 60 years or older. The 

number of subjects was nearly equally divided between males (47.5%) and females (52.5%). 



Table 1. Description of Sample by Age, Sex, Time 
Since Diagnosis, and Treatment (N = 40) 
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Variable Frequency Percentage 

Age (years) 

20-39 

40-59 

60-80 

Total 

Sex 

Male 

Female 

Total 

Time Since 
Diagnosis (Years) 

<1 

2-5 

6-10 

11-20 

>20 

Total 

Treatment 

Insulin 

Other than 
insulin 

Total 

2 

8 

30 

40 

19 

2i 

40 

12 

7 

11 

6 

A 

40 

22 

II 

40 

5.0 

20.0 

75.0 

100.0 

47.5 

52.5 

100.0 

30.0 

17.5 

27.5 

15.0 

10.0 

100.0 

55.0 

45.0 

100.0 
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The subjects reported their time since diagnosis of diabetes mellitus as ranging from less 

than 1 year to 49 years (s.d. = 11.27). The mean number of years since diagnosis was 8.9 

years, with 75% of the sample diagnosed for 10 years or less; however, nearly one-third 

(30%) of the subjects reported being diagnosed for one year or less. The sample was almost 

evenly divided regarding method of treatment, with 22 subjects (55%) currently treated with 

insulin, and 18 subjects (45%) not being treated with insulin. 

Analysis of Data 

Each of the 40 subjects was asked to respond to a 45-item questionnaire. Possible 

scores for each item ranged from 1 to 5, with 1 being the most positive response and 5 the 

least positive response. Findings are reported in relation to each of seven research questions. 

Research Question 1 

What is the overall perceived Quality of Life of adults who are Mexican-American 

and have diabetes mellitus? 

Quality of life was described in terms of level of satisfaction with self, frequency of 

impact of diabetes, and frequency of worry. The Diabetes Quality of Life instrument 

(DQOL) score is a composite score made up of the sum of the satisfaction, impact, and 

worry subscale scores. A score of 1 indicates an individual is very satisfied, never impacted, 

and never worried. A score of 2 indicates an individual is moderately satisfied, seldom 

impacted, and seldom worried. A score of 3 indicates a person is neither satisfied nor 

dissatisfied, sometimes impacted, and sometimes worried. A score of 4 indicates a person is 

moderately dissatisfied, often impacted, and often worried. A score of 5 indicates an 

individual is very dissatisfied, impacted all the time, and worried all the time. 

The sum of the scores for each item was tallied and item means computed. The 

mean score for each item is presented in Appendix D. The individual mean DQOL score 

was calculated by summing item scores and dividing by the number of items. The DQOL 

mean score for all subjects was calculated by summing the individual DQOL mean scores 

and dividing by the number of subjects. The DQOL mean score for all subjects was 2.04 
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Table 2. Mean Scores on Diabetes Quality of Life 
Instrument and Subscales (N = 40) 

Scale Range Mean S.D. 

DQOL Total 1.17-3.26 2.04 .546 

Impact subscale 1.37-3.68 2.10 .485 

Worry: Diabetes-Related 1.00-3.50 1.85 .622 

Worry: Social-Vocational * * * 

Satisfaction 1.07-3.80 2.18 .754 

•Not able to derive valid data secondary to low n (n = 7). 

Note: 
A value of 1 indicates never impacted, never worried, and very satisfied. 
A value of 2 indicates very seldom impacted, seldom worried, and moderately satisfied. 
A value of 3 indicates sometimes impacted, sometimes worried, and neither satisfied or 
dissatisfied. 
A value of 4 indicates often impacted, often worried, and moderately dissatisfied. 
A value of 5 indicates impacted all the time, worried all the time, and very dissatisfied. 



(s.d. = .546) (Table 2). The group mean score of 2.04 indicates that this group of Mexican-

American adults with diabetes mellitus described themselves as moderately satisfied with 

self, seldom impacted by diabetes, and seldom worried. Individual scores ranged from 1.17 

to 3.26; thus individuals ranged from very satisfied with self and never impacted or worried 

by diabetes (1.17) to neither satisfied nor self, seldom impacted by diabetes, and seldom 

worried. Individual scores ranged from 1.17 to 3.26; thus individuals ranged from very 

satisfied with self and never impacted or worried by diabetes (1.17) to neither satisfied nor 

dissatisfied with self and sometimes impacted and worried by diabetes (3.26). 

In addition, the Pearson product-moment correlation coefficient was used to examine 

the relationship between the mean DQOL score and the mean subscale scores. All 

correlations were significant at the p< .001 level (Table 3). Pearson's r was also used to 

examine the relationship between the mean DQOL and subscale scores and the variables of 

age, sex, time since diagnosis, and treatment. No statistically significant relationship was 

found between the mean DQOL score and any of the variables. 

Research Question 2 

What is the perceived impact generated by diabetes on a group of Mexican-American 

adults who have diabetes mellitus? 

The impact subscale consists of 19 items. Item scores of 1 indicated a person was 

never impacted by diabetes; 2 indicated seldom impacted by diabetes; 3 indicated sometimes 

impacted by diabetes; 4 indicated a person was often impacted by diabetes; and 5 indicated 

a person was impacted by diabetes all the time. The sum of the individual item scores for 

the 19 item subscale and the mean score for the subscale across subjects was computed. 

