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ABSTRACT

A descriptive correlational study investigated the relationship 

between health conception and levels of acculturation for low income 

Mexican American women. Mexican American women (n-25) and angle women 

(n=25) comprised the convenience sample. The Laffrey Health Conception 

Scale (LHCS) was completed by both groups and the Mexican American group 

completed the Acculturation Rating Scale Mexican American.

No correlation was found between health conception and levels of 

acculturation for the Mexican American study group. No significant 

difference was found between the two study groups' scores on the LHCS.

A significant difference was found between the two study groups' and 

middle class anglo women's scores in earl ier research (Laffrey, 1986a)

(p=.05) .

The unexpected finding of high correlations between the four health 

conception scores of the two study groups may indicate that education 

level is more important than ethnicity when considering health 

conceptions of a group of people.



9

CHAPTER 1 

INTRODUCTION

The Mexican American population is growing rapidly in the United 

States, and their  members who util ize modern health care fac i l i t ie s  are 

increasing. In planning and implementing health policy for ethnic 

groups, appropriate assessments are needed. The c l ien t 's  definition of 

health is a logical point at which to begin and should direct nurses in 

their  research, education and service.

This descriptive correlational study investigated the relation

ship of health conception and level of acculturation in Mexican Ameri

can women.

Overview of the Problem 

Mexican American Population

Many have attempted to define the Mexican American population 

but not without major difficulty. Most authorities recognize this 

population's growing numbers and v is ib i l i ty ,  and most would agree that 

Mexican Americans' health care status is an issue for concern. Depend

ing on the source and term of reference, Mexican Americans constitute 

approximately sixty percent of the 14.6 million Hispanics in the United 

States and are the nation's second largest ethnic minority group 

(Andersen, Lewis, Giachello, Aday & Chiu, 1981; Hazuda, Stern &

Haffner, 1988). Mexican Americans constitute the largest ethnic 

minority in the Southwest (Roberts & Lee, 1980); by the year 2000, the 

Hispanic-American population is expected to be the nation's largest 

ethnic group (Wells, Hough, Golding, Burnam, & Karno, 1987).
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Defining this population is a problem. One reason for this is 

terminology. Spanish speakers including authors, clinicians, and 

researchers all may refer to the Mexican American population different

ly. "Mexican American", "Hispanic", "Hispanic American", "Chicano", 

"Latino", and "Spanish origin" are a few terms that may be utilized 

when defining the same population group or when actually referring to 

different ethnic subgroups. Geographic location, social and political 

history, time and place of arrival into the United States also may 

contribute to difficulty in population definition. While there is no 

satisfactory solution to the problem of terminology, population defini

tion has far reaching implications for the generation of comparable 1 

research studies as well as effective program interventions.

Although Mexican American health beliefs and practices have been 

widely studied (Schreiber and Homiak, 1981), authorities such as the 

authors of Report of the Secretary's Task Force on Black and Minority 

Health, (1985) have called for a thorough research of the influence of 

socio-cultural factors on disease outcomes in Mexican Americans and 

identified a need for cultural awareness in the planning of health care 

programs for cultural minorities.

Mexican Americans are in poorer health than their  Anglo counter

parts. Mexican Americans have higher age-standardized death rates, 

shorter l i fe  expectancies, and higher infant and maternal mortality 

rates (Aranda, 1971; Arizona s ta t is t ica l  review, 1989; Quesada &

Heller, 1977; Remy, 1988; Schreiber & Homiak, 1981; U.S. Department of 

Health and Human Services, 1989).
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Population definition and the health status of Mexican Americans 

are problem areas that need evaluation when undertaking a study of this 

group. Cultural awareness in the planning of health care programs for 

ethnic minorities also needs to be examined when executing a study of 

Mexican Americans. Empirical data that would support culturally 

specific program interventions for Mexican Americans is inadequate 

(Deyo, Diehl, Hazuda & Stern, 1985; Hazuda, Haffner, Stern & Eifler, 

1988; Hazuda, Stern, Gaskill, Haffner, & Gardner, 1983; Hazuda, Stern,

& Haffner, 1988; Vega, Sail is, Patterson, Rupp, Morris & Nader, 1988). 

There are many possible reasons for this .  Ethnic diversity is one 

major explanation for a lack of empirical data supporting cultural 

specific program interventions. Miller (1978) in a review of empirical 

research on variations in Mexican American family l i fe  and Quesada & 

Heller (1977) document variation and discrepancies in stereotypes of 

familial ism, family roles, ritual kinship patterns and intermarriage. 

And apart from multiple dimensions within the family, both inter- and 

extra-familial factors can condition and change the family; contribut

ing to ethnic diversity. Immigration, poverty, acculturation, stresses 

of daily l i fe  and other variables make accurate assessments and effec

tive programs for this population challenging.

Apart from cultural specific interventions, the effective 

delivery of programs to Mexican Americans must be considered when 

studying this population. There is data to support the misuse and 

under-utilization of health services by Mexican Americans. Several 

authors have documented that for a variety of reasons, Mexican
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Americans tend to use tert iary  levels of care rather than more preven

tive or promotive types of services (Andersen, Lewis, Giachello, Aday,

& Chiu, 1981; Hazuda, Stern, Gaskill, Haffner, & Gardner, 1983; Wells, 

Hough, Golding, Burnam, & Karno, 1987). The reasons for this are 

complex. Multiple socioeconomic and cultural dimensions affect the 

Mexican American's decision to u til ize modern health care services.

Folk healers and home remedies, language barriers, levels of accultura

tion, sex, increased mobility, occupational stabil i ty ,  discrimination, 

attitudes, and the c l ien t 's  own definition of health are some factors 

to consider when analyzing access and uti l ization of services. While 

decreased levels of income, education and health insurance have been 

related to decreased access to services (Andersen et a! . ,  1981; Wells 

et a l ., 1987) surveys such as the Arizona Statist ical Review (1989) and 

Remy (1988) have documented the scarcity of both preventive and promo

tive health services available to the Mexican American in Southern 

Arizona.

The effective delivery of health care to Mexican Americans is a 

major clinical and policy concern in the Southwestern states (Wells, 

Hough, Golding, Burnam, & Karno, 1987). Effective planning and imple

menting of health care will require careful examination of the Mexican 

American population. Complex issues such as health status, ethnic 

diversity, cultural awareness, and health care service util ization 

patterns need to be investigated when studying Mexican Americans and

health.
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Health Conception

, While the scope of the problem has been identified, health 

conception or the c l ien t 's  definition of health, investigated from a 

nursing perpective, can also be important to effective delivery of 

health care. Specific contributions to nursing knowledge are aimed at 

clarifying the meaning of health for Mexican American women. Research

ers have documented the important role that Mexican American women have 

in passing health knowledge and practices within families and communi

ties (Kay, 1977; Mayers, 1989, and Schreiber & Homiak, 1981). The need 

to understand definitions of health from Mexican American womens' 

perspective is paramount to effective delivery of health care services.

Pender (1975) and others (Rosenstock, 1974) recognized a major 

gap existing between health knowledge and the util ization of preventive 

health services. Pender (1987) proposed a model based on social 

learning theory for health promoting behavior in an attempt to predict 

the likelihood that individuals, groups or communities will engage in 

health promoting behaviors. Pender (1975) and others (Laffrey, 1986a; 

Smith, 1981) are in agreement that the definition of health must serve 

as a reference point for the nurse concerned with the prevention of 

illness and the promotion of health. Health is conceptualized by 

Pender (1987) as one cognitive-perceptual factor that may assist in 

explaining why persons engage in health-promoting behavior (Figure 1).

Planning and implementing effective delivery of health care to 

Mexican Americans must include the investigation of the meaning of 

health for women of this ethnic minority. Pender's (1987) Health
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Promotion Model provides a nursing framework in which the c l ien t 's  

definition of health is recognized as one factor to be examined when 

considering health care outcomes. Operationally, the c l ien t 's  defini

tion of health will be measured by scores on the Laffrey Health Concep

tion Scale (Laffrey, 1986a) (Appendix A).

Levels of Acculturation

Pender (1987) and others (Angel & Worobey, 1988; Arnold & 

Orozco, 1989; Cuellar & Arnold, 1988; Hazuda, Haffner et a l ., 1988; 

Hazuda et a l ., 1983; Quesada & Heller, 1977; Vega et al.., 1988; Wells 

et a l . ,  1987) have documented the need for further research with ethnic 

groups in order to structure appropriate health promotion programs. 

Angel and Worobey (1988) concluded in their  research that "culture 

affects the way in which individuals define and respond to health" (p. 

708). Many have provided evidence suggesting that the definition of 

health might be influenced by ethnicity, culture and the process of 

acculturation differently (Angel & Thoits, 1987; Deyo, Diehl, Hazuda, & 

Stern, 1985; Laffrey, 1986a; Pender, 1987 and Vega et a l . ,  1988). All 

would agree that acculturation is a complex variable. I t has been 

defined from different perspectives, for example from the psychologi

cal, sociological and anthropological perspective. In this study, 

acculturation will be defined as a multidimensional concept to include 

the changes that occur as the result of individuals from two different 

cultures coming together (Cuellar & Arnold, 1988; Dohrenwend & Smith, 

1962; The Social Science Council on Acculturation, 1954, and Padilla, 

1980).
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Results of recent research support the importance of accultura

tion within Pender's Health Promotion Model. Arnold and Orozco (1989) 

and Wells et a l . (1987) found in separate studies the importance of 

acculturation in the use and misuse of health care fa c i l i t i e s .  A 

convenience sample of 37 bilingual, bicultural Mexican Americans, in 

the process of being accepted for vacational rehabilitation services, 

were evaluated on the possible influence of acculturation on the 

assessment process of persons with disabil i t ies .  The researchers found 

that levels of acculturation were significantly related (pc.05) to 

language based measures of both adaptive behavior and verbal-cognitive 

processes (Arnold & Orozco, 1989). This study has far reaching impli

cations. The findings provide an immediate suggestion that evaluators 

of clients receiving health care need to assess the levels of accul

turation of Mexican Americans.

Wells et a l . ,  (1987) surveyed by face-to-face interviews 3,132 

community residents of the Los Angeles area (a completion rate of 685). 

Approximately 50% were of Hispanic origin (mostly Mexican American).

The researchers found that Mexican Americans, especially the less 

acculturated, had significantly lower rates of use of outpatient, but 

not inpatient, care than non-Hispanic whites.

In another study, Deyo et a l . (1985) gathered data from 97 

"indigent and poorly educated Mexican Americans". The researchers 

found that acculturation "may be an important covariate to assess in 

studying a wide variety of health behaviors and attitudes" (p.51). 

Although highly significant associations were found between accultura
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tion scale scores and use of oral contraceptives, parity, "fatalism" 

regarding health, and attitudes toward folk healers, these associations 

remained significant (though weak) after controlling for education and 

family income.

The above research on acculturation as well as other demographic 

variables such as socioeconomic status, support their  importance within 

Pender's (1987) Health Promotion Model. Acculturation, an integral 

component of ethnicity, is an important demographic variable to consid

er when planning programs or defining health.

Pender's (1987) Health Promotion Model provides a nursing frame

work in which acculturation, as a demographic variable, is conceptual

ized as one modifying factor that may influence the c l ien t 's  definition 

of health and his/her liklihood of engaging in health-promoting behav

iors (Figure 1). Operationally, the c l ien t 's  level of acculturation 

will be measured by scores on the Mexican American Acculturation Rating 

Scale (Cuellar, Harris, & Jasso, 1980) (Appendix E).

Purpose of the Study

The purpose of this study was to determine the relationship 

between conception of health and level of acculturation in a group of 

Mexican American women. In order to accomplish this task two groups 

were included in the research design: One Mexican American group and a

comparison group of angle American women. Both study groups were 

similar in regards to socioeconomic status. The following research 

questions were investigated:
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COGNITIVE-PERCEPTUAL MODIFYING FACTORS 
FACTORS

I— ----- --------------- -— | PARTICIPATION
IN HEALTH PROMOTION

Importance of 
health

Perceived control 
of health

Perceived self- 
efficacy

Definition of 
health

Perceived health 
status

Perceived benefits 
of health-promoting 
behaviors

Demographic
characteristics

Biologic
characteristics

Interpersonal
influences

Situational
factors

Behavioral
factors

Likelihood of 
engaging in 
health- 
promoting 
behaviors

Perceived barriers 
of health-promoting 
behaviors

Cues to 
action

Figure 1. Health Promotion Model.

Note. From Health Promotion in Nursing Practice (p.58) by N. J. Pender* 

1987, Newalk: Appleton & Lange.
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1. What is the relationship between scores on the Laffrey 

Health Conception Scale and levels of acculturation in a group of 

Mexican American women?

2. How do scores on the Laffrey Health Conception Scale of a 

group of Mexican American women compare with the scores of angle women 

with similar socioeconomic status in the Southwest?

3. How do scores on the Laffrey Health Conception Scale of 

Mexican American women and anglo women with similar socioeconomic 

status in the Southwest compare with scores from earl ier  research 

(Laffrey, 1986a) of predominantly middle class anglo women in the West?

Significance of the Study

Health is an integral topic to nurses; research that will 

illuminate this concept can influence nursing science, service and 

education. Nurse leaders agree that health promotion is a concern for 

nurses (Donaldson & Crowley, 1978). Furthermore, "knowledge of health 

conception across population groups can increase the abili ty to under

stand and predict other health related variables such as health behav

ior" (Laffrey, 1986a, p. 112). It is not known, however, i f  d i f 

ferences in health conception, health behavior and health status exist 

across different population groups (Laffrey, 1986a; Laffrey & Crabtree, 

1988). These relationships must be empirically tested, and the c la r i 

fication of the meaning of health is an important f i r s t  step of that 

process.

An illumination of the relationship between health conception 

and level of acculturation in a previously untested ethnic group can
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provide scientific data for testing Pender's (1987) model for health 

promotion behavior. An understanding of Mexican American womens' 

conception of health will enhance nursing practice and influence the 

delivery of health care to families.

Summary

The Mexican American woman's definition of health may be associ

ated with her level of acculturation. This study is designed to 

investigate the relationship between these two variables in Mexican 

American women. If an association is supported by results of this 

study, then the relationship between the demographic factor of ethnici

ty and the perceptual-cognitive factor of health definition within 

Pender's (1987) model for health promotion behavior will be advanced.
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CHAPTER 2

REVIEW OF THE LITERATURE

This chapter will describe the conceptual orientation and the 

model from which i t  is derived. I t will also include the review of the 

li terature.  The purpose of the l i terature review is to provide both 

theoretical and research findings from a nursing perspective, all of 

which are relevant to the investigation of the relationship between two 

concepts: health conception and level of acculturation. The conceptual 

orientation will introduce and provide ^organization for this chapter. 

The li terature review will follow the conceptual orientation and will 

be further organized by theoretical and empirical components/ A 

synthesis is provided of the manner in which the concepts f i t  within 

the conceptual orientation and Health Promotion Model provided by 

Pender.

Conceptual Orientation

This study was conceptualized within an orientation (Figure 2); 

derived from Pender's (1987) Health Promotion Model. Pender's model 

was deduced from social learning theory and is structurally similar to 

the Health Belief Model. In social learning theory the unit of inves

tigation is the interaction of the individual and his/her meaningful 

environment. Social learning theory " . . .s t resses  the fact that the 

major or basic modes of behaving are learned in social situations and 

are inextricably fused with needs requiring for their  satisfaction the 

mediation of other persons" (Rotter, 1954, p.84). Social learning



Construct
Level

Concept
Level

Operational
Level

Figure 2.

Definition of Demographic
Health- - - - - Characteristics

Health Level of
Conception............... Acculturation

Laffrey
Health
Conception
Scale

Acculturation 
Rating Scale 
Mexican 
American

(LHCS)------------ (ARSMA)

Conceptual Orientation.
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theory recognizes the importance of the individual's perceptions or 

cognition in a given situation and the influence of these perceptions 

on behaviors (Murdaugh & Hinshaw, 1986).

The Health Belief Model, originally designed in the 1950s by 

social psychologists Hochbaum, Rosenstock, and later  modified by Becker 

and others, links individuals' perceptions about their  susceptibility 

to disease and about the seriousness of the disease to their  perception 

of threat. Included in the equation are perceived benefits and barri

ers to preventive action (Woods, 1989; Laffrey, 1985a). Pender's 

(1987) model is similar in structure to the Health Belief Model in 

predicting behaviors. But whereas the Health Belief Model focuses on 

the prevention of disease and is characterized as threat reducing, the 

Health Promotion Model focuses on behaviors directed toward optimizing 

well-being and self-actualization in the absence of any disease threat 

(Laffrey, 1985a; Woods, 1989).

Within the Health Promotion Model, Pender (1987) conceptualizes 

seven cognitive-perceptual factors (Figure 1) as primary motivational 

mechanisms for engaging in health promotion behaviors: (a) importance

of health, (b) perceived control of health, (c) perceived self-eff ica

cy, (d) definition of health, (e) perceived health status, (f) per

ceived benefits of health-promoting behaviors, and (g) perceived 

barriers of health-promoting behaviors. At the construct level within 

the conceptual orientation of this study (Figure 2), the definition of 

health, was investigated. Nursing research has supported the hypothe

sis that differing definitions of health are associated with the
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reasons for engaging in health promotive behaviors (Laffrey, 1982;

1986b).

Pender also conceptualized five modifying factors (Figure 1) 

which indirectly affect health outcomes through their  impact on the 

client:  (a) demographic characteristics, (b) biologic characteristics,

(c) interpersonal influences, (d) situational factors, and (e) behav

ioral factors. Pender (1987) included ethnicity or culture as modify

ing factors. The level of acculturation, broadly speaking, a measure

ment device for ethnicity or culture, can be viewed as a modifying 

factor and a demographic characteristic. Level of acculturation 

research has shown this concept to be related to many variables. 

Although intuitively correct, nursing research has not identified level 

of acculturation as related to an individual's conception of health.

At the construct level within the conceptual orientation of this study 

(Figure 2), ethnicity as a demographic characteristic was investigated.

