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ABSTRACT 

The purpose of this research was to compare and contrast the health promotion 

behaviors that 35- to 64-year-old Anglo-American and Mexican-American female 

caregivers utilize to maintain their wellness. A comparative descriptive design was used 

for a secondary analysis of data obtained from a larger study of caregiver-elder 

relationships (N = 249) (Phillips, Torres De Ardon, Komnenich, Killeen, & Rusinak, 

1996). This secondary study used content analysis to sort and examine responses of 

female caregivers to an open-ended question about their health promotion behaviors. 

The subjects for this secondary analysis (n = 60) were selected utilizing a table of 

random numbers. All the subjects were female caregivers between the ages of 35 and 64. 

Thirty Mexican-Americans and 30 Anglo-Americans residing in Arizona were included 

in the research sample. This research has practice implications for nurses supporting and 

educating caregivers. 



CHAPTER ONE 

INTRODUCTION 

The purpose of this study was to compare and contrast the health promotion 

behaviors that 35- to 64-year-old Anglo-American and Mexican-American female 

caregivers utilize to maintain their own wellness. An understanding of health promotion 

behaviors undertaken by female caregivers in this age group and of the two distinct 

cultures will assist the nurse to plan culturally sensitive health promotion interventions. 

A descriptive study was important to undertake because relatively few 

investigators have researched health promotion in ethnic populations. Most of the health 

promotion research which has been done involving Mexican-Americans relates to the 

prevention of specific illnesses such as cancer (Balcazar, Castro & Krull, 1995), heart 

disease (Derenowski, 1990; Ley, 1994), or diabetes (Martinez, 1993; Schwab, Meyer & 

Merrell, 1994). It is important, however, to explore how Mexican-American female 

caregivers age 35 to 64 describe their own general health-promoting behaviors. 

According to the World Health Organization ( 1994 ), the focus of health care 

should be on the maintenance of wellness instead of treatment of diseases. The study of 

Mexican-American and Anglo-American female caregivers in their middle years will 

enable health care providers to gain an increased understanding of this population's 

perspectives regarding health promotion. 

9 
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Gender is an important factor influencing health promotion behaviors because 

women's culturally and socially determined roles influence their health and the use of 

health care services "through a complex matrix of physiological and behavioral 

interrelationships and synergy that pervade every aspect of their lives" (Santow, 1995, p. 

147). Women have been generally underrepresented in research samples (Allen, Allman, 

& Powers, 1991; Taylor, 1994). This is partially due to the fact that few women had 

been involved as principle scientific investigators up until the 1960s (Allen, Allman, & 

Powers, 1991 ). In 1994 the Institute of Medicine joined both the National Institutes of 

Health and the Food and Drug Administration in support of mandatory gender equity in 

research (Taylor, 1994). Today studies are more likely to include female subjects. More 

research still needs to take place to analyze results within the context of gender. 

The middle age group, those people age 35 to 64, is important to study because 

the lifestyle choices of mid-life women have implications for women aged 65 and older. 

People are living an average of 16.4 years longer than just a two decades ago (US 

Department of Health and Human Services, 1991). However, an estimated average of 4.4 

of these years are marked with chronic debilitating illnesses (Maynard, 1991; Walker, 

1992). This increased life expectancy impacts how nurses care for individuals, families 

and communities. Many chronic debilitating diseases can be prevented in the elderly if 

health promotion behaviors are initiated earlier in life (Adrian, Layne, & Moreau, 1994; 

Leveille, LaCroix, Hecht, Grothaus, & Wagner, 1992; US Department of Health and 

Human Services, 1991 ). 
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Empirically it is known that there is a decline in physical health as people age. 

However, this decline is less rapid and allows for better quality of life if health promotion 

behaviors are adopted and maintained (Fries, 1983; McDermott, 1995). The percentage 

of people age 65 and older living in the United States will increase about 2% a year and is 

projected to nearly double by the year 2020. The population over age 85 will experience 

the most rapid growth (Institute of Medicine, 1995). These changing demographics pose 

renewed questions related to the health promotion behaviors of people who are currently 

middle-aged. It is important to address health promotion behaviors of middle-aged 

women because they will be entering the older age group within the next decades. 

Some theorists (Dines & Cribb, 1993; Pender, 1987) conceptualize health 

promotion and preventive behaviors as separate concepts. However, for the purposes of 

this research, these two related terms will be used interchangeably. Health promotion and 

preventive behaviors are directed at maintaining and/or improving the general health state 

of individuals (Orem, 1995). These terms are based on the presumed human potential_ for 

improvement. Their meaning is further enhanced by an understanding of primary 

prevention. Primary prevention is applicable prior to the onset of disease and is directed 

to the maintenance and promotion of integrity of structure and functioning and the 

prevention of disease (Orem, 1995). 

Specifically, this cross-sectional study was an examination of health promotion 

behaviors of Mexican-American and Anglo-American female caregivers ages 35 to 64 to 
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determine how nurses can become more culturally sensitive when implementing primary 

preventive interventions directed at improving this population's overall health. 

Overview of the Problem 

Inconsistency exists in the literature regarding the terms Mexican-American and 

Hispanic. The term "Hispanic" is used to describe people of Mexican, Cuban, or Latin 

heritage. Therefore, it is considered a broader, more general term which includes peoples 

of different cultural beliefs and heritage. These cultural "roots" may be similar to one 

another but are more often quite distinct. Mexican-Americans residing in the United 

States were the focus of this study. Unfortunately, United States Census (1990) statistics 

utilize a broader term, "Hispanic." Therefore, researchers are only able to estimate the 

number of Mexican-Americans residing in the United States. 

Of the 47,328,000 females age 35 to 64 residing in the United States, 7.7% 

identify themselves. as Hispanic (US Bureau of the Census, 1995). Although the exact 

figures depend on the reference, most agree that Mexican-Americans constitute 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; Garcia 

& Montgomery, 1991). By the year 2000, the Hispanic-American population is expected 

to be the nation's largest ethnic group (Garcia & Montgomery, 1991). More research 

needs to be done to address the special health promotion needs of the Mexican-American 

population. 



13 

Mexican-Americans have higher incidences of type two non-insulin-dependent 

diabetes mellitus, hypertension, obesity, lead poisoning, cervical cancer and substance 

abuse than non-Hispanic Anglo-Americans (Council on Scientific Affairs, 1991; Munoz, 

1988; Zambrana, 1987). Health promotion educational interventions and research into 

the coping skills Mexican-Americans possess to manage these illnesses should be 

intensified in the future. 

A specific barrier that Mexican-Americans face when accessing health care 

services is lower educational levels. Mexican-Americans tend to have less formal 

education than other ethnic groups. Mexican-American women receive fewer formal 

years of education than any other minorities who begin formal education. Only 36% of 

Mexican-American women complete high school (Zambrana, 1987). 

While several studies have discussed health promotion behaviors of middle-aged 

women, (Sobal, Revicki, & Deforge, 1992; Volden, Langems, Adamson, & Oechsle, 

1990; Woods, Lentz, & Mitchell, 1993) an extensive literature search discovered few 

studies comparing the health promotion behaviors of urban Mexican-American female 

caregivers to those of urban Anglo-American female caregivers. 

Many health care dollars are spent for treatment of preventable diseases. Chronic 

illnesses attributed to tobacco use, unprotected intercourse, sedentary lifestyle, and high 

fat diets each play a part in the nations' morbidity and mortality rates (Pan American 

Health Organization, 1994 ). Due to the increased attention being given to the cost of 

health care in the United States, legislators and health care professionals are renewing 
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their interest in preventive measures. Nursing professionals are at the forefront, 

encouraging health promotion behaviors and lobbying for funds to educate the population 

about health promotion behaviors. Nurses believe that through primary prevention 

efforts, the nation can prevent needless human suffering as well as reduce overall health 

care expenditures. 

Statement of Purpose 

The purpose of this study was to compare and contrast the health promotion 

behaviors of Mexican-American female caregivers and Anglo-American female 

caregivers aged 35 to 64. This information will add to the body of knowledge on health 

promotion behaviors of ethnically diverse populations. The following research questions 

were investigated: 

1. What are the self-disclosed health promotion behaviors of Mexican-American 

female caregivers between the ages of 35 and 64? 

2. What are the self-disclosed health promotion behaviors of Anglo-American 

female caregivers between the ages of 35 and 64? 

3. What is the difference between the frequency of use of self-disclosed health 

promotion behaviors of Anglo-American and Mexican-American female 

caregivers between the ages of 35 to 64? 



Additionally, this study explored what demographic and health variables affect health 

promotion behaviors. The subsidiary questions to be asked of this data will be further 

described in Chapter Three. 

Definition of Terms 

Anglo. Individuals of European descent residing in the United States. 

15 

Caregivers. Individuals who provide at least one intermittent service to an elderly person 

who is known to them through consanguinal or acquired kinship ties. 

Elders. Individuals who are at least 55 years of age and receive at least one intermittent 

service from the caregiver. 

Health Promotion Behaviors. Those activities which are directed towards increasing the 

level of well-being and actualizing the health potential of individuals and 

aggregates. 

Mexican-American. Individuals of Mexican descent residing in the United States 

Middle-age. Those human beings who are between the ages of 35 to 64. 

Self-care. The production of actions directed to self or to the environment in order to 

regulate one's functioning in the interest of one's life and well-being (Orem, 

1995). 

Self-disclosed. The subject answered the open-ended question in a subjective manner. 
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Significance of Study 

The focus of health care is slowly evolving and changing from an acute illness 

focus to a health promotion model (Ferketich, 1996; Kulbok, & Baldwin, 1992). This 

shift in thinking is due to upwardly spiraling health care costs. These costs can be 

measured in terms of dollars and human suffering (Aguirre-Molina, Ramirez, & Ramirez, 

1993; Pruitt, 1992). 

In 1990, nearly 12% of the gross national product went for treatment and medical 

services. It is estimated that the United States government will be financially insolvent 

by the middle of the next century if health care costs are not brought under control 

(Aguirre-Molina, Ramirez, & Ramirez, 1993; US Public Health Services, 1980). 

Additionally, chronic illness exacts its toll on individuals, families, and communities 

because it decreases the quality of life in the so called "golden years" (Duffy, 1993; 

Gillis & Perry, 1991; Pender, 1987). Mounting research suggests that the life-style 

choices and patterns of people influence both their health and longevity (Adrian, Layne, 

& Moreau, 1994; Walker, Volkan, Sechrist, & Pender, 1988). Health promotion 

research findings support the axiom, an ounce of prevention is worth a pound of cure 

(Ferketich, 1996; Kulbok & Baldwin, 1992; Walker, et al., 1988). 

Prior to a change in practice it is important to have research which provides a 

foundation for guiding change. In the absence of solid research, some changes may be 

made in nursing practice which are not warranted, while other areas of practice, which 

may benefit from revision or elimination, may remain untouched (Wilson, 1989). Further 



study of the concepts of health promotion are important to increase wellness within the 

general population at every age. 
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Dunn ( 1957) was one of the first to utilize the term "wellness" nearly four decades 

ago. His writings reflect the ideas of Abraham Maslow (1954), Carl Rogers (1951), Erich 

Fromm (1991) and Hans Selye (1976), who were also interested in wellness. Themes 

consistently discussed in the literature include integration of mind, body, spirit, the edict 

of self-responsibility and choice, as well as the interdependence of all living things 

(Walker, 1992). A person's ideas of wellness are often described as subjective and are 

therefore impacted by one's culture, gender, and maturity (Caudle, 1993; Volden et al., 

1990; Whetstone & Reid, 1991 ). 

A person's culture influences many aspects cflife including health promotion 

behaviors (Ruffing-Rahal, 1994). Nursing professionals need to explore if there are 

differences in health promotion behaviors among diverse ethnic groups. Further, how to 

educate the client about prevention with respect to their cultural milieu is a natural 

consequence of such knowledge. The nurse's insight into cultural elements is imperative 

to a therapeutic nurse-patient relationship (Orem, 1995). However, a comparison and 

contrast of health promotion behaviors among Mexican-American and Anglo-American 

cultural groups has not been adequately addressed in the literature. 

Ethnicity plays a role in health promotion behaviors (Marks, Garcia, & Solis, 

1990; Solis, Marks, Garcia, & Shelton, 1990). Few studies that explored Mexican

Americans' perceptions and practices of health promoting behaviors were located in the 
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literature. Kerr and Ritchey ( 1990) compared the health promotion behaviors of English-

speaking Mexican-American migrant farm workers and Spanish-Speaking Mexican

American migrant farm workers. This study explored a population which had different 

demographic characteristics and compared and contrasted Mexican-American and Anglo

American female caregivers' self disclosed health promotion behaviors. 

Disney ( 1991) compared health beliefs and behaviors of three different groups of 

rural women in southern New Mexico. She administered a demographic questionnaire, 

the Laffrey Health Conception Scale, and the Higgins Health Behaviors Questionnaire to 

a convenience sample of 76 women. Of the sample, twenty-five said they were Mexican 

born, twenty-five were Mexican women born in the United States, and twenty-six were 

Anglo-American women born in the United States. She found that health behaviors, but 

not health definitions, were directly related to socioeconomic and educational levels. The 

results of Disney's (1991) study did not reveal any difference in health beliefs of rural 

and urban woman. However, her study did not present clear results as to whether the 

rural and urban women differed in their health behaviors. Because the results of her 

research were inconclusive in the area of actual health behaviors, Disney ( 1991) 

recommended that a future study be performed with a matched group of urban and rural 

women using her research design. This study partially implemented Disney's (1991) 

suggestion and considered urban Anglo-American and urban Mexican-American 

women's similarities and differences in their health promotion behaviors. However, this 

study did not utilize her research design. An illumination of the health promotion 



behaviors employed by these two cultural groups provided a better understanding of 

cultural differences and similarities and therefore suggested how to enhance nursing 

practice. 

Gender has an important impact on health promotion beliefs and behaviors. 

Several studies indicate that mechanisms underlying health promotion behaviors are 

different for men than for women (Fehir, 1988; Hartweg, 1991, 1993; Ratner, Bottorff, 

Johnson, & Hayduk, 1994). Further, the health promotion behaviors implemented are 

different (Fehir, 1988; Hartweg, 1993; Ratner et al., 1994). Findings indicate that 

women have more interest in and are more concerned about their health than men 
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(Hibbod & Pope, 1983; Kristiansen, 1990; Ratner, et al., 1994). In a study done by 

Volden et al. (1990), men scored higher than their female counterparts on self-acceptance 

measures, whereas women scored higher on measures related to the meaning of health 

and overall health promoting lifestyle profile. Overall, women reported practicing more 

preventive behaviors but were less satisfied with their efforts. 

Considerable research attention has been given to health promotion and coping 

skills of those over 65 (Perry & Woods, 1995; Stevenson & Topp, 1990; Walker, 1992). 

However, few studies have explored the health promotion behaviors of women between 

the ages of 35 to 64. This middle-aged group of women deserves greater attention since 

women comprise the largest living segment of the population aged 70-90 (National 

Center for Health Statistics, 1991; Volden et al., 1990). Therefore, it is relevant to study 
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the predictors of health promotion behaviors in this group prior to old age so that nursing 

strategies to promote health can be facilitated and implemented (Gillis & Perry, 1991). 

In general this study is significant because there is an absence of definitive studies 

that indicate the differences and similarities between the health promotion behaviors of 

Anglo-American and Mexican-American female caregivers between the ages of 35 to 64. 

Clearly changes are taking place in the health care system as well as society. The United 

States as a whole is beginning to emphasize health maintenance and encourage health 

promotion behaviors (Fries, 1983; Public Health Services, 1980; Public Health Services, 

1994 ). It was important to do research in this area to provide a firm foundation on which 

to base nursing practice. 

Summary 

The differences in health promotion behaviors of Mexican-American and Anglo

American female caregivers aged 35 to 64 was explored in this study. Nurses continue to 

work in a climate of increasing cultural diversity; the body of nursing knowledge and 

practice continues to evolve to encompass a greater understanding of various cultural 

beliefs. The future challenges nurses to use a more educated approach while providing 

care to females between the ages of 3 5 to 64 and their families. Developing and utilizing 

knowledge about different cultures assists nurses to develop individualized wellness 

plans which, when implemented, assist the client to meet his/her own personal life goals. 
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This chapter developed a background for this study as it relates to two groups, 

Anglo-American and Mexican-American female caregivers between the ages of 35 to 64. 

A problem statement, definition of terms, and research questions posed by it were 

included. Further, the need for such research and its significance to nursing practice were 

outlined. 
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CHAPTER TWO 

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

This chapter presents the conceptual framework used in this study and a review of 

the literature. Components of Orem's Self-Care Framework (Orem, 1980,1995) are 

addressed in this chapter at the conceptual level, and then two of parts of the framework 

are operationalized. Additionally the concept of culture as an influencing, encompassing 

factor is discussed and operationalized. 

The review of literature includes three major sections: (a) Self Care behaviors: 

Health promotion behaviors that 35- to 64-year-old people undertake; (b) Nursing 

Capabilities: On being supportive and educative to middle-aged adults; ( c) Cultural 

influences: On health promotion behaviors. 

Conceptual Framework 

Orem' s Self-Care Model 

The term health promotion is not defined in any of Orem's writings (1980,1995). 

Critics of her model have expressed concern for its illness focus (Hartweg, 1990; 

Johnston, Ratner, Bottorff, & Hayduk, 1993; Meleis, 1985). Review of her work reveals 

two terms she uses related to health promotion, well-being and high-level wellness 

(Orem, 1995). The term health promotion is implied in Orem's Self-Care Model, thus the 
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concept of health promotion, although not explicit, was considered in the development of 

Orem' s model. 

The terms health and well-being are similar terms which were used differently by 

Orem (1995). Health is the state of a person that is "characterized by soundness or 

wholeness" of physiological or psychological functioning (Orem, 1995, p. 101 ). Well

being is a subjective term defined by the client's perceived condition of existence. It 

includes the client's personal experiences of contentment, pleasure, as well as spiritual 

experiences (Orem, 1995, p. 462). This definition, Orem (1995) contends, allows for the 

co-existence of feelings of well-being even in the presence of biological dysfunction. 

