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ABSTRACT

Hispanics are the largest minority group in the United States. They are disproportionately
affected by diabetes and are twice as likely to develop diabetes then are non-Hispanic white
adults. Mexican Americans are the largest subpopulation of Hispanics in the United States and
one out of ten has diabetes. The purpose of this qualitative descriptive study was to explore the
experiences of adults of Mexican origin who were newly informed of having elevated glucose
levels in the diabetes range. This qualitative inquiry was conducted by means of in-depth semi-
structured interviews with eight individuals of Mexican origin who had been recently informed
of having hyperglycemic values exceeding the threshold of diabetes. A modified version of
Kleinman’s explanatory model of illness was used to elicit the EM of high blood sugar of the
study participants. Qualitative content analysis was utilized to analyze the data. Domains,
categories and subcategories were elicited through the immersion and crystallization of thematic
units attained through the in-depth, semi-structured interviews. Three overarching domains
emerged describing the experience the participants had of being newly informed of having high
blood sugar: 1) EM of High Blood Sugar 2) Response to Being Informed of High Blood Sugar 3)
Facilitators and Barriers to Seeking Care. The participants describe a Temporal Order of how
they responded to being informed of having high blood sugar. Facilitators, barriers and gaps to
seeking care were also discussed. This study provides valuable insight that can influence the
development of culturally relevant interventions that may promote behavior changes to reduce

blood glucose levels and promote healthy outcomes for this population.
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CHAPTER 1: THE RESEARCH PROBLEM

Diabetes is a serious chronic disease that is multifaceted in terms of risks, complications,
management, and outcomes (ADA, 2013a). The purpose of this first chapter is three fold. First, a
general overview of diabetes is provided. This discussion elaborates on Type 2 diabetes and its
diagnostic criteria. The statement of the problem and the burden and prevalence of diabetes is
also incorporated into the discussion. A brief discussion regarding the concept of newly
diagnosed diabetes is also provided. Secondly, the importance of defining a population of
interest for research is addressed, including a discussion of the terms Latino, Hispanics,
Mexican, Mexican Americans (MAs), and Mexican origin. Factors that impact multiple health
care aspects for this population are also addressed. The third section of this chapter identifies the
purpose and aims of the study. The study’s significance to nursing and the implications for
clinical practice is also integrated into the discussion for this chapter.

General Overview of Diabetes

There are two broad etiopathogenetic categories that encompass the majority of diabetes
cases: type 1 diabetes (T1DM) and type 2 diabetes (T2DM; ADA, 2013a). This study focused on
participants who had T2DM. The following section will provide a general overview of diabetes,
elaborating on T2DM.

Type 2 Diabetes (T2DM), formerly known as non-insulin-dependent diabetes mellitus
(NIDDM) or adult-onset diabetes (ADA 2009; IDF, 2013), is the most common type of diabetes
and represents over 90% of all those diagnosed with diabetes (ADA, 2010; Arizona Diabetes
Coalition, 2008; IDF, 2013; Vaccaro & Huffman, 2012). T2DM results from an insulin

deficiency and insulin resistance in which cells are unable to use insulin properly (ADHS, 2011;
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Ockene et al., 2012; Taylor, 2013). While exogenous insulin may not be required for survival it
is often beneficial in attaining adequate glycemic control (ADA, 2013a). Therefore, insulin may
be prescribed as the disease progresses. The onset of T2DM generally begins in those over age
40 but can occur at an earlier age, especially in populations with a high prevalence of diabetes
(IDF, 2013). The majority of individuals with T2DM have an increased impaired fasting glucose
(IFG) and impaired glucose tolerance (IGT) and T2DM is highly associated with abdominal and
visceral obesity (ADA, 2013a; Lyssenko & Laakso, 2013). Other risk factors for T2DM include
advanced age, family history of diabetes, physical inactivity, history of gestational diabetes,
impaired glucose metabolism, ethnicity/race (ADA, 2013c; Grandy, Chapman & Fox, 2008;
Lyssenko & Laakso, 2013), smoking and select medications such as diuretics and [3-blockers
(Lyssenko & Laakso, 2013). T2DM often goes undiagnosed for several years due to its gradual
development of hyperglycemia (ADA, 2013a; Azura, Adibah & Juwita, 2012) and the absence of
classic symptoms (ADA, 2013a). Often, T2DM is not diagnosed until complications are present
(ADA, 2013a).
Symptoms

Symptoms of diabetes include polyuria, polydipsia, weight loss, blurred vision, and
occasionally polyphagia. People with T2DM often present differently and the onset is insidious.
Other symptoms that may be present in people with T2DM are cuts or bruises that are slow to
heal, tingling or numbness of the hands or feet, and frequently occurring skin, gum, or bladder
infections (ADA, 2010). However, individuals may be asymptomatic for several years prior to

the detection of diabetes (ADA, 2013a).
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Diagnostic Criteria

The diagnostic criterion for diabetes has undergone numerous changes over the past few
decades and these changes have affected the reported prevalence of diabetes (ADA, 2013a;
Sicree 2009). There are several organizations that put forth diagnostic criteria for diabetes, which
include the World Health Organization (WHO), International Diabetes Federation (IDF), and the
American Diabetes Association (ADA). Rationale for lowering the blood glucose threshold for
diabetes is to detect individuals with diabetes at an earlier stage, institute treatment earlier and,
therefore, prevent complications (Arizona Department of Health Services, 2005).

According to the American Diabetes Association (2013a), diabetes can be diagnosed
using one of the following criteria: 1) fasting plasma glucose (FPG) >126mg/dl (7.0 mmol/l) in
which the fasting value is identified as no caloric intake for more than eight hours; 2) casual
(random) plasma glucose >200mg/dl (11.1 mmol/l) in conjunction with symptoms of
hyperglycemia (polyuria, polydipsia, and unexplained weight loss); or 3) two hour plasma
glucose >200mg/dl (11.1 mmol/l) following a 75g anhydrous glucose load during an oral glucose
tolerance test (OGTT). In 2010, the ADA added A1C values of > 6.5% as a fourth diagnostic
criterion. A1C is a widely used measure for assessing the average blood glucose levels over a
two to three month period of time and may more accurately reflect an individual’s long term
glycemic levels. However, if A1C values are to be used for diagnostic purposes, the test must be
conducted using National Glycohemoglobin Standardization programs. Point of care assays are
not yet sufficiently accurate for making a diagnosis. The diagnosis of diabetes is established once

hyperglycemia is documented on two separate occasions or if an individual’s results of two of
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the aforementioned tests at the same visit indicate values above diagnostic threshold (ADA,
2013a).
Statement of the Problem

Diabetes is a devastating disease that has become a global epidemic and is now
recognized as one of the most common non-communicable diseases (Cooper et al., 2012; Sicree,
Shaw & Zimmet, 2009). An estimated 285 million individuals suffer from diabetes worldwide
and the number is steadily increasing (Tivilla-Zarate et al., 2012). Approximately 30 million
adults worldwide were diagnosed with diabetes in 1985. By 2000, the number of people with
diabetes worldwide had increased to over 150 million and that number reached approximately
246 million by 2007 (Sicree et al., 2009). The number of adults with diabetes continues to rise at
an alarming rate and is estimated to reach 380 million by the year 2025 (Esposito et al., 2009).
The substantial increase in the prevalence of diabetes for most countries has resulted from an
increase in obesity, sedentary lifestyles, an aging population (Glazier, Bajcar, Kennie & Wilson,
2006; Sicree et al., 2009), unhealthy diets, and cultural and social changes (Sicree et al., 2009).

In the United States, improvements in detection of diabetes have attributed to the increase
in diabetes (ADA, 2013a). In 2010, an estimated 25.8 million Americans had diabetes and
approximately 1.9 million individuals 20 years or older were newly diagnosed (CDC, 2011). It is
estimated that 7 million individuals in the United States have undiagnosed diabetes.
Approximately 33% of the United States adult population has pre-diabetes (CDC, 2012) and
50% are predicted to advance to T2DM (Rodriguez, 2013).