Seven of the 19 items had no response recorded by one to three subjects. One item, 

Number 10, "How often does diabetes interfere with your sex life?" had nine subjects (23%) 

who did not respond. 

Item means for the 19 items of the impact scale ranged from 1.07 to 3.10. The mean 

score for the impact subscale was 2.10 (s.d. = .485); i.e., these subjects perceived their lives 

as seldom impacted by diabetes. Individual scores ranged from 1.37 to 3.68 and, when 
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Table 3. Correlation Matrix of Diabetes Quality of Life 
Mean Score and Subscale Mean Scores 

DQOL Impact 
Worry: 

Diabetes 
Related 

Worry:a 

Social- Satisfaction 
Vocational 

DQOL 

Impact 

Worry: 
Diabetes 
Related 

Worry: 
Social 
Vocational 

Satisfaction 

1.0 

.8954* 

.8531* 

.8931" 

1.0 

.7025* 

.7227* 

1.0 

.5768* 1.0 

*p < .001 

aWorry: Social Vocational subscale was deleted because of low response rate. 



rounded to nearest whole numbers, indicated individuals perceived they were never 

impacted to often impacted by diabetes. 

The Pearson product-moment correlation coefficient was used to examine the 

relationship between the mean impact subscale score to other subscale mean scores and to the 

mean DQOL score. All relationships were significant at the p< .001 level (Table 3). 

Pearson's r was also used to examine the relationship between impact subscale score and the 

variables of age, sex, years since diagnosis, and treatment. No significant relationships were 

found. 

Research Question 3 

What is the frequency of worry related to the anticipated effects of diabetes reported 

by this group of Mexican-American adults with diabetes mellitus? 

The worry: diabetes-related scale consisted of four items (DQOL items 20 through 

23). The possible score for each item was 1, never worried; 2, seldom worried; 3, sometimes 

worried; 4, often worried; and 5, worried all the time. Items means for the four items across 

subjects ranged from 1.20 to 2.90. The mean subscale score for all subjects was 1.85 (s.d. = 

.622) which indicated this group of Mexican-American adults with diabetes mellitus 

described themselves as seldom worried by diabetes. Individual scores ranged from 1.0 to 

3.5, indicating that individuals varied from being never worried to often worried about 

diabetes. 

In addition, the Pearson product-moment correlation coefficient was used to examine 

the relationships, if any, between the mean score on worry: diabetes-related subscale and the 

other subscales, the mean DQOL score, and demographic variables. A significant positive 

relationship (p< .001) existed between mean scores on the worry: diabetes-related subscale 

and mean scores on other subscales (Table 3) as well as the mean DQOL score. No 

significant statistical relationships were found between the mean score on the diabetes-

related worry scale and the variables of age, sex, years since diagnosis, and treatment. 
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Research Question 4 

What is the frequency of worry related to social-vocational issues reported by this 

group of Mexican-American adults with diabetes mellitus? 

The worry: social-vocational subscale consisted of seven items (DQOL items 24 

through 30). Because this instrument was developed using a population that included 

teenagers and young adults, items referred to activities such as school, dating, work, and 

marriage that may not be applicable to all subjects. Therefore, this portion of the 

questionnaire included a possible response of "does not apply" in addition to the five-point 

Likert scale. Due to the elderly subjects in this sample (75 percent over 60 years of age), 

nearly every response was "does not apply"; only nine valid cases were available for data 

analysis of this subscale. This subscale was therefore deleted from the overall DQOL 

analysis, and no subscale mean is reported. However, item mean scores for item #27, "How 

often do you worry about whether you will be denied insurance?" and Item #30, "How often 

do you worry about whether you will be able to take a vacation or trip?" were responded to 

by 25 and 37 subjects, respectively. Item #27 (insurance) had a mean score of 2.44 (s.d. = 

1.46) and item #30 (travel) had a mean score of 2.03 (s.d. = 1.04). This group of Mexican-

American adults with diabetes mellitus described themselves as between seldom worried 

(2.03) and sometimes worried (2.44) regarding insurability and travel, respectively. 

Research Question 5 

What is the level of satisfaction with self reported by this group of Mexican-

American adults with diabetes mellitus? 

The satisfaction subscale of the DQOL consisted of 15 items (items number 30 

through 45). Each item had a possible score of 1 (very satisfied) to 5 (very dissatisfied). 

Mean scores for each item ranged from 1.93 to 2.60. Eight items had no response recorded 

by one or two subjects, but one item, number 40, "How satisfied are you with your sex life?" 

had 10 missing responses. The mean score for the satisfaction subscale was 2.18 (s.d. = .754). 

The mean score indicates that these Mexican-American adults with diabetes mellitus 



described themselves as moderately satisfied with self. Individual means ranged from 1.07, 

very satisfied, to 3.80, moderately dissatisfied with self. 