Orem' s theoretical model describes nursing as both an art and a science. Further, 

both of these must be integrated by the nurse to render effective care. The nurse's role is 

to assist the client or .caregiver to function at his/her highest ability level possible without 

the nurse. The Orem model was used as the conceptual framework for this study (Figure 

1 ). A brief description of the Orem Model was presented including how this theory fits 

into nursing's metaparadigm. The Health-Promotion Self-Care System Model, developed 

by Simmons (1990) was also used in this study to more securely incorporate health 

promotion ideas into Orem's perspectives of self care (Figure 2). Orem (1995) and 

Simmons (1990) only briefly discuss the relationship between culture and perceptions of 

well-being. Therefore, the concept of culture was incorporated by this researcher within 

the study (Figure 3). 
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Orem's Self-Care Conceptual Framework (Orem, 1995) 
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Figure 2. 

Simmons Health-Promoting Self-Care System Theoretical Framework. (Simmons, 1990) 
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Adapted Theoretical Model: Health Promotin~ Self-Care System within the Cultural Milieu. 
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When discussing any nursing theory it is important to define the concepts 

presented within the framework of nursing' s metaparadigm: health, person, nursing and 

environment. In the self-care model a person is capable of self-evaluation and therefore 

capable of self-knowledge (Orem, 1995, p. 225). A person is also capable of self

actualization and strives to provide beneficence to him- or herself and others (p. 61 ). The 

concept of person in the Orem model applies to both the nurse and the patient (Fitzpatrick 

& Whall, 1989; Orem, 1995). 

Health is the state of wholeness or integrity of human beings (Orem, 1980,1995). 

Within the broad scope of health, two concepts emerge, wellness and illness. These two 

states of health are not mutually exclusive. For example, a person can define her- or 

himself as well because self-care behaviors can be performed independently despite 

impairments. Illness is defined by Orem ( 1990) as unmet biological, psychosocial, or 

spiritual distresses which interfere with an individual's well-being and search for high

level wellness. Well-being can be experienced even under conditions of adversity, 

including disorders of human structure and functioning. Further, Orem believes that 

adversity or illness may bring people increased understanding of themselves and others. 

Implicitly the Orem theory proposes that intact human structure and functioning may 

exist in people who do not enjoy high-level wellness. 

Nursing's focus is on individual, family, and community health care. Nursing is a 

"creative effort of one human being to help another human being" (Orem, 1980, p. 118). 

The learned ability to nurse is defined as "nurse agency" (Orem, 1980, 1995). The goal of 



nurse agency is to help people meet their therapeutic self-care demands and achieve 

independence or to assist the patient's caregiver to become competent in providing 

necessary assistance. 
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Orem ( 1980, 1995) defined environment in terms of factors, elements, conditions, 

and human development, none of which is defined. Throughout her work she does refer 

to intrapersonal, interpersonal, and extrapersonal factors which influence self-care. 

Orem incorporated all of the components of nursing' s metaparadigm. Although 

she does not explicitly define each term, she utilizes each concept within her theory of 

self-care to weave an intricate pattern which describes a way to practice, educate, and 

research within the profession of nursing. Orem' s theory consists of four main 

components: (a) self-care, (b) self-care capabilities, (c) nursing capabilities, (d) 

therapeutic self-care demand (Figure 1 ). Each of these will be briefly described and 

defined. 

Self-care is purposeful action. When it is performed effectively it "contributes in 

specific ways to human structural integrity, human functioning, and human development" 

(Orem, 1995, p. 103). Further, self-care is the practice of behaviors that individuals 

begin and continue on their own behalf to maintain health and well-being (Orem, 1995). 

An assumption underlying the concept of self-care is that adults have the right and 

responsibility to care for themselves and to maintain and improve their state of health. 

The power and ability to engage in purposeful self-care is labeled self-care 

capabilities (Orem, 1995). Self-care capabilities are the production of actions directed to 
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self or to the environment in order to regulate functioning in the interest of life and well

being (Orem, 1995). The self-care capabilities of clients may range from total 

dependence on the nurse for all activities of daily living, to minimal assistance with only 

educational interventions needed from the nurse. Self-care capabilities vary over time 

and are influenced by the person's health state and developmental level. If illness or 

disrupting environmental factors impede self-care efforts, nursing agency may be 

employed to assist in those activities which the patient is unable to do for him/herself. 

The Orem model discussed nursing capabilities, also referred to as nursing 

agency. Nursing capabilities are defined as learned behaviors which are performed by 

people educated as nurses within the framework of a prescribed interpersonal 

relationship. The nurse assists the person to meet his or her therapeutic self-care 

demands and regulate the development or exercise of their self-care agency (Orem, 

1980,1995). The relationship of the nurse to the patient is complementary. The role of 

the nurse is to facilitate responsible actions on the part of the patient in regard to his or 

her health-related self-care. The nurse makes up for any existent health-related 

deficiencies in the patients' capabilities for self-care, by maintaining or increasing self

care capabilities (Orem, 1980, 1995). 

Therapeutic self-care demand is the measure of care required at a specific moment 

to maintain life, maintain or promote health, development, and general well-being (Orem, 

1995, p. 12). Effective nursing requires a calculation of unmet health-needs by either the 

patient, caregiver, or nurse. After investigating and understanding these unmet health 



requirements, planning and action to satisfy these needs must take place. At first the 

nurse is more directly involved in assessment, diagnosis, and treatment process but, if 

they are able, the patient or caregiver collaborates with the nurse to determine self-care 

demands. The nurse and the patient then work towards mutually set goals to enable the 

patient to improve or maintain his/her well-being as time passes. 

The goal for the patient is independent self-care agency, to the extent that an 

individual is able to meet their own self-care demands. Self-care, self-care capabilities, 

nursing capabilities, and therapeutic self-care demand, are interdependent with the 

collective aim being to describe the nurse's role, as well as the patient's role in meeting 

health-related needs. 

Operationalized Components of the Conceptual Framework 

Orem' s conceptual framework (Figure 1) offered a depiction of the components 

encompassed within her ideas of self-care. Orem's conceptual framework consists of 

four components: (a) therapeutic self-care demand, (b) exercise of self-care agency, 

( c) health promoting self-care, and ( d) nursing systems. 
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Simmons (1990) further defined Orem's components in relation to health 

promotion concepts. Simmons referred to her conceptual framework as an adaptation of 

Orem' s framework as the Health Promoting Self-Care System Model (Figure 2). Two 

assumptions underlie Simmons' (1990, p. 1164) conceptual framework: (a) individuals 

are able to develop knowledge, attitudes, and skills needed for determining and 

performing health promoting behaviors; (b) nursing practice is directed towards 



increasing the individual's self-responsibility in obtaining and maintaining health

promoting behaviors. 
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The conceptual framework used in this study (Figure 3) is a blend of Orem' s 

(1995) and Simmons' (1990) conceptual frameworks. The two components ofOrem's 

theoretical framework which were used in this research were: (a) self-care (behaviors), 

and (b) self-care capabilities. The types of health-promotion behaviors that the female 

caregivers self-disclosed were considered their self-care behaviors. The self-care 

capabilities of the female caregivers were examined by assessing the demographic 

variables including health of the caregiver, income level of the caregiver and other related 

variables discussed in the subsidiary research questions. Additionally, the researcher 

included culture as an important variable affecting health promoting self-care behaviors. 

Health promoting self-care behaviors are defined as any behavior which promotes 

general health and a sense of well-being (Simmons, 1990). Many research studies have 

supported that these behaviors vary with gender, age, cultural group, level of education 

and socioeconomic status ( Aguirre-Molina, Ramirez, & Ramirez, 1993; Furino & 

Munoz, 1991; Walker, Volkan, Sechrist, & Pender, 1988; Weitzel, Hudak, Becker, 

Waller, & Stuitbergen, 1994; Voldan, Langemo, Adamson, & Oechsle, 1990). 

Therefore, it is important for the nurse to consider the life context of the patient prior to 

recommending self-care behaviors directed at primary and secondary prevention. 

Examples of health-promotion self-care behaviors include exercise, nutritious dietary 

modifications, seeking social support, and spirituality. 
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The nurse operates in the supportive-educative role when promoting self-care in a 

physically and psychologically intact person. The nurse and the client mutually assess 

the therapeutic self-care demand and determine what health-promoting self-care 

behaviors should be implemented to meet the demand (Orem, 1995). Valid helping 

techniques used when the client is able to perform self-care behaviors include 

"combinations of support, guidance, provision of a developmental environment, and 

teaching" (Orem, 1995, p. 310). Although the supportive-educative role is not 

mentioned in Orem's early works (1971,1980,1985), she does allude to this role by 

suggesting that nursing is a "helping service." The nurse may meet self-care deficits by 

providing resources from other institutions or agencies and offering emotional support to 

clients. 

Culture was not overtly discussed in the health-promoting self-care system model 

(Figure 2) presented by Simmons (1990). It is partially encompassed in the basic 

conditioning factors; however, it is not explicitly discussed as impacting values, 

motivation, and the behavior of clients as they initiate or participate in health-promoting 

self-care behaviors. In order to establish an effective working relationship with the client, 

the nurse operates within the client's cultural framework. Nurses require insight about 

conditions which work against cooperative working relationships. Prejudicial attitudes 

and discriminatory practices must be understood and resolved before both nurses and 

clients are able to achieve role fulfillment (Caudle, 1993; Orem, 1995). Health

promotion programs must reinforce client value systems (Ruffing-Rahal, 1994). If the 
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nurse and the client are from two different cultures, a bridge of understanding and mutual 

respect should be erected so health care behaviors suggested by the nurse are adaptable to 

the client's worldview. 

The concepts of Orem's model (Figure 1) which were operationalized in this 

research were self-care and self-care capabilities. The concepts of Simmons' model 

(Figure 2) which were operationalized in this research were health-promoting self-care 

and basic conditioning factors. This researcher added an additional basic conditioning 

factor, culture. 

Review of Literature 

Health-Promotion Self-Care Behaviors 

The literature is rich with discussions about the health promotion behaviors 

adopted by clients. The focus ofthis study was, specifically, female Anglo-American and 

Mexican-American caregivers age 35 to 64. This sample was unique in that all of the 

women were caregivers to an elderly spouse, relative or friend. The articles examined 

depicted five broad categories of behaviors women aged 3 5 to 64 implemented to 

maintain their well-being and health: physical activity (Burk & Kimiecik, 1994; Woods, 

Lentz, & Mitchell, 1993), maintaining a nutritious diet (Thompson, Sowers, Frongillo, & 

Parpia, 1992; Walker, 1992), utilizing social support to discuss the problems and joys of 

daily life (Robinson, 1990; Harrison, Neufeld, & Kushner, 1995), spirituality (Disney, 



1991; Kaye & Robinson, 1994 ), and relaxation techniques (Hartweg, 1993; Laffrey, 

1990; Smith, Compton, & West, 1995). 
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Exercise. An important component of health-promotion self-care is exercise. The 

Surgeon General's report, Healthy People 2000 (US Department of Health and Human 

Services, 1991) indicates that less than 25% of non-institutionalized US adults participate 

in any form of regular exercise. The tendency towards sedentary lifestyles is of concern 

because studies indicate that older adults can minimize physical disabilities through 

physical activity (Gillis & Perry, 1991; McDermott, 1995). Physical activity influences 

both health and longevity (Gillis & Perry, 1991). 

Gillis and Perry ( 1991) utilized a longitudinal pretest-posttest experimental design 

to study 126 Anglo-American women aged 35 to 65. The subjects were self-selected so 

findings must be interpreted with caution in reference to the population as a whole. It 

was anticipated that the experimental group that participated in aerobic exercises three 

times per week would demonstrate a change in health-promoting lifestyle behaviors. 

This hypothesis was supported and the experimental subjects' level of well-being was 

positively influenced by attendance at the exercise classes. 

One significant modifying factor in the participation of exercise is gender. 

Ratner, Bottorff, Johnson, and Hayduk (1994) explored the role gender plays in exercise. 

Studying a sample of 3,025 men and women aged 20 to 64, they supported the hypothesis 

that men report participating in more exercise than women. Gender difference were 

especially noted among married males. Umberson's (1992) research maintained that 
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marriage has an indirect effect on men's health behaviors because their wives remind or 

pressure them to engage in positive health behaviors. Marital status did not have any 

effect on women's exercise although it did affect diet. 

The physical behaviors established as a middle-aged and younger adult often 

reflect the exercise behaviors and health promoting attitudes of older adults (Hartweg, 

1993; Walker, Volkan, Sechrist, & Pender, 1988). In short, if a person exercised when 

young, they would continue to exercise as they aged. Adults over the age of sixty believe 

that exercise and other health-promoting behaviors can impact overall health (Walker, 

1992; Walker et al., 1988). A study in Florida reported that a self-selected residential 

sample of 33 seniors from three senior housing projects exercised an average of four or 

more hours per day (Maynard, 1991). Four or more hours per day seems like a lot of 

exercise when comparing this sample to the rest of the population. Perhaps the amount of 

exercise these seniors reported was high because Maynard did not develop a concrete 

definition for "exercise" and subjects may have exaggerated the amount of exercise they 

routinely engaged in. 

The positive effects of moderate and low-intensity long-term exercise by subjects 

age sixty and over are well studied. Stevenson and Topp (1990) studied 72 seniors who 

were randomly assigned to one of two exercise intensities. The subjects engaged in either 

a moderate or a low-intensity exercise class three times a week for nine months. At the 

end of the nine months, moderate exercise was not superior to low-intensity exercise; 

within both groups cardiovascular status and exercise tolerance improved about equally. 



The cardiovascular status and exercise tolerance of the subjects was measured by 

treadmill testing and questionnaires. Variables which showed improvement over time 

included: increased quality and quantity of self-reported sleep, better cognitive 

functioning, improved health perceptions and better cardiovascular fitness indicators 

(Stevenson & Topp, 1990). 
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A study done by Volden, Langemo, Adamson, and Oechsle, ( 1990) examined the 

relationship of age, gender, and exercise practices to measures of health, lifestyle and self 

esteem. The study involved a convenience sample of 478 men and women aged 18 to 74. 

Using a three way analysis of variance and descriptive statistical measures, Volden, et al. 

supported the hypothesis that women scored significantly higher on Health-Promoting 

Life-Style Profile (HPLP) subscales of nutrition, interpersonal support, exercise, and 

health responsibility. Additionally, both genders were more concerned about improving 

their diet as they aged. The nutrition subscale scores were also significantly higher for 

exercisers than for the non-exercisers. 

Diet. Epidemiological and clinical studies suggest that diets high in fruit, 

vegetables, and whole grains are associated with lower risks of coronary disease, colon 

cancer, diabetes mellitus, hypertension and gallstone formation (American Heart 

Association, 1986; National Academy of Sciences, 1989). Many women do not meet the 

dietary recommendations for calcium, iron and fiber (US Department of Health and 

Human Services, 1990). Lack of fiber coupled with high intake of fat contributes to the 



development of chronic diseases as women age (Thompson, Sowers, Frongillo, & 

Parpia, 1992). 
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A recent study of 2,134 women age 19 to 50 concluded that major determinants of 

fiber intake were reliant on the individual's intake of certain food groups such as 

vegetables, ready-to-eat cereal, fruit, bread, and soups (Thompson, et al., 1992). Further, 

relationships between socioeconomic status, ethnicity, and region of residence influenced 

nutrient intake. For example, women with fewer financial resources reported eating high 

calorie, high fat foods more often than their more financially secure counterparts. 

In the Alameda County studies, 1 7% of the people over age 7 5 practiced all seven 

of the good health habits studied. In contrast, only 6%-7% of people under age 45 

practiced all seven good health habits (Belloc & Breslow, 1974; Walker, et al., 1988). 

Three of the health habits had to do with diet: (a) eating breakfast, (b) not eating 

between meals, and ( c) being within 10% of their recommended body weight (Perry & 

Woods, 1995). These findings further support the importance of diet within the context 

of health promotion for middle-aged women. 

Social Support. The concept of social support refers to interpersonally supportive 

behaviors and includes the giving and receiving of assistance throughout the life course. 

Social support is an important resource that is connected to positive well-being 

(Callaghan & Morrissey, 1993; Harrison, Neufeld & Kushner, 1995). 

Muhlenkamp and Sayles (1986) found that social support influenced a health 

promotion lifestyle by indirectly elevating self-esteem. Questionnaires assessing the 
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subject's perception of available social support networks and instruments measuring self

esteem were given to a sample of 168 women. Results of the study related a positive 

association between a good social support network and above average self-esteem. 

Callaghan and Morrissey' s ( 1993) findings support the notion that social support 

networks have a positive affect on self-esteem. Social support was also cited by 

Callaghan and Morrissey ( 1993) as an integral part of health promotion behaviors; 

further, it assists the women to develop and to maintain a sense of well-being. Many 

factors contribute to the development of social support. 

Possessing and utilizing social skills are an important variable for receiving social 

support (Gottlieb & Green, 1987). Harrison, Neufeld and Kushner (1995) suggested that 

social skills and personal characteristics assist people to develop a social network and are 

necessary to develop ties and form new connections which result in more social support. 

Robinson's research (1990) utilized a sample of thirty-one white female adults age 40 to 

60, and detected a significant positive relationship between functional social support and 

self-esteem. 

Twenty-six women, ages 35 to 44, were included in an exploratory study by Freer 

(1980). He researched self-reported actions that women took to feel better. Of the 634 

actions described, 53% were related to social interactions. Hartweg (1993) supported 

these findings with her study of 153 healthy women ages 40 to 59. Social interaction was 

consistently the most important stress-relieving method selected by women. To promote 

well-being, women in the sample wrote letters, telephoned, or walked with friends and 



family. Actions done to assist other people, such as volunteer work, were also 

mentioned. 
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Despite the large amount of literature support for the use of social networks, the 

nurse must not overlook the barriers women face when seeking support. Research on 

support-seeking (Harrison, Neufeld & Kushner, 1995; Woods, Lentz & Mitchell, 1993) 

indicates that most women do not identify a lack of potential sources of support but they 

do identify conditions or barriers which make it more difficult for them to use support. 