Despite the tremendous effort the United States has put forth to abate this deadly disease,

minorities continue to be disproportionally affected by diabetes (Caballero, 2007). Hispanics, the
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largest minority group in the United States, are twice as likely to develop diabetes then are non-
Hispanic white adults (Devlin, Roberts, Okaya & Xiong, 2006; Welch et al., 2006). When
compared to their white counterparts, Hispanic adults with type 2 diabetes have been reported to
have higher rates of complications due to diabetes, poorer glycemic control, lower rates of self-
management (Alicea-Alvarez, 2012; Glazier et al., 2006; Hatcher & Whittemore, 2007; Philis-
Tsmikas, Fortmann, Lleva-Ocana, Walker & Gallo 2011), lack of access to preventative care,
and inadequate diabetes education (Coffman, Norton & Beene, 2012). Further, individuals of
Mexican descent have higher incidence of diabetes related factors such as high carbohydrate and
high fat diet (Davis et al., 2009), proteinuria, genetics, obesity, physical inactivity, glucose
intolerance, and social factors. These risk factors in conjunction with late diagnosis of diabetes
impose a greater risk for morbidity such as renal failure, retinopathy, and circulatory
disturbances in Mexicans compared to their non—Hispanic White counterparts (Latham &
Calvillo, 2009).
Burden of Diabetes

Diabetes is a complex and multifaceted disease. It presents the United States with
challenges related to issues such as private insurance, public social security, and healthcare
providers (Ringborg et al., 2009). This epidemic accounts for social and economic burdens that
result from premature mortality, diminished quality of life, and high rates of morbidity. The
burden of diabetes-related costs has increased substantially (Brown et al., 2011). In 2012, it was
estimated that the total (direct and indirect) diabetes related economic cost in the United States
was $245 billion (ADA, 2013b). Direct medical costs accounted for $176 billion and reduced

productivity accounted for $69 billion. The indirect costs of diabetes include: reduced labor
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force, decreased earnings due to chronic disabilities, and lost productivity as a result of
premature mortality, diminished job performance, and employment days missed due to health-
related reasons. Employees with diabetes have a higher rate of absenteeism (work days missed)
and presenteeism (decreased productivity while at work) due to health related issues than their
coworkers without diabetes (ADA, 2013b).

For Arizona, in 2005, the average cost for hospitalization was $31,301 per individual
with diabetes (ADHS, 2008). In 2004, the average length of hospital stay for diabetes related
diagnosis in Arizona was 4.7 days and accounted for 429,496 days of hospital stay. Between the
years 1994 and 2004, there was a 25% increase in hospitalization rate for diabetes as the primary
diagnosis at discharge. In 2004, Arizona spent greater than $11 million for diabetes related
emergency department visits, which accounted for 7,483 outpatient visits (Arizona Department
of Health Services, 2005).

In Maricopa County, there were an estimated 55,919 diabetes-related hospital discharges,
and 136 per 100,000 hospitalizations were persons with diabetes as the primary diagnosis in
2005. The financial impact in Maricopa County for hospitalizations of persons with diabetes in
2005 was $1,750,302,217 (Arizona Department of Health Services, 2005). It is apparent that
diabetes places a substantial burden on the nation. Therefore, resources for disease management
are essential to abate consequences related to diabetes complications (ADA, 2009; Ringborg et
al., 2009).

Prevalence
Diabetes is known as a public health concern, and the degree of its urgency can be under

estimated due to the fact that diabetes is reported as a primary or secondary diagnosis depending
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on co-morbidities (ADA, 2008). Therefore, it is difficult to estimate the true prevalence of
diabetes. Data suggest that developing countries are impacted the greatest by the prevalence of
diabetes (Sicree et al., 2009), and diabetes is more common or perhaps particularly problematic
in urban areas (IDF, 2009). Mexico and the United States share a common border, resulting in a
large population of Mexican descent in the United States border states. The current study was
conducted in Arizona, which has a high population of Mexican origin. Hence, it is important to
discuss the prevalence of diabetes for both countries. The following discussion provides
prevalence information for these countries and the border region, and further elaborates on
Maricopa County in Arizona, from which the sample for this study was recruited.

Mexico. Mexico has experienced socioeconomic changes which have resulted in the
transition from being an underdeveloped country to a developing country (World Bank Group,
2010). This transition has influenced changes in the eating habits and physical activity in
Mexico; these changes have contributed to its rapid and continuous increased prevalence of
diabetes (Everett, 2011). Mexico also has a high population of indigenous ancestry, which is a
risk factor for diabetes. However, the population of Mexico is very dynamic due to the various
genetic admixtures (Caballero, 2011; Everett, 2011). For example, there are some regions in
Mexico that are highly populated with individuals of Native American ancestry and others with
European ancestry. Hence, it is imperative to not generalize disease prevention and health
promotion strategies (Caballero, 2011).

Diabetes is the leading cause of death in Mexico and it has reached an epidemic status in
this population (Everett, 2011; Hunt et al., 2011; Reynoso-Noveron et al., 2011; Zvarova,

Zvarova & Callas, 2013). Between 1980 and 2001 the national mortality rate in Mexico for
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T2DM drastically increased from 20 to approximately 50 deaths per 100,000 residents (PAHO &
CDC, 2009). In 2004, the “Seguro Popular” (Everett, 2011, p.1778) was introduced into the
Mexican healthcare system, which increased primary care, disease prevention, and health
promoting services for the noninsured population. This effort has been recognized as a
contributing factor to the increased prevalence of diabetes in the country (Everett, 2011). The
prevalence of diabetes in Mexico significantly increased between 1993 and 2006 (6.7% and 14%
respectively; Reynoso-Noverén et al., 2011). The high incidence of diabetes in Mexico could
potentially increase the prevalence in the United States due to the increasing number of
Mexicans migrating to the United States (Hunt et al., 2011). Therefore, it is important to address
the prevalence of diabetes in both countries.

United States. Diabetes represents the sixth leading cause of death in the United States
(Castro, Shaibi & Boehm-Smith, 2009; Centers for Disease Control, 2009). According to the
ADA (2013b), in 2012 there were an estimated 22.3 million individuals diagnosed with diabetes
in the United States. Minority groups such as African Americans (Blacks), Native Americans,
Alaska Natives, and Hispanics are disproportionately affected by this deadly disease. This is
evident by the rate of diabetes for Blacks reported to be 12.6%, Native Americans and Alaska
Native 14.2%, and Hispanics 11.8% (ADHS, 2011; CDC, 2011).

Hispanics are recognized as the fasting growing and largest minority group in the United
States (Caballero, 2007; Hatcher & Whittemore, 2007; Latham & Calvillo, 2009; Pew Hispanic
Center, 2012) and represented 15.8% of the nation’s total population in 2009 (Caballero, 2011).
Between 2000 and 2010, greater than half the U.S. population growth resulted from the growth

of the Hispanic population (Passel, Cohn & Lopez, 2011) and it is estimated that they will
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account for over 30% of the U.S. population or 132.8 million by 2050 (Office of Minority Health
and Health Disparities, 2009).

Hispanics are at great risk of developing T2DM and its complications (Caballero, 2007;
Hatcher & Whittemore, 2007: Mainous, Diaz & Geesey, 2008). Diabetes is the fifth leading
cause of death for Hispanics in the United States (Hatcher & Whittemore, 2007; Office of
Minority Health and Health Disparities, 2009) and they tend to develop diabetes at a younger age
(Cusi & Ocampo, 2011). Hispanics have a greater tendency to be obese or overweight and tend
to have more visceral fat, which increases their risk for diabetes (Cusi & Ocampo, 2011). The
diabetes prevalence rates for Hispanic adults are two times higher than for their white
counterparts (Valen, Narayan & Wedeking, 2012). Hispanic adults have higher rates of diabetes
related mortality and morbidity than their white counterparts and have higher rates of
complications such as renal disease, retinopathy, and lower limb amputation than non-Hispanic
whites (Hatcher & Whittemore, 2007). Furthermore, when compared to Whites, Hispanics were
more likely to have higher hospitalization rates due to uncontrolled diabetes and long-term
complications (Jiang, Andrews, Stryer & Friedman, 2005).

Mexicans are the largest subpopulation of Hispanics in the United States (Caballero,
2011; Valen, Narayan & Wedeking, 2012) and accounted for approximately 65% of all
Hispanics in the United States in 2011 (Pew Research Center, 2012). In the United States, the
prevalence of diabetes in the Mexican population is approximately 13.3% (CDC, 2011).

U.S.-Mexican Border. Mexico shares a common border with the United States (Ruiz-
Beltran & Kamau, 2001). The U.S.-Mexican border region is 2000 miles long and encompasses

25 United States counties that are located in California, Arizona, Texas, and New Mexico and 38
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municipios on the Mexico border region, which are located in Baja California, Sonora,
Chihuahua, Coahuila, Tamaulipas, and Nuevo Leon (Anderson, 2003). The U.S.-Mexican border
IS a unique, multifaceted territory that has extremely challenging binational issues and requires
collaborative efforts from both nations (Garcia, 2003; Ruiz-Beltran & Kamau, 2001). The United
States side of the border consists of approximately 71% Hispanics and is faced with higher rates
of poverty, uninsured, and unemployment than the rest of the country (Diaz et al., 2010).