Validation of the use of the Health Promotion Model with various 

socioeconomic and ethnic groups has been recommended. The definition 

of health, a perceptual factor, (as measured by the Laffrey Health 

Conception Scale) and level of acculturation, a modifying factor, (as 

measured by the Acculturation Rating Scale Mexican American) are 

hypothesized by Pender (1987) as being related. This study investigat

ed the relationship of these two variables. The likelihood of action 

toward health promotion behaviors, also addressed within Pender's 

model, was not examined in this study.
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The Concept of Health: Theoretical Findings

Ideas and definitions of health abound in the l i tera ture .

Because of different ideas about health, i t  is d if f icu lt  to know what 

each individual means when using the term. If the nurse and client 

hold divergent conceptualizations of health, communication between them 

can be impaired while each are working toward different goals (Laffrey, 

1985a). In order to develop meaningful and relevant objectives for 

health, i t  is essential that research attempts to identify health 

conceptions in diverse populations.

Theory and research generated to answer problems in nursing, 

whether i t  be planned deductively or inductively, must be born from a 

nursing perspective (Donaldson & Crowley, 1978). The phenomenon of 

health in this study was synthesized from the li terature and analyzed 

from a nursing perspective. Conceptualizations of health were examined 

for patterns and processes; serving as boundaries for inquiry, as 

recommended in a nursing perspective by Donaldson and Crowley. Whenev

er possible, health conceptualizations were synthesized into three 

variables: health as a dichotomous variable, health as a continuum 

variable, and health as a eudaimonistic variable.

Health as a Dichotomous Variable

A major perspective has evolved in nursing today in which health 

is viewed as freedom from disease. The client is metaphorically 

comprehended as "mechanistic" or machine-like, in that when a part is 

not working properly, disease is present; when fixed, health is re
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stored. Derived from the medical model of germ theory, Newtonian 

physics and Descarte's separation of mind and body, this major perspec

tive has been the most prominent way of conceptualizing nursing care 

(Laffrey et a l ., 1986).

Many definitions of health are derived from this perspective. 

From a li terature review of four nursing journals published over a 

twelve year, eight-month period, health as a dichotomous variable was 

explicated as an important way to conceptualize this phenomenon (Dill, 

1990). The two variables are health and disease. They are viewed as 

separate concepts; where a person is either healthy or not healthy. 

Health as a dichotomous variable originates from " . . . a  clinical model 

of health based on absence of signs and symptoms of disease" (Dill, 

1990, p.8). The conceptualization of health as a dichotomous variable 

is prominent in other types of l i terature reviews. Keller (1981) 

conducted a concept analysis of "health" in l i terature of the 1960s and 

1970s. She found definitions of health by both health care and non 

health care professionals to be internally consistent. Sub-concepts 

such as "physical" were mentioned 55% and 53% respectively, while 

"opposite illness or pain" were mentioned 24% and 46% respectively. 

Physical/biological sub-concepts were ranked number one while opposite 

of (or freedom from) disease and pain concepts were ranked fourth 

(Table 1). These sub-concepts, documented by Keller, are important to 

the understanding of health as a dichotomous variable. They also 

contribute to an understanding of a major nursing perspective that has 

formed definitions of health.



Table 1

Ranking of Subconcepts of Definitions of Health

RANK SUBCONCEPTS MENTIONS

1 Physical/biological 22
2 Emotional/psychological 20
4 Environment 13
4 Social 13
4 Opposite of (or freedom from)

disease, pain 13
6 Integrated functioning 11
7 Optimum capability 10
8 Adaptation 9
9.5 Daily living/activit ies 5
9.5 Spiritual 5

13 Cultural 4
13 Wellness 4
13 Relationships 4
13 Purposeful direction 4
13 Meaning in l i fe ,  one's values 4
17 Well-being 3
17 Harmony 3
17 Heredity 3
19.5 Balance 2
19.5 Self-knowledge, self-realization 2
21 (W)holistic 1

Note. From "Toward a definition of health" by

M. J. Keller, 1981, Advances in Nursing Science, 4(1).
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Dolfman (1973) in an analytic examination of the concept of 

health, lends additional understanding to health as a dichotomous 

variable. Both Dolfman and Keller (1981) recognized that historically, 

health originated as a positive state, devoid of the idea of il lness.  

Health is the state or condition of the body being sound or whole. 

Religion assisted in modifying this definition to include "good" and 

"bad" health. And physical health was expanded to include moral health 

and mental soundness. In the "modern era", the notion that good health 

is a disease-free state or condition, is the most popular and widely 

accepted perspective of health today (Dolfman, 1973). Viewed conceptu

ally, the absence of one defines the presence of the other.

Conceptualizations of health from Mexican American perspectives 

must be derived from research. Schreiber & Homiak (1981) document in a 

review of studies, including epidemiology, that over a twenty-five year 

period, health beliefs and practices were widely studied. Organizing 

the research into "three generations" Schreiber & Homiak (1981), 

Saunders (1954), Clark (1970), Schulman & Smith (1963), and Weaver 

(1973) have identified that f i r s t  and second generations of studies 

(within the 1950s and 1960s) tended to be small homogenous samples with 

ethnographic methods employed. Specific regional areas were emphasized 

and the rural working-class Mexican American received most attention. 

The phenomenon of culture tended to be the sole explanation for ob

served behavior. A major problem noted with research generated from 

this era is insufficient attention to intra-ethnic variation (Schreiber 

& Homiak, 1981). "Third generation" research (within the 1970s) s t i l l
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emphasized regional areas and working-class Mexican Americans but gave 

more attention to urbanization. Methodology became more quantitative 

in nature, increasing sample size and narrowing study issues for 

testing and problem solving (Schreiber & Homiak, 1981 and Weaver,

1973). Tripp-Reimer & Dougherty (1985) noted in a review of the cross- 

cultural nursing research, a plethora of hypotheses generated, espe

cially by means of qualitative methods. They documented a need to go 

beyond hypothesis generation to hypothesis testing. A need to test 

existing nursing theories and models with the Mexican American popula

tion is noted by this investigator. After testing, a need for model 

development that is more representative of Mexican American perspective 

may be necessary.

Most authors admonish extreme caution when making interpreta

tions, generalizations and conclusions about Mexican American health 

beliefs. The rich variation that exists within the Mexican American 

population is only partly explained by history, geography, and socio

cultural factors. Rural and urban status, place of birth and genera

tional status, sex, family and community integration, acculturation, 

all amplify the explanation for widespread intra-ethnic variation (Kay, 

1977; Schreiber & Homiak, 1981 and others, this is widely documented). 

With the need for caution understood, some generalizations have been 

attempted to discern Mexican American conceptualizations of health from 

a nursing perspective.

Most authors or researchers working in Mexican American health 

issues tended to focus on illness and folk disease belief systems.
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However, Clark (1970) a frequently referenced source in the investiga

tive l i terature on Mexican Americans, notes that curing practices are a 

function of the beliefs on the nature of health and so are therefore, 

important to the understanding of health. This method for understand

ing health is in i t s e l f  a dichotomous framework and is frequently 

utilized in the li terature.  On closer examination of synthesized 

views, Mexican Americans' health conceptions would seem to fall within 

a range of health variables.

Schreiber & Homiak (1981) and others (Kay, 1972, and Martinez & 

Martin, 1966) noted that i t  is misleading to separate Mexican-American 

health beliefs into "traditional" or "scientific" medical orientations. 

"In reality, the distinction is a continuous rather than a discrete 

one. Most Mexican Americans are in fact heterogeneous users of medical 

care" (Schreiber & Homiak, p.299). Many authors have documented that 

Mexican American disease taxonomy includes western medical perspectives 

of germ theory (Baca, 1973; Clark, 1970; Saunders, 1954, and Schreiber 

& Homiak, 1981). Mexican Americans recognize a number of scientific 

disease categories, although they do not necessarily label them so. 

Schreiber & Homiak (1981) noted that although most research indicates 

separate cognitive categories for "folk" and "scientific" disorders, 

operationally there may be a blending of both in which the salience of 

one might depend on a variety of factors. "The nature of an illness 

episode, the sequencing of referral and treatment, and the abi l i ty  of 

folk or scientific methods to effect a satisfactory outcome.. .may be



' s ituationally selected' in light of any or all of these factors 

(p.299).

Clark (1970), Kay (1972) and Schulman & Smith (1963) have noted 

that there are many characteristics of the "normally healthy" that are 

widely shared. These c r i te r ia  for all ages, and for both sexes are (1) 

a high level of physical activity, (2) a well-fleshed body, (3) the 

absence of pain. These authors have documented in their  research that 

although people may possess these c r i te r ia  in varying proportions, "the 

observable absence of any one of the criterion might indicate lack of 

health" (Schulman .& Smith, p.229). Kay (1972), in an ethnographic 

study, documented her informants' descriptions of enfermedad (illness 

and disease) occurring when "you're normally very active, but then you 

want to stay in bed"; "you have a pain"; "you are dizzy", and some body 

function is no longer normal or natural (p .122). General features of 

enfermedad were fatigue, weakness, incapacity and dizziness. These 

features contrasted with health and only one or more were needed in 

order to be sick. She further documented that enfermedad was caused by 

such factors as fatigue, disregarding hygienic rules, environmental 

alterations, and animalitos or microbios (tiny animals or germs).

The above accounts give evidence that some Mexican Americans 

conceptualize health as a dichotomous variable. Assumptions of how to 

attain or keep health f i t  within nursing's major perspective of health. 

That is, microbios and animalitos cause enfermedad. Then the 

curandera or partera (folk practitioners) are called upon to diagnose,

30
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treat ,  relieve or change some unhealthful condition for the "patient". 

Health is restored.

Folk disease, can be analyzed as a dichotomous variable, and 

easily placed within the framework of modern medicine (Martinez & 

Martin, 1966). Without describing the causes, diagnostic processes, 

and treatments for folk diseases (which are abundant in the l i t e r a 

ture), essential structures of the client (or patient) and his/her 

relationship to health can be explicated and analyzed from a nursing 

perspective. Mai oio. emoacho, caida de moll era, susto, and mal puesto 

all have specific factors which can be readily diagnosed by either 

family members or the proper folk practitioner. This specialist  is 

embued with the responsibility of providing a well accepted treatment 

which will return the patient to his/her former health. This relation

ship to health and i ts  absence, is comparable to the medical model. 

These conceptualizations of health (derived from il lness, as their 

opposite) f i t  within nursing's major perspective of health.

In summary, health conceptualized as a dichotomous variable, can 

be found within large quantities of nursing li terature as well as 

l i terature attempting to describe Mexican American health perspectives. 

The dichotomous conceptualization of health can also be found within 

Pender's (1987) Health Promotion Model. Both Laffrey (1985a) and Woods 

(1989) analyzed Pender's (1987) Health Promotion Model as focusing on 

behaviors directed toward optimizing well-being and self-actualization 

in the absence of any disease threat. And Pender (1987) stated i t  was 

her belief that "health and illness are qualitatively different but
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related concepts.. .and can be diagrammed as representing discrete 

events. .." (p.29). Health as a dichotomous variable is a major 

conceptualization of health to be appraised within nursing today.

Health as a Continuum Variable

Within the health-ill  ness continuum, instead of "good" or "bad" 

health, there is "more" or "less" health. Functional, adaptive, role 

performance, dynamic equilibrium and balance, the additive process, 

organismic or systems theory have all been used to define health as a 

continuum variable. The parts, however defined, add up to the whole, 

and the whole is the organism. Perhaps the largest body of li terature 

on health conceptualizes the phenomenon from this vantage (Table 1). 

Keller (1981) notes the sub-concepts mentioned are not exclusive and 

there is no way of knowing how the sub-concepts were utilized together. 

This structure of parts counted is a reductionistic view that charac

terizes health as a continuum variable. Health " . . .ex is ts  when the 

physical body is healthy, the emotions are sound, the mind is strong, 

the l ifes tyle  is sane, and the spiritual expression is whole"

(Leichtman & Jepikse, as quoted by Keller, 1981). Perhaps the most 

famous conceptualization of health as a continuum variable is the 1946, 

World Health Organization's definition: "Health is a state of complete

physical, mental, and social well-being and not merely an absence of 

disease or infirmity" (as quoted in Parse, Coyne & Smith, 1985 p.27).

Further evidence for health conceptualized as a continuum 

variable is provided by Fitzpatrick & Whall (1989). The expansivenss
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of health conceptualiezed in this manner is provided in at least nine 

models of nursing that contain definitions of health as a continuum 

variable (Abdel!ah, p.128; Erickson, Tomlin & Swain, p.337; Henderson, 

p.212; Johnson, p.149; King, p.275; Levine, p.141; Neuman, p.260 and 

Orem, p.171).

Smith's (1981) four models of health are an example of health as 

a continuum. "They can . . .  be viewed as forming a scale--a progressive 

expansion of the idea of health" (p.47). The models are not mutually 

exclusive ideas of health. "The adoption of one model does not pre

clude the adoption of the other models of health, although the degree 

of emphasis put on each model may differ" (p.47). The narrowest view, 

the clinical model, is a fundamentally important conception because i t  

is a minimal conception of health. If  a person has signs and symptoms 

of disease he/she can never be considered healthy (Smith, 1981). The 

role-performance model follows the clinical model, then the adaptive 

model, and finally the eudaimonistic model. The four models form a 

progressively inclusive conceptualization of health. The assumption 

within this model f i t s  within nursing's major perspectives of health. 

That is the client is a "mechanistic organism who adapts to the envi

ronment and strives toward a state of well-being" (Parse, 1987, p.4). 

Within this assumption of adaption "disease is a failure in adaptation; 

i t  is a breakdown in the abili ty  of the organism to cope with certain 

changes in i ts  environment" (Smith, 1981, p.45).

The l i terature on Mexican American health beliefs contain many 

examples of conceptualizations of health as a continuum variable. Most
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frequently documented is the belief that health is the abili ty to carry 

out one's usual duties or to perform adequately within one's expected 

age - sex roles (Baca, 1973; Rose, 1978; Schreiber & Homiak, 1981; 

Schulman & Smith, 1963). La vida es dura ( l i fe  is hard). "The 

greatest burden was placed upon adults in their  mature productive 

years. The abili ty  to perform one's tasks was essential to survival.

If a man was unable to work, his family suffered" (Schulman & Smith, 

1963, p.227). All members have their  expected roles to carry out 

within the family and community. Even the child is expected to be 

active and play hard. He/she mimics the adults of the same sex; 

assuming small chores (Schulman & Smith, 1963, p.233). In a summary 

discussion of their  two year study of villagers of New Mexico and 

Colorado, researchers concluded: " 'Normal' health as 'adequate

functioning' is a widespread idea" (Schulman & Smith, p.234).

Foster (1988), Rose (1978) and Schulman & Smith (1963) have 

noted Mexican Americans believe that the human body is thought to be in 

a state of balance or equilibrium i f  i t  is 'healthy'. Foster (1988) 

noted that "in most Spanish-American communities for which we have good 

data, a significant chunk of traditional medicine draws heavily upon 

classical humoral pathology" (p.121). Foster recognized this phenome

non as a legacy of Hippocrates, Galen, and other Persian and European 

physicians, all of which has been f il tered through Spanish Catholic 

priests and conquistadors. For example, disturbances in the balance 

between hot and cold calidades (qualities which have no direct rela

tionship to thermal temperature) are thought to be corrected by the
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ingestion of particular foods or herbs (Foster, 1988, and Rose, 1978). 

The hot and cold dichotomy " . . . i s  a guide both to staying well, and to 

therapy. I t invokes curing practices that can be viewed as a response 

to the basic theory of causation, that is, loss of body equilibrium.

The principle of opposites is thus an integral part of a total medical 

system" (Foster, p.121). A 'hot' cough may be eliminated and health 

restored by the remedy of a 'cold' herb such as flor de abro.io (Foster, 

1988). This structure is similar to the medical model while employing 

theory of equilibrium, or health conceptualized as a continuum vari

able.

In summary, health conceptualized as a continuum variable can be 

found within numerous examples of nursing l i terature as well as l i t e r a 

ture analyzing structures of health for Mexican Americans. Pender's 

(1987) Health Promotion Model can also be analyzed as a continuum 

variable. Pender's seven cognitive-perceptual factors and five modify

ing factors together make up the organism. It is assumed that any one 

factor within this system can change the whole system. This conceptu

alization of parts counted, or parts in dynamic equilibrium, is impor

tant in appraising health as a continuum variable. This view of health 

is also a major perspective within nursing today.

Health as a Eudaimonistic Variable

There is notable lack of consensus in the l i tera ture  as to the 

definition of eudaimonism. Probably this is due to the newness of the 

concept by research in particular and society in general. Keller
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(1981) documented in her conceptual analysis of health (Table 1) a 

singular mention for the sub-concept w(holistic). A similar conceptual 

analysis done today would no doubt have an increased number of men

tions. More recent nursing l i terature has noted a lack of consensus 

when defining eudaimonism and the nursing perspective i t  may represent 

(Dill, 1990 and Laffrey et a l . , 1986). Although there are many issues 

to be investigated when discussing health as a eudaimonistic variable, 

one major disagreement will be analyzed here.

Perhaps the most important area containing marked divergent 

opinion is whether health, as a eudaimonistic variable, can be concep

tualized within il lness.  Health as a eudaimonistic variable has been 

conceptualized by Dunn (1977) as high level wellness and Maslow (as 

discussed in Laffrey, 1982) as self-actualization, and Pender (1987); 

Laffrey (1985), and Brubaker (1983) as health promotion.

Inherent in these conceptualizations is the notion of linear measure

ment. The hazards in specificity, which some believe is important to 

comprehension and quantification, allow the concept to be measured as 

"more" or "less", and as "absent or present", and assume a final goal 

(health). Smith (1981); Bruebaker (1983), and Dunn (1977) contend that 

health promotion and high level wellness can only occur after healthy 

s tabil i ty .  Linear conceptualizations of eudaimonism might f i t  more 

congruently within health as dichotomous or continuum variables.

Other nurse theorists have also recognized health as a 

eudaimonistic variable but have more specifically included the notion 

of health within il lness.  Some of these theorists are: Allen, Newman,
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and Parse (as presented in Fitzpatrick & WhaTl, 1989) and Tripp-Reimer 

(1984). Health within disease or illness is well documented by re

searchers in the area of rehabilitation, "whose work has demonstrated 

dramatic variabil ity in people's functional capacities despite serious 

physical challenges to their  role performance" (Woods, 1989, p.9). 