The relationships, if any, between mean subscale scores and the mean DQOL score, 

other subscale mean scores, and demographic variables were examined by using the Pearson 

product-moment correlation coefficient. The satisfaction subscale mean score was 

significantly correlated with other subscale mean scores and DQOL mean scores at the p< 

.001 level (Table 3). No significant relationship existed between the satisfaction subscale 

mean scores and any of the demographic variables. 

Research Question 6 

What is the difference, if any, between the perceived QOL of Mexican-American 

adults with diabetes mellitus who are currently treated with insulin and those who are not 

currently treated with insulin? 

Subjects were asked to indicate whether they were being treated with insulin. Mean 

DQOL and subscale scores for each group (insulin-treated: Group 1; and non-insulin-treated: 

Group 2) were cross-tabulated and analyzed by t-tests to determine whether there was a 

significant difference in the mean DQOL score in subjects treated with insulin and those not 

treated with insulin. Using a two-tailed t-test with pooled variance, an alpha value of p = 

.062 (t = 1.92, d.f. = 38) was obtained. Thus, at the predetermined .05 significance level, 

there was no significant difference in mean scores on the DQOL between insulin treated and 

non-insulin treated groups. Although mean DQOL scores were not significantly different 

between groups 1 and 2, subscale scores on the impact and worry: diabetes-related scales 

were significantly different. 

The difference in impact subscale scores between group 1 (insulin treated) and group 

2 (non-insulin treated) was analyzed using a two-tailed t-test of pooled variance to obtain an 

alpha value of p = .05 (t = 1.92; d.f. = 38). At the predetermined .05 level of significance, 

the results indicated that there was a significant difference on the impact of diabetes 

subscale between the scores of subjects treated with insulin and subjects not treated with 
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insulin. Subjects treated with insulin indicated that they perceived diabetes impacted on 

their lives more than did those subjects not treated with insulin. 

The worry: diabetes-related subscale scores of the two groups were analyzed using 

the two-tailed t-test of pooled variance. An alpha value of p = .037 (t = 2.16; d.f. = 38) was 

obtained, indicating a significant difference between scores of the insulin-treated group and 

the non-insulin treated group. Those being treated with insulin indicated greater frequency 

of worry related to diabetes than those not treated with insulin. 

Research Question 7 

What is the relationship, if any, between the perceived QOL of Mexican-Americans 

adults with diabetes mellitus and time since diagnosis of diabetes? 

Pearson product-moment correlation coefficient was used to examine whether 

significant relationships existed between the variable, time since diagnosis, and mean DQOL 

score. No statistically significant correlation was found to exist between time since diagnosis 

and mean DQOL score (r = -.0459). In addition, no statistically significant relationships 

were found for time since diagnosis and any of the satisfaction subscale scores. 

Summary 

Forty subjects who identified themselves as Mexican-American, having diabetes, and 

being over 18 years old participated in this study designed to describe the perceived quality 

of life of a group of Mexican-American adults with diabetes mellitus. Data were collected 

using the Diabetes Quality of Life instrument and demographic information. This chapter 

presented the findings relating to the characteristics of the sample and results of the analysis 

of data. 

The characteristics of the sample were presented using descriptive statistics. Pearson 

product-moment correlation coefficient was used to investigate relationships between 

demographic variables and mean DQOL and subscale scores. No significant correlations 

were found between demographic variables and mean DQOL scores; DQOL mean scores and 

subscale mean scores were highly correlated to each other. Two-tailed t-tests were used to 

determine if a statistically significant difference in mean DQOL and subscale scores existed 
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between subjects treated with insulin and subjects not treated with insulin. No significant 

difference in mean DQOL scores was found between treatment groups; results indicated 

subjects treated with insulin perceived significantly more impact generated by diabetes and 

more worry about anticipated effects of diabetes. The Pearson product-moment coefficient 

was used to investigate the relationship between time since diagnosis and mean DQOL and 

subscale scores. No statistically significant correlation was found. 
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CHAPTER V 

DISCUSSIONS AND CONCLUSIONS 

The purpose of this descriptive correlational study was to describe the perceived 

quality of life (QOL) of Mexican-American adults with diabetes mellitus. Perceived QOL 

was described in relation to satisfaction with self, impact generated by diabetes, and worry 

related to anticipated effects of diabetes. In this chapter a discussion of the findings, 

conclusions, and limitations of the study, recommendations for future research, and 

implications for nursing are presented. 

The conceptual framework for this study, the Systems-in-Change model, directed 

this investigation of the multidimensional nature of quality of life (QOL). In the Systems-

in-Change model, man is viewed as three interacting systems—biologic, social, and personal. 

Perceived quality of life was assessed within these three systems. Each system was assessed 

by one or more of the subscales of the data collection instrument, the Diabetes Quality of 

Life (DQOL) instrument. The biologic system was assessed by the impact subscale and the 

worry: diabetes-related subscale. The social system was assessed by the worry: social-

vocational subscale, and the personal system was assessed by the satisfaction subscale. 

Overall quality of life was reflected by a composite score of the subscales. 

The worry: social-vocational subscale was deleted because of inadequate data for 

analysis. The impact, worry: diabetes-related, and satisfaction subscale mean scores showed 

a significant positive relationship to the mean DQOL score and to each other. This finding 

supports the premise that the biologic and personal systems, as measured by the DQOL, were 

related to overall quality of life and can be considered appropriate areas of assessment in 

quality of life research. 