Diabetes is the third-leading cause of death among individuals on the United States side
of the border (Diaz et al., 2010; PAHO, 2007). The U.S.-Mexico Border Diabetes Prevention and
Control Project conducted a survey with 10 collaborating border states. This study found
approximately 7.5 million adults resided along the U.S.-Mexico border from the years 2001 to
2002 and an estimated 1.2 million (15.7%) of these individuals had T2DM (PAHO, 2009).
Furthermore, approximately 22% of border residents 18 and older who had T2DM were unaware
of their condition (PAHO, 2007).

Arizona. In 2012, the population of Arizona was estimated to be 6,553,255 and 30.2%
were of Hispanic origin (U.S. Census Bureau, 2013). Arizona is a border state that has a long
history of people migrating back and forth between Mexico and Arizona. From the years 2000 to
2007 the Hispanic population in Arizona increased by approximately 46% (The Arizona Latino
Research Enterprise, ASU Department of Transborder Chicana/o and Latina/o Studies, and ASU
Department of Public Affairs, 2009). In 2005, the population of Hispanics in Arizona was 31%,
with 88.6% of those being of Mexican origin. It is estimated that by 2025, approximately 33% of
Arizona’s population will be of Mexican origin (The Arizona Latino Research Enterprise et al.,

2009).
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The ethnic diversity of Arizona contributes to an increased burden of diabetes. In 2011,
approximately 600,000 adults in Arizona were reported to have diabetes, and there has been an
80% increase in the prevalence since 1995 (ADHS, 2011). Hispanics in Arizona are
disproportionately affected by diabetes compared to non-Hispanic whites (9.2 and 7.8%,
respectively), and the diabetes mortality rate for Hispanics in Arizona was three times higher
than non-Hispanic whites in 2005 (Arizona Diabetes Coalition, 2008).

Maricopa County. More than half of Arizona’s population resides in Maricopa County,
Arizona (Arizona Department of Commerce, 2009; Health Resources and Services
Administration, [HRSA], 2009). In 2012, the population for Maricopa County was
approximately 3,942,169, with an estimated 30% being of Hispanic origin (U.S. Census Bureau,
2013).

Newly Diagnosed Diabetes

The participants recruited for the current study were newly informed of having
hyperglycemic values in the range of diabetes. A brief discussion of how the concept of “newly
diagnosed diabetes” has been used in the literature is included to provide a rationale for how the
time frame was determined for the inclusion criteria for this study of those individuals who were
newly diagnosed with diabetes.

In 2010, approximately 1.9 million individuals, aged 20 and older were newly diagnosed
with diabetes in the United States (CDC, 2011). Individuals who are considered to have newly
diagnosed diabetes are those who have had no previous diagnoses of diabetes prior to the present
diagnosis (Graber & Mcdonald, 2000) and are naive or unaware of their hyperglycemic

condition. Individuals may be informed of their new diagnosis of diabetes in the hospital
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(Fonseca, 2006; Newton & Raskin, 2004; Umpierrez, Issacs, Barragan, You, Thaler & Kitabchi,
2002), emergency room or urgent care clinics (Kazlauskaite, Evans, Mazzone & Fogelfeild,
2005), community clinics or community-wide screening programs (Burge, Lucero & Schade,
2000; United Kingdom Prospective Diabetes Study Group, 1998), or by primary healthcare
providers.

Literature has not provided a consistent definition of the time frame of what is considered
as being newly diagnosed with diabetes. For example, two studies used vastly different time
frames for defining “newly diagnosed.” Burge et al. (2000) examined the attitudes and behaviors
of 89 individuals newly diagnosed with diabetes 2-24 months after these individuals had
received the diagnosis. The United Kingdom Prospective Diabetes Study identified 4,075 adults
who were newly diagnosed with diabetes and conducted a follow up study three months
following their initial diagnosis for those on a diet only intervention (United Kingdom
Prospective Diabetes Study Group, 1998). Several studies identify using individuals who were
newly diagnosed with diabetes as their study population but they did not discuss how recently
the diagnosis was made nor was a definition of newly diagnosed provided (Esposito et al., 2009;
Kazlauskaite et al., 2010; Li et al., 2010). A summary of some examples of studies using “newly
diagnosed diabetes” to describe the study population is provided (Appendix A). For the purpose
of this study, “newly diagnosed with diabetes” is defined as those individuals who were
informed that they had blood glucose values in the range of diabetes at the time of their
participation in a community-based diabetes screening project. The time frame for “newly
diagnosed” is defined by the time they participated in the screening project to the time they

participated in the current study. This time frame ranged from 9 months to 2 years, 10 months.
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Approximately 25% of individuals newly diagnosed with diabetes have diabetic
retinopathy or microalbuminuria at the time of diagnosis, indicating an estimated seven year gap
between onset of diabetes and diagnosis of type 2 diabetes. This information confirms the
urgency to identify diabetes at an earlier stage (Saudek et al., 2008). Furthermore, Hispanics
have continued to lack screening for diabetes, resulting in a lack of timely diagnosis.
Consequentially this contributes to high morbidity rates (Latham & Calvillo, 2009).

Defining the Population

It is imperative to understand the population that has been selected for research in order
to effectively address the health disparities and promote positive health outcomes for the
population. The researcher must provide a clear definition of the population of interest and the
findings associated with this population (Marotta & Garcia, 2003).

Latinos and/or Hispanics

The terms “Latino,” “Hispanic” and “Mexican American” have been used
interchangeably throughout the literature. To further confuse things, culture, ethnicity, and race
have also been used interchangeably (Caballero, 2007; Caballero, 2011). Individuals born in a
country that was conquered by Spaniards are “Hispanic” whereas those born in a country with a
Latin based language are “Latino” (Caballero, 2011). There are numerous subgroups of the
Hispanic population lending to the heterogeneity and diversity of this community. The diversity
of Hispanics encompasses individuals from various groups including Puerto Ricans, Mexican
Americans, and Central Americans, South Americans, and Cubans (OMHD, 2009; U.S.

Department of Commerce, 2011). The United States Census identified multiple combinations of
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racial and ethnic categories and has directed individuals to select which they self-identify with
most (U.S. Department of Commerce, 2011).
Mexican, Mexican American and Mexican Origin

As evident in previous sections, the terms Mexican and Mexican American have been
used interchangeably throughout the literature with disregard to the individual’s birth place, and
these individuals have been identified as one group. However, it is imperative to identify the
population of interest when conducting research. It is important to recognize that each Hispanic
origin subgroup has variations in health status and beliefs, barriers to accessing care, and requires
distinct health care strategies (Alicea-Alvarez, 2012; Portillo et al., 2001). For the purpose of this
research study individuals of Mexican origin are the population of interest. This population
includes those with traceable ancestry to Mexico (Glick & Van Hook, 1998; Pew Research
Center, 2009) including those born in the United States and those born in Mexico who migrated
to the United States. These individuals can be “naturalized citizens, legal immigrants, and
unauthorized migrants from Mexico” (Glick & Van Hook, 1998, p. 571). The United States
Census Bureau (2000) reported that approximately 71% Mexicans in the United States spoke a
language other than English in their homes and more than 42% were foreign born.

There are many factors that influence the challenges and opportunities for providing
healthcare for individuals of Mexican origin. These factors include genetic, environmental, social
(Cabellero, 2007), socioeconomic, and cultural aspects (Cabellero, 2007; Hatcher & Whittemore,
2007; Morales et al., 2002; National Alliance for Hispanic Health, 2004). It is further suggested

that the level of acculturation may also reflect health related behaviors (National Alliance for
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Hispanic Health, 2004; Ruiz-Beltran & Kamau, 2001) and the risk of diabetes in Hispanics
(Cabellero, 2007).
Socio-economic Status

Socio-economic status (SES) is identified by income, education, and/or occupation
(Morales et al., 2002; Seeman, et al., 2008) and is strongly correlated with health inequalities
(Burge, Lucero & Schade, 2000; Morales et al., 2002; Seeman, et al., 2008). Poorer outcomes for
mortality and morbidity associated with health disparities are related to lower SES (Seeman et
al., 2008). Hence, individuals who are less educated, low-income, and unemployed are at greater
risk for diabetes (Arizona Department of Health Services, 2005).