Health as a eudaimonistic variable for these theorists tends to be 

defined as a relative term and one which can only really be known by 

the person experiencing the phenomenon. Health as eudaimonism is 

conceptualized as neither an empirical fact nor an objective phenomenon 

(Balog, 1982; Parse, 1981; 1987, and Parse, Coyne & Smith, 1985).

Because of divergent opinion then, health conceptualized as a 

eudaimonistic variable can mean broadly, a linear concept in which 

increasing levels of health are realized, or a multiple dimensional 

concept in which health within illness or disease is realized.

Perhaps the most interesting conceptualization of health by 

Mexican Americans can be analyzed as providing evidence for health as a 

eudaimonistic variable; in which health can include illness or disease. 

Schulman & Smith (1963) documented in their  two year study of the 

concept of health among rural Spanish speakers of New Mexico and 

Colorado that a well-fleshed body, even when there is evidence of 

disease or il lness, e.g. hemoptysis with tuberculosis, is considered 

healthy. "The villager does not differentiate between the individual 

whose flesh has fine muscle tone and the individual who is large" 

(p.230). There was no differentiation between excessive obesity and 

large. "...The truly corpulent did not seem to call for special role
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expectations among villagers" (p.231). Similarly, a small child may 

have diarrhea or a cough, but i f  she/he eats well, is plump and large, 

active and possesses a pleasant disposition, the child is considered 

healthy. "How nice and fat your child is" was a common social ex

change. Then too, researchers found that an elderly person at ninety 

was inactive (generally an important c r i te r ia  for disease) but was 

considered healthy because "he was fat and had rosy cheeks" (Schulman & 

Smith, 1963, p234).

Schulman and Smith (1963) found other qualities to be important 

in the consideration of health even though disease or il lness may be 

present or other healthful qualities reduced. The older person who is 

s t i l l  an early r iser ,  even though "he s i t s  all the time", and the child 

or adult with a sunny disposition or who is alert ,  or friendly, or 

contented, even though other signs of illness may be present, is 

considered healthy (Schulman & Smith, 1963, p. 233). Although more 

research is needed, Baca (1973); Rose (1978) and Schreiber & Homiak 

(1981) in l i terature reviews have all collaborated the above findings. 

It would seem that Mexican Americans recognize health as a 

eudaimonistic variable. That is, health is possible in the presence of 

disease. "The villager may often consider afflict ion to be present in 

topically specific parts of the body, or in some system of the body, 

but he thinks of himself as well" (Schulman & Smith, 1963, p.232). 

Researchers in Schulman & Smith's study found this idea repeated 

consistently by informants: "A happy person is apt to be healthy.. . (He

is) contented, satisfied with things the way they are going. Maybe
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something is wrong physically, but i t  doesn't come right out: You have 

to drag i t  out" (p.232).

Other evidence of health as a eudaimonistic variable is found in 

the notion of an established present, Clark (1970), Rose (1978), 

Saunders (1954), Schreiber & Homiak (1981), and Schulman & Smith (1963) 

document that Mexican American health beliefs support traditional core 

values of the social system. Relationships with family, neighbors and 

community can cause il lness.  But, " l i t t l e  emphasis is placed on the 

mechanics of how i t  came to be, nor is there strong stress on how i t  

might develop, positively or negatively, in the future" (Schulman & 

Smith, p.227). A sense of personal responsibility for the occurrence 

of good or bad health is not held (Saunders, 1954). There is instead a 

general acceptance of things as they are. "Health is a day-to-day 

thing, always important, but appraised in terms of the elements which 

shape the present" (Schulman & Smith, p.227).

These modes of thinking about health f i t  within the conceptual

ization of health as a eudaimonistic variable. A final goal realiza

tion is not the important outcome; rather, the established present is 

the best stage for that time. In the examples cited above, the concep

tualization of health within illness is supported among some Mexican 

American groups.

The nursing perspective, where health is a eudaimonistic vari

able and includes possibili t ies of health within disease or il lness, is 

an emerging structure within nursing today. Pender (1987) believed 

that illness experiences can thwart or fac i l i ta te  one's continuing



40

quest for health. Pender also thought that "optimum health or poor 

health can exist with or without overt illness" (p.29). I t  seems that 

Pender's (1987) Health Promotion Model may contain elements of all 

three conceptualizations of health: Health as a dichotomous variable,

health as a continuum variable, and health as a eudaimonistic variable.

The Concept of Health: Research Findings

"Health is a significant variable for nursing research, educa

tion and practice" (Donaldson & Crowley, 1978 and Fawcett, 1984 as 

quoted in Laffrey & Crabtree, 1988, p.41). In a review of the research 

on conceptualizations of health and self-care, Woods (1988) found that 

"conceptualizations of health have had a profound influence on the 

research aims and methods reflected in the professional l i terature on 

self-care: They have shaped the concepts studied as well as the

methods used to study them" (p.9-10). Woods noted differing methodolo

gies employed when viewing health from a c l in ica l , role, adaptive or 

eudaimonistic perspective. The following review of research findings 

is aimed at examining individuals' definitions of health. Pender 

(1987) and Laffrey (1982; 1985a; 1985c) have noted there are few 

studies that have focused on the meaning of health for individuals, 

families and communities.

Baumann's (1961) study is often referenced in the l i terature of 

health conceptions. She found that two groups (201 patients with one 

or more chronic illnesses and 262 medical students) held widely diver

gent views of what i t  means to be healthy. Subjects were asked what
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they thought most people mean when they say they are in good health or 

good physical condition. A content analysis was then carried out. 

Baumann found that individuals differentially perceived behaviors as 

related to their  concept of health. Furthermore, her study showed that 

in both groups, conception of health became more concerned with absence 

of disease or symptoms with increased education. The researcher also 

found that older adults differed from younger adults in that their  

health conceptions were less concerned with absence of disease and more 

concerned with performance of daily activ i t ies .  Although responses 

were placed into three categories: (a) feeling state, (b) symptom, and 

(c) performance, over half of the subjects in both groups indicated 

that health was a multidimensional concept. Criticism of Baumann's 

methodology has been the indirect wording of "health" used in her 

research question (Laffrey, 1982).

Natapoff (1978) is another study frequently referred to in the 

l i terature.  Natapoff examined the health concept of 264 children in 

grades one through seven. Methodology included three open-ended 

questions which were la ter  analyzed by category. Extensive pilot 

testing with follow-up interviews showed 94% agreement in tes t / re tes t  

re l iab i l i ty .  Natapoff found definitions to be a function of develop

ment; changing over time. Older children gave broader and more in t r i 

cate conceptions. The three most frequent definitions mentioned 

supported Baumann's earl ier  categories. They were: (a) feeling good 

(67%), (b) being able to do what one wanted (61%), and (c) not being 

sick (48%). Natapoff's study also gives evidence that health concep
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tions vary widely among individuals and that children view health as 

something more than the absence of disease.

Both Baumann and Naptoff give evidence for health conception as 

a multidimensional concept, one that may include elements of health as 

a dichotomous variable, health as a continuum variable, and health as a 

eudaimonistic variable. Unfortunately, there are a notable lack of 

instruments and research investigating the definitions of health for 

individuals, families, communities.

Two more recent qualitative studies have investigated the 

concept of health. Parse, Coyne & Smith, (1985) in a phenomenological 

investigation of the lived experience of health, collected written 

descriptions of health from 400 subjects in four age groups (100 

subjects between 7 and 19 years; 100 between 20 and 45; 100 between 46 

and 65; and 100 over 66 years) with equal sex representation. Common 

elements in experiencing a feeling of health among several different 

age groups was investigated. A structural definition of health 

evolved, consistent with Parse's (1981) Man-Living-Health theory. 

Although harmony, energy, and plenitude were common elements that 

emerged from all age groups, greater specificity was evident in each of 

the four age groups. For example, in the two younger age groups 

consisting of 200 subjects of equal sex representation, health was 

viewed as an invigorating force; a resonation of clari ty;  spirited 

intensity and constructing successful ness. For the two older age 

groups, health was viewed as creating triumphs; serene unity; generat

ing completeness and transcendent v i ta l i ty .  This qualitative study
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supports a multidimensional conception of health, with health being 

more than the absence of disease.

Another qualitative study, Woods, Laffrey, Duffy, Lentz, Mitch

e l l ,  Taylor & Cowan (1988) attempted to define, measure, and quantify 

the concept of health. Content analysis of "What does healthy mean to 

you?" was carried out for 528 women from a cross-section of a community 

who had participated in a study of women's health. Their findings were 

consistent with contemporary nursing theorist views in that evidence 

for Smith's (1981) four dimensions of health was obtained. Nine 

additional dimensions were found, consistent with a eudaimoriistic 

orientation of health and multidimensionality. Most frequently report

ed categories were clinical and eudaimonistic elements. Evidence was 

obtained that many women do view their  health as consistent within 

major nursing perspectives today. Older women reported more role 

performance and adaptive images but fewer eudaimonistic images than 

their  younger counterparts. Higher education levels and income were 

associated with more eudaimonistic images. Ethnicity and employment 

factors were not found to be associated with the four dimensions of 

health. This may be due to the similar socioeconomic status of racial 

and ethnic groups included in the study. This study, conducted from a 

nursing perspective, provided a combination of techniques in methodoloy 

in the investigation and measurement of health conceptions.

The only quantitative instrument for health conceptions found in 

the nursing l i terature by this investigator was Laffrey' s (1986a)

Health Conception Scale. "Although a great deal of research has
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studied health, very few studies have been found that measure health 

conception, nor have any instruments been found for i t s  measurement" 

(Laffrey, 1982, p.28). Laffrey (1986a) refined her scale developed 

originally as a part of her doctoral dissertation. The scale is based 

on Smith's (1981) contention that health is viewed from four models:

(1) clinical (absence of disease), (2) role performance (abil i ty  to 

perform socially defined roles), (3) adaptive (flexible adjustment to 

the changing environment), and (4) eudaimonistic (exuberant well

being). Although Smith (1981) contended these views of health were not 

linear but instead formed a progression of scopes, ranges and areas, 

she s t i l l  noted that in order to be healthy "one has to at least meet 

the standards of the clinical model" (p.47). Since her work, others 

have not supported the progressive nature of a scale but instead give 

evidence for health conceptions as a multidimensional concept, includ

ing health within illness (Hartweg, 1990; Laffrey, 1982; Laffrey, 

19886a; 1986b; Meleis, Norbeck & Laffrey, 1989; Reed, 1981;

Stuifbergen, Becker, Ingalsbe, & Sands, 1990, and Utz, Hammer,

Whitmire, & Grass, 1990).

Laffrey (1982) included in her la ter  condensed version of her 

doctoral dissertation (1985b) the finding that complexity of health 

conception is associated with the promotion of health behavior choice. 

Laffrey's study (documented in 1982 and 1985b) consisted of a random

ized sample of 95 Caucasian adults (18 - 69 years) selected from three 

suburban midwestern c i t ies .  She found an important incongruence within 

her theoretical framework. Her major finding (more complex health
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conceptions were significantly associated with greater promotiveness of 

health behavior choices) "is contrary to Roger's . . .  (concept of 

he!icy) and development of the l i fe  process. If human behavior is a 

holistic manifestation of the l i fe  process (and) developing . . .  toward 

greater complexity and diversity, then growth-motivated behavior would 

logically be evident at all levels of development" (Laffrey, 1982, 

p.95). She notes that further research is needed in order to investi

gate this incongruence.

Laffrey (1986) revised her health conception scale (LHCS) and
.

tested i t  for re l iab i l i ty  and validity with a convenience sample of 141 

f i r s t  and second year masters' students in a school of nursing in the 

Western United States. Construct validity measured by factor analysis 

provided strong confirmation of the four dimensions measured by the 

LHCS. Reliability, using Cronbach's alpha, showed a high degree of 

internal consistency, ranging from .867 to .884. Test-retest r e l iab i l 

ity conducted with another group of nursing students (n =35) was .84 

after one week. Laffrey (1986a) found the profile of dimension scores 

with this sample population to be varied among participants. "Some 

persons had similar scores across dimensions, whereas others differed 

across the four dimensions or had one dimension score which stood out 

from the other three" (p.110).

Research completed since by Laffrey and others using the LHCS 

(Laffrey, 1986b; Laffrey & Crabtree, 1988, and Stuifbergen et a l .,

1990) have supported the importance in knowing how the individual 

defines his/her health. Laffrey (1986b) and Laffrey and Crabtree's
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(1988) studies were organized by comparing two groups. Laffrey (1986b) 

compared normal and overweight adults while Laffrey & Crabtree (1988) 

compared chronic cardiovascular disease and a healthy group. Both 

studies found that the two comparison groups did not significantly 

differ in their  conceptions of health as measured by the LHCS.

Laffrey's (1986b) research, supporting her earl ier research (1982 and 

1985b), found a significant relationship between more complex health 

conceptions and increased promotion of health behaviors. Laffrey & 

Crabtree's (1988) research found that although the cardiovascular group 

perceived themselves as less healthy, overall, this was measured within 

the clinical dimension only. The cardiovascular group perceived 

themselves equally healthy on the functional, adaptive, and 

eudaimonistic dimensions. This is an important empirical study which 

attempts to quantify health conceptions and which supports the concept 

of health as a multidimensional concept.

Other studies have also found evidence that health is a multidi

mensional concept. Meleis, Norbeck, and Laffrey (1989) found that 

clerical workers with multiple roles appeared to view health as more 

than the absence of symptoms. And Utz, Hammer, Whitmire and Grass 

(1990) found persons with mitral valve prolapse perceived their  health 

state as an incorporation of ideas related to clinical aspects, role 

performance, and adaptation. However, in both studies (Meleis et a l . 

and Utz et al .)  subjects' conceptions of health were not quantified.

Stuifbergen et a l . (1990) utilized the LHCS with a convenience 

sample of disabled adults (n=135), each having at least one medically
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diagnosed impairment. One of the major findings of this study was that 

the subjects perceived themselves as predominantly healthy. Similarly, 

Laffrey's (1986b) study showed that both normal and overweight adults 

viewed themselves as healthy. Laffrey & Crabtree's (1988) study of 

chronic cardiovascular subjects emphasized clinical aspects of health 

and Stuifbergen et a l . (1990) study of disabled subjects emphasized 

functional aspects of health. Both provide quantifiable data support

ing the assumption that people define health more broadly than the 

absence of illness.

Although a great deal of research and li terature exist on 

Mexican American health status and folk beliefs in general, the paucity 

of research on health conceptions in Mexican Americans was discussed 

earl ier. Research that has studied specific variables has increased in 

the 1970s and 1980s but most research s t i l l  tends to be geographically 

specific and illness-disease oriented. Mexican American conceptions of 

health must be extrapolated from ethnographic studies (Kay, 1972) or 

from more quantifiable data from specific regions but s t i l l  with the 

focus on illness (Clark, 1970; Foster, 1988; Martinez & Martin, 1966 

and Saunders, 1954).

The only investigation found specifically on conceptions of 

health in Mexican Americans was Schulman and Smith's (1963) study; 

frequently referenced in the li terature since. Over a two year period, 

investigators "attempted to delve beyond a superficial level into the 

villager 's  health-disease complex" (p.227). Although neither the 

number of subjects nor the methodology were reported, observations and
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interviews were conducted with individuals and groups of Spanish 

speaking villagers of rural New Mexico and Colorado. The research 

group established a continuum of various stages of health and illness 

as a hypothetical framework. They reported findings that clearly 

revealed conceptualizations of health that f i t  within a continuum 

framework, but they also gave evidence for multidimensional conceptual

izations of health as well. For example, health conceptualized as a 

dichotomous, continuum, and eudaimonistic variable were demonstrated in 

their  research findings. Villagers in this sample population supported 

the assumption that health is possible within il lness.

The Laffrey Health Conception Scale (LHCS) was selected as the 

instrument to measure health conception in the Mexican American popula

tion in this study. To this investigator's knowledge, i t  has not been 

tested within this population before. The LHCS is congruent with 

conceptualizations of health found in the l i terature on Mexican Ameri

cans. The LHCS may be appropriate for testing in this population as i t  

contains multiple dimensions of health and includes the possibility of 

health within illness or disease.

Acculturation: Theoretical Findings

The classical document on this concept is the findings of the 

Social Science Research Council on Acculturation (1954). They noted a 

plethora of research and applied programs to study the phenomenon. A 

consequence of this was a noted lag time in theoretical development. 

Much of the research is structured to view the "donor" culture as the
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independent variable and the "receptor" culture as the dependent 

variable. The research emphasis is more on the structure of accultura

tion with a relative neglect to the process of acculturation. The 

Social Science Research Council on Acculturation (1954) noted accultur

ation as a complex and dynamic process, but for purposes of understand

ing, defined i t  as "culture change that is init iated by the conjunction 

of two or more autonomous cultural systems (p.974). The Social Science 

Research Council on Acculturation and Dohrenwend & Smith (1962), who 

continued the scholarly analysis of acculturation theory, found that 

both conceptualizations of acculturation and measurement of this 

concept were inadequate. Past conceptualizations of "dominant-subordi

nate" cultures and measurement issues of "fusion", "assimilation", 

"cultural disintegration", and "marginality" have been d if f icu l t  i f  not 

impossible to quantify. A major conceptualization of acculturation 

theory combines some form of combination of the characteristics of the 

contact situation and the results of the contact. In all variations of 

this theoretical structure, a major assumption is that change is 

directional, often conceptualized as a continuum (Dohrenwend & Smith, 

1962). Both authorities (Social Science Council on Acculturation,

1954, and Dohrenwend & Smith, 1962) agree that these frameworks do not 

answer important questions in acculturation, "Are there uniformities 

in processes of acculturation? Are there regularit ies in sequential 

changes over long time spans?" (Dohrenwend & Smith, 1962, p.30). 

Although both authorities acknowledge the complexity of the phenomena 

of acculturation and the astronomical combination of variables in
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volved, s t i l l  Dohrenwend & Smith recommend reductionist models which 

"reduce the vast number of possibil it ies to a meaningful number of 

cases" (1962, p.37).

