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FACTORS THAT INFLUENCE ADHERENCE TO PHARMACOLOGICAL

TREATMENT FOR HYPERTENSION IN HISPANIC AND WHITE WOMEN

Jane F. deleon, RN, Ph.D

University of California, San Francisco, 2004

Despite the availability of effective pharmacological treatment for hypertension

(HTN), less than a third of women with HTN have controlled BP. The 2004 REACH

survey indicated that adherence to HTN medication was lowest in Hispanic women

among all groups of women surveyed, making adherence to treatment for HTN a critical,

and high priority health issue for Hispanic women in the U.S.

A descriptive correlational design was used to examine and compare how factors

such as interpersonal processes of care (IPC), HTN knowledge, perceived control

(mastery), ethnicity, acculturation, discrimination, and other health-related factors

influenced adherence to treatment for HTN. A cross-sectional telephone survey was

conducted on a convenience sample of English-speaking Hispanic (n=44) and White

(n=50) women, aged 18 to 84, who had HTN for at least one year and had blood

pressure (BP) medication prescribed daily.

Findings indicated that Hispanic and White women's perceptions about mastery

and the quality and satisfaction experienced in communication and interpersonal style of

the patient-provider relationship are significant predictors of adherence. Hispanic and

White Women were more likely to adhere to prescribed HTN medications when they

perceived themselves as defining/shaping their own motives, behaviors, and futures. A

large proportion of the Hispanic and White women in this study reported that they did not

Smoke, did not have health insurance, had elevated serum cholesterol levels, and were

involved in routine physical activity. Results of multiple regression/correlation analyses

*2.
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indicated that the linear combination of selected variables including total mastery score

and five components of the IPC scale (explanations of condition, process, and

medications; emotional support/reassurance; and responsiveness to patient concerns

and expectations) were significantly related to adherence F(6,87)=2.462, p=0.03. The

sample multiple correlation coefficient (0.38) indicates that approximately 14.5% of the

variance of adherence in this sample is predicted by the linear combination of these

variables. None of these predictors had a significant, unique contribution to the

regression equation. Ethnicity did not interact with the predictor variables as they related

to adherence.
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CHAPTER ONE: INTRODUCTION

Cardiovascular disease (CVD) claims the lives of one million people each year in

the U.S. and women represent over half (53.6%) of these deaths (American Heart

Association, 2004). Over the past several decades, CVD has steadily become a

woman's disease — and should be every woman's concern. Serious misperceptions still

exist that CVD is not a serious health problem for women. Cardiovascular disease is the

number one disease category among all hospital discharges for women in the U.S.

(National Center for Health Statistics, 2002a). Almost twice as many women die each

year of CVD than of all forms of cancer combined. Furthermore, more women (38%) die

within the first year after a heart attack than men (25%) (American Heart Association,

2004).

Hypertension (HTN), one of the most critical risk factors for CVD, is a prevalent

and chronic disease in the U.S. that disproportionately impacts women and minority

populations (Chobanian et al., 2003; Fields et al., 2004; National Institutes of Health,

2003; Wang et al., 2002). Currently, HTN affects one in three adults in the U.S., or over

59 million people (Fields et al., 2004; Hajjar & TA., 2003). Due to an aging population

and an increasing prevalence of contributing factors such as overweight and obesity,

physical inactivity, and poor nutrition, HTN is becoming an increasingly common health

problem affecting more than one billion people worldwide (Chobanian et al., 2003;

Organization, 2003). Even slight elevations in blood pressure (BP) double the risk for

CVD and stroke (American Heart Association, 2004). In addition, CVD is responsible for

at least one-third of all deaths globally and is a leading contributor to global disease

~
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Between young adulthood and early middle age, the prevalence of HTN is higher

in men than in women. However, after the age of menopause, at approximately age 60,

the prevalence of HTN becomes higher in women (Burt, Whelton et al., 1995; National

Institutes of Health, 2003). In the U.S., more than half of all women over the age of 60

have HTN. More than half of all women can expect to develop HTN at some point in their

lives (Black, 1998; National Institutes of Health, 2003; Organization, 2003).

One in three adult Americans has high BP (Hajjar & TA., 2003), yet almost a third

of these individuals don't know they have it (American Heart Association, 2003).

Approximately 75% of women who know they have HTN are taking antihypertensive

medications, however, 70% of these women do not have their HTN under control

(<140/90) (National Institutes of Health, 2003). Results of the recent Framingham Heart

Study suggest that about 90% of middle-aged adults who are normotensive will develop

HTN in their lifetime (Vasan et al., 2002). The prevalence of HTN and these associated

risks have made this disease a critical public health issue.

The Burden of Hypertension Disease

Despite success in prevention, identification, and treatment of HTN over the past

several decades, the prevalence of HTN is increasing and HTN control rates are less

than-optimal, which reflects a critical need for attention on public health policy and public

health practice. Accurate estimates of the number of Americans with HTN are vital

epidemiological data used in education, estimation of societal impact, allocation of

resources, health care strategic planning, and HTN prevention and control (Fields et al.,

2004). Accurate estimates of numbers of adults with HTN are also important given the

impact of HTN disease on length and quality of life, use of health resources, direct and

indirect societal costs, complications of HTN, and the presence of other co-morbid

Conditions that are typically associated with HTN. Hypertension burden becomes an

even greater concern in view of the epidemic of overweight and obesity as well as a

2.
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downward trend in national rates (self-reported) of routine moderate or vigorous physical

activity among adults in the U.S. – especially Hispanic and other minority women.

Because HTN is a major risk factor for CVD, stroke, and end-stage renal disease,

consideration must be given to added future negative impact of HTN burden.

Racial and Ethnic Health Disparities in the U.S.

Despite noteworthy advances in the prevention, diagnosis, and treatment of

chronic diseases, including HTN, disparities in health status have increased over the

past fifty years particularly in racial and ethnic minority populations in the U.S. (Institute

of Medicine, 2003). Overall, minority populations in the U.S. have poorer health than

majority/White populations (Groman & Ginsburg, 2004; Harrell, Hall, & Taliaferro, 2003;

Institute of Medicine, 2003; Liao et al., 2004; Nazroo, 2003). There is evidence that

racial and ethnic discrimination and poverty are associated with disparities in health

status (Institute of Medicine, 2003; Schulman et al., 1999), especially mental health

(Gee, 2002). In addition, racial and ethnic minorities receive a lower quality of health

care than whites even when they have the same level of health insurance coverage and

the ability to pay for care is equal (Institute of Medicine, 2002).

In 1999, Congress requested that the Institute of Medicine (IOM) explore racial

and ethnic disparities in healthcare and in health status in the U.S. (Institute of Medicine,

2003). The IOM conducted an extensive review and analysis of relevant health-related

literature focusing on quality of healthcare that racial and ethnic minorities received

(Nelson, 2003). The fifteen member IOM panel, which included practitioners, medical

educators, nurses, behavioral scientists, health lawyers, sociologists, economists, and

policy experts, organized liaison panels (representing the Veteran's Administration, the

military, and federal agencies) and focus groups (which included educators, accrediting

organizations, medical historians, economists, and others) in their comprehensive

investigation. All major racial/ethnic minorities were represented on the committee.