Harrison, Neufeld and Kushner (1995) cited that women were concerned that their use of 

support is a burden to others. Before using support, the informants considered the type of 

support needed and the possible burden it would place on the individual who provided the 

support. Overall, a reluctance to actively seek social support was expressed by most 

women. However, if help was offered by a willing party, rather than requested by the 

women, she was more likely to consider it acceptable to use this social support network. 

Spirituality. Of all the facets of a health-promoting lifestyle, self-actualization or 

spiritual growth may be the most central to the concept of wellness. It involves having a 

sense of purpose, experiencing positive self-regard, and continuing to grow and develop 

as a person (Walker, 1992). Attitudes, spiritual resources and hope can decrease the 

negative impact of stress (Kaye & Robinson, 1994; Reed, 1987; Restak, 1989). A 

divine relationship or closeness to God, was reported as having a significant effect on 

several measures of well-being by Pollner (1989). 



40 

Spirituality is part of health-promoting behaviors in women age 35 to 64. Many 

people engage in spiritual behaviors to assist them in coping with crisis and daily life 

stress (Freer, 1980; Hartweg, 1993). Spiritual behaviors include prayer, reading spiritual 

materials, seeking spiritual guidance, worshipping, self-reflection and sharing joys of 

living. 

Relaxation Techniques. Descriptions of relaxation techniques vary throughout the 

literature. Relaxation techniques were defined as any purposeful method used by an 

individual to decrease tension and perception of stress. It is introspective and differs 

from spirituality in that it does not involve a higher power. Meditation, progressive 

muscle relaxation, visual imaging, resting or sleeping are considered as relaxation for the 

purposes of this study. The two broad health promotion behavioral categories 

representing relaxation in this study were lifestyle structuring and rest/sleep. Some 

studies support that relaxation promotes physical health, mental health and feelings of 

well-being. 

Walker, Volkan, Sechrist, and Pender (1988) studied the differences in health 

promoting life styles of older adults compared to middle-aged adults. A convenience 

sample of 452 Anglo, literate subjects ranging in age from 18 to 88 years (155 men, 297 

women) completed the Health-Promoting Lifestyle Profile. This study found that 

middle-age adults were less likely to engage in stress management techniques than older 

adults. 
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Smith, Compton and West (1995) evaluated a sample of 35 undergraduate 

volunteers (25 women, 10 men) between the ages of 18 to 45. The subjects were 

randomly assigned to either a control or one of two experimental groups. A pre-test, 

post-test experimental design was used. Both experimental groups were taught Fordyce's 

(1983) Personal Happiness Enhancement Program (PHEP). Additionally, the second 

experimental group was taught concentrative meditation. Both experimental groups met 

together for 12 one-and-a-half-hour sessions over a period of six weeks. Both 

experimental groups demonstrated a reduction in negative moods and enhanced 

subjective feelings of happiness. Although this was a preliminary study, limited by a 

small sample size, the combination therapy of meditation and Fordyce's Happiness 

Enhancement Program showed great promise. 

Numerous studies have supported the use of meditation for stress management 

(Sawada & Steptoe, 1988; Hartweg, 1993), decreasing anxiety (Delmonte, 1985), and 

increasing self-actualization (Alexander, Rainforth & Gelderloos, 1991 ). Despite these 

findings, the art of meditation is not widely practiced in the United States as a form of 

relaxation. However, other forms of relaxation such as rest and sleep are often mentioned 

by people who reside in the United States. 

Nursing's Involvement in Health Promotion Efforts 

The nursing literature is replete with research focusing on health promotion. The 

National Center for Nursing Research (1993) stated that nurses have historically provided 

holistic care to individual, families and communities. Nurses treat patients, not simply 



42 

illnesses. This historical perspective is true even today. Nurses are increasingly focused 

on promoting healthy lifestyles rather than treating disease states as they afflict 

individuals, families and communities (Institute of Medicine, 1995). 

Mexican-American Health Promotion Studies 

Mexican-Americans are at higher risk for developing acute and chronic 

debilitating illnesses earlier in life when compared to Anglo-Americans (Villarreal, 

1984). Mexican-American women have higher incidences of non-insulin dependent 

diabetes mellitus, heart disease, hypertension, obesity, injuries, violent deaths, cervical 

cancer, and human immunodeficiency virus than non-Hispanic Anglos (Council on 

Scientific Affairs, 1991; Marks, Garcia, & Solis, 1990; Munoz, 1988; National Coalition 

of Hispanic Health and Human Services Organizations, 1991 ). The higher prevalence of 

these diseases may stem from underutilization of preventive and screening services. 

Acculturation refers to the process of change which occurs to cultural groups as a 

result of continuous contact (Aguirre-Molina, Ramirez, & Ramirez, 1993). The level of 

acculturation may affect the health care that Mexican-Americans receive. First 

generation Mexican-Americans were less likely to seek formalized health care than 

subsequent generations (Solis, Marks, Garcia, & Shelton, 1990). Further, research 

demonstrates (Gonzalez-Swafford & Gutierrez, 1983; Caudle, 1993) that Mexican

American clients responded more readily to directions and treatments when it was evident 

that the provider was operating within the Mexican-American cultural framework. 
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Access to health care and health promotion education is a challenge facing the 

Mexican-American population (Aguirre-Molina, Ramirez, & Ramirez, 1993; Weitzel, 

Becker, Waller, & Stuifbergen, 1994). Compared with the general population, Mexican

Americans are less likely to have health insurance or a place to receive physical 

examinations by a qualified health care provider (Solis, Marks, Garcia, & Shelton, 1990). 

Among the uninsured Hispanics, 53% of Mexican-Americans were employed. Despite 

their employment, however, these Mexican-Americans were working in low-paying jobs 

which did not offer health insurance (Caudle, 1993). The group of working poor is 

especially at high risk for developing chronic or serious acute infections because they are 

unable to pay for health care and are ineligible for governmental assistance (Solis, et.al, 

1990). Therefore, they frequently wait until the illness is quite severe prior to seeking 

medical and nursing interventions in an emergency room. Additional factors coupled 

with access and acculturation may play a role in why Mexican-Americans do or do not 

engage in health-promoting behaviors. Anderson, Lewis, Giachello, Aday, and Chiu 

(1981) studied how and why Mexican-Americans utilized health promotion services. 

Even when sociodemographic and health insurance variables were controlled, this 

population underutilized health promotional services within the community, when 

compared to Anglo-Americans. The researchers did not attempt to explain why primary 

and preventive services were not used by this ethnic group. 

Many studies have explored the health promotion behaviors of middle-aged and 

older Anglo-Americans (Maynard, 1991; Perry & Woods, 1995; Stevenson & Topp, 
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1990; Walker, 1992; Whetstone & Reid, 1991). However, relatively few have explored 

the health promotion behaviors of Mexican-American women 35 to 64 years of age (Kerr 

& Ritchey, 1990; McAllister & Farquhar, 1992; Sanders-Phillips, 1994). 

Sanders-Phillips (1994) administered a survey to assess health promotion 

behaviors in minority women to a convenience sample of 301 women (102 African

American, 141 Mexican-American) between the ages of 25 to 40. The findings reflect 

significant differences in the health promotion behaviors of African-American and 

Mexican-American women. Mexican-American women reported more health-promoting 

behaviors compared to African-American women. However, African-American women 

reported healthier eating habits and were more likely to rate themselves as "good" or 

"excellent" in taking care of their own health when compared to Mexican-American 

women. Only 64.7% of Mexican-Americans visited a health care provider when they 

were sick and for routine physical exams. African-American women, in contrast, sought 

medical care 77.3% of the time for wellness and illness. 

McAllister and Farquhar (1992) studied twenty-three Asian-American women and 

fourteen Anglo-American women. Health questionnaires were administered by trained 

field workers who went door-to-door in an inner-London borough. Asian women were 

less likely to know what impact lifestyle had on their health. For them, illness was the 

result of uncontrollable external forces such as the climate, family circumstances or an 

improper balance of "hot and cold foods." Anglo-American women were more likely to 



cite smoking, alcohol intake and lack of social support as negative influences on health 

and well-being. 
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Kerr and Ritchey (1990) supported that health-promoting lifestyles are imbedded 

within the cultural milieu. A random sample with subjects from four different sites 

resulted in a sample of 62 migrant farm workers (33 men, 29 women). Nine women were 

Spanish-speaking while twenty women spoke English as their primary language. 

Subjects' ages ranged from 18 to 61 years. Each subset was administered the 48-item 

Health-Promoting Lifestyle Profile in Spanish and English respectively. Both groups had 

an overall lower health-promoting lifestyle score than middle-class midwestemers. This 

is not surprising in view of their lack of access to health-promoting resources and 

information. The Mexican-American workers appeared to have strong interpersonal 

support networks. The culture itself enhanced the health-promoting strength of 

interpersonal support. 

Caregiving Studies 

Health professionals are beginning to recognize the stressful nature of caregiving 

(Killeen, 1989; Robinson, 1990). Recent research involving caregiving behaviors 

indicates that caregivers have a different view of health-promoting behaviors in light of 

their caregiving responsibilities. 

Killeen (1989) conducted a study to evaluate the relationship between the 

caregiver' s responsibilities and their health promotion behaviors. The subjects consisted 

of 126 Anglo-American adults; 79% of the sample was female, and the age ranged from 
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27 to 93. All of the sample members were primary caregivers for an elder. Caregivers 

were asked questions related to perceptions of their own health. These questions included 

a description of behaviors that they engaged in to contribute to their sense of well-being. 

Data were collected over a three month period. Data were then analyzed utilizing 

frequency statistics, multiple regression analysis and correlational statistics. There was a 

significant inverse correlation between the amount of care they provided the elder and 

their perception of their own health. Further, the healthier the subjects viewed 

themselves, the more they participated in health promotion behaviors (Killeen, 1989). 

This study supports the premise that caregivers providing total care to elders tend to 

perceive their own health as worse than those caregivers providing intermittent care to 

elders. The caregivers providing total care are less likely to participate in health 

promotion behaviors because of lack of time and energy. 

The West of Scotland Twenty 07 study (Taylor, Ford & Dunbar, 1995) examined 

the social processes producing differences in the health of caregivers with a mean age of 

fifty-five years. Nine hundred and eighty-three interviews were conducted ( 453 males 

and 530 females) in 1988. Eighty-six percent (N = 858) of the caregivers were re

interviewed in 1991. The purpose of the study was to identify changes in the caregiver' s 

circumstances and health over time. Only 11 % of the caregivers reported their care giving 

responsibility encompassed "everything," while companionship responsibilities were 

most frequently mentioned (54%). Taylor, Ford and Dunbar (1995) related that members 

of the sample who reported greater than 10 hours per week of caregiving responsibilities 
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also reported no changes in their health status over the three-year period. Changes in 

chronic and acute health care status of female caregivers were not statistically significant 

(r = 0.38, 12:S 0.2; r = 0.9, 12:S 0.1) in relation to the subject's caregiving responsibilities. 

This study's findings are contrary to the prevalent assumption that caregiving is 

deleterious to the caregiver' s health. Perhaps these findings reflect that many caregivers 

successfully adjust to the extra responsibilities involved in the caregiving role (Parker, 

1990; Taylor, Ford, & Dunbar, 1995). Some researchers have suggested that caregivers 

experience benefits from caring for another person (Clifford, 1990; Parker, 1990). 

A Northern California study examined a population of 10,000 caregivers. Three 

age groups, 50-64, 65-74 and 75-84, each contained 3,000 subjects. The fourth age 

group, 85 and older, contained 1,000 subjects. The researchers (Scharlach, Runkle, 

Midanik & Soghikian, 1994) mailed 10,000 questionnaires assessing health status, 

caregiving responsibilities, employment status, and sociodemographic characteristics. A 

total of 7,391 questionnaires were returned; however, only 628 (8.4%) met the study's 

criteria: (a) they provide assistance to another person(s) with at least one personal 

activity of daily living (ADL) or at least two instrumental activities of daily living 

(IADL), (b) assistance was provided at least monthly, (c) the person receiving the 

assistance was age 65 or older, and (d) the person did not pay the respondent for 

providing the services. Caregivers provided a mean of seven hours of assistance weekly. 

Employment status of caregivers varied, and 24.6% worked full-time outside of the 

home. The subjects had more years of school than did the average population. Thirty-
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three percent had some college education. Most of the subjects were white (85.4%). The 

ages of the subjects in this sample were varied with 58.1 % aged 50-64, 31 % aged 65-74, 

9.4% aged 75-84, and 1.5% aged 85 and older. Scharlach et al. (1994) found that despite 

a greater likelihood of having certain health conditions, caregivers were not more likely 

than non-caregivers to utilize health or mental health providers within the three-year 

period. 

Summary 

This chapter provided an overview of Orem' s Self-Care framework and 

operationalized two of the components: health-promoting self-care behaviors and self

care capabilities of female caregivers age 35 to 64. Culture is an encompassing element of 

the previous two components and was discussed within the framework of the Self-Care 

model. 

A review of literature was conducted including four major sections. Self-Care 

behaviors: Health promotion behaviors that 35 to 64 year-old female caregivers engage. 

How nurses can be supportive and educative regarding health promotion efforts of 

patients, cultural influences on health promotion behaviors, and caregiving studies. 

The findings of research on self-care behaviors indicated that women age 3 5 to 64 

incorporated many different means of health promotion. These include physical activity, 

healthful diet, spiritual behaviors, relaxation techniques and use of social supports. The 



findings indicated cultural, age, and gender differences in the incorporation of self-care 

behaviors. 
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Nurses encourage health promotion behaviors among all people. In research, 

clinical practice and educational settings nurses carry their special message of support 

and instruction in the hopes of preventing debilitating acute and chronic illnesses. The 

focus is on holistic care of the patient, not simply treating disease. The nurse's goal is to 

increase the sense of well-being in the individual, family, and the community. 

Culture influences health and health-promoting behaviors. Few studies have 

focused on the differences and similarities between Anglo-American female caregivers 

and Mexican-American female caregivers between the ages of 35 to 64 with regard to 

health promotion. Research results are limited and indicate a need to further study the 

impact of culture on the health promotion behaviors of the female caregiving population. 

Research guides nurses in providing culturally sensitive educational and supportive 

information. Nurses need to assist female caregivers as they search to promote their own 

health and improve their sense of well-being. 



CHAPTER THREE 

METHOD 
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This research was a secondary analysis of existing data collected in a caregiving 

research project conducted by Phillips, Komnenich, and Killeen (1989). In this chapter, 

the primary study was summarized and a sample of the previously collected data were re

examined utilizing a different focus. The primary study was approved by the Human 

Subjects Committee of The University of Arizona (Appendix A). This researcher was 

given permission to complete a secondary analysis of the data by the principle 

investigators and the Research Committee of the College of Nursing of the University of 

Arizona (Appendix A). 

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

plan for data analysis were presented. Data collection methods and instruments were 

described. The plan for data analysis was presented in relation to the research questions 

for the study. 

Secondary Analysis of the Data 

Secondary analysis of data is defined as a further analysis of existing data for the 

purpose of presenting interpretations, testing new hypotheses or exploring new 

relationships (Leske, 1990). A multitude of research is conducted in the fields of 

nursing, medicine, and the health sciences every year. Secondary analysis allows 



51 

professionals to consider questions not previously studied with the existing data. Further, 

secondary analysis is efficient and economical because data collection is usually the most 

time-intensive and expensive part of a research project (Polit & Bungler, 1995). The 

limitations of using secondary data are its reliability and validity (Phillips, 1986; Polit & 

Bungler, 1995). The secondary data used in this study are a part of a larger study looking 

at cultural and causal relationships affecting the quality of family caregiving (Phillips, 

Komnenich, & Killeen, 1989). For this second look at the data collected, this researcher 

analyzed the data using Orem' s Self-Care Nursing Model as a conceptual framework to 

further investigate cultural differences and similarities of the health promotion behaviors 

of female caregivers age 35 to 64. 

Description of the Primary Study 

The purposes of the primary research were (a) to test a theoretical model 

designed to explain caregivers' perceptions of their caregiving responsibilities and the 

quality of family caregiving for a dependent elder, (b) to test the stability and the 

explanatory power of the model over a period of 12 months, and ( c) to test the impact of 

ethnicity on the model's design using two ethnic groups (Anglo-Americans and Mexican

Americans) (Phillips, Komnenich, & Killeen, 1989). The primary research took place 

over a period of five years and was funded by the United States Department of Health and 

Human Services. The research took place in two sites (Phoenix and Tucson). The 

development of questionnaires and instruments to test the theoretical model took place in 
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Phoenix and Tucson with the assistance of two state universities' faculties and staff, as 

well as consultants from other areas of the country. The data collection and recruitment 

of subjects took place in both Phoenix and Tucson. The primary study used a 

longitudinal, correlational descriptive design. 

Prior to data collection, informed consent was obtained at the first in-person 

interview by giving the caregiver and the elder a verbal explanation and a written consent 

form (Appendix B). Both verbal and written information included an explanation of the 

study, assurance of confidentiality and the right to refuse to participate or answer any 

questions. 

Both formal and informal sources of referral were utilized to recruit subjects. 

Flyers were developed by the researchers to advertise the need for subjects who either 

had caregiving responsibilities or elders who received care from others. Formal sources 

of referral included, public health department nurses who distributed flyers to the 

community, so that they could share the opportunity to participate in the study with their 

patients. Also private physicians' offices were contacted to discuss the family care giving 

project and flyers were left in those offices. Informal sources such as churches and 

support groups were contacted to recruit volunteers. Flyers and discussion about the 

study with group leaders, physicians, clergy, and nurses ensued (Phillips, Komnenich, & 

Killeen, 1989). 