In Acculturation: Theory, models and some new findings. Padilla

(1980) hypothesizes that "acculturation.is a cr it ical psychological 

process about which l i t t l e  is yet known" (p 2). He supports earl ier 

authorities (Dohrenwend & Smith, 1962; Social Science Research Council 

on Acculturation, 1954, and Omeldo, 1979) that acculturation is a 

complex phenomenon. But Padilla does not conceptualize i t  as a 

continuum, ranging from "unacculturated to acculturated" (nor does 

Omeldo). Padilla argues that acculturation will mean more than just 

the contact situation and the resulting changes that occur when two 

cultures come into direct contact with each other. Furthermore, 

conceptualized as an interactional process, both members of the cultur

al groups under scrutiny will be involved in the process of change and 

acculturation (as opposed to all issues of concern focusing on the 

"receptor culture"). Angel & Thoits (1987) support this in their  

analysis of the impact of culture on cognitive structures of illness. 

Illness as a culture-bound phenomena (and health by extrapolation) 

assume that the range of responses to symptoms (or range of responses 

of definitions of health) available to individuals is constrained by 

their  culture.

Both cultural groups are operating under the constraints of 

culture. The phenomena of acculturation includes both groups and is an 

interactional, multivariate, and multidimensional process (Padilla,
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1980). This has been documented when Mexican American's conceptualiza

tions of illness change when in contact with western medical doctors 

whom have different appreciations of folk disease systems, or other 

variables such as abili ty  to speak Spanish (Martinez & Martin, 1966.; 

Schreiber & Homiak, 1981, and Weaver, 1973).

Nevertheless, Padilla (1980) also sets forth a reductionistic, 

quantifiable model of acculturation in which variables, well documented 

in the li terature,  such as generation, education, income, and ethnic 

density of neighborhoods, interact with acculturation. However,

Padilla includes a "personal factor in acculturation" where particular 

cases did not f i t  his model. This expansion in model development gives 

evidence that acculturation may be something more than the sum of i ts  

parts.

Padilla (1980) concludes that while the scientific study of 

acculturation began in the 1930s, the development of quantitative 

models is a recent phenomenon which has taken place during the 1970s. 

Furthermore, from a quantitative multivariate perspective, issues 

pertaining to the relationship of acculturation and other constructs 

remain as important areas for future research. Omeldo (1979), analyz

ing acculturation from a psychometric perspective, documents the need 

for instruments to capture multidimensional variables.

Models and theories available today to explain the phenomenon of 

acculturation would seem to f i t  within current major nursing perspec

tives. That is, implicit within current theories of acculturation, is 

the assumption that an increased amount of the phenomena (an increased
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level of acculturation) is considered a component which influences the 

health of the ethnic minority. Conversely, a decreased level of 

acculturation, or lack of acculturation, is considered to be an influ

encing factor in the poor health of the ethnic minority. This manner 

of conceptualizing acculturation would f i t  within a dichotomous or 

continuum framework, prevalent within nursing perspectives today.

Acculturation: Research Findings

Acculturation research has been approached from the perspectives 

of anthropology, sociology, and more recently, psychology and psychia

try.  Omeldo (1979) and Padilla (1980) noted three recent trends 

occurring in the field: (1) Especially from an anthropological per

spective, the concept of ethnic identity is important. This idea 

attempts to understand ethnic groups in their  own terms rather than by 

contrasting them with other cultures or reference groups. (2) a focus 

on individual differences in acculturation and how this is related to 

mental health status, and (3) emphasis on definition and measurement 

issues of acculturation and ethnic identity.

Apart from these three trends, Omeldo (1979) explains that

because of a multi-disciplinary approach, the field has both benefited
/

and suffered. Increased complexity of the area has been recognized, 

but so has increased confusion, as each discipline applies their  own 

models and methodologies. "As a result , i t  is d if f icu lt  to specify a 

consensual operational definition of the term; furthermore, i t  is
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diff icu lt  to establish c r i te r ia  for deciding what is and is not accul

turation research" (1979. p.1053).

Omeldo (1979) analyzes acculturation research designs by four 

issues. The f i r s t  issue is cross-cultural equivalence. "In essence, 

the question is whether the categories of explanation and definition 

prevalent in one culture are valid or meaningful when applied to a 

different culture" (p.1063). This issue becomes important when designs 

in acculturation research include comparison groups. The second issue 

is time. Research may be measuring variables at one point in time or 

variables as they change with time. Omeldo supports the importance in 

measuring the process over time, particularly with acculturation 

research. The third issue deals with the unit of analysis. Often 

depending on the discipline, the l i terature has recommended the group 

as the unit of analysis in acculturation research. The individual is 

also recognized as a legitimate area of investigation, although "many 

authorities agree that from a psychometric perspective, research in 

this area remains exploratory" (Omeldo, 1979, p .1065). A fourth and 

final issue of research designs is dimensionality. "It is becoming 

increasingly clear that acculturation is a multidimensional process" 

(Omeldo, p.1068). Multidimensional scales are not defined by the 

number of elements i t  measures within one domain but rather i f  i t  

provides " . . . fo r  an explicit analysis of the potential interrelation

ships among the measured elements within the domain" (Omeldo, p.1064).

Cuellar, Harris and Jasso (1980) developed an Acculturation 

Rating Scale for Mexican Americans (ARSMA). The scale is able to
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differentiate five dist inct types of Mexican Americans based on levels 

of acculturation: very Mexican, Mexican-oriented bicultural, "true" 

bicultural, angle-oriented bicultural, and very anglicized. The 

authors recognize that culture is a complex multidimensional concept, 

in which values, ideologies, beliefs, attitudes, and cognitive and 

behavioral characteristics appear to be important components of the 

phenomenon. However, they give evidence for u t i l i ty  of a 

unidimensional scale. The ARSMA measures four factors: (a) language 

familiarity, usage, and preference; (b) ethnic identity and generation; 

(c) reading, writing, and cultural exposure; and (d) ethnic interac

tion. "In spite of i ts  limitations, the scale is clearly able to make 

some significant discriminations between Mexicans, Mexican Americans, 

and Anglos and can also distinguish between generations in Mexican 

Americans. ARSMA can be applied to normal and clinical populations, to 

monolingual Spanish populations as well as bilinguals, and to individu

als of varying educational backgrounds" (Cuellar, Harris & Jasso, 1980, 

p.209).

Research that has attempted to correlate levels of acculturation 

with perceptual-cognitive or behavioral factors is plentiful.  However, 

researchers define and operationalize the concept of acculturation ' 

differently, making comparisons among the data d if f icu lt .  Generally, 

the term is conceptualized as a multi factorial,  unidimensional cultural 

continuum. That is, the process of acculturation takes place at 

different rates on a continuum. And as "more anglo" elements are 

incorporated, "more Mexican" elements are lost .  Theoretically, this
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method of conceptualization is reductionistic and allows for the 

careful investigation of parts. However, Cuellar & Arnold (1988) note 

that integration is a possible outcome and that parts do not need to be 

mutually inclusive or exclusive. Instruments that te s t  this theoreti

cal assumption have not been found in this l i terature review.

Arnold & Orozco (1989) utilized the ARSMA in a convenience 

sample of 37 Mexican American severely disabled subjects. The sample 

number was small and consisted of monolingual English-speaking Mexican 

Americans. This is an important study because i t  investigates the 

relationships of levels 'of acculturation and verbal-cognitive process

es, adaptive behaviors, and sensory and motor functioning. This study 

found that levels of acculturation were associated with verbal-cogni

tive processes and adaptive behaviors but not with sensory and motor 

functioning. This study supports their  assumption that assessment 

tools in these areas (verbal-cognitive and adaptive behaviors) may not 

adequately measure desired domains for Mexican Americans because of 

cultural specificity. The need for evaluators to assess levels of 

acculturation in Mexican American clients was supported.

A lack of research investigating levels of acculturation and the 

perceptual-cognitive factor of health definition was noted in this 

review of l i terature.  However, one important investigation of these 

variables is Angel and Worobey's (1988) analysis of the 1985, Hispanic 

Health and Nutrition Examination Survey (Hispanic HANES). Data in this 

survey consists of a medical history, physical examination, and ques

tionnaire. "These data are, to date, the best data available on the
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physical health of a large representative sample of Hispanics in the 

United States. They are particularly important since they will inform 

public debate and health care policy concerning Hispanics for years to 

come" (Angel & Worobey, 1988, p.711). The sample employed in Angel and 

Worobey's analysis consisted of 2,781 Mexican American children between 

the ages of 6 months and 11 years residing in the southwestern United 

States. In most cases the child's mother (93.3 percent) provided 

needed data. Data collectors were bilingual and in most cases, Hispan

ic. A 75 percent response rate was obtained.

A major assumption investigated in this analysis was that 

culture affects the way in which individuals defined and responded to 

health (Angel & Thoits, 1987; Angel & Worobey, 1988). During the 

process of cultural change, such as that involved in acculturation, the 

vocabulary and valuative cr i te r ia  that the individuals employed to 

label health as "normal" or "abnormal" changed (Angel & Worobey, 1988). 

"In this analysis we assume that i f  acculturation alters the subjective 

meaning of reported health, or the vocabulary used to report i t ,  a 

mother's level of acculturation should influence the degree of corre

spondence between her assessment of her child 's  health and a 

physician's independent assessment of the child's  health" (Angel & 

Worobey, p.708).

The Hispanic HANES used two variables to measure levels of 

acculturation: (1) Language of interview and (2) a modified version of

Cuellar, Harris and Jasso's (1980) acculturation scale. Questions 

employed from this scale consisted of language preference, use, and
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ethnic identity. The major dependent variable in the analysis was the 

mother's report of her child 's  general health as excellent, very good, 

good, fair ,  or poor.

Although levels of acculturation were measured primarily by 

language components, this appeared to be a good discriminating factor 

for evidence of acculturation. The researchers found that English- 

interview and Spanish interview Mexican Americans differ dramatically 

in terms of education and family income. And there was significant 

disagreement of children's health status between mothers and physi

cians, especially for Spanish-interview Mexican Americans. "As we 

hypothesized, the Spanish-interview respondents and the physicians are 

assessing health using rather different criteria" (Angel & Worobey, 

1988, p.714).

Physicians identified essentially none of the children as being 

in poor health. But mothers, especially the less acculturated, identi

fied their  children as being in poor health. Physicians employ re la

tively standardized, observable, "etic" examination techniques.

Mothers employ intimate knowledge of their  child's social functioning, 

temperament and behavior, or "emic" techniques. The researchers 

acknowledge that "health" is an unobservable construct and has no truly 

objective c r i te r ia .  But each source of data, as their  analysis offers, 

provides important clues. Angel and Worobey's findings are important 

to "Health conceptions and levels of acculturation in Mexican American 

women" investigated here. Angel and Worobey support the theoretical 

assumption that "health" is defined differently by individuals.
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Acculturation is a complex multidimensional concept. The 

Mexican American Acculturation Rating Scale (ARSMA) was selected for 

th is  study because of findings in past research (Angel and Worobey, 

1988; Arnold & Orozco, 1989; and Cuellar, Harris & Jasso, 1980). These 

researchers found support for this scale as providing a good discrimi

nating factor for evidence of acculturation. Within this study of the 

definition of health and levels of acculturation in Mexican American 

women, the ARSMA was an appropriate tool in which to begin the investi

gation. Evidence of levels of acculturation were examined for a 

relationship with health conception in Mexican American women.

Summary

Two concepts addressed by the li terature and embedded within 

Pender's (1987) Health Promotion Model, were measured by the Laffrey 

Health Conception Scale and the Mexican American Acculturation Rating 

Scale. Health Conception taps Pender's cognitive-perceptual factor of 

definition of health. Levels of acculturation taps Pender's modifying 

factor of demographic characteristics, of which ethnicity is included. 

Pender hypothesizes in her model that these two factors are related. 

This study measured and examined relationships between health concep

tion and level of acculturation in Mexican American women.
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CHAPTER 3 

METHODOLOGY 

Research Design

This study used a descriptive correlational design to investi

gate the relationship between health conception and levels of accultur

ation in Mexican American women. In order to address conceptual 

validity of the Laffrey Health Conception Scale with Mexican American 

women, profiles of two anglo populations were used as comparison 

groups. This chapter presents the setting, sample, protection of human 

subjects, instruments, and methodology including data analysis, assump

tions, and limitations of the study.

Research questions investigated by this study included the follow

ing:

(1) What is the relationship between scores on the Laffrey 

Health Conception Scale and levels of acculturation in a group of 

Mexican American women?

(2) How do scores on the Laffrey Health Conception Scale of a 

group of Mexican American women compare with the scores of a group of 

anglo women with similar socioeconomic status in the Southwest?

(3) How do scores on the Laffrey Health Conception Scale of 

Mexican American women and anglo women with similar socioeconomic 

status in the Southwest compare with scores of earl ier research 

(Laffrey, 1986a) of predominantly middle class anglo women in the West?



60

Setting and Sample

The setting for this study is a county in Southern Arizona with 

an estimated population for 1990 of 692,400. The Hispanic heritage for 

this county has been estimated at 21% and as high as 58% in a southern 

portion of the county (Remy, 1988). A convenience sample of 25 low 

income Mexican American women and 25 low income angle women were asked 

to voluntarily participate in the study. Subjects were identified by 

their  status as clients receiving health care from a clinic in the 

Southwest. This clinic serves low income clients or the "notch group 

who cannot obtain such services elsewhere... fees are low nominal fees" 

(Information & Referral Services, 1989, p. A206). The qualifying 

maximum level of monthly income for clients to receive services at this 

clinic is $654.00 for a family size of one and $1,546.00 for a family 

size of five (M. R. Araiza, personal communication, March 13, 1991). 

Criteria for inclusion in the study was as follows:

(1) Subjects are adult females

(2) Subjects are able to read or speak English or Spanish.

Data from a third group from earlier  research (Laffrey, 1986a)

was utilized for comparison. This group consisted primarily of fe

males, adult anglo Americans of middle socioeconomic status.  They were 

f i r s t  and second year graduate students in nursing, attending a Univer

sity in the West.

Pilot Study

The pilot study was conducted after approval from the Human 

Subjects Committee was obtained. The purpose of the pilot study was to
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evaluate quality of translations of the Laffrey Health Conception Scale 

from English to Spanish; in order to meet operational goals and c r i te 

rion-referenced interpretation for this study.

Translation procedures were conducted utilizing Jones (1987) and 

Werner and Campbell (1970) asymetrical back-translation methodology: 

"That is, the translation from the original (source) language into the 

second (target) language should remain loyal to the source language" 

(Werner & Campbell, 1970, as presented by Jones, 1987, p.324). In this 

study, four bilingual nonprofessional translators (two with Spanish as 

f i r s t  language/English as second language, and two with English as 

f i r s t  Tanguage/Spanish as second language) participated in the back- 

translation process. The f i r s t  Spanish version of the instrument was 

developed by the investigator (English as f i r s t  language/Spanish as 

second language). Parallel forms of English were developed and paral

lel forms of Spanish were developed. The bilingual investigator 

compared the parallel forms for equivalency and made the modifications 

necessary, noting the final translation should remain loyal to the 

source language (Brisi in, 1970; Chapman & Carter, 1979; Jones, 1976 and 

Werner & Campbell, 1970).

All instruments, including the source language and target 

language versions were submitted to testing using three bilingual 

subjects. Criteria for selection included three bilingual, bicultural 

Mexican American women in low income occupations (two with Spanish as 

f i r s t  language/English as second language, and one with English as 

f i r s t  language/Spanish as second language). The three women were
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administered both versions of the instruments. Their responses to the 

items on the Laffrey Health Conception Scale (LHCS) were compared for 

equivalence. A difference of two Likert-type responses was found for 

two separate items, one item for one respondent and one item for 

another respondent. Neither individual f e l t  wording needed to be 

changed. A difference of one Likert-type response was found for three 

separate items, all were from one participant. She did not feel that 

changes should be made. Three different items were not responded to by 

one individual in the Spanish version. Changes in wording were sug

gested and consensus was reached by the respondents and the investiga

tor. All other items of the LHCS were equivalent for the three respon

dents in the pilot study. Equivalency was reached for 92% of the items 

for three bilingual respondents.

Protection of Human Subjects

The proposal was reviewed and approved by the Human Subjects 

Committee at the University of Arizona College of Nursing (Appendix A). 

Each participant was given a written disclaimer form, assuring them of 

confidentiality in the collection of data and anonymity in the report

ing of findings (Appendix B). By responding to the questionnaire, 

subjects gave consent to participate in the study.

Data Col lection Instruments

Permission to use the Laffrey Health Conception Scale was 

obtained from Dr. Shirley Laffrey (Appendix C). Two instruments were 

utilized to collect data:
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(1) Laffrey Health Conception Scale (LHCS) (Laffrey, 1986a) 

(Appendix D).

(2) Acculturation Rating Scale for Mexican Americans (ARSMA) 

(Cuellar, Harris & Jasso, 1980) (Appendix E).

Demographic data, an ethnicity screening for angle subjects, and 

one open-ended question, "What does being healthy mean to you?" were 

collected on one form (Appendix F). The ethnicity screening tool for 

anglo subjects was included to assure relative homogeneity within this 

group. Five subjects Considered themselves as having european descent, 

(two with Irish, one with Irish-Italian, one with Polish-German, one 

with Polish-French, and one with German) with America as their  country 

of origin. They all considered themselves as "merely an American". 

Twenty subjects considered themselves as Americans only. One subject 

was eliminated from participation within the study as her country of 

origin was the Philippines.

Laffrey Health Conception Scale

The Laffrey Health Conception Scale (LHCS) was originally devel

oped in 1981, in the dissertation work of Laffrey (1982). The original 

16 item Health Conception Measure was developed to measure four dimen

sions of health as defined by Smith (1981):

(1) Clinical health conception - the absence of disease, 

illness or symptoms

(2) Functional/role performance health conception - the ability 

to function as expected within one's surroundings according to whichev

er roles are held by the individual, including satisfactorily carrying
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out many overlapping roles as husband, father, wife, mother, employee, 

student, friend, etc.

(3) Adaptive health conception - the flexible adjustment to 

changing circumstances and includes the abili ty to adapt to environmen

tal stresses

(4) Eudaimonistic health conception - the abil i ty  to transcend 

usual and ordinary l i fe  situations to achieve higher levels of well

being and humanness (Laffrey, 1986a, p .108).