Discussion of Findings 

Data concerning subjects' age, sex, number of years since diagnosis, and treatment 

(with or without insulin) were analyzed by descriptive and correlational statistics. 

Differences of mean scores on DQOL between subjects treated with insulin and those treated 



without insulin were analyzed by t-test statistic. The Pearson product-moment correlation 

coefficient was calculated to identify any relationship between years since diagnosis and 

mean DQOL score. 

The variables of age, sex, and number of years since diagnosis were not significantly 

related to any of the other variables or to mean DQOL and subscale scores. The finding of 

no relationship between age or sex and DQOL is contrary to reported results of previous 

studies. In the original trial of the DQOL (DCCT, 1988), the findings indicated that younger 

subjects scored higher on the DQOL. Males also reported less impact and fewer diabetes-

related worries than females in the DCCT study. Earlier research (Palmore & Luikart, 1972) 

also reported that younger subjects had higher life satisfaction scores in a survey of a general 

population. Perhaps a significant correlation between age and DQOL score might have been 

obtained if the age distribution of the sample in this study were more even. Since 75 percent 

of subjects were 60 years or older, the small number of younger subjects may have affected 

the results. However, the findings of the study are congruent with results of other quality 

of life research, which supported the lack of a relationship between sex and reported DQOL 

(Graham & Longman, 1987; Packa et al., 1989). 

Treatment with or without insulin was found to be significantly related to the mean 

impact subscale score and to the mean worry: diabetes-related subscale score. Since 

Research Question 6 addresses the relationship of treatment to DQOL scores, those findings 

will be discussed in that section. 

Research Question 1 

What is the overall perceived quality of life of adults who are Mexican-American 

and have diabetes mellitus? 

In this study, Mexican-American adults with diabetes mellitus described themselves 

as moderately satisfied with themselves, seldom impacted by diabetes, and seldom worried 

about diabetes complications. These findings are similar to those reported in a previous 

study (DCCT, 1988) in which the DQOL instrument was used with a younger (average age 

of 28 years) and a primarily Caucasian population. In the DCCT 1988 study, the subjects 
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reported themselves as generally satisfied and not worried, and reported that diabetes only 

made a modest impact on their lives. 

The use of this instrument (DQOL) in the Mexican-American population may have 

influenced the findings of this study. First, the DQOL was designed and tested for 

reliability and validity with a non-Hispanic population. Although experts reviewed items 

for validity when the DQOL was designed (DCCT, 1988), none of the items were reviewed 

by experts for cultural relevancy. Second, the DQOL was written in English and was 

administered to Mexican-Americans. Although all the subjects knew English well enough 

to attend clinics and diabetes education classes taught in English, their reading ability in 

English was not tested. Reading comprehension could have created a barrier to 

understanding the meaning of the DQOL items. Third, and perhaps most important, there 

is growing evidence that the report format for the DQOL, a Likert scale, may be culturally 

biased. Flaskerud (1988) reported that when a Likert scale was used in a study of 62 Latin 

refugees, the majority of subjects had difficulty with the Likert format, preferring to use 

nominal (yes or no) answers. She suggested that the problems with the use of the Likert 

scale could be due to several factors—education, translation, irrelevant content, the character 

of social interaction, or the nature of the response required. In addition, Flaskerud (1988) 

concluded that the degree of variation Likert scales attempt to measure may be meaningless 

to some cultural groups. 

Furthermore, the two items with the lowest response rate (items #10 and #40) were 

both related to sexual issues. The lack of response could have been due to cultural influence. 

Martinez (1988) stated that Mexican-Americans seem no more sexually repressed than other 

groups, and that discussion of sex, requiring tact, judgment, and common sense, is not much 

different from other groups. However, Bach-y-Rita (1982) offered another view. Bach-y-

Rita discussed the Mexican-American culture and health care, stressing the importance of 

establishing trust in any relationship where personal information will be shared. Trust is 

established by one-to-one communication and direct contact. As a result, large and 

impersonal public institutions are distrusted. Not only was the questionnaire for this study 
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presented in an impersonal format, but subjects may have connected the questionnaire with 

the institution at which they were contacted. These factors may have contributed to the lack 

of response on items 10 and 40. Whether the same lack of response to these types of 

questions would have resulted, if items related to sexual issues were presented within a more 

personal, trusting environment, needs to be explored. 

Research Question 2 

What is the perceived impact generated by diabetes on a group of Mexican-American 

adults who have diabetes mellitus? 

The results of this study indicated that Mexican-American adults who have diabetes 

mellitus perceived themselves as seldom impacted by diabetes in their daily life. The impact 

subscale score was significantly related to the total DQOL score. These results are similar to 

the DCCT (1988) findings in which subjects described themselves as only modestly impacted 

by diabetes. The DCCT trial (1988) reported a small but significant difference between the 

male and female rates of impact, with males reporting significantly less impact than females. 

The present study did not support these findings, which was somewhat unexpected. 

The Mexican-American cultural pattern of "machismo," explained by George Bach-

y-Rita (1982), might be expected to contribute to findings like those of the DCCT (1988). 