The caregivers and elders contacted the researchers by telephone if they were 

interested in participating in the study. The researchers returned the subjects' telephone 
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call to explain the purpose of the study, screen for sample selection criteria (Appendix C), 

obtain permission for in-person interviews, and schedule an appointment for the first 

session of data collection. The primary study's sample size consisted of 249 

elder/caregiver pairs. Forty-one (16.5%) of the caregivers were male and 208 (83.5%) 

were female. The caregivers ranged in age from 23 to 93 with an average age of 60.02. 

The elders ranged in age from 55 to 104 with an average age of 80.55. Of the 249 elders, 

167 (67.1 %) were female and 82 (32.9%) were male (Phillips, Torres de Ardon, 

Komnenich, Killeen, & Rusinak, 1996). At the completion of the initial data collection, 

the family was compensated $25.00 for their participation. Subsequently, every three 

months a member of the research team telephoned the caregiver and elder to keep 

appraised of their location and situation. One year later, provided that the elder was not 

deceased, a member of the research team repeated the data collection and the family was 

again compensated $25.00 (Phillips, Komnenich, & Killeen, 1989). 

Data were collected in the caregiver's or elder's home, at the subjects' 

convenience. An experienced member of the research team conducted a series of 

interviews. The caregiver and the elder were each interviewed separately on two 

occasions. Both the elder and the caregiver were present during two additional interview 

sess10ns. 

There were twelve instruments used in the primary study conducted by Phillips, 

Komnenich and Killeen (1989). The demographic information as well as all of the other 

instruments used were provided in English or Spanish depending on which language the 



subject was most comfortable. Prior to beginning the data collection process all of the 

instruments were translated into Spanish versions by experienced grant staff and 

consultants. 

Research Design 
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This researcher utilized data from the primary study to implement a comparative 

descriptive design to examine and describe the health promotion behaviors of female 

caregivers age 35 to 64. Specifically health promotion differences and similarities 

between Anglo American and Mexican American female caregivers were investigated. 

Setting and Sample 

The sample (n = 60) was selected randomly by utilizing a table of random 

numbers with the existing primary data set in two southwestern urban areas in the United 

States. Members of two groups were randomly selected for this secondary analysis by 

this researcher on two separate occasions. Data on thirty self-identified Mexican

Americans and thirty self-identified Anglo-Americans were obtained for the secondary 

analysis. The criteria for inclusion in the secondary analysis data set were that the subject: 

(a) provided an answer to the question asking her to list her own health promotion 

behaviors, and (b) was a female between the ages of 35 and 64. 
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Data Collection Method 

The researcher retrieved subject data collected at the initial interview. The data 

from the primary study were located in secure facilities at both Southwestern universities. 

A table of two-digit random numbers was employed to extract family file folders by their 

last two digits. Therefore, a random sample (n = 60) was selected by the researcher. 

Instruments 

This researcher utilized only one of the instruments used for data collection in the 

primary study, the completed caregiver's General Demographic Form (Appendix D). The 

General Demographics Form consisted of 86 items addressing elder health, caregiver 

health, family living arrangement, spiritual well-being of both the caregiver and the elder, 

source of income, educational level of caregivers and elders, and perceived life 

satisfaction of elder and caregiver. This researcher was interested in the open-ended 

question, located on page eleven. This open-ended question asked the caregivers what 

health promotion behaviors they employed to maintain their own well-being. 

Data Analysis Plan 

Descriptive statistics were used to examine the data. Independent t-tests and 

measures of association (Spearman rho, Pearson's r, Chi Square) were run to address 

research questions. The specific tests used were dependent upon the nature of the data 

and the specific research question being examined. This section restates the research 



questions proposed in Chapter One and further describes the subsidiary research 

questions. 
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Research Question One. What are the self-disclosed health promotion behaviors of 

Mexican-American female caregivers between the ages of 35 to 64? The method 

implemented to address this research question was an assessment of descriptive 

statistics including frequency, mean, (standard deviation), median, and mode. 

Research Question Two. What are the self-disclosed health promotion behaviors of 

Anglo-American female caregivers between the ages of 35 and 64? The method 

implemented to address this research question was an assessment of descriptive 

statistics including frequency, mean, (standard deviation), median, and mode. 

Research Question Three. What is the difference between the frequency of use of self

disclosed health promotion behaviors of Anglo-American and Mexican-American 

female caregivers between the ages of 35 to 64? The method implemented to 

address this research question was an independent t-test using an alpha level 

criterion of less than or equal to 0.05. 

The subsidiary research questions explore demographic and health variables 

affecting health promotion behaviors of female caregivers age 35 to 64. The research 

questions listed above considered the differences and similarities of health promotion 

behaviors between two cultural groups of middle-aged female caregivers. Additional 

demographic and health variables were also of interest because they may impact the 



caregivers' abilities to participate in health promotion behaviors. The demographic and 

health variables were explored by considering subsidiary research questions. 

Subsidiary Question A. What are the health promotion behaviors utilized by female 
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caregivers age 3 5 to 64? The statistical methods implemented to address this 

research question were descriptive statistics including frequency, mean, (standard 

deviation), median, and mode. 

Subsidiary Question B. What is the relationship between the caregiver's health status and 

the frequency of use of individual health promotion behaviors the caregiver' s 

engage in? The statistical methods implemented to address this research question 

were descriptive statistics including frequency, mean, (standard deviation), 

median and mode. The measure of association used was a Pearson's r. 

Subsidiary Question C. What is the relationship of the age of the caregiver to the 

frequency of use of individual categories and number of health promotion 

behaviors listed by the caregiver? The statistical method implemented to address 

this research question was a Pearson's r. 

Subsidiary Question D. What is the relationship of marital status of female caregiver to 

the elder, to the numbers of health promotion behaviors the caregiver participates 

in? The statistical method implemented to address this research question was 

descriptive statistics, including frequency, mean (standard deviation), median, and 

mode. The measure of association used was a Chi Square. 
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In order to perform Chi Square testing, each data cell must have five or 

more responses. Due to the size of the sample used for this study, the marital 

status of the caregiver was collapsed into two categories. The categories 

collapsed into: (a) the caregiver was the spouse, or (b) the caregiver was not the 

spouse of the elder. If the caregiver was not the spouse of the elder, the caregiver 

could have been one of the following: a daughter, daughter-in-law, friend, niece, 

granddaughter, same sex partner or some other unspecified relationship to the 

elder. 

Subsidiazy Question E. What is the relationship between income comfort and ethnicity? 

The statistical methods implemented to address this research question were 

descriptive statistics including frequency, mean, (standard deviation) median and 

mode. The statistical test used to measure association of income comfort to 

ethnicity was a Pearson's r. 

Subsidiazy Question F. What is the relationship of income comfort to the number and 

frequency of use of individual health promotion behaviors? The statistical 

methods implemented to address this research question were Spearman rho and 

Pearson's r, respectively. 

Subsidiazy Question G. What is the relationship between the elder' s health status to the 

number and frequency of use of individual health promotion behaviors? The 

statistical methods implemented to address this research question were descriptive 
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statistics, frequency, mean (standard deviation), median and mode. The statistical 

test used to measure association was a Pearson's r. 

Subsidiazy Question H. What is the relationship between caregiver employment status to 

the number of health promotion behaviors identified by the caregiver? The 

statistical method implemented to address this research question was a Chi 

Square. The Chi Square statistical test was used when the variable was not 

continuous and a normal distribution of variables cannot be assumed due to a 

small sample size per category. 

The primary study asked the caregiver to choose from a list of work situations. 

The caregiver could choose one work situation from the following: full-time, half-time, 

retired (by choice), not working (looking for work), disabled, or other. Because the 

statistical test, Chi Square, requires a response of five or greater per cell for a valid test, 

the work situations needed to be collapsed. Therefore the subject's work situations were 

divided into two groups, a working group (full-time or part-time) and a group of those not 

working ( unemployed, retired, disabled, and others) . 

This study examined the number of health promotion behaviors listed by female 

caregivers age 35 to 64 with two different foci. The first way focuses on the health 

promotion categories. The frequency of use of each category by an individual caregiver 

was termed "frequency of use." For example, if a subject listed watching television and 

listening to the radio, both of these data bits fell within the definition of the broader 

category, multimedia use. The analysis of data would record a single yes response in the 
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multimedia use category. The number oftimes an individual caregiver reported using a 

behavior which fell into a particular category would not be reflected in this way of data 

analysis. 

The second way focuses on the individual caregiver. The number of times a 

category was used by a particular subject was reflected in the data. Returning to the 

example above, if a subject listed watching television and listening to the radio, both of 

these data bits would be reflected in this way of data analysis. The number of health 

promotion behaviors listed under the broader category of multimedia use would be two. 

To prepare the data collected in the primary study for statistical analysis, the 

open-ended question on page eleven of Appendix D regarding health promotion 

behaviors of female caregivers between the ages of 3 5 to 64 was examined by 

implementing a content analysis. Content analysis is a way of studying and analyzing 

communications in a systematic, objective, and quantitative manner. The investigator 

takes written or verbal communication and sorts it into logical categories, thereby asking 

further questions about the communications. Content analysis was appropriate for use 

with this data set because it can be used to describe trends in communication content, and 

aids in technical research operations (Kerlinger, 1973). Content analysis helped in 

preparing the data for statistical analysis. This method of studying the data allowed the 

researcher to objectively and systematically code one open-ended question in the survey, 

what health promotion behaviors female caregivers age 35 to 64 used to maintain or 

increase their own health. Comprehensive, mutually exclusive definitions of health 
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promotion categories were developed by the researcher to ensure a measure of 

replicability (Krippendorff, 1980) (Table 1 ). 

According to Wilson ( 1989) there are three steps involved in performing content 

analysis: (a) deciding what the unit of analysis was, (b) developing the set of categories, 

and ( c) developing the rationale and illustrations to guide the indexing of data into 

categories. Krippendorff (1980, p. 64) recommended that "the unit of analysis be 

empirically the most meaningful units that are efficiently and reliably identifiable and 

that satisfy the requirements of available techniques." 

In this case, the unit of analysis was each behavior listed by the female caregiver 

in answer to the question asked in the Demographic Data Form (Appendix D) of the 

primary study. The open-ended question reads, "What do you do for yourself to stay 

healthy?" 

To aid in the development of categories, the units of analysis were transcribed 

verbatim by the researcher from the Demographic Data Form to index cards. Cards were 

then sorted according to intrinsic commonalties with the assistance of a nurse researcher 

who is experienced with content analysis. 

Thirteen health promotion categories emerged from sorting the index cards. 

Definitions of each of the categories were developed to provide boundaries for the 

specific categories. This process allowed each unit of analysis to be sorted according to 

similar qualities (Table 1 ). Therefore it was possible to include or exclude certain 

responses according to their definitions (Table 1 ). It was important to keep the categories 
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Table 1. 

Health Promotion Behavioral Categories with Definitions 

Category (Term) 

1. Non-dietary substances 

2. Spirituality 

3. Handicrafts 

4. Lifestyle structuring 

5. Exercise 

6. Nutrition 

7. Outdoor activities/projects 

8. Nothing 

9. Busyness 

10. Rest 

11. Positive thinking 

12. Social support 

13. Multimedia use 

Definition of Term 

Consumption of non-nutritive items for the purpose of altering one's 

physical or mental status. 

Strategies implemented for the purpose of worshipping or striving 

to live according to one's higher power or personal believe system. 

Strategies which involve the use of one's own hands to produce 

cloth items. 

Decision-making about what one will/will not do or address, including 

time structuring or limiting of concerns/activities. 

Any aerobic or anaerobic activity which involves physical exertion. 

Consumption of foods or dietary supplements for the purpose of 

enhancing one's health. 

Strategies specified as doing things in nature for purposes other than 

exercise, may/may not involve physical activities. 

No reported strategies to keep oneself healthy. 

Keeping oneself occupied either in an employment situation or in 

a non-specified setting. 

Strategies which involve no physical exertion while assuming a 

relaxed position for the purpose of becoming physically refreshed. 

Fostering uplifting ideas or feelings intended to increase life 

satisfaction and improve outlook. 

Contact with people or animals for the purpose of interpersonal 

interaction. 

Strategies which involve the use of audio or visual materials for 

learning or relaxing. 
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mutually exclusive, because if one unit of analysis can be classified simultaneously 

within two or more categories and if both categories are included in the same statistical 

analysis, then the results may be confounded (Engel & Kuzel, 1992; Lederman, 1991). 

This coding procedure and the definitions of health promotion behaviors were tested for 

reliability by shuffling the index cards in each of the thirteen categories and removing 

every fifth card (20% of each category). The health promotion behaviors written on these 

cards were copied on to a separate sheet of paper (Appendix E). A random list of health 

promotion behaviors along with copies of category definitions were distributed to three 

other graduate nursing students. The intercoder reliability was 86% which is an 

acceptable level of reliability (Wilson, 1989). 

Summary 

A comparative descriptive design was used to explore the health promotion 

behavioral differences and similarities of female caregivers age 35 to 64, thirty of whom 

were Mexican-American and thirty of whom were Anglo-American. The study subjects 

were randomly selected from the primary study's data set and assigned into two groups 

on the basis of self-identified ethnicity. 

The Demographic Data Form was the instrument used in this study to elicit what 

health promotion behaviors the caregiver employed to keep herself healthy. The 

instrument was available in English or Spanish. The health promotion behaviors listed in 

the instrument were evaluated and categorized utilizing content analysis. 
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The research questions were restated and further described within this chapter. 

Statistical methods were purposed to answer the research questions. Correlations among 

several variables were calculated to explore their relationships across the sample as a 

whole and to compare the results between the two ethnic groups. 



CHAPTER FOUR 

RESULTS OF DAT A ANALYSIS 

Statistical analysis was conducted to answer the research questions proposed in 

Chapter Three. The level of statistical significance in this study was set at p .:S 0.05. 

Descriptive statistics, including frequency, mean, standard deviation, median, 

mode, independent t-tests, and measures of association such as Spearman's rho, 

Pearson's r, and Chi Square, were performed to analyze the data in relationship to the 

research questions. The results of these tests are presented in the following section. 

Characteristics of the Sample 

The sample was composed of sixty female caregivers between the ages of 3 5 to 

64. The mean age was 51.9 (SD= 7.99), median= 53.0, mode= 53.0, range= 29.0. 
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Thirty (50%) of the subjects identified themselves as Mexican-American, and 

thirty (50%) of the subjects identified themselves as Anglo-American. The subjects were 

randomly drawn by family file number from the primary study' s data set, using a table of 

random numbers. Twenty-eight (46.6%) of the subject data were collected from the 

Tucson, Arizona site and thirty-two (53.3%) of the subject data were collected from the 

Phoenix, Arizona site. 



Results Related to Research Questions 

Research Question 1 

What are the major health promotion behaviors that 35 to 64 year old 

Mexican-American females participate in to increase or maintain their 

own well-being? 
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The method implemented to address this research question was an assessment of 

descriptive statistics. Mexican-American females in this sample responded to an open

ended question by identifying over six behaviors (Mean= 6.2 (SD= 5.16), Mode= 4, 

Median= 4) (Table 2). The health promotion behavior categories Mexican-American 

caregivers engaged in most often were: social support 10 (33.3%), exercise 18 (60%), and 

nutrition 16 (53.3%) (Table 2). 

Research Question 2 

What are the major health promotion behaviors that 35- to 64-year-old 

Anglo-American females participate in to increase or maintain their own 

well-being? 

The method implemented to address this research question was an assessment of 

descriptive statistics. Anglo-American female caregivers in this sample responded to this 

open-ended question by identifying almost seven behaviors (Mean= 6.9 (SD= 5.59), 

Median= 5, Mode= 2) (Table 2). The health promotion behavior categories Anglo

American caregivers engaged in most often were: exercise 18 ( 60% ), nutrition 19 

(63.3%), and multimedia use 11 (36.7%) (Table 2). 



Table 2. 

Frequency of Caregiver Use of Health Promotion Behavior Categories by Ethnicity 

(N = 60) 

Health Promotion 

Behaviors 

Outdoor Activities 

Handicrafts 

Spirituality 

Rest/Sleep 

Nutrition 

Social Support 

Exercise 

Non-dietary Substance 

Multimedia Use 

Busyness 

Lifestyle Structuring 

Nothing 

Positive Thinking 

Mexican-American 

n= 30 

Freq. % 

5 16.7 

4 13.3 

4 13.3 

4 13.3 

16 53.3 

10 33.3 

18 60.0 

1 3.3 

7 23.3 

3 10.0 

3 10.0 

1 3.3 

4 13.3 

Anglo-American 

n=30 

Freq. % 

2 6.7 

3 10.0 

3 10.0 

6 20.0 

19 63.3 

9 30.0 

18 60.0 

2 6.7 

11 36.7 

6 20.0 

5 16.7 

2 6.7 

4 13.3 

Total 
N=60 

Freq. % 

7 11.7 

7 11.7 

7 11.7 

10 16.7 

35 58.3 

19 31.7 

36 60.0 

3 5.0 

18 30.0 

9 15.0 

8 13.3 

3 5.0 

8 13.3 
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Research Question 3 

What is the difference between the frequency of use of self-disclosed 

health-promotion behaviors of Anglo-American female caregivers to 

Mexican-American female caregivers? 

68 

The method implemented to address this research question was an independent 

t-test using an alpha level criterion ofless than or equal to 0.05. There is no statistically 

significant difference (1=0.089,122: 0.50) in the frequency of use of self-disclosed health 

promotion behaviors of Anglo-American and Mexican-American female caregivers aged 

35 to 64 included in this sample. Table 2 depicts statistical data that relate the frequency 

of use of individual health promotion behaviors related to the ethnicity of the subject. 

This study also examined several factors which may have an impact on the 

frequency of use of individual health promotion behaviors and number of health 

promotion behaviors by female caregivers, age 35 to 64. Factors such as marital 

responsibilities, employment responsibilities, income comfort, health status of the elder 

receiving care, and the health status of the caregiver are all important to consider when 

interpreting this study. The subsidiary research questions explore these factors. The 

researcher's exploration of demographic and health variables which affect health 

promotion behaviors are encompassed by the following questions. 