The Laffrey Health Conception Scale (LHCS) was developed from 

the Health Conception Measure (HCM) (Laffrey, 1982) in order to uti l ize 

the instrument more efficiently with a larger population. The adminis

tration of the f i r s t  form of the instrument used a card sort technique 

la ter  found to be confusing to respondents. The earl ier  version, the 

HCM, could not be mailed to participants, thereby eliminating i ts  use 

with large sample populations.

The LHCS contains 28 items scored on a Likert-type format 

ranging from strongly disagree (1) to strongly agree (6). Each of the 

four dimensions of health conception is represented by seven items. 

Persons are asked to indicate the degree to which each item is consis

tent with the way they define health. A score can be obtained for each 

dimension of health conception by summing the seven items within the 

dimension. Scores for each dimension can range from 7 to 42. The 

relative strengths of the dimensions can be compared for individuals or 

for groups. A total score can be obtained by summing the four dimen

sion scores. This total score can range from 28 to 168, indicating the
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strength of total health conception, and also allowing for comparisons 

across groups of individuals (Laffrey, 1986a).

Reliability was assessed (Laffrey, 1986a) after employing the 

instrument with a sample of respondents (n=141). Internal consistencies 

of items within each dimension were examined using Crohnbach' s alpha. 

Alpha coefficients demonstrated a high degree of internal consistency, 

ranging from .867 to .884. The four dimensions were: clinical .88; role 

performance, functional .88; adaptive .87 and eudaimonistic .87.

Construct validity for the LHCS was assessed (Laffrey, 1986a) 

through factor analysis. The four factors that emerged were identical 

to the four dimensions conceptualized for the development of the HCM. 

Factor analysis provided strong confirmation that the four dimensions 

of health conception appear to be relatively dis t inct .

The LHCS was developed from an angle population. Since the 

scale was not used in a Mexican American population, triangulation was 

used to assess conceptual validity via one open-ended question: "What 

does being healthy mean to you?". This question was included in both 

English and Spanish versions. Answers were analyzed for major catego

ries and reported with other findings in this study.

The Laffrey Health Conception Scale (LHCS) functioned as the 

instrument for interpretihg population scores cross-culturally. LHCS 

scores from Laffrey's (1986a) sample of middle class anglo women in the 

West and scores collected from a sample of angles receiving low income 

health care services in the Southwest served as a c r i te r ia  for inter

pretation. The goal of testing was to investigate the relationship
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between health conception and levels of acculturation in a sample of 

Mexican American women, as described earl ier .

Acculturation Rating Scale Mexican American

The Acculturation Rating Scale for Mexican Americans (ARSMA) 

consists of 20 questions to be scored on a five point Likert-type 

format. The scale is able to differentiate five dist inct types of 

Mexican Americans based on level of acculturation: (1) very Mexican,

(2) Mexican-oriented bicultural, (3) "true" bicultural', (4) Anglo- 

oriented bicultural, and (5) very Anglicized. The items are partially 

derived from an earl ier  126 item version. Cuellar et a l ., (1980) 

developed a more efficient instrument that could be administered to 

normal and abnormal clinical populations. The instrument is a judge

ment scale and captures four dimensions noted in the l i tera ture  as 

significant in acculturation measurement: (1) language familiarity and

usage, (2) ethnic interaction, (3) ethnic pride and identity, (4) 

cultural heritage, (5) generational proximity (Cuellar et a l . ,  1980,

p.202).

The scale is theoretically based on a continuum conceptualiza

tion of acculturation (unidimensional scale) in which generation and 

levels of acculturation correlate. Data (n=222) in Cuellar's et al-., 

(1980) study support this hypothesis.

The ARSMA may be given in English, Spanish, or both languages, 

depending on the preference of the subject. The subject circles the 

response that is most appropriate for him/her under most conditions.

The total score is the sum of all 20 multiple-choice items that were
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circled. The average score is the total score divided by 20 and is 

equal to the subject's acculturation rating score.

Acceptable levels of internal consistency re l iab i l i ty  were ob

tained (n=134) with a coefficient alpha, .88 for normal 

(nonhospitalized respondents) and .81 for a hospital sample (n=88). 

Test-retest re l iab i l i ty  was assessed for normal respondents (n=26) with 

a correlation coefficient of .80; p level of <.01 (Cuellar et a l .,

1980).

Construct validity was assessed by several separate analyses and 

tests .  Factor analysis was computed (n=222) which yielded four factors 

identical to the dimensions conceptualized for the instrument. Vari

ance accounted for by each factor was 64.6%, 18.9%, 11.4% and 5.2% for 

factors 1-4 respectively (Cuellar et a l . ,  1980).

Twenty-five Mexican American women who speak either Spanish, 

English, or both, were assessed for levels of acculturation with the 

ARSMA. (In order to assure ethnic homogeneity in the angle study group 

they received an ethnicity screening tool found in Appendix F). Data 

from the ARSMA was correlated with data collected from the LHCS.

Because the LHCS was developed from an anglo population, i t  will always, 

be diff icu lt  to evaluate the sources of variation in scores from the 

Mexican American and angld groups within this study and Laffrey's 

(1986a) anglo group in the West. Since the original tool (LHCS) 

remained loyal to the source language during the translation process 

(Werner & Campbell, 1970), the goal in th is  research sought criterion- 

referenced meaning, or an asymmetrical interpretation strategy. That
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is, Mexican American scores were compared with angle scores from two 

angle sample populations in order to answer research questions two and 

three. The scores in this study did not support variation in Mexican 

American answers to questions on meanings of health when compared to an 

anglo group with similar socioeconomic status. The scores were not 

able to answer research questions aimed at attaining construct-refer

enced meanings, or symmetrical interpretation of data, as for example, 

in definitive health conception results. This is the purpose of 

qualitative methods.

Method of Data Collection 

Fifty subjects who met c r i te r ia  previously outlined were asked 

to participate in this study. Subjects completed the questionnaires in 

approximately 10-30 minutes, while waiting for their clinic appoint

ment. Normal clinic flow for clients was maintained by collaborating 

with clinic s taff  before requesting subject participation. After 

subjects received an explanation of the study and read the disclaimer, 

the demographic data, ethnicity screening tool, and open-ended question 

were completed f i r s t .  The order of administration of the two instru

ments was randomly determined. The investigator was present during 

data collection to provide clarification of items on the instruments. 

The subject's right to refuse participation in the study was emphasized 

before participants began answering the questionnaires.



69

Data Analysis

After data collection, all data were analyzed with the S ta t i s t i 

cal Package for Social Sciences, version ten, with the exception of 

data relevant to research question three. These data were analyzed 

with the "SAS" s ta t is t ica l  package. Demographic data (age and 

formal education level) for the two study groups were analyzed f i r s t .  

Measures of central tendency and frequencies were computed to describe 

the two groups. Independent t - tes ts  were calculated to determine 

s ta t is t ica l ly  significant differences between the two groups in terms 

of age and education levels.

To answer research question one, "What is the relationship 

between levels of acculturation and scores on the Laffrey Health 

Conception Scale in a group of Mexican American women?" the Pearson 

Product Moment Correlation Coefficient was calculated to assess the 

relationship of scores of four dimensions of health conception and 

scores of total health conception with levels of acculturation for both 

direction and magnitude. The significance level was preset at the 0.05 

probability level.

To answer research question two, "How do scores on the LHCS of a 

group of Mexican American women compare with the scores of a group of 

angle women of the same sdcioeconomic status in the Southwest?" mea

sures of central tendency and variability were computed for the four 

dimension scores and for the total health conception score of the low 

income Mexican American study group and for the low income anglo study 

group. An independent t  test  was calculated to determine significant

?
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difference between test  scores of health conception for the two study 

groups.

To answer research question three, "How do the scores on the 

LHCS of Mexican American women and of anglo women with similar socio

economic status in the Southwest compare with scores of earl ier  re

search (Laffrey, 1986a) of predominantly middle class anglo women in 

the West?", a one-way analysis of variance (ANOVA) was computed u t i l i z 

ing the SAS s ta t is t ica l  package. The ANOVA was used to determine the 

variance between the two low income study groups (raw data utilized) 

and the overall group mean for Laffrey's middle class anglo women.

This was accomplished by comparing the mean scores of the scale of each 

subject within the two low income study groups with mean scores from 

earlier  research of Laffrey (1986a). Laffrey reported the over-all 

group mean scores of the scale for a group of middle class women.

Since raw scores from Laffrey's group were not available to the inves

tigator, the overall group mean scores were entered into the general 

linear model procedure of the SAS program as the "intercept". The two 

low income study groups were then compared to the "intercept", or the 

over-all group mean score of the LHCS for middle class anglo women.

This analysis determined a s ta t is t ica l ly  significant difference existed 

between the two Tow income study groups' health conception and that of 

the "intercept", or middle class anglo women. It also confirmed no 

significant difference between the two low income study groups.

After determining significant differences existed between the 

two low income groups and Laffrey's middle class group, a mean dif fer
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ential was calculated. The overall group mean score of the LHCS for 

Laffrey's group was subtracted from each member's mean score of the 

LHCS for the two low income study groups. This step determines how the 

low income Mexican American women's conception of health and the low 

income angle women's conception of health varied from Laffrey's (1986a) 

middle class anglo women's conception of health.

The re l iab i l i ty  of the LHCS was addressed by computing the alpha 

coefficient re l iab i l i ty  of the LHCS using a sample of 25 Mexican 

American women and 25 anglo women. These coefficients were compared 

with r e l iab i l i t ie s  obtained, in Laffrey's (1986a) research of 141 

graduate nurses in the West.

Next, responses to the open-ended question, "What does being 

healthy mean to you?" were analyzed for categories. The framework 

util ized (health images, health definitions, health dimensions) was 

inductively derived by Woods, Laffrey et al. (1988). Their research 

investigated the identical question: What does being healthy mean to

you? Four dimensions of health (clinical,  role, adaptive and 

eudaimonistic) were derived by the researchers and utilized for the 

present research. These dimensions are similar in framework to Smith's 

(1981) four conceptions of health; in which the Laffrey Scale was 

developed. '

Data were f i r s t  divided into phrases. Any phrase with one 

complete idea constituted a unit of analysis. The individual phrases 

were then aggregated into major categories (described above) by the 

investigator. The results were then given to three nurse experts for
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review. The nurses were asked to agree or disagree with the units of 

analysis in the categories. The reviews of these nurses were analyzed 

by percentage of agreement.

This additional step provided support for the use of the LHCS 

with Mexican Americans. The triangulation of criterion-referenced 

meaning in the methodology of two low income study groups with the 

methodology of earl ier  research, a third middle class anglo group, was 

supported by assessment of conceptual validity via the open-ended 

question.

In summary, the data analysis plan answered three research 

questions by employing a combination of s ta t is t ica l  techniques such as 

descriptive s ta t is t ic s ,  the t - te s t ,  a one-way analysis of variance, a 

mean differential and one open-ended question.

Assumptions

(1) The subjects who participated in this study answered the 

questionnaires honestly and to the best of their  abili ty.

(2) Unidimensional judgement scales can provide important data 

on multidimensional cognitive-perceptual factors.

(3) The two low income study groups within this  study are 

within the same socioeconomic category.

(4) Laffrey's (1986a) group of graduate nurses are within a 

higher socioeconomic category than the two groups within this study.

Limitations

(1) The subjects were not randomly selected.
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(2) The LHCS was developed from an angle population and may 

contain items which are not culturally relevant for the Mexican Ameri

can population, or may not capture health dimensions within the Mexican 

American population.

(3) Comparison of scores of the LHCS for the Mexican American 

group and the anglo study group may be confounded by differences in 

socioeconomic status as well as ethnicity.

Summary

This study used a descriptive correlational design to investi

gate the relationship between levels of acculturation and conception of 

health in a convenience sample of Mexican American women. Health 

conception profiles of two angle groups (one of low socioeconomic 

status and one from previous methodoloy investigating middle class 

anglo women) were compared with the low income Mexican American group 

in order to address the conceptual validity of uti l izing the LHCS with 

a Mexican American population. One open-ended question was analyzed 

for categories and the results were triangulated with the above two 

methodologies.

The setting, sample, pilot study, instrument descriptions and 

scoring methods, and the data collection procedure were discussed. The 

analysis plan included frequencies, means, and percentages to describe 

the study groups. Descriptive s ta t is t ic s  were utilized to describe 

health conception dimensions for the Mexican American study group and 

for the low income anglo study group.
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The Pearson Product Moment Correlation Coefficient was computed 

to analyze and describe the relationships between the study variables. 

Alpha re l iab i l i ty  coefficients were computed for the LHCS. An inde

pendent t  tes t  was used to compute the s ta t is t ica l  difference between 

the mean scores on the LHCS of the two study groups in this investiga

tion. The ANOVA sta t is t ica l  procedure was used to compute the signif

icant difference of mean scores on the LHCS between the two study 

groups and Laffrey's (1986a) group of middle class angle women. A mean 

differential was determined in order to assess how each study group's 

health conceptions in this investigation varied from those of Laffrey's 

group of middle class anglo women in the West.

-'  v  • v.
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CHAPTER 4

PRESENTATION OF THE DATA 

Introduction

The purpose of this study was to investigate the relationship 

between health conceptions and levels of acculturation in Mexican 

American women. In order to accomplish this ,  twenty-five Mexican 

American women and 25 angle American women participated in this study. 

The following questions were investigated:

(1) What is the relationship between levels of acculturation 

and scores on the Laffrey Health Conception Scale in a group of Mexican 

American women?

(2) How do scores on the Laffrey Health Conception Scale of a 

group of Mexican American women compare with the scores of a group of 

angle American women with similar socioeconomic status in the South

west?

(3) How do the scores on the Laffrey Health Conception Scale of 

a group of Mexican American women and of a group of angle American 

women in the Southwest compare with the health conception scores of 

predominantly middle class angle women in the West?

The Laffrey Health Conception Scale (LHCS) was administered in 

order to collect data on all participants' conceptions of health. The 

Mexican American Acculturation Rating Scale (ARSMA) was administered 

only to the Mexican American group in order to collect data on the 

participants ' levels of acculturation. The anglo American group 

received a different ethnic screening tool (Appendix F) in order to
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assure angle American ethnicity. One open-ended question: "What does

being healthy mean to you?" was administered to both groups in order to 

e l ic i t  health images in the participants' own words. Demographic data 

was collected on age and education level.

Characteristics of the Sample

Twenty-five women were Mexican American and twenty-five women 

were angle.'  The ages for both groups were widely varied (Table 2). 

Sixteen year old women were included in both groups when i t  was discov

ered that they had brought their own children to the clinic for health 

care. The Mexican American group ranged in age from 16 to 60 with a 

mean age of 32.5 (s.d. = 11.2) and a median age of 30.0 years. The 

angle group ranged in age from 16 to 64 with a mean age of 32.0 (s.d. = 

13.1) and a median age of 27.5 years

Data were also collected with regard to level of education 

(Table 3). The Mexican American group ranged in level of education 

from no formal education to four years of college. This group had a 

mean level of education of 10.7 years (s.d. =3.5) and a median level 

of education of 12.0 years. The anglo group ranged in level of educa

tion from the eighth grade to four years of college with a mean level 

of education of 14.0 years (s.d. = 2.6) and a median level of education 

of 15.0 years.

The t  tests calculated for the difference between means for age 

and level of education (Table 4) for both low income groups indicated 

no significant difference between the two groups for age. However, a 

significant difference between the two groups was found for level of



Table 2

Demographic Characteristics of Two Groups of Women: Age

Group 1 

Frequency

(n=25)

Percent

Group 2 

Frequency

(n=25)

Percent

AGE 

15 - 25 8 32.0 8 32.0

26 - 35 7 • 28.0 9 36.0

36 - 45 8 32.0 2 8.0

46 - 55 1 4.0 4 16.0

56 - 65 1 4.0 1 4.0

Missing cases 0 0.0 1 4.0

TOTAL 25 100.0 25 100.0

Note. Group 1 is low income Mexican American women and 

group 2 is low income anglo women.
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Table 3

Demographic Characteristics of Two groups of Women: Level of Education

Group 1 (n=25) Group 2 (n=25)

Frequency Percent Frequency Percent

EDUCATION

No education

to grade 5 1 4.0 0 0.0

grades 6 - 8 4 16.0 1 4.0

grades 9 - 1 2 16 64.0 6 24.0

trade 1 - 2 2 8.0 3 12.0

college 1 - 2 0 0.0 12 48.0

college 3 - 4 1 4.0 3 12.0

Missing case 1 4.0 0 0.0

TOTAL 25 100.0 25 100.0

Note. Group 1 is low income Mexican American women and Group 2 is low 

income anglo women.



Table 4

Differences Between Two Groups of Women: Age, Level of Education

Variable n Mean S. D. t

AGE

Group 1 25 32.5 11.2

.19

Group 2 24 31.8 13.2

df = 47, p = .85

EDUCATION

Group 1 24 10.7 3.5

-3.83

Group 2 25 14.0 2.6

df = 47, *p = .000

Note. (*p is significant at < .05 level). Group 1 is low income 

Mexican American women and group 2 is low income anglo women.
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education (p<.05). The women in the low income anglo group had a 

higher level of education than those in the Mexican American group.

The Laffrev Health Conception Scale

The Laffrey Health Conception Scale (LHCS) is comprised of 28 

items in a Likert-type format ranging from "1" (strongly disagree) to 

"6" (strongly agree). The scale comprises dimensions of health with 

each dimension represented by seven items. An individual's score on 

the LHCS is obtained for each dimension of health conception and then 

for the total scale. The score for each dimension is determined by 

summing the scores of the following items: Clinical health score is

the sum of items 4, 6, 9, 11, 15, 20, and 25; role performance/ 

functional health score is the sum of items 3, 5, 10, 17, and 21; 

adaptive health score is the sum of items 2, 8, 13, 14, 19, 22, 27, and 

eudaimonistic health score is the sum of items 1, 7, 12, 16, 18, 23, 

and 28. The total health conception score is obtained by summing the 

four health dimension scores. The potential range of an individual's 

health dimension score is 7 to 42. The potential range of an 

individual's total health conception score is 28 to 168.