Machismo is a concept having to do with how a man thinks and feels about himself, his sex 

role, and his environment. The cultural pattern of machismo values strength, restraint of 

feelings, and stoicism. Mexican-American males may deny illness, feelings, and pain as part 

of the macho attitude. Findings of this study did not support the supposition that Mexican-

American males would report fewer problems created by diabetes than Mexican-American 

females. Whether this could have been due to a high acculturation of the group (i.e., loss of 

the cultural value of machismo) or due to under-reported impact of diabetes by females 

needs further investigation. 
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Research Question 3 

What is the frequency of worry related to the anticipated effects of diabetes reported 

by this group of Mexican-American adults with diabetes mellitus? 

The results of this study indicated that Mexican-American adults with diabetes 

mellitus described themselves as seldom to never worried about diabetes. No significant 

correlations existed between age, sex, years since diagnosis, or treatment and the amount of 

worry reported by an individual. The finding that these individuals reported little worry 

about anticipated effects of diabetes may be related to lack of knowledge or understanding 

of the complications of diabetes, or to the subject's acceptance of the inevitability of 

complications. 

Bach-y-Rita (1982) discussed the issue of control in the Mexican-American culture. 

He stated that the Mexican-American individual often views himself as in the hands of God, 

chance, or some greater force. It could be that these subjects reported little worry about 

diabetes-related changes because they feel they are not in control of their future. 

On the other hand, the results of the DCCT (1988) trial also indicated that subjects 

were seldom worried by diabetes. Perhaps denying that complications are relatively 

common, or refusing to worry about complications is a coping mechanism frequently used by 

adult diabetics. In either case, further investigation is necessary. 

Research Question 4 

What is the frequency of worry related to social-vocational issues reported by this 

group of Mexican-American adults with diabetes mellitus? 

This question was not addressed in this study because the items in the subscale were 

not applicable to the majority of subjects. The DQOL was designed for use in a younger 

population (DCCT, 1988) and should be revised for use in the elderly population. The items 

of the subscale referred to work, school, dating, and child-bearing issues, which had little 

relevance for most of the subjects of this study, who were retired. Two items that related to 

insurability of the subject and ability to travel were reportable. The results indicated that 

this group of Mexican-American adults with diabetes mellitus were between never and 
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seldom worried about insurability and travel. These findings are consistent with the other 

findings of this study and with the findings of the DCCT trial (1988), where subjects 

reported little worry related to social-vocational issues. However, in view of the often lower 

socio-economic status of the Mexican-American (Haffner et al., 1989), it could have been 

that subjects seldom worried about travel and insurability because these topics were not 

relevant to their life styles. 

Research Question 5 

What is the level of satisfaction with self reported by this group of Mexican-

American adults with diabetes mellitus? 

The Mexican-American adults with diabetes mellitus in this study described 

themselves as moderately satisfied with themselves. This is similar to the findings from the 

DCCT study (1988) in which subjects reported that they were generally satisfied. 

However, findings of the current study can be contrasted with results of another 

study (Johnson, Foxall, Kellogg, et al., 1988) in which the life satisfaction and mental health 

of five elderly ethnic groups were examined. White (n = 30), black (n = 22), Jewish (n = 26), 

Indian (n = 58), and Hispanic (n = 32) couples were surveyed and their scores compared on 

dimensions of life satisfaction and mental health. Of the five groups, Hispanics reported the 

lowest life satisfaction. The researchers concluded that ethnicity does influence life 

satisfaction. 

Research Question 6 

What is the difference, if any, between the perceived QOL of Mexican-American 

adults with diabetes mellitus who are currently treated with insulin and those who are not 

currently treated with insulin? 

In this study, the Mexican-American adults with diabetes who were currently being 

treated with insulin reported significantly more frequent worry related to diabetes and the 

impact on their lives generated by diabetes than did those not treated with insulin. Since the 

DCCT study (1988) only involved insulin-treated patients, this is a finding that has not 

previously been reported. 
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It might be anticipated that the impact on one's life generated by preparing and 

administering an insulin injection at least once daily is greater than the impact generated by 

swallowing a pill or restricting intake of certain foods. Perhaps the more traumatic daily 

injections increase the subjects' awareness of and worry about diabetes-related changes or 

complications. Worry related to diabetes may be related to the time spent learning insulin 

injections and the influence of too much or too little insulin on one's well-being. In 

addition, insulin instruction may expose the patient to more information about potential 

complications than does the instruction received by patients who take oral medication or who 

are on diet restrictions only. It has been this investigator's experience that people often 

believe that diabetes that requires insulin is a more severe form of the disease and is 

therefore more likely to result in complications. 

Research Question 7 

What is the relationship, if any, between the perceived QOL of Mexican-Americans 

adults with diabetes mellitus and time since diagnosis of diabetes? 

The results of data analysis by use of correlational statistics indicated that time since 

diagnosis was not significantly related to perceived QOL. For this group of Mexican-

American adults, the time since being diagnosed had no significant relationship to their 

perceived QOL. Findings indicated that the number of years the person had been diagnosed 

with diabetes was not related to their quality of life, their satisfaction with themselves, the 

impact of diabetes on their lives, or their worry about complications. 