Subsidiary Questions 

Subsidiary Question A. What are the health promotion behaviors utilized by 

female caregivers age 35 to 64? The statistical methods implemented to address this 



research question were descriptive statistics including frequency, mean, (standard 

deviation), median, and mode. The category most frequently mentioned by female 

caregivers of both cultural groups was exercise 36(60%) followed by nutrition 35 

(58.3%), social support 19 (31.7%), multimedia use 18 (30%), and others (Table 2). 
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As previously discussed in Chapter Three, some of the female caregivers listed 

more than one behavior in a single category; for example, both watching television and 

reading are subcategory items contained under the broader category heading of 

multimedia use (Table 1). Therefore, one subject may have used two or more 

subcategories which fit within the definition. The number of times a particular category 

is discussed by subjects is contained in Table 3. 

Subsidiary Question B. What is the relationship between the caregiver 's health 

status and the frequency of use of individual health promotion behaviors caregivers 

engage in? The statistical methods implemented to address this research question were 

descriptive statistics including frequency, mean, (standard deviation), median, mode, and 

Pearson's r. The health status of female caregivers in the sample was self-reported. The 

subject was asked to rank the severity of her health problems according to sixteen specific 

body systems. A Likert scale ranging from zero, having no health problems with that 

organ system either in the past or at present, to five, having serious health problems with 

that organ system at present. The total of the individual scores in each system were then 

summed to compute an overall physical health score (range 0-80). The higher the total 

health score, the more ill the subject perceived herself as being. The caregiver' s mean 
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Table 3. 

Number of Times a Health Promotion Behavior is Reported by Ethnicity. (N = 60) 

Number of 
times a 

health promotion 

behavior is listed 

Non-dietary Substances 

Spirituality 

Handicrafts 

Lifestyle Structuring 

Exercise 

Nutrition 

Outdoor Activities 

Nothing 

Busyness 

Rest I Sleep 

Positive Thoughts 

Social Support 

Multimedia 

Number of behaviors 

reported by Mexican

American Caregivers 

2 3-9 

0 0 

4 0 0 

3 0 

3 0 0 

15 3 0 

12 2 2 

4 0 

0 0 

3 0 0 

4 0 0 

4 0 0 

7 3 0 

5 

* 12 .:S.. 0.05 is statistically significant 

Number of behaviors 

reported by Anglo

American Caregivers 

2 3-9 

0 

3 0 

3 0 0 

3 

10 3 5 

16 2 

0 

2 0 0 

6 0 0 

6 0 0 

4 0 0 

6 2 

6 3 2 

** ll between 0.06 to 0.10 approaches statistical significance 

Spearman's 
rho 

0.08 

0.01 

-0.06 

0.11 

0.11 

0.06 

-0.15 

0.08 

0.14 

0.09 

0.00 

-0.03 

0.16 

Approximate 

Significance 

0.55 

0.96 

0.67 

0.41 

0.41 

0.64 

0.25 

0.56 

0.29 

0.50 

1.00 

0.83 

0.23 
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total health score was 10.7 (SD= 8.42), median= 9.0, mode= 11.0, range 0-39. Overall 

the caregivers rated themselves as being in good health; this may be due to the fact that 

most of the caregivers were middle-aged daughters of elders instead of spouses. 

The caregiver' s health status totals were reversed for ease of interpretation. 

Therefore, the caregivers with the highest health status scores were the most healthy. The 

caregiver health status totals were divided into the upper and lower quarters and middle 

50%. Thus, Table 4 reflects the frequency of use of individual health promotion 

behaviors engaged in by subjects of the three health groups as well as the Pearson's r 

correlation coefficient of these findings. The nutrition category approached statistical 

significance and was associated with better caregiver health status (r = 0.24, l2 .:S 0.07). 

The frequency of use of outdoor activities is statistically significant when related to the 

level of caregiver health (r = 0.29, p .:S 0.02). The participation in outdoor activities is 

done more often by healthier female caregivers age 35 to 64 in this sample. All of the 

other health promotion categories did not demonstrate a statistically significant 

relationship between caregiver health and health promotion behaviors (Table 4). 

Subsidiruy Question C. What is the relationship of the age of the caregiver to the 

frequency of use of individual categories and number of health promotion behaviors 

listed by the caregiver? The statistical method implemented to address this research 

question was Pearson's r. The female caregivers were divided into three groups, the 

youngest 25% (aged 35-45), the middle 50% (aged 46-57), and the oldest 25% (aged 58-

64). Table 5 indicates the caregivers' age range breakdown of health promotion 
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Table 4. 

Caregivers Frequency of Reported Use of Health Promotion Behaviors by Health Status 

of Caregiver. (n = 60) 

Least Most 

Healthy Caregivers Healthy 

25%of in average 25%of 

Caregivers health 50% caregivers Pearson's Approximate 

Health Promotion r Significance 

Behaviors Freq (%) Freq (%) Freq (%) 

Non-dietary Substances 1 ( 1.7%) 1 ( 1.7%) 1 ( 1.7%) 0.00 1.00 

Spirituality 0 5 ( 8.3%) 2 ( 3.3%) 0.15 0.26 

Handicrafts 2 ( 3.3%) 4 ( 6.7%) 1 ( 1.7%) -0.07 0.58 

Lifestyle Structuring 3 ( 5.0%) 5 ( 8.3%) 0 -0.21 0.11 

Exercise 12 (20.0%) 16 (26.7%) 8 (13.3%) -0.19 0.14 

Nutrition 7 (11.7%) 16 (26.7%) 12 (20.0%) 0.24 0.07** 

Outdoor Activities 0 3 ( 5.0%) 4 ( 6.7%) 0.29 0.02* 

Nothing 1 ( 1.7%) 1 ( 1.7%) ( 1.7%) 0.00 1.00 

Busyness 4 ( 6.7%) 4 ( 6.7%) ( 1.7%) -0.20 0.13 

Rest /Sleep 3 ( 5.0%) 5 ( 8.3%) 2 ( 3.3%) -0.06 0.63 

Positive Thoughts 1 ( 1.7%) 4 ( 6.7%) 3 ( 5.0%) 0.14 0.29 

Social Support 4 ( 6.7%) 13 (21.7%) 2 ( 3.3%) -0.10 0.44 

Multimedia 7 (11.7%) 10 (16.7%) 1 ( 1.7%) -0.21 0.10** 

* 12::: 0.05 is statistically significant 

** 12 between 0.06 to 0.10 approaches statistical significance 
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Table 5. 

Caregivers Frequency of Reported Use of Health Promotion Behaviors by Years of Age. 

(n = 60) 

Frequency 

Frequency of50% Frequency 

of25% middle of25% 

youngest age range oldest 

women women women Pearson's Approximate 

Health Promotion r Significance 

Behaviors Freq (%) Freq (%) Freq (%) 

Non-dietary Substances 1.7%) 1 ( 1.7%) 1 ( 1.7%) -0.01 0.97 

Spirituality 1.7%) 6 (10.0%) 0 -0.08 0.54 

Handicrafts 2 ( 3.3%) 3 ( 5.0%) 2 ( 3.3%) -0.01 0.95 

Lifestyle Structuring 0 4 ( 6.7%) 4 ( 6.7%) 0.26 0.04* 

Exercise 9 (15.0%) 16 (26.7%) 11 (18.3%) 0.07 0.61 

Nutrition 8 (13.3%) 18 (30.0%) 9 (15.0%) 0.02 0.88 

Outdoor Activities 3 ( 5.0%) 3 ( 5.0%) 1 ( 1.7%) -0.15 0.24 

Nothing 2 ( 3.3%) 1 ( 1.7%) 0 -0.22 0.09** 

Busyness 2 ( 3.3%) 2 ( 3.3%) 5 ( 8.3%) 0.19 0.16 

Rest I Sleep 3 ( 5.0%) 5 ( 8.3%) 2 ( 3.3%) -0.07 0.58 

Positive Thoughts 2 ( 3.3%) 6 (10.0%) 0 -0.15 0.27 

Social Support 5 ( 8.3%) IO (16.7%) 4 ( 6.7%) -0.07 0.62 

Multimedia 4 ( 6.7%) 9 (15.0%) 5 ( 8.3%) 0.04 0.79 

* ll .:S 0.05 is statistically significant 

** ll value between 0.06 to 0.10 approaches statistical significance 



behaviors related to the frequency of use of health promotion behaviors . The health 

promotion behavioral categories of outdoor activities (r = -0.22, 12 .:S 0.09) and nothing 
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(r = -0.22, 12 .:S 0.09) approach statistical significance. Outdoor activities and no health 

promotion categories were listed most often by younger female caregivers in this sample. 

Subsidiary Question D. What is the relationship of marital status of the female 

caregiver to the elder to the number of health promotion behaviors the caregiver 

participates in? The statistical method implemented to address this research question 

was a Chi Square. Thirty-eight (63.3%) female caregivers in the study were married, 10 

(16.7%) divorced, 6 (10%) never married, 4 (6.7%) were widowed, and 2 (3.3%) were 

separated. There was only one statistically significant association between the number of 

health promotion behaviors participated in by those subjects who are married to the elder 

when compared to those subjects who are otherwise related to the elder (Table 6). 

Lifestyle structuring behaviors are decision-making activities about what one will/will 

not do or address, including time structuring or limiting of concerns/activities. The 

lifestyle-structuring category includes such behaviors as: setting limits, taking time out 

for personal activities, and making good choices. The use of lifestyle structuring (Chi 

Square= 15.07, 12.:S 0.002) is used more often by those caregivers who are spouses to the 

elder than by caregivers who are otherwise related to the elder. This finding must be 

interpreted in light of the fact that only 62.5% of the cells contained the expected 

frequency of five or more per cell. 
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Table 6. 

Number of Times a Health Promotion Behavior is Reported by Either the Spouse or 

Other Relationship to the Elder. (n = 60) 

Caregiver is 

Caregiver is otherwise Chi Approximate 

spouse of elder related to elder Square Significance 

Number of times 
a health promotion 
behavior is listed 0 2+ 0 2+ 

Outdoor Activities 8 0 0 45 5 2 1.20 0.54 

Handicrafts 8 0 0 45 6 1.20 0.54 

Spirituality 6 2 0 46 5 1.70 0.43 

Rest/Sleep 7 0 43 9 0 0.12 0.73 

Nutrition 4 3 21 25 6 1.30 0.87 

Social Support 4 2 2 37 11 4 3.70 0.29 

Exercise 3 2 3 21 23 8 8.40 0.08** 

Non-dietary Substances 8 0 0 49 2 0.49 0.78 

Multimedia 7 0 35 11 6 5.20 0.27 

Busyness 8 0 0 43 9 0 1.60 0.20 

Lifestyle Structuring 4 3 48 3 15.10 0.002* 

Nothing 8 0 0 49 3 0 0.49 0.49 

Positive Thinking 7 0 45 7 0 0.01 0.94 

* ll :S 0.05 is statistically significant 

** n value between 0.06 to 0.10 approaches statistical significance 
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The category exercise approached statistical association (Chi Square= 8.38, 

p:S 0.07). However, this finding must be interpreted in light of the fact that only 70% of 

the cells contained the expected frequency of five or more per cell. The caregivers who 

were not spouses of the elder were more likely to cite exercise as a health promotion 

behavior than caregivers who were spouses of the elder. 

Consistent with the findings of previous studies, most members of the sample 42 

(70%) were daughters of an elder receiving care. The other care relationships to the elder 

were: spouse 8 (13.3%), daughter-in-law 4 (6.7%), niece 3 (5.0%) and other 3 (5.0%). 

The category of "other" includes friends of the family. 

Subsidiary Question E. What is the relationship between income comfort and 

ethnicity? The statistical methods implemented to address this research question were 

frequency, mean, (standard deviation), median, mode, and Pearson's r. The female 

caregivers in the study were asked to rate their income comfort using a Likert-scale 

( 1 = extremely comfortable with their present income to 4 = somewhat comfortable with 

their present income). Over half 41 (68.3%) of the sample related that they were only 

moderately or somewhat comfortable with their financial status. Only 6 (10%) were 

extremely comfortable with their income level, 13 (21. 7%) chose very comfortable with 

their income level, 31 (51.7%) chose moderately comfortable and 10 (16.7%) chose 

somewhat comfortable. This sample reflected no significant relationships between the 

Anglo-American and Mexican-American subjects in their degree of income comfort 

(Spearman's rho= 0.00, 12 :S 1.00). 
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Subsidiary Question F. What is the relationship of income comfort to the number 

and frequency of use of individual health promotion behaviors? The statistical methods 

implemented to address this research question were Spearman's rho and Pearson's r. The 

number of individuals who used a specific health promotion behavioral category more 

than once was not greater then fifteen in each cell, so to calculate the number of 

individual health promotion behaviors related to income the researcher opted to use a 

Spearman's rho statistical method. 

The Spearman's rho statistical testing indicated that the number of the following 

health promotion behavioral categories was not used with greater statistical significance 

dependent upon the caregiver' s level of income comfort: nondietary substances 

(Spearman's rho= 0.16, 12s 0.22), spirituality (Spea..,nan's rho= 0.10, 12s 0.40), 

handicrafts (Spearman's rho= 0.20, 12 s 0.13), lifestyle structuring (Spearman's 

rho= -0.12, 12 s_0.38), exercise (Spearman's rho= 0.05, 12 s 0.68), nutrition (Spearman's 

rho= 0.04, 12 s 0.73), outdoor activities (Spearman's rho= -0.05, 12 s 0.69), busyness 

(Spearman's rho= 0.09, 12s 0.51), rest/sleep (Spearman's rho= 0.06, 12s 0.67), positive 

thoughts (Spearman's rho= 0.07, 12 s 0.58), social support (Spearman's rho= -0.23, 

12 s 0.08) and multimedia use (Spearman's rho= -0.08, 12 s 0.55). The only health 

promotion behavior category which was statistically significant was nothing (Spearman's 

rho = -0.34, 12s0.01 ). The more comfortable subjects were with their financial status the 

more frequently they would state they did nothing to promote their own health. The 

category of social support approaches statistical significance (Spearman's rho= -0.23, 
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12 .s 0.08). The more comfortable the subject was with their income the more often they 

related using social support as a health promotion behavior. There is no other statistically 

significant relationships found between these two variables. 

The frequency of use of individual health promotion behaviors -- that is, the 

subject either did or did not participate in the specific health promotion behavioral 

category -- did have cells containing 15 or more subjects. Therefore the Pearson's r 

statistical test could be run. 

The following health promotion behavioral categories were not used with any 

statistically significantly greater frequencies depending upon income comfort: nondietary 

substance (r = 0.16, 12 .s 0.23), spirituality (r = 0.05, 12 .s 0. 73), handicrafts (r = 0.17, 

12 .s 0.20), lifestyle structuring (r = -0.12, 12 .s 0.38), exercise (r = 0.12, 12 .s 0.36), nutrition 

(r = 0.07, 12 .s 0.60), outdoor activities (r = -0.02, 12 .s 0.91 ), busyness (r = 0.07, 12 .s 0.60), 

rest (r = 0.08, 12 .s 0.55), positive thoughts (r = 0.06, 12 .s 0.66), social support (r = -0.22, 

12 .s 0.09), and multimedia use (r = -0.11, 12 .s 0.42). The frequency of use of nothing was 

statistically significant to greater income comfort (r = -0.38, 12 .s 0.003), while the 

frequency of use of social support approached statistical significance. 

Subsidiary Question G. What is the relationship between the elder 's health status 

to the number and frequency of use of individual health promotion behaviors identified 

by the caregiver? The statistical methods implemented to address this research question 

were descriptive statistics including frequency, mean, (standard deviation) median, mode, 

and Pearson's r. The eider's health status was appraised by the caregiver utilizing a 
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Likert-like scale (range 0-5). Zero was used if the elder had not had any health problems 

with the specific organ system either presently or in the past. A score of five was given 

in relation to a specific organ system if the health problem was severe and ongoing. The 

caregiver, women age 35 to 64, was asked to rank the severity of the elder's health 

problems according to specific organ systems. The total of the individual scores in each 

system were then summed to compute an overall physical health score. The higher the 

total health score the more ill the caregiver perceived the elder (Mean= 28.7, SD= 14.2, 

Median= 27.0, Mode= 10.0, range= 10-68). Seven missing cases are contained within 

the data set. The raw health score was divided into three categories -- the healthiest 13 

(24.5%), the middle 28 (52.8%), and the least healthy 12 (22.6%). Results indicate that 

no significant relationship exists between the perceived health of the elder to the 

caregiver's frequency of use of individual health promotion behaviors (I= -0.096, 

12 .:S 0.49). 

The number of outdoor activities that the caregivers participated in was almost 

statistically significant in relation to the caregiver's perception of elder health (I= 0.25, 

12 ,:5 0.08). Review Table 7 for a further description of the number of individual health 

promotion behaviors on the part of the caregivers related to how ill they perceive the 

elder that they are caring for. 

Subsidiary Question H. What is the relationship between caregiver employment 

status to the number of health promotion behaviors identified by the caregiver? The 

statistical methods implemented to address this research question were frequency data 
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Table 7. 

Number of Times a Health Promotion Behavior is Reported by a Caregiver in Relation to 

the Caregiver' s Perception of Elder Health. 

Most Least 

Health Promotion Healthy Elders in Healthy 

Behaviors cited 25%of average 25%of Pearson's Approximate 

by Caregivers elders health 50% elders r Significance 

Number of times 
a health promotion 
behavior is listed 0 2+ 0 2+ 0 2+ 

Non-dietary 
Substances 12 0 0 28 0 0 12 0 -0.20 0.15 

Spirituality 11 0 25 3 0 10 2 -0.19 0.17 

Handicrafts 11 0 26 9 4 0 -0.15 0.27 

Lifestyle Structure 12 0 0 24 2 2 10 3 0 -0.14 0.32 

Exercise 4 8 0 14 7 7 4 6 3 -0.08 0.58 

Nutrition 4 6 2 9 15 4 7 5 0.09 0.52 

Outdoor Activities 8 3 26 12 0 0.25 0.08** 

Nothing 11 0 26 2 0 13 0 0 0.13 0.37 

Busyness 9 3 0 25 3 0 11 0 0.09 0.53 

Rest I Sleep 10 2 0 23 5 0 11 2 0 0.01 0.93 

Positive Thoughts 11 0 25 3 0 10 3 0 -0.15 0.28 

Social Support 10 18 6 4 9 3 -0.06 0.68 

Multimedia 10 0 2 17 6 5 8 5 0 0.02 0.91 

* ll S 0.05 is statistically significant 

** ll between O. 06 and O .10 approaches statistical significance 
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including mean (standard deviation), median, mode, and Chi Square statistical data. 