Table 5 presents the ranges, means and standard deviations for 

the four dimension scores and for the total score of the LHCS for the 

two study groups. The mean dimension scores for the Mexican American 

group ranged from 30.3 to 34.0; for the anglo group they ranged from 

32.1 to 32.6. The least homogeneous scores for both study groups were 

in the clinical dimension with a standard deviation of 10.2 for the
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Table 5

Scores of Two Groups of Women on the Laffrev Health Conception Scale

Health conception Range Mean S.D.

CLINICAL 

Group 1 (11.3 - 42.0) 30.3 10.2

Group 2 (13.0 - 42.0) 32.6 8.4

ROLE 

Group 1 (22.0 - 42.0) 34.0 6.0

Group 2 (9.0 - 42.0) 32.3 7.5

ADAPTIVE

Group 1 (21.7 - 42.0) 33,4 5.8

Group 2 (11.0 - 42.0) 32.3 7.4

EUDAIMONISTIC

Group 1 (17.0 - 42.0) 33.2 6.1

Group 2 (13.0 - 42.0) 32.1 7.1

TOTAL SCORE 

Group 1 (86.0 - 168.0) 131.0 24.4

Group 2 (47,0 - 168.0) 128.7 27.7

Note. Group 1 is low income Mexican American women (n=25) and group 2 

is low income angle women (n=25).
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Mexican American group and 8.4 for the anglo group. These findings of 

greater variation of scores within the clinical dimension for both 

study groups are consistent with Laffrey's finding (1986a) of increased 

variation of scores with the clinical dimension for 141 graduate nurses 

in the West.

Findings Related to Laffrev Health Conception Scale 

Reliability coefficients were estimated for the Laffrey Health 

Conception Scale (LHCS) and for the four subscales of the instrument. 

Thirty-nine of the f i f ty  subjects answered all of the questions on the 

LHCS instrument. Their data were used in computing the Cronbach's 

alpha coefficient of re l iab i l i ty  for the LHCS which was .96. The alpha 

coefficient of re l iab i l i ty  for the clinical subscale (n=46) was .90.

The role performance/functional subscale (n=48) had an alpha r e l i a b i l i 

ty coefficient of .88. The adaptive subscale (n=48) was .88 and the 

eudaimonistic subscale (n=45) was .84.

These results are supportive of Laffrey's (1986a) study of 141 

graduate student nurses in the West. Using Cronbach's alpha, Laffrey 

(1986a) reported a high degree of internal consistency of items within 

each health dimension, ranging from .87 to .88.

Acculturation Rating Scale Mexican American 

A convenience sample of twenty-five Mexican American women were 

also asked to complete the Acculturation Rating Scale Mexican American 

(ARSMA). As discussed earl ier,  the category "Mexican American" was 

selected to broadly include women of Latin American descent currently
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living in the United States. To ensure angle American ethnicity of the 

second study group, the twenty-five anglo participants were given an 

ethnic screening instrument (Appendix F) to complete.

The ARSMA is comprised of twenty items in a Likert-type format 

of "1" (very Mexican); "2" (Mexican-oriented bicultural); "3" (true, or 

syntonic bicultural); "4" (anglo-oriented, bicultural); "5" (very 

anglicized). The level of an individuals' acculturation score is 

determined by the sum of all twenty multiple choice items that were 

circled. The average score is the total score divided by twenty and is 

equal to the subject's acculturation rating score. Based on studies 

done by Cuellar, Harris & Jasso (1980) the following scores were 

derived: Type 1 (level of acculturation, very Mexican) is an ARSMA

score of 1.0 to 1.99; Type 2 (level of acculturation, Mexican oriented, 

bicultural) is an ARSMA score of 2.0 to 2.79; Type 3 (level of accul

turation, true bicultural) is an ARSMA score of 2.80 to 3.20; Type 4 

(level of acculturation, anglo-oriented, bicultural) is an ARSMA score 

of 3.21 to 4.0; Type 5 (level of acculturation, very anglicized) is an 

ARSMA score of 4.01 to 5.0.

Nineteen participants answered all 20 questions. Because five 

subjects had one missing item out of twenty items and one subject had 

two missing items out of twenty items, missing data were replaced by 

the overall means for each subject. As a group, the mean score for 

level of acculturation was 1.7. Type 1, or very Mexican, according to 

Cuellar et a l ., (1980) will have an ARSMA score of 1.0 to 1.99. For 

this group, the minimum level of acculturation score was 1.0, and the
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maximum level of acculturation score was 4.0. There were no par t ic i 

pants who scored "very anglicized" in the study sample. The standard 

deviation for the group was 1.0, and suggests a certain amount of 

variation in the level of acculturation among participants. The 

profile of this group of women describes a low acculturation .level, or 

"very Mexican" study group (Table 6).

Generation levels were operationally defined by Cuellar, Harris 

& Jasso (1980) as follows: First generation = subject born in Mexico;

second generation = subject born in the United States and either parent 

born in Mexico; third generation = subject and both parents born in the 

United States but all grandparents born in Mexico; fourth generation = 

subject and parents born in the United States but at least one grand

parent born in Mexico and at least one grandparent born in the United 

States; and f if th  generation = subject, parents, and all grandparents 

born in the United States. Of the total sample, seventeen par t ic i 

pants (68%) were born in Mexico, and categorized as f i r s t  generation. 

Twenty-three (92%) were categorized as either f i r s t  or second genera

tion participants. There were no third generation participants and 

only one participant each for the fourth and f if th  generations.

Twenty-four participants responded when asked what language they 

spoke. Seven (28%) spoke only Spanish. Twelve participants or 50% of 

the group spoke only Spanish or mostly Spanish with some English.

Eleven participants considered themselves bilingual while only one 

participant (4%) spoke mostly English with some Spanish and no one 

Spoke English only.



Table 6

Profile of 25 Mexican American Women's Levels of Acculturation

Levels of Acculturation Frequency Percent Gum Percent

Very Mexican 16 64.0 64.0

Mexican oriented,

bicultural 3 12.0 76.0

True bicultural 4 16.0 92.0

Anglo oriented,

bicultural 2 8.0 100.0

Very anglicized 0 0

TOTAL 25 100.0
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Of the total sample, only one participant (4%) could not read or 

write in either Spanish or English. Two (8%) could write in English 

only; one (4%) could read in English only. Nine participants (36%) 

could read and write in Spanish only. Four (12%) were able to read and 

Write equally well in both languages. Thirteen participants, or 52% 

'Of the sample, could read in Spanish only or could read better in 

Spanish than English. Fifteen participants, or 60% of the sample, 

could write only in Spanish or could write better in Spanish than 

English.

Of the total group, seventeen (68%) identified themselves as 

Mexican and six (24%) identified themselves as Mexican American.

Twenty participants (80%) rated themselves"very Mexican or mostly 

Mexican. Five (20%) rated themselves bicultural. No one rated them

selves as mostly anglicized or very anglicized. Twenty-two (88%) were 

extremely proud or moderately proud of their  ethnic identity.

This study group's self  report of ethnic identification closely 

approximates Cuellar, Harris & Jasso's (1980) instrument for mean 

scores of levels of acculturation. This small sample appears to be 

very Mexican in orientation; demonstrating low scores in levels of 

acculturation into American culture.

Analysis of Relationships

In order to answer research question one: What is the relation

ship between scores on the Laffrey Health Conception Scale (LHCS) and 

levels of acculturation, the Pearson Product Moment correlation coeffi

cient was calculated. Missing data for both instruments contained two
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or fewer values per client and were therefore replaced with a means 

calculated for that client.  The level of s ta t is t ica l  significance was 

pre-set at p < 0.05. No relationships were demonstrated between scores 

on the LHCS and levels of acculturation (Table 7).

An interesting finding was the high correlations among the 

subscales of the LHCS for the Mexican American study group. Correla

tion coefficients among the subscales ranged from .48 to .67. This 

finding is contradictive of Laffrey's (1986a) research with 141 nurses 

in the West. Laffrey reported Pearson correlation coefficients among 

dimension scores of the LHCS as ranging from .14 to -.15. "These low 

correlations support findings of the factor analysis, that the four 

dimensions were measuring relatively distinct dimensions of health 

conception" (Laffrey, 1986a, p.109). Pearson correlations were then 

computed for the angle American study group (Table 8). Correlation 

coefficients were found to be high for this group as well, ranging from 

.75 to .93.

Analysis of Difference Between Groups 

Independent t  tests  were computed (Table 9) in order to answer 

research question two: How do the scores on the Laffrey Health Concep

tion Scale of a group of Mexican American women compare with the scores 

of a group of angle women of similar socioeconomic status in the 

Southwest? This data indicated no significant difference was detected 

between these two low income groups in terms of health conception, as 

measured by the Laffrey Health Conception Scale (LHCS).
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Table 7

Intercorrelations of Levels of Acculturation and Scores of the Laffrev 

Health Conception Scale for Mexican American Women (n-25)

MACC TLHCS CLIN ROLE ADAP EUD

MACC .34 .28 .36 .31 .24

p = > .05

TLHCS .85 .92 .84 .88

CLIN .67 .48 .63

ROLE .84 .77

ADAP .77

* p = < .02

Note. (*p is significant at < .05 level.)  MACC is means of accultura

tion, TLHCS is total health conception score, CLIN is clinical health 

dimension, ROLE is role dimension, ADAP is adaptive dimension, EUD is 

eudaimonistic dimension.



Table 8

Interrcorrelations of Health Dimension Scores of the Laffrev Health 

Conception Scale for Anglo American Women (n=25)

THCS CLIN ROLE ADAP EUD

THCS .87 .96 .92 .93

ROLE .75

ADAP .66 .93

EUD .76 00 .81

* p = .000

Note. (*p is significant at < .05 level). CLIN is clinical health 

dimension score, ROLE is role dimension, ADAP is adaptive, EUD is 

eudaimonistic.
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Table 9

Differences Between Two Groups of Women: Health Conception

Variable n Mean S.D. t

TLHCS
Group 1 25 131,0 24.4
Group 2 

df=48, p=.76

CLIN

25 128.7 27.7
.31

Group 1 25 30.3 10.2
Group 2 

df=48, p=.39

ROLE

25 32.6 8.4
- .87

Group 1 25 34.0 6.0
Group 2 

df=48, p=.37
25 32.3 7.5

.90

ADAP
Group 1 25 33.4 5.8
Group 2 

df=48, p=.35
25 31.7 7.0

.94

EUD
Group 1 25 33.3 6.1
Group 2 

df=48, p=.56
25 32.1 7.1

.59

Note. Group 1 is low income Mexican American, group 2 is low income 

anglo, TLHCS is Total Laffrey Health Conception Scale, CLIN is clinical 

health dimension, role is role, ADAP is adaptive, EUD is eudaimonistic.
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A one way analysis of variance was computed (Table 10) in order 

to answer research question three: How do the scores on the Laffrey

Health Conception Scale of Mexican American women and of anglo women in 

the Southwest compare with the scores of earl ier  research (Laffrey, 

1986a) of predominantly middle class anglo women in the West? A 

s ta t is t ica l ly  significant difference was found (p = < .05) between 

Laffrey's middle class anglo group and both the low income study 

groups. A mean differential determined how the two low income study 

groups' health conception varied from Laffrey' s middle class group's 

health conception (Table 11). The Mexican American women were closer 

to Laffrey's middle class anglo women than the low income anglo women 

with respect to the clinical,  adaptive and eudaimonistic health concep

tions. The low income anglo women were closer to Laffrey's middle 

class anglo women than the Mexican American women with respect to role 

and the total health conception score.

What Does Being Healthy Mean to You?

A single open-ended question was used to e l i c i t  health images: 

What does being healthy mean to you? Four categories of health (c l in i

cal, role, adaptive and eudaimonistic) derived by earl ier  research was 

utilized for this study. These categories are similar in framework to 

Smith's (1981) four conceptions of health; in which the LHCS was 

developed.

The responses from this question were placed within the above 

categories. Three nurse experts were asked to review th is  placement 

and to agree or disagree with their  location. The reviews of the



92

Difference Between the Two Low Income Study Groups and Laffrev's 

U986al Middle Class Women's Overall Group Mean Scores (INTERCEPT! for 

Health Conception

Table 10

Source of variance

VARIABLE SS df MS F p

Between the two low income 

groups and the "intercept"

CLIN 7.42 1 7.42 4.06 .05

ROLE 9.43 1 9.43 9.96 .003

ADAP 6.28 1 6.28 7.33 0.009

EUD 10.10 1 10.10 10.96 0.002

TLHCS 1246.44 1 1246.44 493.10 0.0001

Note. (*p is significant at < .05 level). CLIN is clinical dimension, 

ROLE is role/performance dimension, ADAP is adaptive, EUD is 

eudaimonistic.



Table 11

Mean Differential for the Two Low Income Study Groups and Laffrev's 

Group of Middle Class Women

Mean differential Standard deviation

Group 1

CLINICAL HEALTH CONCEPTION . 

0.21 1.49
Group 2 0.56 1.21

Group 1

ROLE HEALTH CONCEPTION 

0.56 1.21
Group 2 0.31 1.07

ADAPTIVE HEALTH CONCEPTION

Group 1 -0.23 0.84
Group 2 -0.47 1.01

EUDAIMONISTIC HEALTH CONCEPTION

Group 1 -0.39 0.91
Group 2 -0.51 1.01

TOTAL LAFFREY HEALTH CONCEPTION SCALE

Group 1 -5.44 1.89
Group 2 -4.78 1.26

Note. Group T is Mexican American (n=25) and group 2 is anglo (n=25) 

Group 1 and group 2 vary from 0 and "0" represents the middle class 

group.



94

nurses were analyzed by percentage of agreement. Agreement with the 

investigator's placement of units of analysis within four health 

dimensions ranged from 79% to 100% (Table 12). Among the undisputed 

units of analysis (n=145) for the Mexican American sample, 28% f i t  

within the clinical dimension, 11% f i t  within the role dimension, 8% 

f i t  within the adaptive dimension, and 53% f i t  within the eudaimonistic 

dimension. The investigator determined that two responses from the 

Mexican American group were not categorizable. Two nurse experts 

agreed.

The analysis of responses given by Mexican American women seem 

to support the validity of the Laffrey Health Conception Scale (LHCS) 

for this study group.

Summary

Analysis of data for this study has demonstrated no significant 

relationship between health conceptions for Mexican American women (as 

measured by the LHCS) and their  levels of acculturation (as measured by 

the ARSMA). The data also revealed no significant difference between 

the two study groups in their  conception of health (as measured by the 

LHCS). Analysis of variance revealed the two study groups' conceptions 

of health were significantly different from Laffrey's (1986a) middle 

class anglo women in the West (as measured by the LHCS). Since 

Laffrey's group were in their  f i r s t  and second year of graduate studies 

in nursing (at!east 17-18 years), and the low income anglo group's mean
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Table 12

Percentage of Agreement Among Nurse Experts with Health Dimension 

Categories

CLIN ROLE ADAP EUD

Group 1 79 100 92 96

Group 2 100 94 86 96

Note. Group 1 is low income Mexican American (n=25) and group 2 is low 

income angle (n=25). CLIN is clincal, ROLE is role/performance, ADAP 

is adaptive, EUD is eudaimonistic.
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level of education was 14 years, while the low income Mexican American 

group's mean level of education was 10.7 years, socioeconomic status 

may be more important than ethnicity in shaping health conceptions of 

people.
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CHAPTER 5

DISCUSSION OF RESULTS 

Introduction

The purpose of this study was to determine i f  a relationship 

exists between Mexican American women's conceptions of health, as 

measured by the Laffrey Health Conception Scale (LHCS) and their  levels 

of acculturation. The Mexican American population is growing rapidly 

in the Southwest and the appropriate assessment of their  definition of 

health is essential for the effective delivery of health care.

Past research on conceptions of health for all groups (Angel & 

Thoits, 1987; Baumann, 1961; Strufbergen et a l ., 1990; Tripp-Reimer, 

1984; Utz et a l . ,  1090) and past research on levels of acculturation of 

Mexican Americans (Andersen, Lewis et a l . ,  1981; Angel & Worobey, 1988; 

Cuellar & Arnold, 1988; Deyo, Diehl, et a l . ,  1985; Hazuda, Stern, 

Gaskill, et a l . ,  1983; Montgomery & Orozco, 1984; Wells, Hough, et a l . ,  

1987) supported the use of Pender's Health Promotion Model with this 

study. Pender conceptualized ethnicity as a demographic characteristic 

that indirectly affects health outcomes through i ts  impact on the 

client. (The Acculturation Rating Scale Mexican American [ARSMA] is an 

instrument designed to measure one aspect of ethnicity, levels of 

acculturation.) Pender conceptualized the clients '  definition of 

health as one cognitive-perceptual factor that acts as a primary 

motivational mechanism for engaging in health promotion behaviors.

(The Laffrey Health Conception Scale [LHCS] is an instrument designed 

to measure health conceptions.) According to Pender's Health Promotion
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Model, two concepts, definition of health and demographic characteris

tics  (among others), can affect health outcomes of clients seeking care 

from health systems in the Southwest.

In this study, twenty-five Mexican American women and twenty- 

five anglo American women who were seeking low cost health care servic

es in the Southwest were asked to complete the LHCS and the ARSMA. 

Demographic data and one open-ended question, what does being healthy 

mean to you, were also requested from both study groups.

Discussion

No significant relationship was found between health conceptions 

for twenty-five Mexican American women and their  levels of accultura

tion. No significant difference was found between the two study groups 

for the LHCS. A significant difference for the LHCS did exist between 

these two groups and Laffrey's (1986a) group of middle class women in 

the West. In order to address the research questions, three related 

findings need to be considered.

The f i r s t  finding is that there was a high correlation among 

Laffrey's (1986a) four dimensions of health (clinical , role, adaptive, 

eudaimonistic) in this study for both the low income Mexican American 

group and the low income anglo group. ' Laffrey's (1986a) study of 141 

middle class anglo women in the West demonstrated low te s t  dimension 

correlations. Factor analysis (Laffrey, 1986a) supported her finding, 

providing further evidence for the existence of dis t inct health concep

tion categories within the LHCS.
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The second related finding is the low level of acculturation for 

the Mexican American group. The mean level was "very Mexican" or, out 

of five levels, Type 1. The third consideration is the power of 

twenty-five subjects to capture a significant difference in the data of 

two groups.