The lack of a significant relationship between time since diagnosis and mean DQOL 

score was unexpected. Physiologic complications from diabetes occur cumulatively, and 

their occurrence could be expected to be related to time since diagnosis. As complications 

increase, the perceived quality of life might be expected to decrease; however, this was not 

supported by the findings of this study. 

Scheibmeir (1986) reported that among a group of 30 insulin-dependent diabetics 

time since diagnosis was positively correlated with life change. Life change was positively 

correlated with quality of life. Scheibmeir's study examined QOL longitudinally, that is, the 
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subjects rated their QOL in the past as well as in the present. The fact that this study deals 

only with perceived quality of life at the present time and does not measure the intervening 

variable of life change may account for the difference in findings. 

It has been suggested that the Mexican-American's perception of time differs from 

that of the non-ethnic American population. The passage of time has different meaning for 

the Mexican-American and perhaps this difference may be responsible for the lack of 

significant relationship between time since diagnosis and quality of life scores. It is possible 

that the concepts germane to quality of life that are measured in the DQOL instrument are 

not culturally relevant to the Mexican-American adult with diabetes mellitus. 

Limitations 

The limitations of this study are as follows: 

1. Decreased ability to read and understand English may have contributed to the 

misunderstanding of items by Mexican-American subjects and influenced responses 

to questionnaire items. 

2. Use of the Likert format in the instrument may be culturally biased. 

3. Use of a convenience, non-random sample prevents generalization of findings. 

4. As in all self-report measures, this study is limited to the degree of self-disclosure of 

participants. 

5. There was no control for level of acculturation of subjects. 

Recommendations 

The recommendations for future study include: 

1. Development of a culturally sensitive tool for use with Mexican-Americans with 

diabetes mellitus. 

2. Testing the DQOL in an elderly non-ethnic population to compare relationships of 

age and culture to quality of life. 

3. Development of new items for Social-Vocational scale applicable to retired subjects. 

4. Inclusion of demographic variables of presence of complications and diabetes 

knowledge of subjects. 
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Nursing Implications 

The conceptual framework of this study, the Systems-in-Change Model (Riehl & 

Roy, 1980) defines the role of nurse as supporting and promoting health and the quality of 

life. The nursing process guides the provision of care, emphasizing assessment of the three 

systems—biologic, social, and personal. 

In this study, the DQOL instrument was used to assess the biologic and personal 

systems of a group of Mexican-American adults with diabetes mellitus as the systems relate 

to perceived quality of life. Insulin-treated Mexican-American adults with diabetes mellitus 

reported greater frequency of impact generated by diabetes and worry related to diabetes 

than did non-insulin-treated Mexican-American adults with diabetes mellitus. This 

information can be used by nurses to guide their assessment, intervention, and evaluation of 

care for these patients. By including all three systems in client assessment, the nurse can 

promote quality of life through a holistic approach to treatment. According to the 

conceptual framework of this study, the personal meaning of a disease and its treatment (i.e., 

taking insulin injections daily) and the social and biologic changes impacted by that disease 

are equally important factors. Thus, in treating Mexican-Americans with diabetes mellitus, 

the nurse should not only assess physiologic parameters, but also social patterns and personal 

perceptions of wellness. Two patients with very similar levels of biologic functioning and 

social functioning may have entirely different levels of personal functioning and may need 

very different interventions to maintain or regain equilibrium and a sense of quality of life. 

Nurses need to carefully assess the patient's knowledge of diabetes to ensure the 

patient is adequately informed about diabetes, its treatment, and its possible complications. 

Although the goal is to promote quality of life for patients, nurses must be sure that patients 

are receiving adequate treatment and education. The subjects of this study reported little 

worry or impact from diabetes; hopefully, these subjects did not feel unworried and not 

impacted by diabetes because of lack of knowledge or treatment. 

The finding that time since diagnosis was unrelated to quality of life should indicate 

to nurses that interventions to promote quality of life are appropriate regardless of time 
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since diagnosis. According to findings of this study, nurses cannot assume that quality of 

life declines or increases with time. This finding reinforces the need for holistic approach 

to client assessment. 

Nurses need to adapt their approach to assessment, treatment, and evaluation of care 

in the Mexican-American population. Culturally relevant nursing interventions are essential. 

The promotion of one-to-one trusting relationships and use of the language most 

comfortable for the patient will help to provide nursing care that is more culturally sensitive 

to the Mexican-American patient. Only by accurately assessing quality of life of the 

Mexican-American adult with diabetes can appropriate nursing interventions that enhance 

quality of life be identified and implemented. 

Summary 

In summary, this group of Mexican-American adults with diabetes mellitus described 

themselves as moderately satisfied with themselves, seldom impacted by diabetes in their 

daily lives, and seldom worried about the anticipated effects of diabetes. Subjects treated 

with insulin reported more frequent diabetes-related worry and impact of diabetes. The 

study was limited by questions of cultural relevancy and adequacy of sampling technique. 