Education may possibly be the most appropriate predictor of health (Seeman et al., 2008).
For example, data from Arizona indicate that approximately 6.2% of adults who attained a
college diploma have diabetes compared to 11.3 % of adults who did not attain a high school
diploma (Arizona Department of Health Services, 2008). Financial earnings and level of
education can be indicators of the accessibility of resources such as food, housing and medical
care which can influence choices of lifestyle behaviors. However, knowledge and personal
experience can also influence an individual’s ability to cope with the challenges associated with
life and influence lifestyle choices (Seeman et al., 2008).

In Arizona, individuals with lower income levels had an increased prevalence of diabetes
as evident by 15.2% of adults with annual incomes less than $15,000 compared to 6.1% of those
with annual incomes over $50,000 (Arizona Diabetes Coalition, 2008). While there is diversity

in the SES of all Hispanics; Mexicans and Puerto Ricans are reported to have the lowest SES
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(Morales et al., 2002). It is purported that low SES is strongly correlated with unhealthy
lifestyles and behaviors of Hispanics (Morales et al., 2002).

Approximately 49% of individuals of Mexican origin claimed to have an education level
greater than high school, however, less than 4% of these individuals have an education higher
than a Bachelor’s Degree. The average Mexican family income was $33,621, with an estimated
23% of individuals being below poverty level. Over 17% of this population reported having a
disability status. These are examples of contextual factors that stigmatize the Mexican population
to be vulnerable for developing diabetes. Their minority status is another factor placing them at
risk for diabetes (Shi, 2001). Furthermore, factors that could potentially influence adherence to a
diabetes care plan and diabetes related outcomes include depression, level of education, family
support, health literacy, fear, knowledge and beliefs about diabetes (Caballero, 2007).
Recognizing these factors and integrating them into interventions and health care provided for
this population will help promote culturally congruent care ultimately achieving optimal health
outcomes (Caballero, 2005; Caballero, 2007). It is suggested that providing culturally tailored
services will enhance the desire of minorities to utilize services, ultimately improving health
outcomes (Shelton, 2004).

Access to Health Care

Access to health care is defined as the ability of individuals or groups to attain proper and
timely health care from a medical health care system (Morales et al., 2002). Individuals of low
socioeconomic status and those lacking medical insurance are more likely to not seek medical
attention for diabetes. Often Hispanics are reported not having a primary healthcare provider and

underutilize health care services due to lacking health insurance (Coffman et al., 2012). Lack of
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health care access is closely associated with the health status of Hispanics (Alicea-Alvarez,
2012) and can result in undiagnosed or under treatment of Hispanics with diabetes (Coffman et
al., 2012). This is a significant problem for this population in the United States, especially for
those who self-identify as Mexican American (Parchman & Byrd, 2001). Hispanics have been
reported to have insufficient access to care due to factors such as financial (income and health
insurance), personal (linguistic and cultural), and structural (organizational, geographical,
transportation) barriers (Lopez, 2002; Morales et al., 2002; Portillo et al., 2001). Portillo et al.
further elaborate on structural barriers to include availability of child care, translator services,
bilingual and bicultural providers and hours of operation.

One of the most significant predictors for accessing health care is medical insurance, and
Hispanics are reported to lack of health care coverage (Coffman, Norton & Beene, 2012).
According to a study conducted by Vaccaro and Huffman (2012), MAs were reported to have
lower health insurance coverage compared to White non-Hispanics. Levels of acculturation also
contribute to health care access for Hispanics (Diaz, Prigerson, Desai & Rosenhech, 2001; Lara,
Gamboa, Kahramanian, Morales & Bautista, 2005; Parchman & Byrd, 2001; Portillo et al.,
2001). According to a study conducted by Mainous et al. (2006), United States born Hispanics or
those with higher levels of language acculturation had a greater tendency to have a standard
place of care and health insurance. Hispanics with English language proficiency are more likely
to have health insurance, a primary healthcare provider, and routine health check-ups (Pearson,
Ahluwalia, Ford & Mokdad, 2008; Wallace, DeVoe, Heintzman & Fryer, 2009).

The ADA (2009) estimated that two million individuals with diabetes have no medical

insurance. Ringborg et al. (2009) contended that a major predictor for utilizing health care
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resources was the presence of complications pertaining to diabetes. Secondary complications of
diabetes are extremely frequent in the Hispanic population due to the delay of seeking medical
attention until the condition becomes critical (Gordon, 1994). When compared to non-Hispanic
Whites, MAs experience higher morbidity, (i.e., retinopathy, circulatory complications, renal
failure) resulting from late diagnosis of diabetes (Latham & Calvillo, 2009). Hence, it is
imperative to promote early diagnosis and prompt treatment for this population. Furthermore, the
implications for gaining a greater understanding of services used or underutilized by this
population may attain support from policy makers (Lopez, 2002).
Hispanic Provider Shortage

Hispanics comprise nearly 15% of the U.S. population and it is estimated that they will
represent 17.8% of the population by 2020 (Alicea-Alvarez, 2012). Although Hispanics represent
a large percentage of the United States population, there is a huge discrepancy in the number of
Hispanic healthcare providers. According to the National Council of La Raza [NCLR] (2009),
Hispanics represent only 5.9% of the U.S. health care professionals and only 5.8% of physicians
and surgeons. Furthermore, in 2008, 30.4% of the population in Arizona was Hispanic with only
3.2% of the nonfederal physician workforce was Hispanic (NCLR, 2009). Hispanic registered
nurses account for only 3.6% of all registered nurses in the United States (Alicea-Alvarez, 2012).
These data clearly identify a shortage of Hispanic healthcare providers and put forth the urgency
for non-Hispanic healthcare providers to become culturally proficient in Hispanic issues in order
to promote the effectiveness and efficiency of health care services provided for this population
(National Alliance for Hispanic Health, 2004). Hispanics are more likely to seek health care from

providers of similar background (Alicea-Alvarez, 2012). Furthermore, Lopez (2002) reported
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Mexican-Americans who had providers ethnically similar to themselves were more likely to
adhere to their treatment regimen than those with ethnically dissimilar providers. This is
pertinent for reducing the disparities in health care Hispanics are currently being faced with
(Alicea-Alvarez 2012).
Statement of Purpose
The purpose of this study is to explore the explanatory model of adults of Mexican origin
who have participated in a community-based diabetes screening project and their experiences
when they were newly informed of having hyperglycemia that exceeds the threshold of diabetes
according to ADA (2010).
Research Aims
This research was guided by the following specific aims:
1) To explore the explanatory model (EM) that adults of Mexican origin have of high
blood sugar.
2) To explore the response participants have to being informed of having high blood
sugar.
3) To explore participants’ experiences of facilitators and barriers to seeking care for
high blood sugar
Operational Definitions
Operational definitions utilized for the purpose of this study are as follows:
High blood sugar: This definition incorporated the criteria provide by the ADA (2009)
for the diagnoses of diabetes: 1) fasting plasma glucose (FPG) >126mg/dl (7.0 mmol/l); 2) casual

(random) plasma glucose >200mg/dl (11.1 mmol/l) in conjunction with symptoms of
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hyperglycemia (polyuria, polydipsia, and unexplained weight loss); or 3) two hour plasma
glucose >200mg/dl (11.1 mmol/l) following a 75g anhydrous glucose load during an oral glucose
tolerance test (OGTT).

Response: The physical or emotional reaction the individual experienced from being
informed of having high blood sugars.

Newly diagnosed: For the purpose of this study newly diagnosed diabetes was
represented by the time frame from when the participants were informed of having high blood
sugar in the parent study (MCIRI) to their participation in the current study (9 months to 2 years,
10 months).

Kleinman’s Model

A modified version of Kleinman’s explanatory model of illness (Kleinman, 1978;
Kleinman, Eisenberg & Good, 2006) was utilized to guide the research aims for this study
(Appendix B). This EM explored the understanding individuals of Mexican origin have of
elevated blood glucose levels that are sufficient to meet the diagnostic criteria of diabetes (ADA,
2010). Kleinman’s model has been previously used to develop EMs in MAs with T2DM
(Alcozer, 2000; Jezewski & Poss, 2002) and a more in-depth discussion regarding Kleinman’s
model is included in Chapter 2.