The f i r s t  finding of high tes t  score correlations among the 

study variables of cl inical,  role, adaptive, and eudaimonistic health 

conceptions was unexpected and suggests that the LHCS may not be a 

valid tool to discriminate between health conceptions of the low income 

Mexican American group and of the low income angle group in this 

investigation. It may also suggest that the scale is not conceptually 

valid for low socioeconomic groups in the general population. In 

previous research, Laffrey (1985b) and Laffrey & Crabtree (1988) used 

the LHCS to compare the health conceptions of two groups and also found 

no Statis t ically  significant differences between their  groups. The 

c r i te r ia  used to assign persons to groups for comparison of health 

conceptions may be important factors to consider.

Another possibility is that the scale did discriminate between 

two different populations, for example, groups from differing socioeco

nomic backgrounds. Although the two study groups were s ta t is t ica l ly  

different with respect to education level, the third group with all 

subjects currently enrolled in f i r s t  and second year graduate studies, 

intuitively f i t  within a higher socioeconomic level. This is an 

assumption and would need to be measured more carefully in future 

studies. However, Green (1970) noted that "socioeconomic status" does



100

not need to be defined by a rigid set of ordinal values. The concept 

of hierarchy is most important, with the degree of discrimination for 

the study and the degree of precision warranted by the data as deter

mining factors for measurement. He defined socioeconomic status as 

"the relative position of a person, family, or neighborhood in a 

hierarchy which maximally reflects differences in health behavior" 

(Green, 1970, p.816). He went further by conceptualizing socioeconomic 

status as a composite of characteristics, not an entit iy in and of 

i t s e l f .  In this investigation, two socioeconomic groups had health 

conceptions that were significantly different from each other. The 

li terature supports differences in health conceptions for people of 

lower and middle socioeconomic status (Angel & Worobey, 1988; Angel & 

Thoits, 1987; Baumann, 1961; Hazuda, Stern, Gaskill, et a l ., 1983; 

Hazuda, Haffner, et a l . ,  1988; Meleis, Norbeck & Laffrey, 1989).

The second finding of a low level of acculturation may have some 

influence on the outcomes of the study questions. Since the LHCS was 

tested using predominantly women who were currently enrolled in gradu

ate studies, and were anglo Americans, and were "from middle class 

backgrounds" (S. Laffrey, personal communication, January, 14, 1991), 

the LHCS may not be appropriate for assessing Mexican American women's 

conceptions of health, or for lower socioeconomic status populations. 

However, a review of the l i terature on Mexican American conceptions of 

health (Kay, 1972; Foster,1988; Rose, 1978; Schreiber & Homiak, 1981; 

Schulman & Smith, 1963) and the analysis of the open-ended question, 

what does being healthy mean to you, seem to support the use of the
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LHCS for this Mexican American study group. An inductive analysis of 

Mexican American responses regarding health conceptions would provide 

more definitive results.

Woods, Laffrey, et a l ., (1988) conducted an analysis of the 

conception of health by asking the same open-ended question (What does 

being healthy mean to you?) to 528 women from a cross-cultural section 

of a community. Content analysis of health images elici ted from the 

group produced over 100 codes. These codes were grouped according to 

the consensus of six analysts and categorized by Laffrey's (1986a) and 

Smith's (1981) definitions of health. Their results supported the 

validity of four health dimensions for 528 women. Their study groups 

crossed all categories of age, education, income, ethnicity and employ

ment status.

In the present research of Mexican American women, the LHCS did 

not appear to detect a significant difference for tes t  scores between 

the two low income study groups but i t  did detect greater variation 

between test  scores for the clinical conception of health for both 

groups (Table 5). This finding coincided with that of Laffrey's 

(1986a) research with middle class women in the West. Therefore, a 

sample with larger numbers for the Mexican American group (as well as 

the angle group) which included more equal numbers of members repre

senting all five levels of acculturation, might have been able to 

demonstrate distinct categories for dimensions of health conception.

The third consideration must also be acknowledged when address

ing research questions two and three. Twenty-five subjects per group
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may not represent enough power to detect a significant difference in 

research question number two (How do scores on the LHCS of a group of 

Mexican American women compare with the scores of angle women with 

similar socioeconomic status in the Southwest?). This situation 

contributes to a Type II error. According to Cohen, as presented by 

Munro, Visintainer & Page (1986), for a two-tailed t  tes t  with an alpha 

of .05, an effect size of .2 (recommended for new research with poor 

control), and a power level of .80 (considered "good"), the sample size 

should be 393 subjects. On the other hand, a Type I error is possible 

in research question three (How do scores on the LHCS of Mexican 

American women and angle women with similar Socioeconomic status 

compare with the scores of earlier research [Laffrey, 1986a] of predom

inantly middle class angle women in the West?) where f i f ty  low income 

subjects were found to be significantly different from the middle class 

anglo group in the West. By increasing the number of subjects for both 

low income study groups in this research, a significant difference may 

no longer exist between them and Laffrey's middle class women.

Conclusions

In this study, the LHCS did not measure any differences in the 

health conceptions of women from two different ethnic groups. However, 

within the limitations of the sample size, the LHCS may be able to 

discriminate between two different socioeconomic populations in terms 

of health conceptions. If  this is correct, socioeconomic background 

may be a more important variable than ethnicity for nurses to consider
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when planning health care programs. Since many health care personnel 

are from a middle socioeconomic background, i t  is important for them to 

realize that their  conception of health may be different from their low 

income c l ien t 's  conception of health. When making assessments and 

planning care, i f  the nurse does not consider the c l ien t 's  conception 

of health, then desired health outcomes cannot be expected. The 

l i terature documents well this problem of health care workers assuming 

their  clients hold a similar definition of health, as for example with 

the clinical dimension of health (Andersen et a l ., 1981; Balog, 1982; 

Natapoff, 1978; Quesada & Heller, 1977; Vega et a l . ,  1988; Woods, 

Laffrey et â l., 1988).

This finding of divergent health conception between the study's 

two low income groups and Laffrey's (1986a) middle class group must 

also be considered within the context of Pender's (1987) Health Promo

tion Model. Pender conceptualized six other cognitive-perceptual 

factors: importance of health, perceived control of health, perceived 

self-efficacy, perceived health status, perceived benefits of health- 

promoting behaviors, and perceived barriers of health-promoting behav

iors (apart from definition of health) and four other modifying fac

tors: biologic characteristics, interpersonal influences, situational 

factors, and behavioral factors (apart from demographic characteris

tics) that may affect health outcomes. Any one or combination of these 

factors or characteristics may have had an influence on the results of 

this study.
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Previous research with the LHCS (or i t s  predecessor the Health 

Conception Measure) has explicated some of these possibil i t ies .  

Laffrey's (1986b) study of fifty-nine subjects (two groups, one normal 

weight and one over weight) found perceived health status as well as 

"actual" health status, perceived weight, and health conception to be 

influencing variables for health behavior outcomes. Laffrey & Crabtree 

(1988) found in their  study of fifty-eight subjects (two groups, one 

healthy and one with chronic cardiovascular disease) that age and 

education were influencing variables for health conception scores.

Woods, Laffrey et a l ., (1988) found in their  research on conceptions of 

health with 528 subjects that ethnicity and employment factors were not 

associated with the four dimensions of health. The researchers hypoth

esized that this may have been due to the similar socioeconomic status 

of racial and ethnic groups included in their  study.

This study of a group of Mexican American women in the Southwest 

tends to support the idea that health conceptions may be more divergent 

with groups from differing socioeconomic backgrounds than for groups 

with similar socioeconomic backgrounds but with different ethnicity. 

However, as Pender (1988) and other researchers have demonstrated, 

factors influencing health outcomes are complex. Health definition and 

demographic characteristics such as ethnicity and socioeconomic status 

should be considered carefully by health care professionals. The 

findings of this study should underscore the necessity of viewing 

health within a broader context when providing health care to diverse 

populations.
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Recommendations

If this study were replicated, power analysis should be calcu

lated for the s ta t is t ica l  procedures contemplated. Because of high 

tes t  score correlations among the four dimensions of health conception 

for both low income study groups, and the significant difference found 

between the two study groups and Laffrey's (1986a) middle class women, 

the same research design is recommended for future research but with 

four groups, two ethnic groups (one Mexican American and one anglo) 

from lower socioeconomic backgrounds and the same two ethnic groups but 

from middle or upper socioeconomic backgrounds (measured and documented 

carefully). Will the LHCS be able to detect a significant difference 

between Mexican American and anglo American women with the same socio

economic background, while maintaining low test  score correlations 

among the four health conceptions? With a larger sample size and low 

test  score correlations demonstrated among the four health conceptions 

for the four groups, this additional research would build on current 

research. This additional research could provide an important step 

toward supporting the use of the LHCS with the Mexican American popula

tion, as well as providing further evidence for the idea of divergent 

health conceptions between socioeconomic groups.

If  further translations of the LHCS from English to Spanish are 

attempted in future studies, i t  is recommended that the original 

version be f i r s t  taken to a lower reading level before translation.

This altered form of the scale should be submitted to Dr. Laffrey for 

an assessment of equivalence to her original scale.
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Implications for Nursing

In this study, the LHCS did not distinguish between the health 

conceptions of a group of Mexican American women and that of an anglo 

group of women from a similar socioeconomic status in the Southwest. 

This finding may be a reflection of study design in which the small 

sample size did not represent enough power to detect a s ta t is t ica l ly  

significant difference in the health conception scores. The study 

supports the possibility that two different populations, for example 

one with a lower and one with a middle socioeconomic background, may 

have divergent health conceptions. Although more testing needs to be 

done with the LHCS, and qualitative studies concerning concepts of 

health should be conducted with ethnic and anglo groups of the same 

socioeconomic status, nurses can begin to incorporate knowledge gained 

by this study into their  practice. Socioeconomic status, especially 

level of education, may be more important than ethnicity when consider

ing their  cl ients '  conceptualizations of health. Every step of the 

nursing process, or other model for delivery of care, can be made more 

effective provided that nurses do not assume that their  clients define 

health as they do. Until more refined instruments are available, or 

qualitative studies on health conception in these populations are 

published, nurses from all backgrounds would be well advised to ask 

their  clients: What does being healthy mean to you?
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Summary

Factors of Pender's (1987) Health Promotion Model, definition of 

health and one demographic characteristic, ethnicity, were studied.

The results do not directly support Pender's Model nor the use of the 

LHCS to measure the health conceptions of Mexican American women.

Pender states that research will need to determine the extent to which 

the factors identified in the model are additive, multiplicative, or 

singly explain l ifes tyle  patterns among adults (Pender, 1987). As 

other factors may have influenced the results of this study, for 

example, socioeconomic status; especially level of education, further 

research in order to explicate model variables is needed.
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The U niversity of

College of Nursing
H ealth S ciences C enter

Tucson, Arizona 85721 
(602) 626-6154

MEMORANDUM

TO: Urtda Lea Wetter
8851 N. Oracle ^251 
Tucson, Arizona 85705

FROM: Leanna Crosby, D.N.Sc., R . N . ^ ^

DATE: January  23, 1991

SUBJECT: Human Subjects Review: "Health conception and  level of
acculturation in Mexican American 
women"

Your project has b een  reviewed and  approved a s  exempt from University review. A consen t form 
with subject signature is not required for projects exempt from full University review. P lease use 
only a  disclaimer format for subjects to read before giving their oral consen t to  th e  research. The 
Human Subjects Project Approval Form is filed in the office of the  Director of R esearch  if you need 
access to  it.

We wish you a  valuable and  stimulating experience with your research.

LC:dbr
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APPENDIX B:

ENGLISH AND SPANISH DISCLAIMERS

I
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Disclaimer

Title: Health conception and level of acculturation in Mexican 
American women

You are being invited to voluntarily participate in the above 
t i t led  research project. The purpose of this project is to understand 
what being healthy means to different people. You are being invited to 
participate because you are a Mexican American woman or an Anglo 
American woman. Approximately 50 women will be enrolled in this study. 
If you agree to participate, you will be asked to complete three 
questionnaires in either English or Spanish: (1) questions about your 
education and age (2) questions about how you define health (3) ques
tions that allow you to be grouped according to where you were born, or 
where your parents were born. You will need about 10 minutes to 
complete this survey.

Your participation is voluntary. By answering the questionnaires, 
you will be giving your consent to participate in the study. Your name 
is not on the questionnaires and your answers will remain confidential. 
The report of this study will not contain your name. You may choose not 
to answer some or all of the questions, i f  you so desire. Whatever you 
decide, your family's benefits at St. Elizabeth of Hungary will not be 
affected in any way. You may withdraw from the study at any time.
There are no known risks or benefits for you by participating in this 
study. If you have any questions, feel free to ask the investigator at 
any time. A copy of this disclaimer will be given to you. Thank you 
for any consideration given this request.

Investigator: Linda Welter, R.N., B.S.N.

College of Nursing 
University of Arizona 
Tucson, AZ 85721 
(602) 626-6154
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Renuncia A Que.ias

Titulo: Concepcion de salud y nivel de aculturacion en mujeres Mexico-
Americanas

Se invite a participar voluntariamente en el proyecto de 
investigacion, "Concepcion de salud y nivel de aculturacion en mujeres 
Mexico-Americanas". El propdsito de este proyecto es entender, para 
personas individuales, de que signified "salud" y "de ser sano". Le 
invita participar Usted porque es mujer Mexico-Americana y mujer Anglo- 
Americana. Casi 50 mujeres seran parte en el estudio. Si Usted esta de 
acuerdo a participar, la investigadora le dara tres papeles, en espanol 
y ingles, como quiere: (1) uno tiene preguntas sobre su edad y
educacion (2) otro tiene preguntas sobre su idea de salud (3) otro 
tiene preguntas, por ejemplo, como donde nacio Usted, y sus parientes.
Se necesita poco mas o menos 10 minutos a terminarse los papeles.

Su participacion es voluntaria. A! responder las preguntas, Usted 
esta dando su permiso a participar en el proyecto. Su nombre no es en 
los papeles y sus respuestas son en confidencia, El informe publico no 
tiene su nombre. Usted pueda decidir no contestar algunas preguntas y 
ningunas de ell as, como quiere. Todo lo que decida Usted, sus servicios 
de la Clinica Santa Isabel, no se cambian de ninguna manera. En 
cualquier momento durante su participacion, Usted pueda retirarse por el 
proyecto. No hay peligros conocidos ni servicios conocidos, para Usted, 
por participar en el proyecto. Si Usted tiene alguna pregunta, por 
favor, pregunta!e a la investigadora en cualquier momento. Una copia de 
"Renuncia A Quejas", la recibira Usted. Gracias para su reflexion al 
respeto a este peticion.

Investigadora: Linda Welter, R.N., B.S.N.

College of Nursing 
University of Arizona 
Tucson, AZ 85721 
(602) 626-6154
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School of Nuroi ng 
Dcpcitmcnt of Mental Hearth, 
Community end Admirtiotrotivo 
Nursing
Son Francteco, Collfomta
641430803
415*4731504
FAX 415/476-6042

Univarsity of California, San Francitoo..

July 16, 199.0

Linda Welter, RN, BSN 
The University of Arizona 
College of Nursing 
Tucson, AZ 85721
Dear Ms. Welter:
Thank you for your interest in the Laffrey Health Conception Scale. Enclosed 
is a copy of the most recent form of the LHCS with scoring information. 
Initial support for content and construct validity and internal consistency 
are described in the enclosed "Overview of the LHCS." Work on validity and 
reliability establishment is continuing. To assist in this process, I would 
appreciate receiving the following from you should you use the instrument:

1. Ranges, means and standard deviations of the subscores and total 
LHCS scores for your population

2. Demographic information for your population (i.e. age, sex, race, 
ethnicity and description of population such as orthopedic, 
cardiovascular inpatients, etc.)

3. Any reliability estimates that you do as part of your study
4. A summary of your results

These data will assist in the further development of the validity and 
reliability of the LHCS and also contribute to the development of a normative 
data base. Data which you provide me will be used for this purpose only.
I hope you find the LHCS useful in your research. Please contact me with any 
questions or comments you have about the scale and its use in your research.
Sincerely,

Shirley Cloutier Laffrey, Ph.D., R.N.
Associate Professor

End.
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Health Conception Scale

Below are 28 statements to describe the meaning that 
"health" or "being healthy" may have for an individual. Depending on 
your personal conception of health, you may agree or disagree with the 
statements. Beside each statement is a scale which ranges from strongly 
disagree (1) to strongly agree (6). For each item, we would like you to 
circle the number which best represents the extent to which you disagree 
or agree with the statement. The more strongly you disagree with a 
statement, then the lower will be the number you circle. The more 
strongly you agree with a statement, then the higher will be the number 
you circle. Please make sure that you answer every item and that you 
circle only one number per item. This is a measure of your personal 
conception of health; there are no right or wrong answers.