Slightly under half 28 (46.7%) the caregivers worked full-time outside the home in 

addition to their caregiving responsibilities. Housewives were considered to be working 

full-time if they desired to work inside the home and were not seeking outside 

employment. Eleven (18.3%) of the caregivers worked part-time, 8 (13.3%) were retired, 

4 (6.7%) were unemployed, 2 (3.3%) were disabled and 7 (11.7%) were identified as 

"other." The primary study described an "other" work status as being excluded from the 

aforementioned categories. The working and not working groups from the primary study, 

full-time, part-time, retired, disabled, unemployed and other, were condensed into two 

categories, working and not working. The collapse of multiple categories allowed for 

statistical test results to be more clear. 

Chi square statistical testing reveals a positive association between employed 

caregivers and the health promotion behaviors of exercise (Chi Square= 17.8, 12 .:S 0.001) 

and outdoor activities (Chi Square = 6.38, 12 .:S 0.04). These Chi Square results need to be 

interpreted with caution due to the fact that the sample size studied only provides 60% of 

the cells filled with five or greater digits. The outdoor activities category have 66. 7% of 

the cells filled with frequencies of five or greater. 

Summary 

The results of the data analysis were presented in this chapter. Descriptive 

statistics, mean (standard deviation), median, and mode were implemented to address the 
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research questions. Appropriate statistical tests to measure association, including Chi 

Square, Pearson's r, and Spearman's rho were also applied to the research questions as 

indicated. A fourth research question was posed, which contained eight separate 

subsidiary research questions encompassing many areas including: the health status of 

the caregiver and elder, employment status of the caregiver, age of the caregiver, marital 

status of the caregiver, income comfort of the caregiver, and the relationship of the 

caregiver to the elder. The results of statistical analysis were presented and data were 

examined within the context of the research questions. 
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CHAPTER FIVE 

DISCUSSION OF RESULTS AND SUMMARY 

In this final chapter a discussion about the results of data analysis was presented. 

Findings were explored as conclusions were rendered. Limitations of the study, 

implications for nursing practice and recommendations for further research were also 

elicited. 

Discussion of the Results 

The Mexican-American (n = 30) and Anglo-American (n = 30) female caregivers 

in this sample, drawn from two large southwestern urban areas, were similar in the 

numbers and frequency of use of individual health promotion behaviors in which they 

participated. However, there were several notable differences discovered in the sample as 

a whole. 

It can be said, from the results ofthis study, that female caregivers age 35 to 64, 

regardless of cultural background, participate in approximately six health promotion 

behaviors. Anglo-American female caregivers utilize multimedia behaviors such as 

going to movies, listening to music, or reading, whereas Mexican-American female 

caregivers more frequently rely on social support such as visits with family and friends to 

promote their own well-being. Both Mexican-American and Anglo-American caregivers 

in this study participated in nutrition (16, 53.3%) (19, 63.3%) and exercise (18, 60%) (18, 
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60%) most often to promote their own health. This sample did not reflect any statistically 

significant relationship between cultural beliefs and income comfort. Most Anglo

American and Mexican-American female caregivers revealed that they were moderately 

comfortable with their present financial status (14, 46.7%) (17, 56.7%). The results 

reflect how comfortable the female caregivers felt with their present financial status based 

on their perceptions. A female caregiver may be relatively wealthy by the general 

public's standards but still be worried about her financial security. 

Two significant health promotion behaviors were affected by the health status of 

the subject ( caregiver). The female caregivers who mentioned the least health problems 

participated irt nutrition and outdoor activities more frequently then did their less healthy 

peers. Perhaps this was because some health problems limit mobility or the subject's 

ability to tolerate extremes in temperature such as occur in the desert southwest, or 

perhaps participation in outdoor activities that may require more exercise promotes 

health. No causation can be inferred in this study, but there was an association. 

The perceived health status of the elder by the subject (caregiver) did not 

significantly affect the number or frequency of use of individual health promotion 

behaviors engaged in by the subject (caregiver). It was thought that those subjects 

(caregivers) who perceived the elder they cared for to be more ill would limit the number 

or alter the frequency of use of individual health promotion behaviors they participated 

in. This supposition was not upheld by the study. In fact there was no appreciable 



difference in relationship to the health promotion behaviors of the caregivers and their 

perceived illness of the elder. 
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The age of the subject was not statistically significant in its affect on the number 

or frequency of use of individual health promotion behaviors in which the subject 

participated, with one notable exception. The category of life-style structuring (Table 1) 

includes behaviors such as using the spa, taking time out for oneself, setting limits, and 

going to a hair salon, and was mentioned more frequently by older female caregivers aged 

58 to 64 of the sample. The reason for the age bias in the lifestyle structuring category 

was uncertain and warrants further study. 

Marital status of the subject (caregiver), either to the elder receiving care from the 

subject or to another individual, did not influence the health promotion behaviors of the 

subject. Possibly if the subject (caregiver) was married to a person other than the elder, 

an increase in household and family responsibilities would have an impact on the 

frequency of health promotion behaviors in which the subject (caregiver) was able to 

participate. This assumption was not supported by this study. 

Contrary to the belief that time management is always a challenge to full-time 

workers, no statistically significant difference was discovered in this study between work 

status and health promotion behaviors. Perhaps this finding was due to the fact that data 

were not collected regarding the weekly number and frequency of use of individual 

health promotion behaviors mentioned. For example, the subject may have mentioned 

"walking" to maintain her own well-being but follow-up questions such as: how often she 



walks, how fast she walks, how far she walks, and how long she has participated in this 

exercise behavior were not asked. Therefore, these results must be considered within 

their context. 
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According to the conceptual framework developed from blending the works of 

both Orem (1995) and Simmons (1990), a caregiver's age, gender, and culture all impact 

her self-care behaviors and self-care capabilities. Certainly more variables affected self

care behaviors and self-care capabilities. Some of these variables were explored in the 

subsidiary questions. 

This research supports the relationship between caregiver age and use of different 

types of health promotion behaviors. Culture was thought to have a statistically 

significant impact on the types and numbers of self-care behaviors; however, this 

assumption was not supported. Further research needs to be done with people age 3 5 to 

64 to compare and contrast what impact gender has on health promotion behaviors. 

The theoretical framework developed in this study was useful because it focused 

on health promotion health care instead of acute/chronic illness health care. In the future 

this framework can be expanded to encompass the role of the nurse and adapted for use 

within a community-as-patient clinical situation. 

The findings presented in this research were congruent with those of Fredman, 

Daly, and Lazur (1995) and Wallhagen (1992), who studied caregiver burden. They 

found that no association between culture and either caregiver burden or caregiver use of 

health promotion behaviors was uncovered using univariate analyses. 
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Wallhagen ( 1992) studied sixty caregivers who ranged in age from 60-84 and 

were predominantly female (86. 7% ), white (97% ), and in most cases the spouse of the 

elder. The sample of caregivers was assessed using modified versions of three 

instruments: (a) the Stetz Experience of Caregiving 1nventory Part One, (b) The Hopkins 

Symptom Checklist and ( c) the Life Satisfaction Index. A correlation matrix was done 

comparing the relationship of elder needs to the caregivers perception of well-being. 

Only caregiver life satisfaction was statistically associated with the caregiving needs of 

the elder. The more care an elder required, the lower the life satisfaction of the caregiver 

(r = -0.22, 12 = 0.049). The caregiver experience and symptoms of physical and 

psychological well-being were not affected by elder needs. 

Fredman, Daly, and Lazur ( 1995) studied a sample of 1062 (87%) White 

caregivers and 159 Black caregivers. The average age of the White caregiver was 63.1 

years, and the average age of the Black caregiver was 57. 7 years. White and Black 

caregivers answered various modified sections of the National Survey of Informal 

Caregivers. Difference between Black and White caregivers were determined by 

prevalence odds ratios with associated 95% confidence intervals for categorical variables 

and t-tests for continuous variables. Multivariate linear regression analyses were 

performed to determine how race of the caregiver was associated with burden while 

controlling for multiple co-variates (Fredman, Daly, & Lazur, 1995). This study found 

that White caregivers reported significantly more burden than Black caregivers in 

multivariate regression analyses. However, burden was not statistically significant 



between Black and White caregivers in univariate analysis. Caregiver burden was also 

not statistically significant when the elder' s need for assistance was minimal. 
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The primary study did not require the caregiver to perform more than one 

intermittent service to the elder; therefore, this research does not explore if the caregivers' 

frequency of use of or number of health promotion behaviors was impacted by the elder's 

need for assistance. This secondary analysis supported research contained within the 

literature which demonstrated no statistically significant difference, using univariate 

analysis, between the caregivers' culture and the frequency of use or number of health 

promotion behaviors participated in by the caregiver. 

Perhaps no statistically significant cultural differences were found due to the fact 

that the sample was collected in the southwestern United States. Maybe cultural groups 

who reside in the southwest begin to share some commonalties regarding their health 

promotion behaviors. How long a person has resided in the southwestern United States 

may have impacted both cultural groups, thus making the groups more similar than 

different regarding their health promotion behaviors. 

Limitations of the Study 

The previous section already alluded to some of the limitations of this study. The 

use of secondary data allowed the researcher to explore other questions not asked within 

the contexts of the primary study. This secondary analysis was limited because only the 

instruments used within the primary study are available for analysis. The subjects were 
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asked to simply list but not asked to describe the details of their participation in the health 

promotion behaviors within the primary study since the primary study focused on 

examining elder-caregiver relationships. 

The primary study recruited subjects (caregivers) who were responsible for at 

least one intermittent service to an elderly person ( elder) without being paid. The health 

promotion behaviors of caregivers may or may not be representative of the entire 

population of women between the ages of 3 5 and 64. Generalization of these results to 

the population was inappropriate due, in part, to the relatively small sample size (n = 60). 

Recruitment and data collection for the primary study took place in two urban areas of the 

Southwestern United States; a random sample from the United States as a whole was not 

reflected within this data. Therefore regional differences in health promotion behaviors 

are not considered. 

Another limitation of this study involved the coding of subject responses utilizing 

content analysis. Every effort was made by the researcher to develop comprehensive, 

mutually exclusive definitions for the health promotion categories. Despite reliability 

efforts, which included the independent re-coding done by three graduate nursing 

students, some slight variations of the categorization may be encountered by other 

researchers attempting to replicate this study. 

It would be interesting to investigate the elder' s perception of the number and 

frequency of use of individual health promotion behaviors the caregivers participate in. 

Because of the effect of social desirability the subject may have felt pressured to list only 
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socially acceptable behaviors she participates in to increase or maintain her own well

being. Open-ended questions tend to prompt responses; the subject may have wanted to 

satisfy the interviewer's question. 

Implications for Nursing Practice 

The utilization of health promotion behaviors by women aged 3 5 to 64 impacts 

their long-term health status (Adrian, Layne & Moreau, 1994). Nurses have the 

opportunity to encourage health promotion behaviors in a variety of practice settings. 

The younger that women begin health promotion behaviors the longer and healthier they 

tend to live (Dines & Cribb, 1993; Duffy, 1993; Hartweg, 1993). The edict which 

underlies all of nursing practice is to reduce suffering and to promote or maintain the 

well-being of individuals, families, or communities. Orem (1995) believes that nurses 

should not only to abide by the edict but also should educate the individuals, families and 

communities to perform self-care, thus decreasing the patient's dependency on the nurse 

for care. 

The health promotion behavioral categories listed by Mexican-American and 

Anglo-American caregivers were more similar than different. Nurses need to continue to 

be culturally sensitive in all areas of practice; however, this study did not reveal any 

statistically significant differences between Anglo-American female caregivers between 

the ages of 35 to 64 or Mexican-American female caregivers between the ages of 35 to 

64. This study did not reveal any differences in the number or frequency of use of 
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individual health promotion behaviors in relationship to marital status or income comfort. 

It is important for the nurse and the women to discuss and individualize health promotion 

behaviors, considering the physical limitations and goals the women wish to achieve. 

Considering the use of multimedia health promotion behaviors by female 

caregivers aged 35 to 64, perhaps other health-promoting behaviors could be taught or 

suggested with the use of videotapes and pamphlets in clinic waiting areas. This 

technique of teaching health promotion behaviors promises to be a fertile area of nursing 

research in the future. 

Recommendations for Further Research 

Recommendations for further research include the need to use a larger sample and 

to look at other cultural groups. Comparing African-American and Asian-Americans 

may reveal some significant differences, or may support the similarities of the two groups 

noted in this study. Additionally, a comparison and contrast of different age groups of 

women may reveal some interesting trends. Health promotion behaviors may or may not 

be influenced by gender. More research needs to be done in this area. 

Caregivers may implement different ways to increase their well-being than the 

general population without caregiving responsibilities. Much needs to be learned about 

the life patterns of caregivers and those they assist. Understanding these life patterns are 

an important step nurses make when caring for caregivers. Nursing's understanding of 
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female caregivers' health promotion behaviors will be broadened by further research into 

this area. 

The development of a health promotion behavior inventory may assist the subject 

to select from a detailed list of health promotion behaviors. Some subjects may have 

practiced many more health promotion behaviors than they listed on the demographic 

questionnaire because they did not identify their behaviors as directly promoting their 

sense of well-being. Are the health promotion behaviors that the caregivers did not 

identify health promotion behaviors to the particular individual? 

This secondary data analysis was important because it repeated and concurred 

with studies already contained within the literature. It supported previous research done 

exploring caregiver health issues. Replicability of findings lends support and consistency 

to nursing's growing body of knowledge (Polit & Bungler, 1995). This study provides 

insight into what middle-aged female caregivers did to maintain or promotion their own 

health. A large percentage of the United States population is reaching retirement age 

within the next two decades; nurses will be called upon by the retiree and their family to 

educate and care for this aggregate. 

Summary 

The purpose of this study was to compare and contrast health promotion 

behaviors 35- to 64-year-old Anglo-American and Mexican-American female caregivers 

utilize to maintain their own wellness. Use of individual health promotion behaviors and 
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number of health promotion behaviors were not found to be statistically significant 

between the two cultural groups. Although health promotion behavioral differences were 

not statistically significant between Anglo-American and Mexican-American female 

caregivers aged 35 to 64, the similarities between the two cultural groups were 

noteworthy. 

The findings reported in this study concur with the findings throughout the 

literature about health promotion behaviors of females age 35 to 64. The special 

emphasis of this study was to examine if the caregiving responsibilities of Anglo

American and Mexican-American females age 35 to 64 affected the health promotion 

behaviors that they participated in and subsequently listed in the primary study's open

ended question. 

The responses of the subjects to the question eleven, "What do you do for yourself 

to stay healthy?" (Appendix D) was analyzed and categorized utilizing a method of 

content analysis developed by Krippendorff (1980). Category definitions were developed 

and three other graduate nursing students achieved an 86% intercoder reliability rate 

when independently analyzing the data. 

Orem ( 1995) and Simmons' ( 1990) Self-Care Conceptual Frameworks were 

adapted to include the concepts of culture and health promotion. Clearly the concept of 

self-care was one that fits within the overall framework of health promotion; however, 

Orem ( 1995) did not specifically refer to health promotion within her model. Simmons 

(1990) adapted Orem's conceptual framework to include health promotion concepts but 
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did not specifically refer to the patient's culture as a basic conditioning factor which 

influences health-promoting self-care. This researcher utilized a blend of these two 

conceptual frameworks and operationalized the components of self-care and self-care 

capabilities within the discussion. Orem and Simmons presented conceptual frameworks 

which are promising nursing models when caring for different cultural groups within the 

context of health promotion. The use of Orem and Simmons' conceptual frameworks 

allowed the researcher to explore self-care in the context of health promotion. These 

models were appropriate for this research because they were easy to understand and 

encompassed the variables of interest. A limitation of these models was that they were 

not entirely comprehensive. Many variables affect behaviors and attitudes. Additional 

variables like: region where the caregiver has lived most of her life, birth order of the 

caregiver and the caregiver' s future goals and aspirations for her own health, warrant 

further study. 

This final chapter discussed the results of data analysis. Limitations of the study 

were cited. Findings of this study were explored, implications of the findings for nursing 

practice were discussed, and recommendations for further research were presented. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL 



College of Nursing 

January 29, 1996 

Ms. Marcee Bushfield 

MastersStudent 
University of Arizona 
College of Nursing 
P.O. Box 210203 
Tucson, AZ 85721-0203 

Dear Ms. Bushfield: 

THE UNMRSITY Of 

ARIZONA. 
HEALTH SaENCES CENTER 

=sg;-
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Tucson. Arizona 85721 
(602) 626-6154 

Your request to complete a secondary analysis of the data collected by Dr. Linda 

Phillips has been approved by the Office of Nursing Research. 

We wish you success with your research. 

· Sincerely, 

j 17 ;_· 

{;.,2 u~ /~itt,J --
caro1yn Murdaugh, PhD, RN, FAAN 

Director of Clinical Research 

CM/sl 



Ti-le UNrvcRsnv or 

ARIZONA 

23 April 1990 

Linda R. Phillips, Ph.D., R.N. 
College of Nursing 
Arizona Health Sciences Center 

H£ALTH SCllNClS ([NT(R 

1690 N. Warrt!n (Bldg. 5268) 
Tucson. Arizona 85724 
(602) 626-6721 or 626-7575 

RE: Is:: fA84.21 CAUSAL RELATICNSHIPS AFFEx::TIN:i THE C(JALITY OF FAMILY 

CAREX;IVm::; 

Dear Dr. Phil lips: 

We received your 18 April 1990 merrorandum, revised consent fonn, and a copy of 

the final instruments in English and Spanish. Changes involve increasing the 

payment to $30 for subjects carpleting the protcx:::ol in Spanish only, and $40 for 

those corrpleting the protocol in both English and Spanish. Approval for these 

changes is granted effective 23 April 1990. 