Significance of the Study to Nursing

It is important to generate knowledge that can improve the care and outcomes of
individuals of Mexican origin with hyperglycemia. Knowledge gained from this study will be
useful to providers in promoting empowerment of clients for adapting to healthy lifestyle

behaviors to reduce or eliminate complications associated with diabetes. Empowering adults of
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Mexican origin to utilize resources available in the community is imperative to decrease future
diabetes-related adverse health outcomes and for reducing the economic burden of diabetes in
this nation. Accessibility to care increases the likelihood of an intervention to be attainable
(Dunstan et al., 2006). Therefore, gaining a greater insight to what individuals of Mexican origin
experience when they receive the information that they have blood glucose levels in diabetic
range can inform culturally relevant interventions that may promote behavior changes to reduce
their blood glucose levels and promote healthy outcomes.
Implications for Clinical Practice

The burden of diabetes affects not only the individual but also impacts the families, the
community, the health care system and the state (Arizona Diabetes Coalition, 2008). Therefore,
it is imperative for healthcare planners and policy makers to assess the costs and resources
associated with managing diabetes and its complications. Gaining knowledge of the barriers and
facilitators for accessing healthcare to address elevated blood glucose levels - in the absence of
T2DM diagnosis - adults of Mexican origin experience may help facilitate proper allocation of
funding to appropriate prevention and care strategies that will promote quality of care, ultimately
abating the burden of this plague (Ringborg et al., 2009).

Summary

Despite all the rigorous efforts to abate the increasing rates of diabetes, the prevalence
continues to rise at an alarming rate. Hispanics are predisposed to experience diabetes and its
complications at a greater rate than non-Hispanic whites (Hatcher & Whittemore, 2007).
Individuals of Mexican origin are the largest subgroup of Hispanics in the United States and

experience diabetes two times greater than the general population (Devlin et al., 2006). Hence, it
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IS important to understand the EM adults of Mexican origin have of high blood sugar, the
response they have to being informed of having high blood sugar and their experiences of
facilitators and barriers to seeking care for high blood sugar. Understanding and incorporating
culture is an essential element for providing optimal quality health care for adults of Mexican
origin. This knowledge can guide culturally tailored strategies that will promote early treatment
and reduce the consequences associated with diabetes in this population. Early treatment may
prevent or delay the progression to severe complications, ultimately avoiding the impairment of

the individual’s quality of life (Kuzuya, 2000).
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CHAPTER 2: REVIEW OF THE LITERATURE

Diabetes is a multifaceted disease that has rapidly increased worldwide and is projected
to reach 300 million by 2025. Diabetes is a highly complex chronic disease that is associated
with debilitating complications and premature mortality (Jeon, Lokken, Hu & Van Dam, 2007).
There is an abundance literature addressing diabetes. However, this chapter will provide an
overview of the concept of “newly diagnosed diabetes.” A discussion of Kleinman’s explanatory
model and the Hispanics’ and Mexicans’ explanatory model of diabetes will also be
incorporated. Lastly the cultural factors influencing diabetes outcomes will be included in this
literature review.

Review of Newly Diagnosed Diabetes

A literature review was conducted using EBSCO Host and Cinahl database searching the
terms “newly,” “diagnosed,” “type 2,” and “diabetes” between 2000 and 2010. The EBSCO Host
search identified 387 articles incorporating these terms, however, it was identified that very few
articles provided a definition or time frame for “newly diagnosed” diabetes despite using these
words to define the population of interest. A table summarizing some of the articles identified in
this review using “newly diagnosed” diabetes to define the study population is available
(Appendix A).

Several articles used “newly diagnosed” diabetes to describe the study sample but
provided no other discussion regarding the time frame associated with newly diagnosed diabetes.
Bao et al., (2010) conducted a study on 46 newly diagnosed T2DM patients with no prior use of
hypoglycemic medications. They provided the inclusion criteria for the participants but no

discussion was included of what constitutes “newly diagnosed” diabetes. Buscemi et al. (2010)
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conducted a study to assess endothelial function. It was a three group study consisting of subjects
that were with or without newly diagnosed T2DM. The study sample consisted of 86 subject
ages 30-65 that were overweight or obese. No further discussion was included regarding “newly
diagnosed” T2DM. Li et al. (2010) conducted a randomized control study that included 60 newly
diagnosed T2DM outpatients. This study also did not provide a definition of “newly diagnosed”
T2DM. This literature review identified multiple studies that reported to include a sample of
“newly diagnosed” T2DM but did not elaborate on what constitutes being “newly diagnosed”
with diabetes (de Fine Olivarius, Richelsen, Siersma, Andreasen & Beck-Nielsen, 2008; Mitchell
et al., 2009; Newton & Raskin, 2004; Pan, Guo & Li, 2010; van den Berg et al., 2008; Xu et al.,
2010).

Studies were conducted using a sample consisting of participants with “newly diagnosed”
diabetes but there was no consistency in time frame or no definition provided for “newly
diagnosed”. Bolinder et al. (2005) recruited 396 patients with newly diagnosed DM to assess
measurements of proinsulin. They defined “newly diagnosed” as the time of clinical onset of
diabetes to 3-4 months after. Al-Hunayan, Al-Mutar, Kehinde, Thalib and Al-Ghorory (2007)
conducted face-to-face interviews for 323 men with “newly diagnosed” T2DM. They defined
“newly diagnosed” as the diagnosis of T2DM within one year from the time the interview was
conducted.

A longitudinal design study conducted by Barnett, Ogston, McMurdo, Morris and Evans,
(2010) recruited 10,532 individuals who were newly diagnosed with T2DM between 1993 and
2004 but were followed for 12 years to assess mortality. Lathan and Calvillo (2009) conducted a

longitudinal study on 240 participants of Mexican and North American ancestry newly
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diagnosed with T2DM within the first six weeks of receiving diabetes care. There is an
abundance of literature utilizing the term “newly diagnosed” to indicate how recent the
participant was informed of having a new condition or disease. However, after a careful review
of the literature, it was identified that there was no consistency for the definitions of the term
“newly diagnosed.” This information was pertinent in defining the inclusion criteria for the
current study. It was determined to use all eligible participants that were newly informed of
having high blood sugar despite the amount of time past since participation in the parent study.
For the purpose of this study, “newly diagnosed” is defined as those participants newly informed
of high blood sugar during their participation in the community-based screening project to the
time of their participation in this study (9 months to 2 years, 10 months).

Few studies have been conducted to assess the effects, outcomes, and individual
responsiveness to being newly diagnosed with diabetes, especially for individuals of Mexican
origin. An example excludes the article by Burge et al. (2000). They identified the gap in data
available for the evaluation of patients’ behavioral response and factors associated with their
response to newly diagnosed diabetes and purported the detection of being newly diagnosed
diabetes may be a strong indication of the prognosis of the disease.

Some articles concluded that newly diagnosed hyperglycemia is associated with higher
mortality rates and poorer outcomes. An example includes the study conducted by Fonseca
(2006), stating newly identified hyperglycemia has been reported to be associated with higher in-
hospital mortality rate, longer hospital stays, higher admission rate to intensive care units, and
more frequent transfer rate to transitional care unit or nursing home facility instead of

discharging patients to home. Another study conducted by Umpierrez et al. (2002) concluded
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that individuals with newly discovered hyperglycemia have a significantly higher mortality rate
and poorer functional outcome than those with normoglycemia or a previous history of diabetes.

Approximately 25% of all individuals newly diagnosed with diabetes have diabetic
retinopathy or microalbuminuria at the time of diagnosis, indicating an estimated seven year gap
between onset of diabetes and diagnosis of type 2 diabetes. This information confirms the
urgency to identify diabetes at an earlier stage (Saudek et al., 2008). Furthermore, Hispanics
have continued to lack screening for diabetes, resulting in a lack of timely diagnosis.
Consequentially this contributes to high morbidity rates (Latham & Calvillo, 2009).

Individuals newly diagnosed with diabetes are faced with particular challenges in
adjusting to their disease; hence it is important to gain patients’ views during a significant life
change in order to promote effective diabetes care (Lawton, Parry, Peel & Douglas, 2005).
Shelton (2004) purported that the effectiveness of treatment for a culturally diverse clientele is
the responsibility of the system, not the individuals seeking care. Hence, it is important for
healthcare providers to have an understanding of the individual’s culture and beliefs in order to
promote optimal healthcare. The following discussion will elaborate on Kleinman’s explanatory
model of illness which guided this study to gain a greater understanding of what individuals of
Mexican origin experience and their responsiveness to being newly informed of having
hyperglycemic values that exceed the threshold of diabetes according to the ADA (2010)
guidelines. Also included is a discussion of cultural factors that may influence diabetes care

sought by or received by the population of interest for this study.