1= Strongly Disagree
2 = Moderately Disagree
3 = Disagree
4 = Agree
5 = Moderately Agree
6 = Strongly Agree

"Health" or "being healthy" means:

1. Feeling great - on top of the world 1 2 3 4

2. Being able to adjust to changes in
my surroundings 1 2 3 4

5 6 

5 6

3. Fulfilling my daily responsibilities 2 3 4 5 6

4. Being free from symptoms of disease 2 3 4 5 6

5. Being able to do those things I have 
to do 2 3 4 5 6

6. Not requiring a doctor's services 1 2 3

7. Creatively living l i fe  to the fulles t  1 2 3

8. Adjusting to l i f e ' s  changes 1 2 3

9. Not requiring p i l ls  for illness or
disease 1 2 3

5 6 

5 6 

5 6

5 6

10. Being able to function as expected 1 2 3 4 5 6

11. Not being under a doctor's care
for illness 1 2 3 4 5 6
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12. Facing each day with zest and
enthusiasm 1 2 3 4 5 6

13. Being able to cope with stressful
events 1 2 3 4 5 6

14. Being able to change and adjust to
demands made by the environment 1 2 3 4 5 6

15. Not being sick 1 2 3 4 5 6

16. Actualizing my highest and best
aspirations 1 2 3 4 5 6

17. Adequately carrying out my daily
responsibilities 1 2 3 4 5 6

18. Living at top level 1 2 3 4 5 6

19. Adapting to things as they realy are,
not as I would like them to be 1 2 3 4 5 6

20. I do not require medications 1 2 3 4 5 6

21. Carrying on the normal functions
of daily 1iving 1 2 3 4 5 6

22. Coping with changes in my surroundings 1 2 3 4 5 6

23. Realizing my full potential 1 2 3 4 5 6

24. Fulfilling my responsibilities as a 
husband/wife/son/daughter/friend/
worker, etc. 1 2 3 4 5 6

25. Having no physical or mental
incapacities 1 2 3 4 5 6

26. Performing at the expected level 1 2 3 4 5 6

27. Not collapsing under ordinary stress 1 2 3 4 5 6

28. My mind and body function at their  
highest level 1 2 3 4 5 6
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Medir por Escala Los Se.nti.dos de Salud

Abajo son 28 conceptos que una persona podn'a tener de salud o de 
ser sano. De acuerdo con su idea de salud, Usted podn'a estar de 
acuerdo o no estar de acuerdo. Hay una escala junto a cada declaracfon. 
Para cada declaracfon, por favor ponga un circulo con el numero que mas 
coresponde al magnitud de su idea propia. Lo mas de acuerdo que esta 
con la declaracfon, lo mas alto sera el numero. Lo mas en desacuerdo 
que esta, entonces, lo mas bajo sera el numero. Irate de contestar cada 
descripcfon con solamente un circulo. Este es una medida general, a su 
idea propia de salud, entonces, no hay respuestas correctas o exactas.

1 = muy en desacuerdo 
2 = esta en desacuerdo moderado 

3 = esta en desacuerdo 
esta en acuerdo

5 = esta en acuerdo moderado
6 = muy de acuerdo

"Salud" o "de ser sano" significa:

1. Sentirse bien, "como encima del mundo"
2. Estar disponible para ajustarme a lo$ 

cambios en mis alrededores

3. Diariamente cumplir con mis 
responsabilidades

4. Estar libre de los sintomas de 
enfermedades

5. Estar disponible para hacer todo lo que 
tengo que hacer

6 . No requerir los servicios de un medico

7. Gozar de la vida

8. Ajustarse a los cambios de la vida

9. No se necesita la medicina

10. Estar disponible para funcionar segun 
las expectivas

1 2 3 4 5 6 

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6

1 2 3 4 5 6

11. No estar al cuidado de un medico 
por alguna enfermedad 1 2 3 4 5 6

4 =



12. Esperar cada dia con gusto y entusiasmo 1 2 3 4 5 6

13. Tener la capacidad diariamente aguantar
las tensiones 1 2 3 4 5 6

14. Estar disponible a los cambios y ajustes 
causados por el medio ambiente 2 3 4 5 6

15. No estar enferma 2 3 4 5 6

16. Actualizar mis exigencies y 
mis aspiraciones 2 3 4 5 6

17. Hacer adecuadamente mis 
responsabilidades diarias

18. Vivir en un nivel mas alto

19. Adaptarme a la realidad, 
y no a lo que yo quiera

20. No requerir ninguna medicine

1 2 3 4 5 6 

1 2 3 4 5 6

1 2 3 4 5 6 

1 2 3 4 5 6

21. Diariamente real izar las funciones 
normales 2 3 4 5 6

22. Sobre llevando para los cambios en 
los alrededores 2 3 4 5 6

23. Realizando mi potencial a To maximo 1 2 3 4 5 6

24. Gumplir con mis responsabilidade en caso
de ser esposa, hija, amiga, empleada, etc. 1 2 3 4 5 6

25. No tener problemas fisicos ni
incapacidade mentales 1 2 3 4 5 6

26. Oesempehar el nivel esperado 1 2 3 4 5 6

27. No dejarse llevar bajo la tencion
ordinaria 1 2 3 4 5 6

28. Que mi mepte y cuerpo funcionen 
a un nivel mas alto 1 2 3 4 5 6
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Subject ID________

A C C U L T U R A T IO N  R A T IN G  S C A L E  F O R  M E X IC A N -A M E R IC A N S

Wlbera more osae aaswer emsois appmpriane, Zfo<£ spbject or rater sboiald base her choice, 
as best possible, o® ^aat be most correct mndker moB-mal cimmstasces or ismder most 

. v COBdltioBs. Orcle the member ®e%t to the answer that best Sts the qaaestnon.

1. What language do you speak?

Spanish only
Mostly Spanish, some English 
Spanish and English equally (bilingual) 
Mostly English, some Spanish 
English only

b c
e English

2. What language do you prefer?

Spanish only
Mostly Spanish, some English 
Spanish and English equally (bilingual) 
Mostly English, some Spanish 
English only

3. How would you identify yourself?

a] Mexican 
b Chicaho 
c Mexican-American
dj Spanish American, Latin American, Hispanic 

American, American
[e] Anglo American or other

4. Which ethnic identification does (did) your 
mother use?

a] Mexican 
b Chicano 
c Mexican-American
d Spanish, Hispanic, Latin American, American 
e] Anglo American or other

5. Which ethnic identification does (did) your 
father use?

Mexican
Chicano
Mexican-American ,
Spanish, Hispanic, Latin American, American 
Anglo Amencan or other

What was the ethnic origin of the friends and
peers you had, as a child

6. up to age 6? ____ __ (use codes a-e below)

7. from 6 to 18?______ (use codes a-e below)

[a] Almost exclusively Mexican, Chicanos, 
Mexican-Americans (La Raza)

[b] Mostly Mexican, Chicanos, Mexican- 
Amencans

[c] About equally Raza (Mexican, Chicanos, or 
Mexican-Americans) and Anglos or other 
ethnic groups

[d] Mostly Anglos, Blacks, or other ethnic 
groups

[e] Almost exclusively Anglos, Blade or other 
ethnic groups

8. Whom do you now associate with in the outside
community?

[a] Almost exclusively Mexican, Chicanos, 
Mexican-Americans (La Raza)

[b] Mostly Mexican, Chicanos, Mexican- 
Americans

[c] About equally Raza (Mexican, Chicanos, or 
Mexican-Americans) and Anglos or other 
ethnic groups

[d] Mostly Anglos, Blacks, or other ethnic 
groups

[e] Almost exclusively Anglos, Black, or other 
ethnic groups

9. What is your music preference?

Only Spanish
Mostly Spanish
Equally Spanish and English
Mostly English
English only
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10. What is your TV viewing preference? 14. Where were you raised?

bc
d

Only programs in Spanish 
Mostly programs in Spanish 
Equally Spanish and English programs 
Mostly programs in English 
Only programs in English

In Mexico only
Mostly in Mexico, some in U.S. 
Equally in U.S. and Mexico 
Mostly in U.S., some in Mexico 
In UJS. only

11. What b  your movie preference?

al Spanish-language movies only 
b Spanish-language movies mostly 
c Equally English/Spanish 
a English-language movies mostly 
e] English-language movies only

12 Origin

[a] Where were you bom?
___ Mexico ____U.S. ____Other

lb] Where was your father bom?
____Mexico ___ U.S. ____Other

[c] Where was your mother bom?
___ Mexico ____ U.S. ____Other

[d] Where was your father’s mother bom?
___ Mexico ___ U.S. ____Other

[e] Where was your father’s father bom?
___ Mexico ____ U.S. ___ Other

[f] Where was your mother’s mother bom?
___ Mexico ____  U.S.  Other

[g]_Where was your mother’s father bom? 
 Mexico _  U.S. _  Other

13. On the basis o f the above answers, circle the
generation that best applies.

[a] 1st generation -  bom in Mexico or other 
country

[b] 2nd generation =  bom in U.S., either parent 
bom in Mexico or other country

[c] 3rd generation =  bom in U.S., both parents
bora in U.S. and all grandparents bom in 
Mexico or other country '

[d] 4th generation == bom m U.S. and at least 
one grandparent bora in Mexico or other 
with remamder bom in the U.S.

[e] 5th generation =  bom in U.S. and all 
grandparents bom in U.S.

15. What contact have you had with Mexico?

a] Raised for one year or more in Mexico 
bl Lived for less than 1 year in Mexico 
cf Occasional visits to Mexico 
dj Occasional communications (letters, phone 

calls, etc.) with people in Mexico 
[el No exposure or communications with people 

in Mexico

16. What is your food preference?

d

Exclusively Mexican food 
Mostly Mexican food, some American 
About equally Mexican and American 
Mostly Amencan food 
Exclusively American food

17. In what language do you think?

Only in Spanish
Mostly in Spanish
Equally in English and Spanish
Mostly in English
Only m English

18. Can you read Spanish? __ Yes
Can you read English? Yes

No
No

Which do you read better? Rate the subject on 
the following continuum.

Reads only Spanish 
Reads Spanish better than English 
Reads both Spanish and English equally well 
Reads English better than Spanish 
Reads onty English

19. Can you write in Spanish? _  Yes __ No

Which do you write better? Rate yourself on 
the following continuum.

Write only Spanish 
Write Spanish better than English 
Write both Spanish and English equally well 
Write English better than Spanish 
Write only English
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20. If you consider yourself a Mexican, Chicano, 
Mexican-American, or member of La Raza, bow 
much pride do you have in this group?

Extremely proud 
Moderately proud 
Little pride
No pnde but does not feel negative toward 
group

[e] No pride and Seels negative toward La Raza

21. How would you rate yourself?

a] Very Mexican 
b Mostly Mexican 
c Bicultural 
d Mostly Anglicized 
ej Very Anglicized
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m____
MEDIDA DE ACULTURAadN PARA MEXICO-AMERICANOS

Indique cod dd cItcdIo 8a respuesta coaisidera m&Q adecBada. OsaDdo m i s  d e  una respuesta 
es adecuada,-debera-basar vsu irespeeste <m Eo que -listed eoDSideraiia apropiado bajo 
circMpstancias Dormales.

1. (,Qu6 idioma habla Ud.?

Solamente Espanol
Mas Espanol, menos Ingl6s
Igual en Espanol y en Inglds (bilingue)
Mas Ingles menos Espanol
Solamente Ingles

2. 6En que idioma prefiere hablar?

al Solamente Espanol 
b Mas Espanol, menos Ingl6s 
c Igual eri Espanol que en Inglds (bilingue) 
d Mas Inglds, menos Espanol 
e] Solamente Inglds

3. 6Como se Identificana Ud.?

al Mexicana 
b Chicana 
c Mexico-Americana 
d Espanol Americana, Latina Americana, 

Hispdnica Americana, Americana 
[e] Anglo Americana u otro

4. tCual identificacidn dtnica tiene (tenia) su 
madre?

al Mexicana 
bj Chicana
c | Mexico Americana 
d] Espanola, Latina Americana, Hispinica, 

Americana
[e] Anglo-Americana u otro

5. cComo se identifica(ba) su padre? Com o.. .

al Mexicano /
b] Chicano 
cl Mexico Americano 
dj Espanol, Hispinico, Latino Americano, 

Americano
[e] Anglo Americana u otro

6Cual es el origen 6tnico de sus amigos y 
companeros cuando era nina?

6. Shasta la edad de 6? . - .
7. 6de 6 a 18? ___ _

(ponga el numero que conforme abajo)

[a] Exclusivamente Mexicanos, Chicanos, Mexico 
Americanos (LA RAZA)

[b] En su mayona Mexicanos, Chicanos, Mexico 
Americanos (LA RAZA)

[c] Casi equal (Mexicanos, Chicanos, Mexico 
Americanos o RAZA) y otros grupos 
Stnicos.

[d] En su mayona Anglo Americanos, Negros, u 
otros grupos dtnicos.

[e] Exclusivamente Anglo Americanos, Negros, 
u otros grupos dtnicos.

8. iSocialmente, con quidn se junta en la
comunidad?

[a] Exclusivamente Mexicanos, Chicanos, Mexico 
Americanos (LA RAZA)

[b] En su mayona Mexicanos, Chicanos, Mexico 
Americanos (Raza)

[c] Casi igual (Mexicanos, Chicanos, Mexico 
Amencanos o  Raza) y otros grupos etnicos.

[d] Eu su mayoria Anglo Americanos, Negros u 
otros grupos etnicos.

[e] Exclusiveamente Anglo Americanos, Negros, 
u otros grupos dtnicos.

9. £Cu£l musica prefiere?

Solamente musica en Espanol 
For la Mayor parte en Espanol 
Casi igual en Espanol como Inglds 
For la mayor parte en Ingl6s 

e] Solamente Inglds



125

10. 6Que tipo de programas de televisidn prefiere?

Solamente programas en Espanol 
For la mayor parte programas en Espanol 
Igual programas en Espanol como Inglds 
por la mayor parte en Inglds 
Solamente programas en Inglds

11. L Q u 6  tipo de pehculas prefiere?

Solamente peh'culas en Espanol
b Por la mayor parte peliculas en Espanol 
c Igual Inglds y Espanol 
d For la mayor parte en Inglds 
e] Solamente peliculas en Inglds .

[a]__£En donde nacid listed (la madre del nino)? 
_ . Mexico _____E U . ____ Otra Pais

13. £En donde se crib listed? 

fal Solamente Mdxico
[b] La mayor parte del tiempo en M&rico y la 

mendr parte en los Estados Unidos
[c] La misma cantidad de tiempo en los Estados 

Unidos y en M&rico
[d] La Mayor parte del tiempo en los Estados 

Unidos y la menor parte en Mdxico.
[e] En los Estados Unidos

14. £Qud contacto ha tenido listed con M&dco?

a] Criada un ano o mas en M&dco
b] Criada menos de un ano en M6tico 

Visitas ocasionales a M&dco
d] Gomunicaciones ocasionales (cartas, llamadas 

telefdmcas, etc.) con gente de M&dco 
[el Ningun contacto o comunicacibn con gente 

de M&dco

[b] cEn donde naci'6 su padre?
:____ Mexico _____ E U . _____ Otra Pais

[c] 6En donde naci6 su madre?
____ Mexico _____ E U . _____ Otra Pais

[d] 6En donde naci‘6 su abuela (madre de su 
padre)?

____ Mexico _____ E U . __ __ Otra Pais

[c] £En donde nacid su abuelo (padre de su 

 ̂ Mexico _____E U . _____Otra Pais

[f] £En donde nacid su abuela (madre de su 
madre)?

____ Mexico _____ E U . _____ Otra Pais

[g] 6En donde nacid su abuelo (padre de su 
madre)?

____ Mexico _____ E U . ____ > ■ Otra Pais

6Sobre la informacidn anterior indique el 
numero de la generacidn que mejor le 
corresponde:

[a] 1° generacidn =  nacid en M&dco u otrd 
pais.

[b] 2° generacidn =  nacid en los Estados
Unidos, cualquiera de sus padres naderon en 
M&dco u otro pais. '

[c] 3a generacidn =  nacid en los Estados 
Unidos* sus dos padres nacieron en los 
Estados Unidos y todos los abuelos nacieron 
en M&dco u otro pais.

[d] 4° generacidn =  nacid en los Estados 
Unidos, sus dos padres nacieron en los 
Estados Unidos y por lo menos un abuelo 
nacio en M&dco u otrd pais.

15. £Qud tipo de comida prefiere?

[a] Solamente comida Mexicana 
[bj Por la mayor parte comida Mexicana, parte 

Americana
[cl Lo mismo Mexicana y Americana
[d] Por la mayor parte comida Americana 
|ej Solamente comida Americana

16. £En qu£ idioma piensa Ud.?

Solamente en Espanol 
La mayor parte en Espanol 
Igual en Inglds y Espanol 
La mayor parte en Inglds 
Solamente en Inglds

17. cPuede Ud. leer en Espanol? Si_____No
£Puede Ud. leer en Inglds? Si______ No

6En cu51 lenguaje lee mejor? Indique con un 
rirculo el numero que mejor corresponds:

5
d

Lee solamente Espanol 
Lee mejor Espanol que Inglds 
Lee igual en Inglds que en Espanol 
Lee mejor en Inglds aue en Espanol 
Lee solamente en Inglds

18. £Puede escribir en Inglds? ____ Sf No
tPuede escribir en EspanoIT 3T No

ZEn cu51 lenguaje escribe mejor? Indique con 
un rirculo el numero que mejor corresponda:

Escribe solamente en Espanol 
Escribe mejor en Espanol 
Escribe igual en Inglds y Espanol 
Escribe mejor en Inglds que en Espanol 
Escribe solamente en Inglds
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19. LSi se considers listed como Mexicans, Ghicana, 
Mexico Americana, Miembra de la Raza, o 
cualquiera que sea su identidad con £ste gmpo, 
que tan orgullosa se siente de ser un miembro 
de este grupo?

al Extreme orgullo 
b] Orgullosa moderadamente 
cl Poco de orgullo
d] Nads orgullo, pero tampoco no se siente 

negativo respecto o este grupo
[e] Nada orgullo y tiene sentimientos negatives 

hacia miembros de La Raza

20. cComo se clasificaria U&?

al Muy Mexicana 
b En gran parte Mexicana 
c BiculturaJ en gran parte 
d En gran parte Americanizada 
e] Muy Americanizada
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Demographics

Age

Last grade completed in school: 
no formal education
grades: 1 2 3 4 5 6 7 8 9 10 11 12 GED 
business, trade or technical school: 1 2 
college or university: 1 2 3 4  
post graduate: 1 2 3  MS/MA PhD

Ethnicity Screening Tool for Anglo Participants 
What language do you primarily speak at home?

If you were to categorize your ethnic background, what would you say you 
are?

Would you say you are ■_____ _ (Country of Origin, e.g. Polish,
Italian, etc)?
Would you say you are __________  (Country of Origin, e.g. American,
Chinese-American)?
Would you say you are American o f ______ _ (Country of Origin)
descent?
Would you say you are merely an American? _ _ _ _ _ _

WHAT DOES BEING HEALTHY MEAN TO YOU?



Demoarafico

Edad

Por favor, marc a listed, el ultimo nivel o grade de education suyo 
(escoge solamente uno, por favor).

no educacion formal
niveles: 1 2 3 4 5 6 7 8 9 10 11 12 "GED" 
escuela tecnico, o de negocio, o otro especial: 1 2 
colegio o universidad 1 2 3 4  BS/BA 
post graduado 1 2 3  MS/MA, PhD

iPara listed, de que signified "de ser sano"?
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