The Human Subjects Corrmi.ttee (Institutional Review Board) of the University of 

Arizona has a current assurance of carpliance, nunber M-1233, which is on file 

with the Departrnent of Heal th and Human Services and covers this activity. 

Approval is granted with the understanding that no further changes or additions 

will be made in study personnel, to the procedures followed or to the consent 

form(s) used (copies of which we have on file) without the knowledge and approval 

of the Human Subjects Ccmn.ittee and your College or Depart:nental Review Carmi.ttee. 

'Arr:! research related physical or psychological harm to any subject rrust also be 

reported to each ccmnittee. 

A t.miversity policy requires that all signed subject consent fonns be kept in a 

permanent file in an area designated for that purpose by the Department Head or 

conpa.rable authority. This wi 11 assure their accessibility in the event that 

university officials require the information and the principal investigator is 
unavailable for sorTE reason. 

Sincerely yours, 

i \.t... .. (~- ... ,-ii..;-.-. 

Milan Novak, M.D., Ph.D. 
Olainran 
Hunan Subjects Comni.ttee 

f.N/m.s 

cc: Departmental/College Review Ccmnittee 
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The University of Arizona 

Human SubjKtl Commmee 

1809 N Warren (Builcltng 2201. f'oom 112 

Tucson. Aniona 15724 

t9JZJ '26-1721 Of 126-7575 

Lindall. Phillipa, Ph.D., ll.R., P.A.A ••• 

Colle9e-of lfurain9 
Ari&0na Health Sciences Center 

Dear Dr. l'hillips s 

'fbia letter ia in reference to your proposed project, •cultural and Ceusal 

ractora Affec:tin9 the Quality of raaily Ca.re9ivin9•. 'f'hia project involves 

questionnaire/interview and poses no risk to the pa~ticipatin9 •ubjects. 

llec;ulationa published by the D.S. Department of le&lth and 8UJ1&n Servicea (45 

en Part ~6.101(b) (3) J exuipt this type of research fro• reviev by our Coanittee. 

,1ease be advised that approval is subject only to your departaent•a policy and 

neither approval by this Coanittee nor a conaent for11 are required. 

Thank you . for inforainq ua of your work. If you have any quHtions re9ardin9 

the above, pleaae contact thia office. 

Sincerely yours, 

IUlan Novak, K.D., Ph.D. 

Olairaan 
Buaan Subject• Coaaitt•• 

IOl/aa 

ccs Departmental/Colle9e ,._vi_ev Comittee 
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APPENDIXB 

SUBJECT DISCLAIMER I SUBJECT CONSENT 



CAREGIVER'S CONSENT FORM 
FOR 

CULTURAL AND CAUSAL RELATIONSHIPS 

AFFECTING THE QUALITY OF FAMILY CAREGIVING 

100 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE THAT I KNOW THE 

NATURE OF THIS RESEARCH STUDY AND HOW I WILL PARTICIPATE IN IT, IF I CONSENT 

TO DO SO. REGULATIONS REQUIRE INFORMED CONSENT BEFORE I PARTICIPATE IN 

THIS RESEARCH STUDY SO I KNOW THE NATURE AND THE RISKS OF PARTICIPATING 

AND CAN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED 

MANNER. 

I am being invited to participate in the research project titled "Cultural and Causal Relationships 

Affecting The Quality of Family Caregiving". The purpose of the project is to gather information 

about how family caregivers meet the needs of elders in the home. I have been invited to 

participate because I am the family caregiver for an elderly individual who lives in the community 

and I am over 21 years of age, Mexican-American or Anglo. Subjects in the Tucson and Phoenix 

areas will participate in this study. Among these people a wide range of caregiving situations is 

being represented with some situations representing excellent caregiving and some situations 

representing poor caregiving. 

If I agree to participate, I will be asked to : (1) answer some rather general questions about 

myself and the elderly person for whom I care such as age, gender, religion, etc., (2) complete 

questionnaires that will require approximately one and one half hours of my time, (3) answer 

some very specific questions about the help my elderly relative requires and the types of help I 

provide on a regular basis, and ( 4) give permission for my elderly relative to be contacted for in

person interviews and for a nursing assessment of their physical, emotional, and social and 

environmental needs. 

The costs of my participation include only my time and the time of my elderly relative. Completing 

the questionnaires will take approximately one and one half hours of my time and completing the 

interview will take approximately two hours of my time spread over two to three interview 

sessions. The observation period and interview with my elderly relative will take approximately 30 

minutes for each of two observation periods. 

My participation in this study may involve some risks, if in the opinion of the interviewer, there is 

evidence that the needs of my elder are not being adequately met. If that is the case, the 

interviewer will assist me to find help from a community agency to help me with my caregiving 

problems. This assistance will be offered during the interview sessions. 

Although I will receive no personal benefits from my participation in this study, the information 

gathered will help nurses and other health professionals to help individuals who are in situations 

similar to my own. My elderly relative and I will be given a total of $25.00 for our participation now 

and $25.00 a year later. 

Confidentiality of the information I provide during the interviews will be strictly maintained. I will be 

assigned a code number and my name and address will be destroyed at completion of the study. 

To maintain confidentiality, I may choose to give a verbal consent to participate rather than 

signing this form. Reports of this project will be written in such a way that no individual subject 

can be identified and only grouped data will be reported. The only people who will have access to 
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my information will be the interviewers, the principal investigator and/or project director including 

Ors. Linda Phillips, Pauline Komnenich, and Mary Killeen, and Mrs. Esperanza Torres de Ardon. 

I HAVE READ THIS CONSENT FORM. THE NATURE, DEMANDS, RISKS, AND BENEFITS OF 

THE PROJECT HAVE BEEN EXPLAINED TO ME. I UNDERSTAND THAT I MAY ASK 

QUESTIONS AND THAT I AM FREE TO WITHDRAW FROM THE PROJECT AT ANY TIME 

WITHOUT INCURRING ILL WILL OR AFFECTING MY HEAL TH CARE. I ALSO UNDERSTAND 

THAT THIS CONSENT FOR WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN 

SUBJECTS COMMITTEE WITH ACCESS RESTRICTED TO THE PRINCIPAL INVESTIGATOR 

OR AUTHORIZED REPRESENTATIVES OF THE PARTICULAR DEPARTMENT. A COPY OF 

THIS CONSENT FORM WILL BE GIVEN TO ME. 

Subject's Signature Date 

INVESTIGATOR'S AFFIDAVIT 

I have carefully explained to the subject the nature of the about project. I certify that to the best of 

my knowledge the person who is signing this consent form understands clearly the nature, 

demands, and risks involved in his/her participation and his/her signature is legally valid. A 

medical problem or language or educational barrier has not precluded this understanding. 

Signature of the Investigator Date 
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APPENDIXC 

PRIMARY STUDY'S INCLUSION CRITERIA 



CAUSAL AND CULTURAL FACTORS AFFECTING 

THE QUALITY OF FAMILY CAREGIVING 

SUBJECT SELECTION CRITERIA 

1. Caregiver is over 21 years of age; 

2. Caregiver is related to a community-dwelling elder through consanguinal or 

acquired kinship ties; 

103 

3. Caregiver provides at least one intermittent service to the elderly person, without 

being paid; 

4. Caregiver is living within a 50-mile radius of the elderly individual; 

5. Caregiver is willing to give consent for the elder to be contacted by the data 

collector for the purpose of surveying and assessing the elder' s needs; 

6. Elder is at least 55 years of age and not residing in an institutional setting. 

7. Elder and caregiver are self-identified as either (1) White, Anglo or Euro-

American or (2) Mexican, Mexican-American, or Hispanic. 
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APPENDIX D 

INSTRUMENT I GENERAL DEMOGRAPHIC FORM 



GENERAL DEMOGRAPHIC INFORMATION 

1. Caregiver's Gender M=l F=2 

2. Eider's Gender M=l F=2 

3. Age of Caregiver ------

4. If Caregiver is not spouse of elder, age of caregiver's spouse _____ _ 

NOTE: Leave bl.Ink if spouse is not living with caregiver. 

·5. Age of Elder------

6. How long have you been a caregiver for the elder? -----
NOTE: A caregiver is a pcnon who regularly provides at least 

one intermittent scnicc to the ddcr, without being paid. 

(in months) 

7. Where does the elder live? 

__ with you in your house/apartment = 1 

_ . _ with you in his/her house/apartment = 2 

__ with you in a mutually owned house/apartment = 3 

__ alone in her/his house/apartment = 4 

with in a house/apartment the elder owns/rents = 5 

with in a house/apartment the other person owns/rents = 6 

__ other (please specify) = 7 

8. How many people, including the elder, live in the house 
where the elder lives? ----

9. How many bedrooms and bathrooms are in the house where the elder lives? 
(24) (25) 

bedrooms bathrooms 

1 
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CD# 02 

(10) 

(11) 

(12-13) 

(14-15) 

(16-18) 

(19-21) 

(22) 

(23) 



10. Your relationship with the elder? 

__ daughter = 01 

son = 02 

__ daughter-in-law = 03 

son-in-law = 04 

__ spouse = 05 

niece= 06 

__ nephew = 07 

11. Elder's marital status 

M = 1 P=2 W = 3 

12. Elder's marital history 

Time in current marital status: 

Previous marital status 

M p w 
1. 
2. 
3. 
4. 
5. 
6. 

13. Caregiver's marital status 

M = 1 p = 2 W = 3 

granddaughter = 08 

grandson = 09 

cousin (M) = 10 

cousin (F) = 11 

aunt = 12 

uncle = 13 

sister = 14 

brother = 15 

D = 4 Sep= 5 

How long? 
(in years) 

D Sep Sing 
(31) 
(34) 
(37) 
(40) 
(43) 
(46) 

D = 4 Sep= 5 

2 

(26-27) 

significant other = 16 
(female-female) 

significant other = 17 
(male-male) 

significant other = 18 
(female-male) 

significant other = 19 
(male-female) 

other= 20 
(Please specify) 

Never Married = 6 

How long? 

Never Married = 6 

(28) 

(29-30) 

(32-33) 
(35-36) 
(38-39) 
(41-42) 
(44-45) 
(47-48) 

(49) 
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14. Caregiver's marital history 

Time in current marital status: How long? ------ (50-51) 

Previous marital status 

1. 
2. 
3. 
4. 
5. 
6. 

M p w D 

(in years) 

Sep Sing 
(52) 
(55) 
(58) 
(61) 
(64) 
(67) 

15. Caregiver's religious preference 

Roman Catholic = 01 

Jewish= 02 

__ Baptist = 03 

Methodist = 04 

__ Presbyterian = 05 

Episcopalian = 06 

Lutheran = 07 

Ouistian = 08 

Protestant = 09 

Jehovah Witness = 10 

Assemblies = 11 

How long? 
(53-54) 
(56-57) 
(59-60) 
(62-63) 
(65-66) 
(68-69) 

(70-71) 

Church of God = 12 

Mormon= 13 
(Latter Day Saints) 

Unitarian = 14 

None= 15 

Other = 16 
(Please specify) 

16. Which of the following words describes how RELIGIOUS you are? (72) 

NOTE: Religious rc!crs to rituals such as con!cssioa, mass, attending church, communion. 

Extremely 
5 

·very 
4 

17. Eider's religious preference 

Roman Catholic = 01 

Jewish = 02 

__ Baptist = 03 

Methodist = 04 . 

__ Presbyterian = 05 

Moderately 
3 

Somewhat 
2 

Episcopalian = 06 

Lutheran = 07 

Christian = 08 

Protestant = 09 

Jehovah Witness = 10 

Assemblies = 11 

3 

Not at all 
1 

(73-74) 

Church of God = 12 

Mormon = 13 
(Latter Day Saints) 

Unitarian = 14 

None= 15 

Other = 16 
(Please specify) 
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18. Which of ·the following words describes how RELIGIOUS the elder is? 

. · NOTE: Religious refers to rituals such as confession, mass, aucnding church, communion. 

Extremely 
5 

Very 
4 

Moderately 
3 

Somewhat 
2 

Not at all 
1 

19. Which of the following words descnbes how SPIRITUAL the elder is? 

NOTE: Spiritual refers to thoughts oC or concerns for a higher being and includes meditation. 

Extremely 
5 

Very 
4 

Moderately 
3 

Somewhat 
2 

Not at all 
i 

(75) 

(76) 

20. What is or was your occupation? (77-78) 

NOTE: Major employment means what I/be spent the most years doing. Be as specific as possible. 

Qerical/Salcs = 01 

Professional/ 
Technical = 02 

Farm Laborer/ 
Foreman= 03 

Never Worked = 06 

Craftsman/Foreman/ 
Skilled = 07 

Member of Armed 
Forces= 08 

__ Operative/Semi-skilled = 04 __ Manager/OfficiaV 
Proprietor = 09 

Student= 05 

Laborer, except farmers 
or miners = 10 

Housewife = 11 

Service Worker/ 
Farm Manager = 12 

Farm Laborer = 13 

NOTE: Use •ncvcr woctcd" only if the person never worked outside the house and was never a bouscwilc either. 

NOTE: Houscwile - working full time (unless retired or disabled). 

21. Are you currently 

__ Working Full Time = 1 Retired = 3 

__ Working Part Time= 2 Unemployed = 4 

NOTE: Disabled refers to being forced to quit working bc:causc of a health condition. 

Retired refers to planned termination of working. 

Unemployed- refers to someone who is still looking (or work. 

4 

(79) 

Disabled = 5 

Other (Please Specify) = 6 
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22. (IC arcgjvcr is not married 10 cider) What is or was your spouse's occupation?* 
CD# 03 

(10-11) 

NOTE: Please request this information even if caregiver', spouse is dead or they arc not living together. 

Qerical/Salcs = 01 

Professional/ 
Technical= 02 

Farm Laborer/ 
Foreman= 03 

Never Worked = 06 

Craftsman/Foreman/ 
Skilled = 07 

Member of Armed 
Forces = 08 

__ Operative/Semi-skilled = 04 __ Manager/Official/ 
Proprietor = 09 

Student= 05 

Laborer, except farmers 
or miners = 10 

Housewife = 11 

Service Worker/ 
Farm Manager = 12 

Farm Laborer = 13 

NOTE: Use "ncvec wortcd" only if the person never worked outside the house~ wu never a housewife either. 

NOTE: Housc:wiCc - woctmc Cull time (unless retired or disabled). 

23. Is your spouse currently 

__ Working Full Tune = 1 Retired= 3 

__ Working Part Time = 2 Unemployed = 4 

NOTE: Disabled refers to being forced to quit worting because o( a health condition. 

Retired rclcrs to planned termination of working. 

UDCmploycd rclcn to someone who is still looking for won. 

24. What is or was your eider's occupation? 

Qerical/Sales = 01 

Professional/ 
Technical = 02 

Farm Laborer/ 
Foreman= 03 

Never Worked = 06 

Craftsman/Foreman/ 
Skilled = 07 

Member of Armed 
Forces= 08 

__ Operative/Semi-skilled = 04 __ Manager/Official/ 
Proprietor = 09 

Student = 05 

(12) 

Disabled = 5 

Other (Please Specify) = 6 

(13-14) 

Laborer, except farmers 
or miners = 10 

Housewife = 11 

Service Worker/ 
Farm Manager = 12 

Farm Laborer = 13 

NOTE: Use "nC"YCC wortedw only if the person never worted outside the house and was never a housewife either. 

NOTE: Housewife - wort:ing full time (unless retired or disabled). 

5 
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25. Is your elder currently 

__ Working Full Time = 1 Retired = 3 

__ Working Pan Time = 2 Unemployed = 4 

NOTE: Disabled reCcn to being Corccd to quit working bc:ause oC a hcallh condilion. 

Retired reCcn to planned termination oC working. 
Unemployed reCcn to someone who is ,till looking Cor wort. 

(15) 

Disabled = 5 

Other (Please Specify) = 6 

26. (IC carcgivcr is not married to ddcr) What is or was your eider's spouse's _occupation? (16-17) 

NOTE: Please request this information CYCD if ddcr'a apousc is dead or they arc nol living logether. 

Qerical/Sales = 01 

Professional/ 
Technical = 02 

Farm Laborer/ 
Foreman= 03 

Never Worked = 06 

Craftsman/Foreman/ 
Skilled = Cf7 

Member of Armed 
Forces= 08 

__ Operative,/Semi-skilled = 04 __ Manager/OfficiaV 
Proprietor = 09 

Student = 05 

Laborer, except farmers 
or miners = 10 

Housewife = 11 

Service Worker/ 
Fann Manager = 12 

Fann Laborer = 13 

NOTE: Use "nC'Y'Cr' wortcd" only if the pcnoa DC'Y'Cr' wortcd ·outside the house and was never a housewife eilhcr. 

NOTE: Houscwife - worting Cull time (unless retired or disabled). 

27. Is your eider's spouse currently 

__ Working Full Time = 1 Retired = 3 

__ Working Pan Tune = 2 Unemployed = 4 

NOTE: Disabled reCcn to being Corccd lo quit working because oC a hcallh condilion. 

Retired rcCcn to planned lcnninalion oC working. 
Unemployed reCcn to aomcone who is atill looking Cor wort. 

28. How comfortably can you live with your present income? 
NOTE: Any money, Crom whalcvcr source that you get, is income. 

Extremely 
5 

Very 
4 

Moderately 
3 

6 

Somewhat 
2 

(18) 

Disabled = 5 

OtHer (Please Specify) = 6 

Not at all 
1 

(19) 
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29. How comfortably can your elder live with his/her present income? 

NOTE: Any money, Crom wh.atc:vcr source that you cct, is income. 

Extremely 
5 

Very . 
4 

Moderately 
3 

Somewhat 
2 

30. How frequently do you need to help your elder meet her/his 

monthly medical and living expenses? 