* º
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The IOM report indicated that, while there was no direct evidence that quality of

Care for minority clients was influenced by provider bias or prejudice, there was evidence

that providers' diagnostic and treatment decisions and their perceptions about their

clients were influenced by the client's race or ethnicity (Institute of Medicine, 2003). The

IOM report documented that racial and ethnic minority patients were less likely to receive

needed health services and procedures than were White patients. This disparity in

needed services was noted in relation to a number of disease states including CVD,

cancer, HIV/AIDS, diabetes, and mental illness. The IOM report highlighted several

studies such as a 1999 study that explored physician perceptions of minority clients (van

Ryn & Burke, 2000). In this study, minority clients were perceived by physicians as being

less intelligent, less educated, less likely to adhere to recommended treatment, and less

likely to participate in cardiovascular rehabilitation than White clients. In another study,

diagnostic and treatment decisions and referrals for White and racial minority clients who

had the same symptoms of cardiac disease were examined (Schulman et al., 1999).

White men, White women, and Black men were more likely to be referred for cardiac

catherization procedures than were Black women who had the same cardiac symptoms.

These studies support the notion that providers' treatment and referral decisions may be

influenced by the patient's race, ethnicity, and gender.

The IOM report identified that health care systems also contribute to ethnic and

racial disparities in healthcare (Institute of Medicine, 2003). Disparities are found in

clinical settings including public and private hospitals and in teaching and non-teaching

hospitals. Healthcare systems are organized and financed in ways that may exert

different effects on patient care and access particularly for minority patients. Examples of

how healthcare system disparities influence minority patients included language barriers;

a lack of resources available to provide translation and interpretation services and

needed health teaching; and the geographic location and availability of health care

(;





institutions and outpatient clinics, all of which may have a significant impact on utilization

and access to health care for racial and ethnic minority patients. While the committee

recognized that a great deal of progress has been made over the past fifty years to

reduce health disparities, a great deal still needs to be done before “treatment is equal

under the law” (pg. S1380) (Nelson, 2003).

Effects of Discrimination On Health

Several studies suggest that stress caused by discrimination leads to higher

rates of depression and a greater risk for chronic disease including HTN in minority

populations (Gee, 2002; Krieger & Sidney, 1997). Reports of discrimination and being

treated with disrespect within the patient-provider relationship and in health care

institutions are prevalent among racial and ethnic minorities in the U.S. (Harrell et al.,

2003; Sankar et al., 2004; D. R. Williams, Neighbors, & Jackson, 2003). Negative

experiences with and perceptions of health care influence utilization of health care and

may contribute to existing health disparities (Blanchard & Lurie, 2004).

Statement of the Problem

Exclusion of Women, Minorities, and the Elderly in HTN Research

Women and minorities have been noticeably excluded from most of the large

HTN studies including clinical trials. Middle-aged, middle-income white men have been

the predominant focus of most large HTN studies. One study suggested “since women

had a lower incidence of CVD than men until later in life, they have been excluded from

most of the largest studies of mild to moderate HTN..." (pg. 58) (Reynolds & Baron,

1996). The elderly have also been noticeably excluded from most large HTN studies

because of the presence of co-morbid conditions, use of multiple medications, and

difficulties in follow-up.

In studies where women were included in early HTN studies, sample sizes were

Considerably smaller and non-randomized, and the study design did not address

†
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subgroup treatment differences. Applications of the results of early studies were

controversial and indicated that HTN treatment did not confer the same protection

against heart disease in women as it did in men (Douglas, 1993). Treatment for HTN

actually produced harm and increased mortality in young and middle-aged White women

With mild to moderate HTN at that time.

Lack of Awareness of HTN and CVD Threat

A 2000 study revealed that only 7% of women in the U.S. were aware that CVD

was their greatest health threat (Mosca et al., 2000). Most of the women reported that

they were not well informed about the risk factors for CVD or their own levels of risk.

Additionally, fewer Hispanic women (57%) reported that they had been taught or read

information about heart disease than other ethnic groups of women (71–75%). In this

study, women perceived breast cancer to be a greater health threat than CVD.

Findings of a 2004 study revealed an improvement in CVD awareness. In this

study, 13% of women were aware that heart disease was the leading cause of morbidity

and mortality in women (Mosca, Ferris, Fabunmi, & Robertson, 2004). Awareness of

CVD improved the least, however, among those at highest risk – minority women.

Hispanic women's awareness (9%) of CVD morbidity and mortality and knowledge about

CVD risk factors lagged behind that of both White (13%) and Black (12%) women.

These studies document that, in spite of well-established methods to prevent and treat

CVD and its risk factors, women in the U.S., particularly Hispanic women, have sub

optimal CVD knowledge and awareness and perceive breast cancer to be a more

frequent cause of death among women than CVD.

Hispanic Americans are the largest minority population in the U.S., and Mexican

Americans are the overwhelmingly most numerous Hispanic subgroup (R. R. Ramirez &

de la Cruz, 2002). Research findings indicate that Mexican Americans have higher

stroke-related mortality rates, especially at younger ages, than do Whites (Morgenstern,

[]
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Spears, Goff, Grotta, & Nichaman, 1997; Morgenstern et al., 2000). As the Hispanic

population ages, the burden of HTN, CVD, and stroke are expected to increase.

Minorities have been, until recently, critically underrepresented in large clinical trials,

leading to a lack of outcome data available for certain U.S. minority populations,

especially Hispanics.

Mortality rates from CVD have steadily declined over the last several decades.

However, rates have not declined for women as rapidly as they have for men (American

Heart Association, 2004). Better control of chronic cardiovascular-related conditions

such as HTN has been proposed as contributing to this decline, although this link has

not been clearly established (Chobanian et al., 2003). Current levels of awareness,

treatment, and control of HTN are far from ideal especially in ethnic minority populations

(American Heart Association, 2003; Chobanian et al., 2003).

Hispanic women have a prevalence of HTN that is similar to or slightly less than

that of White women (Burt, Whelton et al., 1995; Centers for Disease Control and

Prevention, 2001b; Colin Bell, Adair, & Popkin, 2002; Geiss, Rolka, & Engelgau, 2002;

Rewers, Shetterly, & Hamman, 1996), yet they have a higher HTN and CVD-related

mortality rate than White women (M. G. Cohen et al., 1999; Pandey, Labarthe, Goff,

Chan, & Nichaman, 2001). Lack of adherence to pharmacological treatment is the single

most significant barrier in HTN management in Hispanic women (Gavras, 2001;

Kaufman & Roberts, 2001; National Institutes of Health, 1997; Richardson, Simons

Morton, & Annegers, 1993; Sundquist, Winkleby, & Pudaric, 2001). Given the multiple

risk factors for CVD and the poor adherence to pharmacological and non

pharmacological treatment, HTN is a critical, high priority health issue for Hispanic

women in the U.S. (T. C. Juarbe, 1998; Okosun, Liao, Rotimi, Prewitt, & Cooper, 2000;

Rainwater et al., 2000; Winkleby, Kraemer, Ahn, & Varady, 1998).
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Purpose and Aims

Little is known regarding the cultural values, beliefs, and practices that influence

adherence to HTN treatment among women of all ethnic groups. Hispanic women are

under-represented in HTN research, resulting in a deficiency of knowledge regarding

health status and promotion and disease prevention interventions relative to HTN

(Sudano & Baker, 2001). The major concerns and barriers that Hispanic women confront

in making decisions regarding adherence to HTN treatment must be clearly and

accurately identified.

The following study aims and research questions directed this study:

Aim #1: To describe the sociodemographic, situational, personal, and cognitive factors

that may influence adherence to pharmacologic treatment for HTN in Hispanic and White

WOmen.