39

Kleinman’s Explanatory Model of IlIness

Kleinman et al. (2006) describe illness as a continual process that begins with personal
awareness of the alteration of body feeling and continues with the patient being labeled as ill.
The process continues with the individual or family members taking action toward seeking
recovery or advice from extended family members, community members or health care
professionals. The authors also elaborate on the importance of recognizing the difference
between illness and disease. 1lIness is a personal definition or perception of disease that is
influenced by culture and disease is a malfunction of the individual’s biologic and
psychophysiologic processes (Kleinman et al., 2006; McElroy & Jezewski, 2000, pp. 191-209).
Prior to conducting the current study it was not known if the participants perceived their high
blood sugar as an illness. Therefore the Kleinman’s model was use to elicit their EM of high
blood sugar.

Explanatory models (EMs) are stories individuals create to understand health and illness
in a cultural context (Jezewski & Poss, 2002; McEwen, 2005). EMs are subjective experience of
illness (Bhui & Bhugra, 2002; Hatcher & Whittemore, 2007) that utilize traditional, spiritual,
biomedical, and personal beliefs to elicit the understanding of an individual’s beliefs and
practices regarding the etiology, pathophysiology, course and treatment of an illness (Hatcher &
Whittemore, 2007; Jezewski & Poss, 2002).

Furthermore, EMs transform according to the individual's personal experience,
acculturation level, and knowledge of the medical model (Hatcher & Whittemore, 2007). An EM
is the perception of illness that incorporates the cultural, social, and personal constituents of the

illness while providing an explanation of an individual’s behavior response to the illness
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(Jezewski & Poss, 2002). EMs of illness are useful during patient-provider interactions to
provide opportunity to negotiate a mutually agreeable and relevant treatment plan, hence, it is
imperative that both the patient and provider identify their EMs of an illness (Jezewski & Poss,
2002; McElroy & Jezewski, 2000). Conflicting EMs of initial high blood sugar between a patient
and a healthcare provider may result in suboptimal outcomes in regards to satisfaction with care,
treatment response, and self-management (Hatcher & Whittemore, 2007).

Kleinman’s EM of illness is utilized to elicit an individual’s perspective of illness, and it
consists of the following recommended questions: (1) What do you think has caused your
problem? (2) Why do you think it started when it did? (3) What do you think your sickness does
to you? How does it work? (4) How severe is your sickness? Will your illness have a short or
long course? (5) What kind of treatment do you think you should receive? (6) What are the most
important results you hope to receive from this treatment? (7) What are the chief problems your
sickness has caused for you? (8) What do you fear most about your sickness? (Kleinman, 2006,
p. 147).

However, modifications of questions such as the order and wording of the questions may
be done to meet the diverse nature of the setting, the problem addressed, and the characteristics
of the patient. For the purpose of this study, questions were modified to avoid using the terms
“problem” and “sickness” since it is not determined that the study population identifies high
blood sugars in these terms. Also, “high blood sugar” was the language used in the parent project
to inform the participants of their elevated blood glucose in the range of diabetes. Therefore,
“high blood sugar” replaced these terms. The term “chief” in question 7 was also replaced by

“main” to make the question more culturally appropriate. This was agreed upon during the
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translation process of instruments which is discussed in Chapter 3. See Appendix B for modified
version of questions.

Kleinman’s EM has been utilized for HIV/AIDs (Mill, 2000); dental hygiene (Nelson,
Rogo, Boyd, & Cartwright, 2008); tuberculosis (Ailinger & Dear, 1997; McEwen, 2005); mental
health (Bhui & Bhugra, 2002; Dejman et al., 2008; Shelton, 2004; O’Mahony & Donnelly,
2007); asthma (van Dellen et al., 2008); and addressing cultural competency (Carrillo, Green &
Betancourt, 1999). The EM of diabetes has also been elicited in many studies: (Acrury et al.,
2004; Elstad, Tusiofo, Rosen & McGarvey, 2008; Jezewski & Poss, 2002; Hatcher &
Whittemore, 2007; Hunt, Arar & Larme, 1998; Lai et al., 2007; Poss, Jezewski & Stuart, 2003).
A modified version of Kleinman’s model was used in the current study to elicit the EM high
blood sugar of adult of Mexican origin.

Hispanics’ and Mexicans’ Explanatory Model of Diabetes

It is imperative to have a greater understanding of the explanatory models of Hispanics
with T2DM so healthcare providers may provide culturally appropriate care for this population
(Hatcher & Whittemore, 2007). The following section will elaborate on Hispanics’ EMs of
T2DM.

Hatcher and Whittemore (2007) conducted a review of the literature to explore and
synthesize the EMs Hispanic adults have pertaining to T2DM. They concluded that despite the
country of origin, Hispanics tend to have similar belief regarding the symptoms, trajectory, and
treatment of the illness. Most of these individuals believed they were predisposed to diabetes due
to biomedical factors. Factors such as susto (strong emotions) and religious factors were also

identified as contributing to the development of diabetes. Hatcher and Whittemore (2007) further
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noted an inconsistency regarding the etiology of the diabetes of Hispanic adults. Hispanic adults
from Mexico more often reported a cultural etiology (i.e., susto) in comparison to Hispanic
adults from Puerto Rico, who were more likely to report a religious etiology such as God’s will.
Everett (2011) reported the Mexican participants in her study also indicated the cause of diabetes
was a frightening event [susto] and/or chronic strong emotions or bad temper [coraje].

According to Arcury et al. (2004), Hispanics identify diabetes as the result of either one
or a combination of the following two pathways: 1) individual’s behavior such as diet and/or a
self-indulgent lifestyle, which includes excessive consumption of sugar and alcohol; and 2)
events that are beyond the individual’s control such as emotional or physical trauma. These
findings were consistent with those of a study conducted to elicit the EMs of MAs beliefs about
diabetes (Jezewski & Poss, 2002; Poss, Jezewski & Stuart, 2003). Results of the Arcury et al.
study suggest that “susto,” which is described as a scare or fright, is a contributing factor in the
development of diabetes, which is consistent with Hatcher and Whittemore (2007). Jezewski and
Poss (2002) also identified lack of exercise, being overweight, heredity, and not taking care of
oneself as other precipitating factors for the development of diabetes. The participants of this
study identified experiencing various symptoms ranging from no symptoms to severe.
Furthermore, the MAs of this study expressed concern about low levels of blood sugar.

Alcozer (2000) conducted a study on MA women with T2DM to explore their perception
and understanding of having diabetes. These women described the etiology of diabetes as based
on family experience with the disease and that heredity and eating too many sweets were ways of
getting diabetes. Several of the participants identified diabetes as a confusing silent illness. This

finding was consistent with those from the study findings from Hatcher and Whittemore (2007).
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An example was expressed by one participant’s comment regarding diabetes: “I never feel ill”
(Alcozer, 2000, p.790) and another commented that diabetes is “silent unless you’re on insulin”
(p. 790). Participants associated insulin with complications of diabetes (i.e., amputations,
blindness, renal dialysis). These women identified traditional or ritual approaches to care for
diabetes, however many reported that they had not used them. Further, these participants did not
mention self-management (i.e., self-blood glucose monitoring, exercise, special diet) as taking
care of diabetes to delay or prevent complications. The meaning of diabetes these women had
was influenced by their experiences and the perception of having a reduced life span evolved
from childhood experiences with family members with diabetes (Alcozer, 2000).

In a study by Jezewski and Poss (2002), MAs identified utilizing biomedical treatments
but integrating their traditional beliefs about the causes of disease and traditional folk remedies
into the prescribed biomedical diabetes regimen. MAs originate from a country that is deeply
embedded in utilizing herbs for the treatment of various conditions (Poss et al., 2003). A variety
of herbal and home remedies such as nopal (prickly pear cactus) and aloe vera were frequently
identified in EMs of treatment of diabetes in conjunction with prescribed medications.
Participants reported variations in their diet and exercise but the importance of both was
acknowledged by the participants (Jezewski & Poss, 2002; Poss et al., 2003). In contrast to the
results from the Alcozer (2000) study, participants in the Jezewski and Poss study identified the
importance of a diabetic diet and exercising to avoid the progression of diabetes to a more
serious stage. Most of these participants also stated that they developed diabetes due to not
taking care of themselves (i.e., consumed too much alcohol, inadequate diet and exercise). Most

of the MA in this study identified the importance of social support from their family.
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Hunt et al. (1998) conducted a study to examine the difference between patients’ and
providers’ perspectives and contexts in the management of T2DM. Due to the low
socioeconomic status of the patients, their options for seeking appropriate diabetes care strategies
were limited. Study participants reported that economic status influenced their illness orientation
by two important factors (employment and cost of treatment): 1) fear of losing their job due to
missing work for doctor appointments or not feeling well as a result of symptoms of high or low
glucose levels; 2) limited budgets as a barrier to establishing dietary change. On the contrary,
some practitioners did not feel patients’ socioeconomic status presented a barrier for
recommended diabetes regimens. Rather the providers identified cultural factors as the most
important barrier to diabetes care. These include dietary habits and the cultural value of eating-
“The fatter you are the healthier” (Hunt et al., 1998, p. 667). Other practitioners acknowledged
socioeconomic status as a factor for diabetes management and challenges for treatment of co-
morbidities.