Always 
5 

Usually 
4 

Sometimes 
3 

Rarely 
2 

Never 
1 

Not at all 
1 

NA 
8 

31. How frequently do you need to depend on your eider's income 

to meet your own monthly medical and living expenses? 

Always 
5 

Usually 
4 

Sometimes 
3 

Rarely 
2 

Never 
1 

NA 
8 

(20) 

(21) 

(22) 

32. If you and your elder decided to separate and the contact between you (23) 

was totally broken off, who do you think would be financially hurt most by the break? 

You 
4 

Your Elder 
3 

33. Your education 

Some Grade School = 01 

__ Completed Grade School = 02 

NOTE: Grade School • Grades 1~ 

__ Some High School = 03 

__ High School Graduate = 04 
NOTE: High School • Grades 7-12 

Neither of You 
2 

Both of You the Same 
1 

NA 
8 

VocationaVfechnical 
School Graduate = 05 

Some College = 06 

College Graduate = 07 

Some Graduate 
School = 08 

7 

(24-25) 

Master's Degree = 09 

Doctoral Degree = 10 

None = 11 
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34. (If caregiver is not married to cider) What is or was your spouse's education? (26-27) 

Some Grade School = 01 

__ Completed Grade School = 02 
NOTE: Grade School• Grades 1-6 

__ Some High School = 03 

__ High School Graduate = 04 
NOTE: Hieb School • Grades 7-12 

35. Your eider's education 

Some Grade School = 01 

__ Completed Grade School = 02 
NOTE: Grade School • Grades 1-6 

__ . Some High School = 03 

__ High School Graduate = 04 
NOTE: Hieb School • Grades 7-12 

V ocationaVf echnical 
. School Graduate = 05 

Some College = 06 

College Graduate = 07 

Some Graduate 
School = 08 

VocationaVfechnical 
School Graduate = 05 

Some College = 06 

College Graduate = 07 

Some Graduate 
School= 08 

Master's Degree = 09 

Doctoral Degree = 10 

None= 11 

Don't Know = 12 

(28-29) 

Master's Degree = 09 

Doctoral Degree = 10 

None= 11 

Don't Know = 12 

36. cu ca.rcgivcr is not married to cider) What is or was your eider's spouse's education (30-31) 

Some Grade School = 01 

__ Completed Grade School = 02 
NOTE: Grade School - Grades 1-6 

__ Some High School = 03 

__ High School Graduate = 04 
NOTE: Hieb School • Grades 7-12 

VocationaVfechnical 
School Graduate = 05 

Some College = 06 

College Graduate = 07 

Some Graduate 
School = 08 

CAREGIVER'S HEALTH 

37. Caregiver's Height------ (in inches) 

38. Caregiver's Weight------ (in pounds) 

8 

Master's Degree = 09 

Doctoral Degree = 10 

None= 11 

Don't Know = 12 

(32-33) 

(34-36) 
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39. CURRENT and PAST Health Problems 
How much does it stand in the way of 

what you do? 

M 
11"1 N 00 

II 
>, 

~ 
0 

>, '<t' 0 ~ :0 u E .t:: 
e II ~ ~ -~ 
~ 

0 0 

Problem Type ~ "O e 0 ... c.. 
Jl ·O 0 0 0 Q.. 

> ::E Cl) z Z< 

Cardiovascular 
(including hypertension) ( ) ( ) ( ) ( ) ( ) ( ) (37) 

Respiratory ( ) ( ) ( ) ( ) ( ) ) (38) 

Peripheral Vascular ( ) ( ) ( ) ( ) ( ) ( ) (39) 

Nervous System 
(including stroke) ( ) ( ) ( ) ( ) ( ) ( ) ( 40) 

Urinary ( ) ( ) ( ) ( ) ( ) ( ) (41) 

Gastrointestinal ( ) ( ) ( ) ( ) ( ) ( ) (42) 

Psychological ( ) ( ) ( ) ( ) ( ) ( ) ( 43) 

Vision ( ) ( ) ( ) ( ) ( ) ) (44) 

Hearing ( ) ( ) ( ) ( ) ( ) ( ) (45) 

Endocrine 
(including diabetes) ( ) ( ) ( ) ( ) ( ) ) (46) 

Muscle & Bone (including 

arthritis and back problems) ( ) ( ) ( ) ( ) ( ) ) (47) 

Female/Male Problems ( ) ( ) ( ) ( ) ( ) ( ) (48) 

Other ( ) ( ) ( ) ( ) ( ) ) (49) 

Other ( ) ( ) ( ) ( ) ( ) ) (50) 

Other ( ) ( ) ( ) ( ) ( ) ) (51) 

Other ( ) ( ) ( ) ( ) ( ) ) (52) 

9 



40. Of those things you've listed, which one bothers you the most? 

41. What medications are you now taking that were ordered by a doctor? 

Example: 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

Medication 

Insulin 

NOTE: U more than 10 medications, C10Gtilluc list on back oC this page. 

42. What other things are you talcing? 

Reason 

Diabetes 

Prompts: Vitamins? Ointments/creams? Eyedrops? Liquor/beer? Home remedies? 

1. 

2. 

3. 

4. 

5. 
NOTE: IC more than 5 other things, continue list on back or this page. 

10 
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43. How many times have you been to the doctor's office 

in the past 6 months? 

44. How many days in the past 6 months have you been confined to home 

because of illness? · ------

45. How many times in the past 6 months have you been in the hospital? 

(58-59) 

(60-61) 

Inpatient Outpatient Emergency Room ____ _ 

(62-63) (64-65) (66-67) 

46. How many days in the past 6 months have you been hospitalized? 

Inpatient Emergency Room ____ _ 

(68-69) (70-71) 

47. What do you do for yourself to stay healthy? (72) 

1. 

2. 

3. 

4. 

5. 

6. 
NOTE: IC mocc than 6 things, continue list on bad oC this page. 

Prompt: Is there anything else you do that makes you feel good? 

11 
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48. Now please look at this ladder. Suppose the top of 
the ladder (9) represents total satisfaction with 
your experience as a caregiver and the bottom (0) 
represents total dissatisfaction. Satisfaction can 
mean having good feelings, contented, or happy. 
Where on the ladder do you feel you can place 
yourself at the present time? (73-74) 

• • 
9 

8 

7 

6 

5 

4 

3 

2 

1 

0 

• • 

12 

49. Please look at the )adder pictured here. Suppose 
the top of the ladder (9) repr~sents the best 
possible performance as a caregiver and the 
bottom (0) represents the worst possible performance 
as a caregiver. Where on the ladder do you fee) you 
can place yourself at the present time? (75-76) 

• • 
9 

8 

7 

6 

5 

4 

3 

2 

1 

0 

• • 

--0\ 



50. Directions: Please read each of the following statements carefully. Mark a straight 

· line across the given line to indicate your opinion. 

Let's do the example below. 

EXAMPLE: 

Generally, how much enjoyment do you get from being alone? 

No 
enjoyment 

at all 

As much enjoy
_____________________ ment as possible 

a. Over the years, how much (the amount) internal conflict have you felt about 

your relationship with your elder? 

I have felt I have felt 

no conflict --------------------- tremendous conflict 

b. Over the years, how strong (the intensity) ha~ been the internal conflict you have 

felt about your relationship with your elder? 

Not strong 
at all 

As strong 
_____________________ as possible 

c. Currently, how much (the amount) internal conflict do you feel about your 

relationship with your elder? 

I feel no 
conflict 

I feel 
_____________________ tremendous conflict 

d. Currently, how strong (the intensity) is the internal conflict you feel about your 

relationship with your elder? 

Not strong 
at all 

As strong 
_____________________ as possible 

13 
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ETHNICTIY 

51. In . what country would you say that your family roots are? 

52. Where were you born? 

Where was your father born? 

Where was your mother born? 

Where was your mother's mother born? 

Where was your mother's father born? 

Where was your father's mother born? 

Where was your father's father born? 

53. Would you say you are ... 

1. --------- = 1 

2. 

3. 

--------- - American = 2 

American of--------- Descent = 3 

4. American = 4 

54. Would you say your mother is or was ... 

1. = 1 

2. - American = 2 

3. American of--------- Descent = 3 

4. American = 4 

55. Would you say your father is or was ... 

1. = 1 

2. - American = 2 

3. American of Descent = 3 ----------
4. American = 4 

14 
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56. What language do you speak at home? 

1. . 
------------ only = 1 
(Spanish, Polish, etc) 

2. Mostly __________ __, some English = 2 

3. ---------- and English equally (bilingual) = 3 

4. Mostly English, some ---------- = 4 

5. English only = 5 

57. Do you have any preference for --------- food, music, 
TV/radio or movies? (Mexican. Polish, etc) 

Yes= 1 No= 2 
NOTE: U the answer is "YES: continue. If the answer is "NO: go to question 61. 

58. What type of food do you eat most frequently? 

1. Exclusively --------- food = 1 
(Medan, Polish, etc) 

2. Mostly --------- food, some American food = 2 

3. About equally --------- food and American food = 3 

4. Mostly American food, some --------- food = 4 

5. Exclusively American food = 5 

59. What is your music preference? 

1. Only = 1 
(Spanish, Polish, etc) 

2. Mostly =2 

3. Equally and English = 3 

4. Mostly English = 4 

5. English only = 5 

15 

CD# 04 
(10) 

(11) 

(12) 
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60. If you had· a choice what would be your TV/radio preference? (13) 

1. Only programs in = 1 
(Spanish, Polish, etc) 

2. Mostly programs in =2 

3. Equally and English programs = 3 

4. Mostly programs in English = 4 

5. Only programs in English = 5 

61. If you had a choice what would be your movie preference? (14) 

1. ---------- language movies only = 1 
(Spanish, Julian, French, etc) 

2. ---------- language movies mostly = 2 

3. Equally English and ---------- = 3 

4. English-language movies mostly = 4 · 

5. English-language movies only = 5 

62. Where were you raised? (15) 

1. In only = 1 
(Poland, July, Mexico, etc) 

2. Mostly in and some in the U.S. = 2 

3. Equally in the U.S. and = 3 

4. Mostly in the U.S., some in = 4 

5. In the U.S. only = 5 

63. How would you rate yourself? (16) 

1. Very = 1 

2. Mostly =2 

3. Bicultural = 3 

4. Mostly American = 4 

5. Very American = 5 

16 



64. !I) what language do you think? 

1. Only in = 1 
(Spanish, Polish, Italian, etc) 

2. Mostly in =2 

3. Equally in English and =3 

4. . Mostly in English = 4 

5. Only in English = 5 

ELDER'S HEALTH STATUS 

NOTE: Ask the carcgiYcr lhcsc questions. 

65. Elder's Height ------ (in inches) 

66. Eider's Weight ------ (in pounds) 

67. Overall, how healthy would you say your elder is? 

Extremely 
5 

Very 
4 

Moderately 
3 

Somewhat 
2 

Not at all 
1 

(17) 

(18-19) 

(20-22) 

(23) 

68. In comparison to others your eider's age, would you say his/her health is: (24) 

Much 
Better 

5 

Somewhat 
Better 

4 

About the 
Same 

3 

Somewhat 
Worse 

2 

Much 
Worse 

1 

69. Since you started helping your elder, would you say his/her health is: 

Much 
Better 

5 

Somewhat 
·Better 

4 

About the 
Same 

3 

17 

Somewhat 
Worse 

2 

Much 
Worse 

1 

(25) 
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70. CURRENT and PAST Health Problems 

NOTE:. Oat.a collector can ask these items or How much does it stand in the way of 

the ddcr iC th~ caregiver doesn't know the azuwc:n. what your elder does? 

Cf'l 
N co 

II') 
II II 
>. 

~ 
0 

.::, ..,. 0 i :c 
Problem Type 

0 E .c 
E II ~ i -~ 
~ 

0 0 
~ "O E ... 0.. 

Jj 0 0 0 0 c.. 
:E 0 

Cardiovascular 
> fl) z Z< 

(including hypertension) ( ) ( ) ( ) ( ) ( ) ) (26) 

Respiratory ( ) ( ) ( )" ( ) ( ) ( ) (27) 

Peripheral Vascular ( ) ( ) ( ) ( ) ( ) ( ) (28) 

Nervous System 
(including stroke) ( ) ( ) ( ) ( ) ( ) ( ) (29) 

Urinary ( ) ( ) ( ) ( ) ( ) ( ) (30) 

Gastrointestinal ( ) ( ) ( ) ( ) ( ) ( ) (31) 

Psychological ( ) ( ) ( ) ( ) ( ) ( ) (32) 

Dementia ( ) ( ) ( ) ( ) ( ) ( ) (33) 

Vision ( ) ( ) ( ) ( ) ( ) ( ) (34) 

Hearing ( ) ( ) ( ) ( ) ( ) ( ) (35) 

Endocrine 
(including diabetes) ( ) ( ) ( ) ( ) ( ) ( ) (36) 

Muscle & Bone (including 
arthritis and back problems) ( ) ( ) ( ) ( ) ( ) ) (37) 

Female/Male Problems ( ) ( ) ( ) ( ) ( ) ) (38) 

Other ( ) ( ) ( ) ( ) ( ) ( ) (39) 

Other ( ) ( ) ( ) ( ) ( ) ( ) ( 40) 

Other ( ) ( ) ( ) ( ) ( ) ( ) (41) 

Other ( ) ( ) ( ) ( ) ( ) ( ) ( 42) 

18 



71. Who provided the answers for the elder's health status questions? 

___ Caregiver = 1 Elder = 2 Both = 3 

REIATIONSHIP WITH THE ELDER 

72. How would you judge the quality of the relationship you have 

. with the elder you care for? 

Excellent Good Average Poor Terrible 

5 4 3 2 1 

73. How would you judge the quality of your caregiving? 

Excellent Good Average Poor Terrible 

5 4 3 2 

74. Since you've been giving help to your elder can you think of a time 

when he/she has ever mistreated you? 

Yes= 1 No= 0 

Could you tell me about what happened? 

19 

1 
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75. Could you tell me if your elder has done any of these things to you 
since you started giving care to him/her? 

__ threw something at you 
__ pushed, grabbed, or shoved you 
__ slapped you 
__ kicked, bit or hit you with a fist 
__ hit you with something 
__ threatened you with a weapon 
__ used a knife or gun against you 
__ burned or scalded you 
__ tied you in a chair or bed 
__ verbally threatened you 
_. __ yelled or sworn at you 
__ stolen or misused your money or assets 
__ forced you into something 
__ other (please specify) 

For every yes response to anything in this list, please provide information for the 
following: 

Which of these things happened? 
When did it start? 
How often does it happen? 
What is the pattern? 

20 

(47) 
(48) 
(49) 
(50) 
(51) 
(52) 
(53) 
(54) 
(55) 
(56) 
(57) 
(58) 
(59) 
(60) 

124 



76. If applicabie, how frequently have these things happened? 

Daily Weekly 

5 4 

Once a Month 

3 

Once or Twice 
a year 

2 

77. If applicable, have you ever had to have medical treatment 
as a result of mistreatment? 

Yes= 1 No= 0 

78. Have you ever called the police as a result of mistreatment? 

Yes= 1 No= 0 

Only Once 
Ever 

1 

79. Tell me about how you came to be the one providing care to your elder. 

ELDER'S E'THNICTIY 

(61) 

(62) 

(63) 

NOTE: These questions arc to be asked oC the c:arcgiver only iC the cider is not able to answer them. Tell the caregiver th.at this is 

impon.ant information about the cider that we really need and that we would have asked the questions of .the cider if he/she would 

have been able to answer them. 

80. Where was your elder born? 

Where was your eider's father born? 

Where was your elder's mother born? 

Where was your elder's mother's mother born? 

Where was your eider's mother's father born? 

Where was your eider's father's mother born? 

Where was your eider's father's father born? 

21 
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81. What language does your elder speak at home? (64) 

1. ---------- only = 1 
(Spanish, Polish, etc) 

2. M_ostly _________ __, SO!Jle English = 2 

3. ---------- and English equally (bilingual) = 3 

4. Mostly English, some ---------- = 4 

5. English only = 5 

82. Where was your elder raised? (65) 

1. In---------- only = 1 
(Polaad, Italy, Mc:xico, etc) 

2. Mostly in ---------- and some in the U.S. = 2 

3. Equally in the U.S. and ---------- = 3 

4. Mostly in the U.S., some in ---------- = 4 

5. In the U.S. only = 5 

83. How would you rate your elder? (66) 

1. Very = 1 

2. Mostly =2 

3. Bicultural = 3 

4. Mostly American = 4 

5. Very American = 5 

84. Does your elder currently have a conservator? (67) 

NOTE: Conscrntor rcCcrs to a court appointed person who is responsible Cor the cider's finances only. 

Yes= 1 No= 0 

85. Does your elder currently have a guardian? (68) 

NOTE: Guardian refers to a court appointed person who is responsible Cor both the finances aod all the needs or the elder. With 

appointment oC a guardian, the cider loses his individu.al rights. 

Yes= 1 No = 0 

86. Does anyone in your family currently have your eider's Power of Attorney? ( 69) 

NOTE: Power oC Altomq rcCcn to an individu.al designated by lhe cider to manage important financial or health care decisions 

if the cider is unable. 

Yes= 1 No= 0 

Rev:9/16/91 
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APPENDIXE 

INTERRA TER RELIABILITY 
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INTERRA TER RELIABILITY 

I am requesting that you help me determine intercoder reliability. I appreciate your time 

and effort in this process. Below are the directions for this process. 

1. Carefully review the attached definitions. 

2. Match the data bits on this page to the term ( category) that defines it best by 

putting the category number on the line in the front of each data bit below. 

3. Return this sheet to my mailbox on the second floor. 

__ treadmill walking listen to music 

__ sleep well, go to bed early __ being with family members 

__ hiking __ writing injournal 

drink a Kahlua __ nothing 

__ ride a bicycle __ eat garlic 

__ keep going __ get hair done 

__ get up early vitamins 

drink water __ sewmg 

__ enjoys cats __ campmg 

watch diet __ mini trampoline 

__ reading __ eat vegetables 

watch television __ being with family members 

__ pray __ positive attitude 
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