Research Questions:

1. Are there differences between Hispanic and White women reflected in

sociodemographic factors including: age; marital status; birthplace;

religion; acculturation; education level; income; duration of disease and

therapy; number of HTN medications being taken; BMI; health insurance;

times seen by health care provider in last 12 months; and presence of

CVD CO-morbidities?

2. Are there differences between Hispanic and White women's perceptions

of and responses to interpersonal processes of care (situational factor)?

3. Are there differences between Hispanic and White women's feelings of

self-control/mastery (personal factor)?

4. Are there differences between Hispanic and White women's knowledge

about HTN and its HTN treatment (cognitive factor)?

º º
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5. Are there differences between Hispanic and White women's adherence to

pharmacological treatment for HTN2

6. Are there differences between Hispanic and White women in terms of

maintaining BP at recommended levels (<140/90)?

7. Are there differences between Hispanic and White women's perceived

experiences of unfair treatment and discrimination?

Aim #2: To determine the unique relationship between sociodemographic, situational,

personal, and cognitive factors and adherence to pharmacological treatment for HTN in

Hispanic and White women.

Research Question:

1. What are the contributions of ethnicity, interpersonal processes of care

(IPC), beliefs about control (mastery) over life events and ability to solve

problems; knowledge about HTN, and perceived experiences of discrimination

and unfair treatment on adherence to pharmacological treatment for HTN in

Hispanic and White women?

Hypertension Defined

HTN is defined as systolic BP (SBP) of 140 mm Hg or more and/or diastolic

blood pressure (DBP) of 90 mmHg or more and/or taking antihypertensive medication

(American Heart Association, 2003; Chobanian et al., 2003). Pharmacological treatment

for HTN has been shown to reduce CVD morbidity and mortality (American Heart

Association, 2003; Chobanian et al., 2003; J. D. Cohen, 2002; Dahlof, Devereux, &

Kjeldsen, 2002; Kannel, 2000; Neal, MacMahon, & Chapman, 2000; Progress

Collaborative Group, 2001; Psaty et al., 1997; Steffen, Toex, & Kolloch, 2004). Non

pharmacological interventions for HTN, or lifestyle modifications, are also effective in

lowering BP as well as preventing HTN (American Heart Association, 2003; Chobanian

et al., 2003; He, Whelton, Appel, Charleston, & Klag, 2000; "National High Blood
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Pressure Education Program Working Group Report on Primary Prevention of

Hypertension", 1993; National Institutes of Health, 1997; Trials of Hypertension

Prevention Collaborative Research Group, 1997).

Controversy surrounds the measurement of adherence to HTN treatment.

Various published reports suggest that adherence rates for the treatment of many

chronic conditions, including HTN, vary between 15% and 93%, depending on the

definition of adherence, the medical condition, the type of treatment, and the patient

population being studied (Kaufman & Roberts, 2001; Myers & Midence, 1998; Patel &

Taylor, 2002; Sieber & M., 2000). Patients are labeled “good patient" or “bad patient"

based on the degree to which they adhere to prescribed treatment — without

acknowledgement that adherence to treatment is not always in the best interest of the

patient (Rand & Sevick, 2000, p. 243S). Strategies used to measure adherence have

potential risks, and good adherence does not always produce the desired health

outcomes from the perspective of both the provider and the patient (R. B. Haynes, 2001;

Mancia, Sega, Milesi, Cesana, & Zanchetti, 1997).

The Seventh Report of the Joint National Committee on Prevention, Detection,

Evaluation, and Treatment of High Blood Pressure (JNC 7), issued in May 2003,

provided new guidelines and advisories for the management and prevention of HTN and

was based on several important factors: previous guidelines were not being used to their

maximum benefit; the need for simple, concise, and useful guidelines for clinicians; and,

the integration of findings of several observational studies and clinical trials. A new BP

category, "prehypertension" (defined as SBP of 120-139 mm Hg and/or DBP of 80-89

mm Hg) was designated. New guidelines for HTN prevention and treatment were

recommended; Stages two and three HTN, from JNC-6, were combined (Chobanian et

al., 2003).
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Etiology of Hypertension

The underlying cause for 90-95% of HTN cases is unknown. When the specific

cause of HTN is unknown, this is referred to as primary (essential or idiopathic) HTN. A

variety of unknown causes are thought to lead to primary HTN, as opposed to a single

disease entity. Genetic factors appear to play a major role. Contributing factors such as

overweight, obesity, smoking, chronic high sodium/salt ingestion, and stress have been

implicated in the genesis of HTN. Other factors contributing to the development of

primary HTN are an inadequate dietary intake of potassium and calcium, diabetes

mellitus, and an increased or inappropriate renin secretion (American Heart Association,

2001b; National Institutes of Health, 1997; Sherwood, 1993). A definite cause for HTN is

established in only 5-10% of cases.

When HTN occurs secondary to another primary problem, this is known as

secondary HTN. Known causes of secondary HTN fall into four categories (American

Heart Association, 2001b; National Institutes of Health, 1997; Sherwood, 1993): 1)

cardiovascular HTN, 2) renal HTN, 3) endocrine HTN, and 4) neurogenic HTN. Once

initiated, HTN appears to be self-perpetuating. Among other conditions, complications of

HTN include stroke (rupture of brain vessels), congestive heart failure (the heart's

inability to pump continuously against sustained elevated arterial pressure), myocardial

infarction (rupture of coronary vessels), and renal failure (progressive impairment of

blood flow through damaged renal blood vessels) (American Heart Association, 2001b;

Douglas, 1993; National Institutes of Health, 1997; Sherwood, 1993). Other body organs

and systems may also be affected if HTN is untreated or inadequately controlled.

Prevalence of Hypertension

Of the estimated 59 million adults in the U.S. over the age of 18 who have HTN,

only 75% are aware of their HTN; 17% are aware of their HTN but are not being treated;

and only 30% are on medications that control their HTN adequately (Burt, Whelton et al.,

11





1995; Centers for Disease Control and Prevention, 2004c, Chobanian et al., 2003; Hajjar

& TA., 2003; Hyman & Pavlik, 2001; Meissner et al., 1999; U.S. Census Bureau, 2001).

Most cases are diagnosed as mild HTN, yet as many as 30% are on inadequate

pharmacotherapy and have uncontrolled HTN (Hyman & Pavlik, 2001; Meissner et al.,

1999). Furthermore, 25% of hypertensive individuals are unaware that they have HTN

(Burt, Whelton et al., 1995; Hajjar & TA., 2003; Hyman & Pavlik, 2001; Meissner et al.,

1999; National Institutes of Health, 1997). Older adults and those with lower educational

and income levels, such as racial and ethnic minorities, tend to have higher HTN

prevalence, higher overall BP levels, or higher HTN-related mortality, as is the case with

Hispanic women (American Heart Association, 2001a; Burt, Whelton et al., 1995;

Centers for Disease Control and Prevention, 2001b; National Institutes of Health, 1997).