Culturally proficient health care providers have the opportunity to better understand the
experiences and stories shared by individuals and, by so doing, can promote positive health
outcomes and improve quality of care. A greater understanding of culture can influence the
anticipated care the individual or healthcare provider has for a particular illness (McEIroy &
Jezewski, 2000, pp. 191-209). Hence it is imperative to understand cultural factors that can
potentially influence diabetes outcomes. It is also important to recognize that despite the cultural
commonalities Hispanics share, there are unique practices and behaviors in each subgroup and

individually as well (Hatcher & Whittemore, 2007; Portillo et al., 2001) and the importance of
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avoiding stereotyping when developing diabetes management (National Alliance for Hispanic
Health, 2004).
Cultural Factors Influencing Diabetes Outcomes

As previously mentioned, there are various subgroups of the Hispanic population and
each subgroup may have its own cultural distinctions (Gordon, 1994; Montoya, 2007; National
Alliance for Hispanic Health, 2004; Portillo et al., 2001). Although variations of culture may
exist among these subgroups, there are existing shared common core health and illness beliefs,
values, practices and cultural patterns (Hatcher & Whittemore, 2007). According to Waldstein
(2010), many Hispanics will practice “popular medicine” (p. 75) referred to as self-treatment or
will seek treatment by a close relation.
Beliefs and Customs

Beliefs and traditional customs are passed on to Hispanics from families and cultural
groups and influence health care (National Alliance for Hispanic Health, 2004). An example
includes the Mexican cultural belief that a common cause of sickness is weather. It is believed
that cold weather “can lead to sore throat, cough, bronchitis, and arthritis” (Waldstein, 2010, p.
87). It is also believed that an infant or small child can experience diarrhea and fever caused by
“mal de 0j0” (p. 87) which is an envious glance from a person. Many Latinos believe that
diabetes is “inevitable and linked to religious belief” (Long et al., 2012, p. 140). These cultural
views, beliefs, knowledge, and experiences of health and illness are significant facets for the
planning and implementation of health care for a specific population, and may be influential
factors for how individuals respond to, perceive, or interpret changes in health status (Gordon,

1994; National Alliance for Hispanic Health, 2004). Furthermore, it is suggested that first
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generation Hispanics are more likely to retain traditional beliefs and values, while United States
born Hispanics are more likely to assimilate to the norm of society. Hence, levels of
acculturation may influence behaviors and responses to health and illness (Mainous et al., 2008;
National Alliance for Hispanic Health, 2004; Ruiz-Beltran & Kamau, 2001). According to a
study conducted on MAs in San Antonio, Texas, a decreased risk of diabetes was noted among
those with a greater acculturation to the majority culture (Mainous et al., 2006).

Dichos and susto. Spanish speaking individuals from Latino cultures use dichos (sayings
or idioms) to express cultural health care beliefs and their perspective on human conditions.
Dichos portray an individual’s world view and provide guidelines for social behavior and moral
values. Further, dichos can be indicators of how much control individuals believes they have
over their health. Often the dichos are turned to in times of tribulation or need (Zuniga, 1992).
Examples of dichos are provided below Table 1.

TABLE 1: Examples of Dichos

Dichos Meaning

“De algo se tiene que morir uno” “You have to die of something”

“Ayudate que Dios te ayudara” “Help yourself and God will help you”

“Esta enfermedad es una prueba de Dios” “This illness is a test from God”

“Es tus apuros y afanes, acude a tus refanes”  “In time of need, turn to your proverbs”

“Camar6n que es descuida, se lo lleva la “The careless shrimp will be carried away by

corriente” the current”

“No hay mal que por venga” “There is nothing bad from which good does
not come”

(National Alliance for Hispanic Healthcare, 2004, p. 67; Zuniga, 1992, p. 57).

Another common belief Hispanics share about health and illnesses is the concept of
“susto” or fright, which is thought to be the cause of traumatic events or diseases (Jezewski &
Poss, 2002; National Alliance for Hispanic Healthcare, 2004; Poss & Jezewski, 2002). However

the concept of susto as the cause of diabetes is more common in the MA population (Hatcher &
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Whittemore, 2007) and this is consistent with the findings in the study conducted by Jezewski
and Poss (2002). Further, MAs view susto as a precipitating factor to the cause of diabetes rather
than an illness itself (Jezewski & Poss, 2002; Poss & Jezewski, 2002). Hatcher and Whittemore
(2007) reported that Hispanic adults believed diabetes to be present in the body and strong
emotional events increased susceptibility to diabetes. Treatment for susto may include ritualistic
sweeping of the body with eggs, lemons and herbs (Poss & Jezewski, 2002). These types of
sayings and concepts tend to reflect the health care beliefs and behaviors of many Hispanics.
Incorporating these into health care provided for this population can promote culturally sensitive
care.

Remedies and medications. Other components of Hispanics’ cultural health beliefs
include the use of various home remedies, herbs, rituals (Gordon, 1994; Jezewski and Poss,
2002), ointments, and consultations with folk healers known as curanderos/as (Gordon, 1994,
National Alliance for Hispanic Healthcare, 2004) or Santeros/santeras (National Alliance for
Hispanic Healthcare, 2004). On the contrary, Hunt et al. (2000) who conducted a study with 43
MAs with T2DM did not identify any participants who utilized curanderos for diabetes
treatment. Approximately 70-90% of the Hispanic population will self-recognize (self-diagnose)
illness and manage with home remedies (Gordon, 1994; Kleinman, Eisenberg & Good, 2006).
According Hunt et al. (2000), 67% of the MAs in the study reported using folk remedies. Some
Hispanics will share prescribed medications with family members hoping the medication will
help them and some will stop taking prescribed medications as soon as they feel the medication

is working (National Alliance for Hispanic Health, 2004). Other Hispanics will ask relatives in
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their home country to send medications that are not available or require a prescription in the
United States (National Alliance for Hispanic Health, 2004).

Family. Family is a vital component for achieving optimal health outcomes in Hispanics.
“Familismo” is a cultural concept that refers to strong sense of identity and loyalty Hispanics
have for nuclear and extended family (Caballero, 2011). The family is a strong natural support
for the patient (Caballero, 2011; Hatcher & Whittemore, 2007; Jezewski & Poss, 2002) and
family decisions may supersede decisions made by health care providers (Gordon, 1994;
National Alliance for Hispanic Healthcare, 2004). Throughout the process of seeking health care,
Hispanic mothers or primary female caretakers of the home will determine when an illness is
beyond their ability to treat with home remedies and when to seek assistance. With many
Hispanic families the patient traditionally becomes passive (National Alliance for Hispanic
Healthcare, 2004) and the entire family then becomes involved in the decision-making process
(Caballero, 2011).

A study conducted by Zunker, Rutt and Meza (2005) identified that MA elders perceived
family as the main resource for providing care for this elderly population. However, some of
these individuals contended they did not want to burden their children. This is consistent with the
findings of Hatcher and Whittemore (2007), Hispanic adults disliked the reversal of traditional
family roles associated with diabetes. Hence, it is imperative to recognize the importance of
family and incorporating family in the treatment of T2DM (Callabero, 2011; Whittemore, 2007).

Balance and harmony. Hispanics define health according to the balance of the body,
mind, and spirit with balance and harmony being of the utmost importance. They believe illness

results from a disharmony or an imbalance in the body, and the severity of the condition will be
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determined by the degree of imbalance (National Alliance for Hispanic Healthcare, 2004; this
imbalance may exist in food, water, air, or between man and God. They also utilize the hot and
cold theory of disease and treatment (Caballero, 2007; National Alliance for Hispanic
Healthcare, 2004; Poss & Jezewski, 2000). An example of this is utilizing hot foods to treat a
common cold (National Alliance for Hispanic Healthcare, 2004).