Recommendations were made for future research involving development of more culturally 

sensitive tools. The implications of the study for nursing are related to accurate assessment 

of quality of life for the Mexican-American client with diabetes. 
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FROM: Carolyn Murdaugh, "Ph.D., R.N., F.A.A.N. 
Director of Clinical Research 

DATE: May 16, 1990 

SUBJECT: Human Subjects Review: "The Quality of Life of Mexican American Adults with 
Diabetes' 

Your projea has been reviewed and approved as exempt from University review by the College of 
Nursing Ethical Review Subcommittee and the Director of Research. A consent form with subject 
signature is not required for projects exempt from full University review. Please use only a 
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QUALITY OF LIFE OF MEXICAN AMERICAN 
ADULTS WHO HAVE DIABETES MELLITUS 

You are invited to participate in the above entitled study. 

The purpose of this study is to describe what the quality of life is for 
people who are Mexican American and are being treated for diabetes. This 
study will help doctors, nurses, and diabetes experts know more about how 
Mexican American people are affected in their every day life when they are being 
treated for diabetes mellitus. 

Men and women between 18 and 65 years old who consider themselves 
Mexican Americans and who are being treated for diabetes are being recruited 
for this study. The study involves completion of a short questionnaire, which will 
take you approximately 10 minutes to complete, and will be accomplished at the 
clinic or class where you are seen for your diabetes. You will not be identified 
by name; instead each questionnaire will be given a code number. The results 
of this study may be used in presentations and publications, but your identity will 
not be revealed. 

There are no known risks to the participants of this study. Whether or not 
you decide to participate, your medical treatment will not be affected in any way. 
There are no direct benefits to the participants, although results of the study can 
be used in the future to improve treatment for people with diabetes. You may 
withdraw from the study at any time, and I will answer any questions you may 
have at any time. Completion of this questionnaire indicates that you consent 
to participate in the study. 

Lori D. Kimminau 
Graduate student 
College of Nursing 
Telephone: 626-6154 
University of Arizona 
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Age: Sex: Male Female 

No. of Years Since Are You Treated 
Diagnosis of Diabetes: With Insulin? Yes No 

Impact 

Directions: Read each statement carefully. Please indicate how often the following 
events happen to you. Check the appropriate line. There are no right or wrong 
answers to these questions. 

Vary Som* All th* 
Hev«f Saktoni timM OftMi Tint# 

1. How often do you feel pain associated with 
the treatment for your diabetes? 

2. How often are you embarrassed by having 
to deal with your diabetes in public? 

3. How often do you have low blood sugar? 

4. How often do you feel physically ill? 

5. How often does your diabetes interfere with 
your family life? 

6. How often do you have a bad night's sleep? 

7. How often do you find your diabetes limiting 
your social relationships and friendships? 

8. How often do you feel good about yourself? 

9. How often do you feel restricted by your 
diet? 

10. How often does your diabetes interfere with 
your sex life? 

11. How often does your diabetes keep you 
from driving a car or using a machine (e.g., 
a typewriter)? 

12. How often does your diabetes interfere with 
your exercising? 
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13. How often do you miss work, school, or 
household duties because of your diabetes? 

14. How often do you find yourself explaining 
what it means to have diabetes? 

15. How often do you find that your diabetes 
interrupts your leisure-time activities? 

16. How often do you tell others about your 
diabetes? 

17. How often are you teased because you have 
diabetes? 

18. How often do you feel that because of your 
diabetes you go to the bathroom more than 
others? 

19. How often do you find that you eat 
something you shouldn't rather than tell 
someone that you have diabetes? 

Worry: Diabetes Related 

Directions: Read each statement carefully. Please indicate how often the following 
events happen to you. Check the appropriate line. There are no right or wrong 
answers to these questions. 

Son** AH the 
Nwar S*Mom tlmM Often Tim® 

20. How often do you worry about whether you 
will pass out? 

21. How often do you worry that your body 
looks different because you have diabetes? 

22. How often do you worry that you will get 
complications from your diabetes? 

23. How often do you worry about whether 
someone will not go out with you because 
you have diabetes? 
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Worry: Social/Vocational 

Directions: Read each statement carefully. Please indicate how often the following 
events happen to you. Check the appropriate line. There are no right or wrong 
answers to these questions. If the question is not relevant to you, check "Does not 
apply." 

D*«* N*( S«ro*- All tha 
Afplj> N**«r S«M*A TIRIM 0(t«N Tim* 

24. How often do you worry about whether you 
will get married? 

25. How often do you worry about whether you 
will have children? 

26. How often do you worry about whether you 
will not get a job you want? 

27. How often do you worry about whether you 
will be denied insurance? 

28. How often do you worry about whether you 
will be able to complete your education? 

29. How often do you worry about whether you 
will miss work? 

30. How often do you worry about whether you 
will be able to take a vacation or a trip? 

Satisfaction 

Directions: Read each statement carefully. Please indicate how well satisfied or 
dissatisfied you currently are with the aspect of your life described in the statement. 
Check the line that corresponds to how satisfied or dissatisfied you feel. There are 
no right or wrong answers to these questions. 