Despite significant advances over the past thirty years in the detection and

treatment of HTN in the U.S., relatively little is known about HTN in Hispanic subgroups

and much less is known about Hispanic women (Centers for Disease Control and

Prevention, 1995; A. G. Ramirez, 1996; Sundquist et al., 2001). Most studies, with the

exception of the Laredo Project (Stern et al., 1981b), have reported a lower or similar

prevalence of HTN in Hispanic women compared with White women (Geiss et al., 2002;

Okosun, Prewitt, & Cooper, 1999; Shetterly, Rewers, Hamman, & Marshall, 1994;

Winkleby, Kraemer, Lin, Jatulis, & Fortmann, 1996). Two early studies reported that the

mortality rate from HTN in Hispanic women is higher than that of White women (Burchfiel

et al., 1990; Martinez-Maldonado, 1991). A recent study that analyzed data from the

NHANES III (Hyman & Pavlik, 2001) reported that although the prevalence of HTN is

lower among Mexican Americans than among Blacks and Whites in the U.S., Mexican

Americans are more likely to be unaware that they have HTN and to have uncontrolled

HTN if they are receiving treatment.
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Detection and Evaluation of Hypertension

The detection of HTN begins with precise, accurate, and consistent assessment

of BP using standardized, systematic measurements. Recommendations for measuring

BP are cited in the literature including issues related to instrumentation, timing,

physiological posture, clinician knowledge and skill, and follow-up (Assaad, Topouchian,

Asmar, & Asmar, 2002; Carney et al., 1999; Jones, Frohlich, Grim, Grim, & Taubert,

2001; Leary, Donnan, MacDonald, & Murphy, 2002; Markandu, Whitcher, Arnold, &

Carney, 2000; National Institutes of Health, 1997; Pickering, 1996). Table 1 provides a

classification of BP for adults ages 18 and older. This classification is based on the

average of two or more appropriately measured BP readings (while seated) on two or

more office visits. Table 1 also includes treatment recommendations for HTN categories

per JNC7 guidelines. All adults age 18 and older, including those who are normotensive,

are encouraged to integrate healthy lifestyle modifications (i.e., weight reduction; DASH

diet — high in fruits and vegetables, low fat dairy and other foods; sodium reduction in

diet; physical activity, moderation of alcohol consumption) into their life.

Patient Involvement in Informed Decision-Making

One of the most critical components cited in the detection, evaluation and

adherence literature is patient education (He et al., 2002; Izzo, Levy, & Black, 2000;

National Institutes of Health, 2003; Weir, 2004, Whelton et al., 2002). To enhance

adherence, clinicians must be thorough in teaching patients the meaning of BP readings

and how to measure their own BP. The patient must be included in the decision-making

process regarding necessary follow-up or treatment adherence. Patients must

understand the importance of periodic re-assessment of elevated BP and further

evaluation to determine if treatment is adequate or adjustments are necessary. Self

measurement of BP outside the clinician's office may help to distinguish between "white

coat" and sustained HTN (Hyman & Pavlik, 2001; National Institutes of Health, 1997;
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Pickering, 1996), but it is also critical as a self-monitoring component that may influence

adherence, especially among women (Taylor, 1999).

Table 1. Classification and management of hypertension for adults

Drug Drug
Therapy Therapy

BP SBP* DBP** Lifestyle Without With
Classification mmHg mmHg Modification compelling compelling

indication indication

Normal <120 < 80 Encourage No * Yes

Pre-HTN 120-130 Or 80–89 Yes No * Yes
Stage 1 HTN | 140-159 Or 90–99 Yes + Thiazide- + + As

type needed
diuretics, (Diuretics,
Consider ACEI, ARB,
ACEI, ARB, BB, CCB)
BB, CCB, or
Combination

Stage 2 HTN | >160 Or -100 Yes Two-drug + + As
combination | needed
for most (Diuretics,
(usually ACEI, ARB,
Thiazide- BB, CCB)
type
diuretics and
ACE|, or
ARB, or BB,
Or CCB

Note. “SBP=systolic blood pressure; “DBP=diastolic blood pressure
+ = see Table 1–2 (drug therapy for HTN)
+ Treat patients with chronic kidney disease and diabetes to BP goal of ~130/80 mmHg
°Compelling indications include direct sequelae of HTN such as: heart failure, ischemic
heart disease, chronic kidney disease, recurrent stroke, and diabetes,
Drug Abbreviations: ACEl=angiotensin converting enzyme inhibitor; ARB=angiotensin
receptor blocker; BB=beta blocker, CCB=calcium channel blocker
Adapted from (National Institutes of Health, 2003).

There is considerable evidence that patients want to be more informed about

treatment choices and to be actively involved in decisions regarding their own health

Care (Barry, 2002; Braddock, Edwards, Hasenberg, Laidley, & Levinson, 1999; Caspi,
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Koithan, & Criddle, 2004; Clarke, Hall, & Rosencrance, 2004; Deyo, 2001; Whitney,

2003; Wittmann-Price, 2004). In recent years, health care providers have been

encouraged to strengthen the process of informed decision-making from a paternalistic,

unidirectional, and dutiful disclosure of basic information to a more balanced and

meaningful exchange of information and dialogue between provider and patient (Caspi

et al., 2004; Ferriman, 2001). One study reports that 40% of patients in the U.S. reported

feeling left out of the decision-making process with regard to their health care (Ferriman,

2001). Creating a more equal partnership between providers and patients can be

accomplished by terminating the paternalistic attitudes that providers demonstrate with

patients, providers obtaining specialized skills and training to ensure a shared decision

making approach with patients, keeping patients well-informed about treatment options

and choices, and measuring outcomes relative to their own health status through

creative patient education (computer programs, video/audio tapes, and printed

materials) (Barry, 2002).

Treatment and Control of Hypertension

For the provider, the primary goals for HTN management are 1) prevention, 2)

diagnosis, 3) treatment and control, 4) prevention of morbidity and mortality associated

with HTN, 5) reduction of health service usage, and 6) improved adherence to treatment

through pharmacological and non-pharmacological approaches such as medical

treatment and lifestyle modifications (Coca, 1998; Izzo et al., 2000; Meissner et al.,

1999; National Institutes of Health, 1997). However, according to the National Institutes

of Health, and based on what people value, the goals of treatment for HTN from a

Hispanic woman's perspective should also include empowering the woman to be an

equal partner in her own health care, and using the least intrusive means possible to

effectively control BP and prevent HTN-related morbidity and mortality (Brook, McGlynn,

& Shekelle, 2000; National Institutes of Health, 1997).
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Behavioral modifications, which usually offer multiple benefits at little cost and

minimal risk, should be the major focus for controlling modifiable risk factors (i.e., weight

reduction, decreased dietary intake of fats and sodium, and smoking cessation).

Behavior modifications, which may not be adequate alone in controlling HTN, may

reduce the number and dose of antihypertensive medications needed to manage the

condition effectively (Appel et al., 1997; J. D. Cohen, 2002; Houlihan et al., 2002;

Svetkey et al., 1999).

The role of nursing has been identified as critical in the treatment and control of

HTN. The role of the nurse is to provide education and resources to enhance adherence

to both pharmacological treatment and behavior modifications. Given the prevalence of

HTN, overweight and obesity, and physical inactivity found in Hispanic women,

adherence to several specific lifestyle modifications including weight loss (Rocchini,

2002; A. M. Sharma & Engeli, 2002; The Trials of Hypertension Prevention Collaborative

Research Group, 1997); heart healthy dietary intake (Appel et al., 1997); increased

aerobic physical activity (Centers for Disease Control and Prevention, 1996;

Chakravarthy, Joyner, & Booth, 2002); and reduced sodium intake (Cutler, Follmann, &

Allender, 1997; , 1997; Weinberger, 1996) are critical in controlling and treating HTN in

Hispanic women. Other lifestyle modifications are also effective in lowering BP and

reducing other CVD risk factors (Appel et al., 1997) such as limiting alcohol consumption

(Stamler, Caggiula, & Grandits, 1997; U.S. Department of Agriculture, 1995);

maintaining adequate intake of dietary potassium (Stamler et al., 1997; Whelton et al.,

1997); calcium (Allender et al., 1996); and magnesium (Stamler et al., 1997); and

smoking cessation (U.S. Department of Health and Human Services, 1990).