Religious beliefs may also influence healthcare behaviors and outcomes for Hispanics
(Caballero, 2011). Hunt et al. (2000) identified that 77% of MA participants (n=43) believed
God helped them with their diabetes and prayer had an indirect impact by decreasing anxiety and
stress. However, none of the participants felt God or prayer could replace medical treatment.
Delvin et al. (2006) also identified Hispanics as viewing God was an important source of
strength and resource for the management of diabetes. This is consistent with the findings from a
study conducting on Hispanic patients with diabetes; 78% believed it was God’s will to have
diabetes and 81% felt God was the only one who could control their diabetes (Caballero, 2011).
Management and Care Seeking

Hispanic adults with T2DM have higher rates of diabetes related complications due to
poorer glycemic control and lower rates of self-management than their non-Hispanic white
counterparts (Hatcher & Whittemore, 2007; Jiang et al., 2005). Hispanics have been identified as
giving low priority to health education and preventive care and tend to delay seeking treatment
for an illness until they are prevented from performing their usual activities (Gordon, 1994).
Hispanics also have been reported to have more sedentary lifestyles and diets consisting of
higher consumption of carbohydrates, fats, and calories than the white population (Caballero,

2011). Furthermore, Hispanics were reported to have the highest rate of leisure time inactivity
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compared to all ethnic and racial groups (Marquez & McAuley, 2006) placing them at risk for
diabetes and other health problems.

Several studies have identified cultural factors that may influence healthcare for
Hispanics (Caballero, 2007; Coffman et al., 2012) and the explanatory model of T2DM in MAs
(Jezewski & Poss, 2002). However, no literature was found that discussed the experiences of
individuals of Mexican origin when they were informed for the first time of elevated blood
glucose levels. Since early identification and treatment are crucial in preventing complications,
understanding the experience of an individual who has been newly informed of elevated blood
glucose levels is clinically important. A study conducted by Adams (2003), reported Latinas with
T2DM identified suffering from complications of diabetes to be inevitable and “it is in God’s
hands” (p. 258). Further, individuals felt their new diagnosis of diabetes would not have a
positive influence on their life and some identified an external locus of control. A few
participants described the diagnosis of diabetes to be part of their life but did have to accept it
rather than “just have to deal with it” (p. 258).

Summary

Researchers face multiple challenges when developing and implementing interventions
for Hispanics with T2DM (Kim, Flaskerud, Koniak-Griffin & Dixon, 2005; McQuiston, Parrado,
Martinez & Uribe, 2005). Despite the rigorous efforts of researchers to abate the prevalence of
T2DM in the Hispanic population, the number continues to increase (Kim et al., 2005;
McQuiston et al., 2005). People of Mexican origin are at increased risk for developing diabetes
and experiencing complications associated with this deadly disease (Dergance, Mouton,

Lichtenstein & Hazuda, 2005; Latham & Calvillo, 2009; Satterfield et al., 2003). There is little
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known about the health practices, beliefs and knowledge they have regarding diabetes (Jezewski
& Poss, 2002). However, it is purported that MAs will integrate traditional cultural values and
folk treatment with a biomedical plan of care for diabetes (Jezewski & Poss, 2002).

Gaining an understanding of an individual’s perception of diabetes is imperative for the
development of a healthcare regimen. An individual’s EM of health or illness reflects meanings
of their individual experience and may influence how they respond to a prescribed medical
regimen (Hunt el al., 1998). It is important to understand the experiences individuals of Mexican
origin endure when they are informed of elevated blood glucose levels. Having a greater
understanding of their experience and incorporating culture can promote optimal quality of
health care for adults of Mexican origin and can guide strategies that will promote early

treatment and reduce the consequence associated with diabetes for this population.
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CHAPTER 3: METHODOLOGY

This chapter describes the methods that were used in this study. First the study design and
a brief discussion of the constructivist epistemology utilized to guide this qualitative study and
the rationale are presented. This is followed by a discussion regarding the sampling, recruitment,
data collection, and the translation process for instruments utilized for addressing the specific
aims of the study. Lastly data analysis, data security, and evaluation criteria are discussed.

Study Design

The design of a study and its implementation is guided by the research approach. A
constructivist epistemology is a perspective in which knowledge and meaning of human
phenomena are socially constructed by one’s experience in contrast with being objectively real
(Padgett, 2008). This qualitative study was guided by a constructivism perspective and used a
qualitative descriptive design. According to Sandelowski (2000), qualitative descriptive studies
are a categorical method of inquiry and do not demand conceptual or highly abstract
interpretation of data. Furthermore, in qualitative descriptive methods, interpretations are low-
inference and the facts of the phenomena are presented in everyday common language, thereby
permitting researchers to remain close to the precise words and events of the data (Sandelowski,
2000). A modified version of Kleinman’s model of illness (Kleinman, 1978) was used to guide
this research. The purpose of this study is to explore the explanatory model of adults of Mexican
origin who have participated in a community-based diabetes screening project and their
experiences when they were newly informed of having hyperglycemia that exceeds the threshold

of diabetes according to ADA (2010).
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Sampling and Setting
Background of the Study Participants

The study participants were recruited from a larger diabetes screening project that was
conducted at Arizona State University. A brief description of the initiative is provided in order to
form a better understanding of the sampling process for this qualitative study. The Maricopa
County Insulin Resistance Initiative (MCIRI) screened Hispanic individuals in Maricopa County
for diabetes during 2008 to 2011. Participants were also invited to participate in a biorepository
and be contacted for future research. Individuals who were screened reported no history of
diabetes. Eligibility to participate in the study included diabetes naive individuals who self-
identified as being of Hispanic or Latino origin and were between the ages of 8-85 years old.
Minors signed an assent to participate in the parent study and their parents signed a consent
granting them permission to participate. Individuals who were receiving treatment for metabolic
disease, had been diagnosed with HIVV/AIDS, active cancer, or were experiencing an acute illness
were excluded. For this chapter, the term “Hispanic” is used to identify those who participated in
the parent project.

Eligible participants for the project were invited to participate in a health screening done
at the Clinical Research Unit at Arizona State University. Anthropometric measures (BMI,
weight, height, waist and hip circumference), urine analysis, laboratory blood measures and
medical history were obtained from participants. Additionally, fasting samples of serum, RNA,
and DNA were collected from those consenting to participate in the biorepository. The purpose
of the community screening project was to assess the risk factors for diabetes in a previously

undiagnosed population and develop a research registry of Latinos for future research. During
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the consenting process of the aforementioned study, the participants were invited to be included
in a large registry of individuals who had agreed to be contacted for future research studies. The
registry is a community-wide research registry purposing to decrease the underrepresentation of
Hispanics in biomedical research in Arizona. The screening project found that approximately
40% of the participants had hyperglycemia (pre-diabetes or diabetes). For more information
regarding the parent project see Shaibi, Coletta, Vital and Mandarino (2013). The registry from
this project was used to recruit adults of Mexican origin who were newly informed of having
hyperglycemic values in the range of diabetes to participate in the qualitative study reported in
this dissertation.
Sampling

The proposed study used purposive sampling to invite adults of Mexican origin to
participate in semi-structured interviews. This sampling strategy allowed the researcher to have a
degree of control to ensure that the participants recruited were able to provide information
needed to answer the research questions of interest for this study (Barbour, 2001; Coyne, 1997;
Padgett, 2008). A type of purposeful sampling is criterion sampling, which has been defined by
Patton (1990) as the opportunity to study cases that meet important predetermined criteria for a
phenomenon of interest. This sampling strategy is an important qualitative component to ensure
the understanding of information-rich data, which may potentially reveal important factors that
may be targeted for the opportunity to improve, promote, or develop health care programs and
disease management (Patton, 1990). Hence, this criterion sampling was utilized to recruit
individuals from the registry who met the predetermined criterion to participate in in-depth

interviews.
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Participants recruited for this qualitative study were those who met the following
inclusion criteria: self-identified as being of Mexican origin; between the ages of 18 and 65
years; had participated in the MCIRI and had consented to be re-contacted for future studies; and
had documented (see Transferable Data Form: Appendix F) elevated glucose values in the range
of diabetes (A1C > 6.5%, fasting blood glucose levels >126mg/dl, and/or two hour plasma
glucose >200mg/dl following a 75g anhydrous glucose load during an oral glucose tolerance
test). The exclusion criteria were: self-reported diagnosis of mental impairment or unable to
communicate. The purpose of the exclusion criteria was to ensure the individuals were able to
participate in dialogue in order to elicit the experiences of having been newly informed of having
hyperglycemia in the range of diabetes.

Sample Size

The sample size for this study was anticipated to be 8-15 participants. Ho