Naltttar 
Vary ModanMy MUM or ModmWy Va«y 

Sattaflad Satlaflad DUaaIMM OlaaaUaflad Dlautlallad 

31. How satisfied are you with the amount of 
time it takes to manage your diabetes? 

32. How satisfied are you with the amount of 
time you spend getting checkups? 



33. How satisfied are you with the time it takes 
to determine your sugar level? 

34. How satisfied are you with your current 
treatment? 

35. How satisfied are you with the flexibility you 
have in your diet? 

36. How satisfied are you with the burden your 
diabetes is placing on your family? 

37. How satisfied are you with your knowledge 
about your diabetes? 

38. How satisfied are you with your sleep? 

39. How satisfied are you with your social 
relationships and friendships? 

40. How satisfied are you with your sex life? 

41. How satisfied are you with your work, school, 
and household activities? 

42. How satisfied are you with the appearance 
of your body? 

43. How satisfied are you with the time you 
spend exercising? 

44. Hov/ satisfied are you with your leisure time? 

45. How satisfied are you with life in general? 
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Ttem n Mean S.D 

1. How often do you feel pain 
associates with the treatment for 
your diabetes? 

2. How often are you embarrassed by 
having to deal with your diabetes 
in public? 

3. How often do you have low blood 
sugar? 

4. How often do you feel physically 
ill? 

5. How often does your diabetes 
interfere with your family life? 

6. How often do you have a bad 
night's sleep? 

7. How often do you find your 
diabetes limiting your social 
relationships and friendships? 

8. How often do you feel good about 
yourself? 

9. How often do you feel restricted 
by your diet? 

10. How often does your diabetes 
interfere with your sex life? 

11. How of ten does your diabetes keep 
you from driving a car or using a 
machine (e.g., a typewriter)? 

12. How often does your diabetes 
interfere with your exercising? 

13. How often do you miss work, 
school, or household duties because 
of your diabetes? 

14. How often do you find yourself 
explaining what it means to have 
diabetes? 

15. How often do you find that your 
diabetes interrupts your leisure-
time activities? 

37 1.76 .955 

40 1.63 .897 

38 1.974 .716 

39 2.36 1.01 

39 1.95 .887 

40 2.43 1.03 

40 1.73 .987 

40 2.13 .966 

40 3.10 1.08 

31 '2.23 1.56 

39 1.44 .852 

40 1.87 1.11 

40 1.55 .932 

40 2.73 1.06 

39 2.13 1.19 
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Item Mean S.D. 

16. How often do you tell others about 40 
your diabetes? 

17. How often are you teased because 40 
you have diabetes? 

18. How often do you feel that because 40 
of your diabetes you go to the 
bathroom more than others? 

19. How often do you find that you eat 40 
something you shouldn't rather 
than tell someone that you have 
diabetes? 

2.75 

1.07 

2.97 

2.07 

.899 

.474 

1.23 

.888 

20. How often do you worry about 
whether you will pass out? 

21. How often do you worry that your 
body looks different because you 
have diabetes? 

22. How often do you worry that you 
will get complications from your 
diabetes? 

23. How often do you worry about 
whether someone will not go out 
with you because you have 
diabetes? 

40 1.90 .928 

40 1.40 .871 

40 2.90 1.08 

40 1.20 .687 

24. How often do you worry about 7 * * 
whether you will get married? 

25. How often do you worry about 10 * * 
whether you will have children? 

26. How often do you worry about 15 * * 
whether you will not get a job you 
want? 

27. How often do you worry about 25 2.44 1.45 
whether you will be denied 
insurance? 

28. How often do you worry about 11 * * 
whether you will be able to 
complete your education? 

29. How often do you worry about 13 * * 
whether you will miss work? 
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Item n Mean S.D. 

30. How often do you worry about 
whether you will be able to take a 
vacation or a trip? 

31. How satisfied are you with the 
amount of time it takes to manage 
your diabetes? 

32. How satisfied are you with the 
amount of time you spend getting 
checkups? 

33. How satisfied are you with the 
time it takes to determine your 
sugar level? 

34. How satisfied are you with your 
current treatment? 

35. How satisfied are you with the 
flexibility you have in your diet? 

36. How satisfied are you with the 
burden your diabetes is placing on 
your family? 

37. How satisfied are you with your 
knowledge about your diabetes? 

38. How satisfied are you with your 
sleep? 

39. How satisfied are you with your 
s o c i a l  r e l a t i o n s h i p s  a n d  
friendships? 

40. How satisfied are you with your 
sex life? 

41. How satisfied are you with your 
work, school, and household 
activities? 

42. How satisfied are you with the 
appearance of your body? 

43. How satisfied are you with the 
time you spend exercising? 

44. How satisfied are you with your 
leisure time? 

37 2.03 . 1.04 

39 2.36 1.22 

40 2.05 1.15 

38 2.16 1.19 

39 1.97 1.16 

40 2.40 1.26 

38 2.24 1.19 

39 2.05 .999 

40 1.95 1.23 

40 2.05 1.24 

30 2.60 1.40 

38 2.03 1.24 

40 2.47 1.41 

38 2.47 1.22 

39 2.03 .959 
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Item n Mean S.D 

45. How satisfied are you with life in 40 1.95 1.11 
general? 

""Unable to derive valid data due to low n. 
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