Little is known about what the desired health outcomes are for HTN treatment

and control from the perspective of patients, in particular Hispanic women. The literature,

reporting mostly on men, indicates that patients are more concerned with how
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prescribed pharmacological treatment and lifestyle modifications impact the quality of

their lives in terms of issues such as impotence, incontinence, and frequent urination

(Johnson, Williams, & Marshall, 1999; Moore, 2001; National Institutes of Health, 1997).

It is the responsibility of the nurse to explore how individual human behavior and the

belief system in the context of a multi-focal environment including individual,

interpersonal, cultural, gender, and environmental factors impact the decisions women

make regarding adherence to HTN treatment. Furthermore, nurse scientists must

develop gender and culturally relevant interventions that are sensitive to the needs of

women to enhance adherence to recommended treatment, and contribute to optimal

treatment, Control, and Overall health outcomes for women with HTN.

Background and History of the Concept of Adherence

The progression of terms used in adherence research over the past several

decades characterizes a growing trend to involve the patient in a more active role in

health care decisions. While the term adherence has appeared relatively recently, the

more widely recognized term, compliance, has been noted in the literature for many

years. The terms adherence and compliance have been used frequently and

interchangeably in the literature (Burke & Ockene, 2001; Myers & Midence, 1998). Other

terms found in the literature -- including concordance, cooperation, and acceptance --

are not as well known or used with frequency (R. B. Haynes, 2001).

Conceptual definitions for adherence and compliance are similar and include

aspects such as following health advice, taking medications as prescribed, following

recommended lifestyle changes, and keeping appointments (Dunbar-Jacob & Sereika,

2001; R. B. Haynes, 2001; Melnikow & Kiefe, 1994; Stephenson, Rowe, Haynes,

Macharia, & Leon, 1993). Morisky et al. (Morisky, Green, & Levine, 1986) defined

compliance as “the extent to which patients follow the instructions — proscriptions and

prescriptions – of their physician or other health care provider" (pg. 68). Haynes (1979)

y 7
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defined compliance as “the extent to which a person's behavior (in terms of taking

medication, following a diet, modifying habits, or attending clinics) coincides with medical

Or health advice."

From a patient-focused and feminist perspective, these definitions situate the

patient in a passive role. They merely indicate the degree to which the patient obeys or

follows the recommended treatment plan prescribed by the health care provider.

Traditionally, the term compliance has been conceptualized as obedience – the health

care provider prescribes and the patient obeys. In early psychology studies, the terms

compliance and obedience were used interchangeably (Dunbar-Jacob & Sereika, 2001).

More recently, this term has been met with rejection as it denotes blame on the part of

the patient for any decisions or actions that are perceived as non-compliant (Burke &

Ockene, 2001; Hess, 1996).

In contrast, the concept of adherence implies that a patient is involved in a more

collaborative and interactive relationship with the health care provider in developing and

implementing a treatment plan. The term adherence places greater emphasis on patient

input in decisions about whether to implement the treatment plan (Myers & Midence,

1998). This conceptual shift away from obedience to treatment that is expected with

compliance towards patient empowerment that is created with the concept of adherence

emphasizes greater patient independence and self-regulation in health care treatment

decisions.

In 1995, the Working Party of the Royal Pharmaceutical Society of Great Britain,

in partnership with Merck Sharp & Dohme, launched an investigation into the serious

difficulties patients experienced in medication adherence. They identified many factors

that contributed to non-adherence, and reported that the most salient and prevalent

influences on medication-taking behaviors were cultural and personal beliefs patients

have about their illness and about their medications. To ignore or dismiss these beliefs

º
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leads to failure in prescribing effectively. The Working Party proposed a movement

towards use of the concept of concordance to describe the therapeutic alliance between

patient and clinician, characterized by openness, equality, negotiation, and respect, that

is essential if a difference in medication-taking was to occur (Royal Pharmaceutical

Society of Great Britain/Merck Sharpe and Dohme, 1997).

Within the context of controlled clinical trials, Brawley and Culos-Reed suggest a

motivational perspective that underscores the difference between adherence and

compliance (Brawley & Culos-Reed, 2000). Adherence implies that an individual is free

to chose to carry out a treatment plan into which they have had input and collaboration.

Conversely, compliance implies the extent to which an individual obeys or follows the

prescriptions that are assigned by the clinician.

In addition to differences in conceptual definitions, adherence can also be

defined in terms of measurement and according to specific medical treatment regimens,

which is critical in clinical settings and in adherence research. Measurement definitions

for adherence are based on medical treatment requirements such as dosage timing,

number of pills and/or medications, and food requirements, which are essential for

treatment effectiveness (A. B. Williams, 1999). For instance, according to Williams

(1999), adherence to a given HTN medical regimen is defined as “the ratio of medication

doses taken to doses prescribed” (p. 115), and is further calculated as the number of

missing pills/number of pills prescribed X 100%.

A cut-off point, usually between 80 and 90%, classifies patients as adherent or

non-adherent. However, the literature on adherence has shown that with some treatment

regimens, such as combination therapies for treating human immunodeficiency virus

(HIV) or tuberculosis, this cut-off point may be inappropriate and require upward

adjustment (Batki, Gruber, Bradley, Bradley, & Delucchi, 2002; Berger, 1998).

Furthermore, other critical factors such as medication regimens (dosing complexity,
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number of pills, significant adverse side effects or food requirements), provider

characteristics (patient satisfaction with medical care and relationship quality), and

patient factors (use of drugs, use of alcohol, age, gender, or ethnicity) impact adherence

to treatment regimens (Batki et al., 2002; Berger, 1998; Chesney, 2000). The conceptual

definition for adherence used in this manuscript was adopted from the MATEP definition

developed for use in HIV/AIDS research on adherence, as it is one of the most

comprehensive and relevant conceptual definitions available (MATEP, 1999).

Adherence and Nonadherence to Treatment for Hypertension

Approximately 50% of patients with a chronic disease, including HTN, have

problems adhering to treatment plans to the extent that they never obtain optimum

clinical benefit. Patients are sometimes aware that following the treatment plan carefully

and consistently may not necessarily result in improvement in the disease process.

Additionally, patients know that not following the treatment plan may not manifest

immediate negative consequences in direct and obvious ways (Dunbar-Jacob et al.,

2000). There are three types of non-adherence behaviors and each has a different

impact on health outcomes.

Erratic nonadherence. When a patient understands and agrees with the

recommended treatment plan but chooses not to follow the plan, this is known as erratic

nonadherence (Burke & Ockene, 2001). Erratic nonadherence is the most common type

of nonadherence. Factors that contribute to this type of nonadherence are a busy

lifestyle, forgetfulness, running out of medications, a change in daily schedule, or life's

disruptions.

Unwitting nonadherence. When both the patient and the health care provider

believe that the treatment plan is being followed but the patient is not following the

prescribed treatment correctly, this is known as unwitting nonadherence. Conditions that

may lead to this type of nonadherence are misunderstanding the treatment regimen,
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incorrect technique in administering the medication, presence of a language barrier, or

cognitive impairment (Burke & Ockene, 2001).

Intentional nonadherence (Intelligent nonadherence). Intentional nonadherence

refers to a conscious decision on the part of the patient not to follow the treatment plan,

or to alter or discontinue the prescribed treatment. Some reasons for this type of

nonadherence include the belief that the medication is no longer needed, a complicated

treatment regimen, side-effects of the medication seeming to outweigh the benefits, the

medication is too costly, and the belief that less medication is better (fewer chemicals

put into the body).

Cultural Considerations Regarding Adherence to HTN Treatment

It has been argued that adherence recommendations for HTN treatment are

conceived and developed based on the cultural values, expectations, and norms of the

White population. The cultural norms and social constructs solidly embedded within the

core paradigm of each health discipline, including nursing, and the life experiences and

cultural backgrounds of each health professional dominate the health care environment.

Acculturation (ethnic identity, generation, time spent in the U.S.), gender, spirituality,

women's roles, and social factors (socioeconomic status, education, literacy,

employment) influence the lifestyle, health status, and health care decisions relative to

adherence of Hispanic women (Baker, Hayes, & Fortier, 1998; Kumanyika, 2001;

Purnell, 2002; Vargas, Burt, Gillum, & Pamuk, 1997; D. R. Williams, 1997).

Recent studies document poor adherence to and participation in activities related

to health maintenance and health promotion and describe several factors that lead to

these outcomes in Hispanic women (American Heart Association, 1997; Bull, Eyler,

King, & Brownson, 2001; Carlos J. Crespo, Smit, Andersen, Carter-Pokras, & Ainsworth,

2000; Guiliano et al., 2000; Hajat, Lucas, Kington, National Health Interview Survey

(U.S.), & National Center for Health Statistics (U.S.), 2000; Manley, 1996; E. J. Pérez
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Stable, Marin, & Marin, 1994). Perception of disease causality and treatment, barriers to

access and utilization of health care, perceptions of culturally-inappropriate services,

language barriers, discrimination, ineffective interpersonal processes of care,

transportation, and geographic issues are factors that may also prevent Hispanic women

from seeking health care and adhering to recommended medical treatment for HTN

(Havas & Sherwin, 1996; Kumanyika, 2001; National Institutes of Health, 1997; E. J.

Pérez-Stable, 1994; D. R. Williams, 1997; Winkleby, Kraemer et al., 1996). For example,

health care environments that are perceived as unreceptive and/or discriminatory have

resulted in reports of low satisfaction with care and poor adherence to HTN regimens

among Hispanic women (Vargas et al., 1997).

Cultural values, beliefs, and practices surrounding nutritional patterns, physical

activity, self-image, and gender roles may also influence Hispanic women's decisions

about medical treatment adherence. Furthermore, deeply ingrained, gender-related

cultural values such as devotion to family, placing the care of others before the care of

self, women's multiple roles, and expectations regarding the care of extended family

may outweigh a woman's desire to change lifestyle practices, create treatment regimen

schedules, and fully adopt pharmacological treatment for HTN (Purnell, 2002).

Cultural values specific to Hispanic subgroups, such as personalismo, Simpatia,

familismo, and respeto, surround interpersonal processes of care and may enhance or

hinder adherence to recommended HTN treatment. Provider knowledge of and

deference to these cultural values may facilitate adherence to recommended

pharmacological HTN treatment. To expect that cultural values are characteristic or

shared by all Hispanic subgroups would be a gross inaccuracy.

Multiple terms have been use to describe the concept of adherence in the social

Sciences and medical literature. For the purpose of this document, the term “adherence"

Will be used to describe the extent to which a individual's health behaviors coincide with
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the recommended therapeutic plan which has been collaboratively developed and

agreed upon through interpersonal processes of care reflecting gender and cultural

interpretations of healthy behaviors."

Measurement of Adherence

Measurement of adherence to HTN treatment is a complex task, as many health

related behaviors might be involved. No gold standard for measuring adherence exists,

and no single measure of adherence is appropriate for all settings (Dunbar-Jacob &

Sereika, 2001; S. Ellis, Shumaker, Sieber, & Rand, 2000; Melnikow & Kiefe, 1994).

Patient self-reports are often used to measure adherence to medication regimens

because they are simple, inexpensive, easily collected, and have some value in

assessing and predicting adherence (Farmer, 1999; Myers & Midence, 1998). A

limitation of self-reports is that some patients may have a tendency to respond in a

socially desirable manner (Farmer, 1999; Holzemer et al., 1999). When compared with

more objective measures like pill counts and electronic monitoring devices, simple self

report measures are useful in assessing and predicting adherence to medication

regimens (Grymonpre, Didur, Montgomery, & Sitar, 1998; Matsui et al., 1994; Straka,

Fish, Benson, & Suh, 1997) as well as nonadherence (Grymonpre et al., 1998). Self

report information can be collected through patient interviews, medication diaries, or

patient surveys (Rand & Weeks, 1998). Although considered imprecise, an advantage of

self-report is the opportunity to identify reasons for nonadherence (Besch, 1995).

Definitions of adherence vary from study to study as do measurement strategies.

Various factors, such as socioeconomic status (SES), gender, age, and educational

level have been superficially explored in adherence to HTN treatment studies. There is a

lack of adherence measurement strategies that are specifically designed for diverse

populations specifically regarding language, translation, and gender and cultural

appropriateness. Cultural factors significantly influence adherence behaviors and may
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be in direct opposition with the prescribed antihypertensive treatment plan. Diversity

within Hispanic populations must also be considered when measuring adherence to HTN

treatment — there is significant variability between and within Hispanic subgroups. Many

culturally influenced behaviors are strongly anchored and are not directly accessible to

intervention, which may constrain an individual from modifying certain behaviors.

There have been no studies that have focused on or specifically explored

adherence to pharmacological treatment for HTN in Hispanic women. Hispanics have

been included in some HTN study samples; however, their extremely small numbers

precluded analysis of gender, and ethnic differences. Much of the existing literature on ...**

adherence to pharmacological therapy does not address gender, age, socioeconomic, º … --

biological, ethnic, or cultural factors that may significantly influence adherence to *…*

medication regimens. Cultural factors that may influence or constrain adherence must be tº
uncovered and explored before they can be integrated into improved nursing

interventions. Culturally appropriate interventions could then be developed and

medication adjustments could be made based on the problems identified. º
Knowledge development regarding adherence to pharmacological treatment is C 5

critical in Hispanic populations, since inaccurate estimates of adherence can be costly ~
and dangerous to this population subgroup both clinically and in research settings.

Quality health care from a nursing perspective must include shared decision-making

whereby HTN treatment goals are established in the presence of and in agreement with

the woman. Mutually developed HTN-related treatment goals for Hispanic women may

then culminate in safe and effective control of elevated BP with deference to the best

interests of the individual patient --- from the patient's perspective.
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CHAPTER TWO: LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK

This literature review is organized into two sections. The first section is a

synthesis of current research related to CVD in women. It also includes a synthesis of

the literature on gender differences in risk factors for CVD, CVD morbidity and mortality

in women; and the risk factors for CVD, with a major emphasis on HTN. The second

section focuses on the theoretical framework upon which this study is developed.

Literature Review

Cardiovascular Disease in Women

CVD is most often thought to be a disease of men and older people.

Misperceptions still exist that CVD is not a serious problem for women. Nevertheless,

more than half (53.5%) of all CVD-related deaths each year in the U.S. occur in women

(American Heart Association, 2001b; Centers for Disease Control and Prevention,

2000a) and half of all annual deaths in women are related to CVD (Mosca et al., 1997).

Menopause and the loss of endogenous estrogens are associated with an accelerated

development of CVD (Langer, 2002; Lewis, 2002; Matthews, Kuller, Sutton-Tyrrell, &

Chang, 2001; Mishell & Mendelsohn, 2002). It has been argued that estrogen

replacement therapy (ERT) and/or hormone replacement therapy (HRT, includes

estrogen and progesterone) after menopause may protect women from CVD (Douglas,

1993; Henderson, Paganini-Hill, & Ross, 1991; Sullivan et al., 1990; Wykle & Ford,

1999). However, ERT and HRT have been incompletely evaluated and the controversy

surrounding risk and benefit continues (Furberg et al., 2002; Hu & Grodstein, 2002;

Mosca et al., 2001; "Risks and benefits of estrogen plus progestin in healthy

postmenopausal women: principal results From the Women's Health Initiative

randomized controlled trial", 2002).
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Gender Differences in the Risk Factors for CVD

Although most risk factors for CVD in women and men are similar, gender, racial,

ethnic, and age-related differences have been documented in HTN (Geiss et al., 2002;

Okosun et al., 2001; Okosun et al., 1999; Stroup-Benham, Markides, Espino, &

Goodwin, 1999; Sundquist et al., 2001); serum lipids (American Heart Association,

2001a; Brown et al., 2000; Dixon, Sundquist, & Winkleby, 2000; Pandey et al., 2001;

Sundquist et al., 2001), smoking (Otero-Sabogal, Sabogal, & Perez-Stable, 1995, Otero

Sabogal, Sabogal, Perez-Stable, & Hiatt, 1995; E. J. Pérez-Stable, Marin, & Posner,

1998; E. J. Pérez-Stable et al., 2001; Stroup-Benham et al., 1999, Sundquist et al., * ****
-

-
2001; Winkleby et al., 1998), physical inactivity (Steffen-Batey et al., 2000; Sundquist et º:

ºs-ºs

al., 2001; Winkleby et al., 1998), overweight and obesity (Brown et al., 2000; Okosun et º–sº

al., 2001; Okosun et al., 1999; Pandey et al., 2001; Stroup-Benham et al., 1999), and tº
acrº

diabetes (H. Alexander, Lockwood, Harris, & Melby, 1999; Geiss et al., 2002; Lindeman º º
º -

et al., 1998; Okosun et al., 2001; Pandey et al., 2001; E. J. Pérez-Stable et al., 2001;

Stroup-Benham et al., 1999; Sundquist et al., 2001; Winkleby et al., 1998). Differences º
have also been documented in the way women perceive, evaluate, and treat symptoms C ->

of and risk factors for CVD, contributing to variances in CVD-related morbidity and -
-

}
mortality (Fisher et al., 2000; Geiss et al., 2002; Pandey et al., 2001; E. J. Pérez-Stable

et al., 1998; E. J. Pérez-Stable et al., 2001; Sundquist et al., 2001).

Considerable emphasis has been placed on the occurrence of CVD in men,

which has minimized the attention given to the incidence and severity of CVD in women

(Healy, 1991; Yusuf, 2002). Several historical and current factors affect the prevention of

CVD in women. First, women are not given adequate information and resources that

allow them to make informed choices in their own care (Lusk, 1999). Second, gender

bias has plagued the clinical decision-making and the provider-patient relationship

(Heston, Lewis, & St Louis Emergency Physicians' Assn. Research, 1992; Lewis, 2002;
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Lusk, 1999). Consequently, women are not considered as equal partners in the clinical

decision-making process (Rothert & O'Connor, 2001).

Women have received conflicting and inconsistent health care advice for

prevention and treatment of CVD from health care providers and the media (Rothert &

O'Connor, 2001). For instance, the debates continue concerning the short- and long

term benefits and risks of primary and secondary prevention strategies for CVD such as

HRT, daily low-dose aspirin, and vitamin therapy (Mosca et al., 1999). Factors such as

Smoking while taking birth control pills, obesity, substance abuse and consumption,

depression, physical inactivity, and the social and cultural context of women's lives place

women at higher risk for CVD; yet, historically, women have been poorly represented in

research studies (Huff & Kline, 1999; Yusuf, 2002).

Cardiovascular Disease in Hispanic Women

To date, there have been seven large national and epidemiological studies that

have explored risk factors for CVD in Hispanic women in the U.S. These studies are: the

Laredo Project (1979), the San Antonio Heart Study (1979-1982), the Behavioral Risk

Factor Surveillance System (BRFSS, 1981-1983), the Health and Nutrition Examination

Survey (HANES 1, 1971-1974), the Hispanic Health and Nutrition Examination Survey

(HHANES, 1982-1984), the National Health and Nutrition Examination Survey (NHANES

III, 1988-1994), and the San Luis Valley (Colorado) Diabetes Study (1990).

Over the past thirty years researchers have documented differences in

prevalence rates and risk factors for CVD between Hispanic and other subgroups of

women. The majority of CVD-related literature on Hispanic women is limited to Mexican

Americans. Research on other Hispanic subgroups of women is seriously deficient.

Cardiovascular Disease Morbidity and Mortality

Before 1980, very few studies examined mortality rates for Hispanic populations

in the U.S. The lack of an accurate or precise identifier in census and vital records failed
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to single out specific Hispanic subgroups in study samples (Rosenwaike, 1987).

Changes in coding procedures of census data around 1980 provided the opportunity to

assess mortality rates among Hispanic subpopulations. Early mortality studies provided

contradictory results. An early epidemiological study (using 1950 mortality data in San

Antonio, Texas) reported that “Spanish-surnamed women" had slightly higher mortality

rates from “diseases of the heart" (p. 127) than White women (J. M. Ellis, 1962). An

epidemiological study in California reported that Hispanic women (n=35) and men (n=56)

had lower mortality rates than White women (n= 1,625) and men (n=1,920) (Friis,

Nanjundappa, Prendergast, & Welsh, 1981). A 1988 study examined death certificates

and population estimates from 1958 through 1982 comparing mortality rates for

Hispanics, Native Americans, and Whites in New Mexico (Becker, Wiggins, Key, &

Samet, 1988). This study reported lower mortality rates for Hispanics than Whites;

Native Americans had the lowest mortality of all groups.

Studies on CVD-related mortality have been inconsistent, providing conflicting

results on rates of mortality in Hispanic women. Some argue that, in view of high rates of

diabetes and obesity, Hispanics could not have a lower rate of CVD-related mortality

than Whites, and believe that limitations of vital statistics data have caused CVD-related

mortality rates of minorities to be underestimated (Stern & Wei, 1999). More recent

studies have reported that Mexican American women have a greater risk for premature

mortality from CVD (M. G. Cohen et al., 1999; Pandey et al., 2001).

Hypertension

Hypertension is one of the most critical risk factors for CVD in women in the U.S.

Men have a greater risk of high BP than women until age 55. From ages 55 to 75,

women are more likely to develop HTN than are men (American Heart Association,

2003, , 2004; National Institutes of Health, 2003). Individuals from lower SES and

educational levels tend to have higher levels of BP (1997).
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A recent study that explored current trends in prevalence, awareness, treatment,

and control of HTN in the U.S. reported that almost two-thirds (68.9%) of Americans with

HTN are aware that they have it (Hajjar & TA., 2003). Additionally, more than half (58%)

of all persons with HTN are taking medications, yet only one-third (31%) have their HTN

controlled. Women, Mexican Americans, and the elderly (those aged 60 years and older)

had significantly lower rates of HTN control compared to men, younger people, and

Whites. Findings of this study indicated that the prevalence of HTN is increasing the U.S.

and that HTN control rates, although improving, continue to be very low.

With the exception of the Laredo Project (Stern et al., 1981b), most studies have

reported a lower or similar prevalence of HTN in Hispanic women compared to White

women (Geiss et al., 2002; Okosun et al., 1999; Shetterly et al., 1994). Two early studies

reported that the mortality rate from hypertensive disease in Hispanic women is higher

than that of White women (Burchfiel et al., 1990; Martinez-Maldonado, 1991).

The San Antonio Heart Study, a comprehensive, epidemiological, population

based study, compared the prevalence of HTN and quality of HTN control between

Mexican Americans and Whites, aged 25 to 64, from three separate neighborhoods

representing three distinctly different SES and acculturation levels: a low-income barrio

neighborhood, a middle-income ethnically balanced transitional neighborhood, and a

high-income predominantly White suburb with some Mexican American families (Franco

et al., 1985). Overall, Mexican American women had a lower (nonsignificant) prevalence

of HTN (7.8%) than White women (9.7%) from the same neighborhood. Prevalence of

HTN decreased as SES increased, but only among non-obese Mexican American

WOmen.

Using data from the HHANES and NHANES II, prevalence rates and status of

awareness, treatment, and control of HTN among three Hispanic subgroups were

compared with those of Whites and Blacks in the general population (Pappas, Gergen, &
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Carroll, 1990). Prevalence of HTN was found to be significantly lower (p<0.05) among

Mexican American (19.7%), Cuban (13.8%), and Puerto Rican (18.0%) women of

HHANES than among the NHANES II White (25.3%) and Black (38.6%) women.

Prevalence of HTN was highest in the older age groups (age 45 years and older) in each

of the three Hispanic subgroups of women.

In a secondary data analysis, Mitchell and colleagues compared the prevalence

of CVD, HTN, and various CVD risk factors between Mexicans living in Mexico and

Mexican Americans living in San Antonio (Mitchell et al., 1995). A comparable survey,

the San Antonio Heart Study, was conducted between 1979 and 1988 among low

income Mexican Americans ages 35-64. Overall, the Mexican American women were

significantly older and had higher mean levels of SBP, BMI, and total cholesterol than

the Mexico women (all p-0.001).

Prevalence of diabetes was 1.5 to 2 times higher in the Mexican American

women than the Mexico women (p<0.01). The Mexico women had a significantly

(p<0.001) higher waist-hip ratio (WHR) (0.973) and triglycerides (159.6 mg/dL) than the

Mexican American women (0.862 and 134.8 mg/dL, respectively). Mexico women ate

fewer total calories, less fat, and more carbohydrates, and they performed more physical

activity than Mexican Americans. This was an important study, as it compares

prevalence of HTN and other CVD risk factors of Mexican American women with women

living in Mexico. In spite of a less favorable CVD risk profile, including a higher mean

level of SBP, the Mexican American women had more favorable high density lipoprotein

cholesterol, WHR, and triglyceride levels than the Mexico women. Nutritional practices

may account for some of the differences found in this array of CVD risk factors.

Okosun and colleagues (Okosun et al., 1999) explored the prevalence of

abdominal obesity, assessed the impact of obesity on risk of HTN, and examined

adherence to HTN treatment in Mexican American (2300 women and 2321 men), Black

tº
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(2566 women and 2147 men), and White (3622 women and 3138 men) adults, aged 17

to 90 years, using NHANES III data and using waist circumference as an indicator of

abdominal obesity. Overall, the Mexican American women had lower BP values and less

prevalence of HTN than White and Black women (all p values <0.01). Mean BMI for the

Hispanic women (27.7) was significantly less (p<0.01) than that of Black women (28.4)

and significantly higher (p<0.01) than that of White women (25.9). A prevalence rate of

abdominal obesity for Hispanic women (55.4%) was between that of Black (56.1%) and

White (43.2%) women. The 70-79 year old age group of Hispanic women had the

highest prevalence rate of abdominal obesity (80%).

In a secondary analysis using NHANES Ill data, the relationship between

ethnicity, SES, and various CVD risk factors, including HTN and diabetes, were

examined among older Mexican American, Black, and White women and men, ages 65

to 84 (Sundquist et al., 2001). Physical inactivity, HTN, abdominal obesity, cigarette

smoking, and non-high-density lipoprotein cholesterol were the dependent variables.

Compared with Black and White women, the Mexican American women were younger,

less educated, born outside the U.S., less likely to have health insurance, married, living

in urban areas, living below the poverty level, and preferred to speak Spanish at home.

Older women, compared with women ages 25 to 64 who were also in NHANES III, had a

higher prevalence of HTN, diabetes, physical inactivity, abdominal obesity, and non-HDL

cholesterol. Older Mexican American women had a higher nonsignificant prevalence of

HTN, physical inactivity, and smoking than did White women. Mexican American women

with HTN and other CVD risk factors were significantly less likely to adhere to heart

healthy behaviors (attempting to lose weight over the past 12 months, and taking

prescribed HTN medications) (p<0.001) than were White or Black women. They also

were less likely to adhere to recommended exercise and reduced salt intake behaviors

(nonsignificant trend). In particular, Spanish-speaking Mexican American women were
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less likely than other women to adhere to recommended healthy behaviors that would

reduce complications of their HTN, diabetes, and elevated serum cholesterol.

Inasmuch as other studies have examined some CVD risk factors as predictors

of CVD in younger age and ethnic groups (Burt, Whelton et al., 1995; Lindeman et al.,

1998), this study has highlighted several critical issues for older, lower SES Mexican

American women. An alarmingly high prevalence of HTN, diabetes, physical inactivity,

and HTN were found in Older Mexican American women, as well as an increased

resistance of Spanish-speaking Mexican American women to practice heart-healthy

behaviors.

Using NHANES Ill (1988-1994) data, Geiss and colleagues estimated the

prevalence, awareness, treatment, and control of elevated BP among adults with

diagnosed diabetes (Geiss et al., 2002). The sample included 452 Mexican American,

419 Black, and 599 White participants, aged 18 and older. The researchers examined

and compared levels of BP control according to the 1993 and 1997 Joint National

Committee (JNC) guidelines (National Institutes of Health, 1997). The prevalence of

HTN in women with diabetes was 64.5% for Mexican Americans, 70.7% in White

women, and 75.4% in Black women (nonsignificant trend). In Mexican American women

aged 18 to 64 years, the prevalence of HTN with diabetes was 56.1%. The prevalence of

HTN in the Mexican American women × 65 years old was 84.0%, which was higher than

that of Black women (82.0%) and equal to that of White women (84.2%) the same age.

Awareness of having HTN was lowest among the Mexican American women with

diabetes (67%) compared with Black (82%) and White (77%) women. Mexican American

women with HTN were less likely to be taking medications for their HTN (51%) than

Black (68%) or White (63%) women. Thirty-eight percent of Mexican American women

had a mean BP-140/90 mmHg compared with 40% of Black and 40% of White women

(1993 guidelines). When the 1997 standard was used (BP-130/85), 9% of Mexican
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American Women and 15% of Black and White Women With diabetes had effective

control of their BP. Only 12% of Mexican American women ages 18-64 and 6% of

women age 65 and over had their BP under control.

Elevated Serum Cholesterol

In adults, a total cholesterol level of 200 mg/dL or less is desirable. A level of 200

to 239 mg/dL is considered borderline high risk and a level of 240 mg/dL or higher is

considered high risk. Lower levels of HDL cholesterol (47 mg/dL or lower) place women

at high risk for CVD, regardless of their total cholesterol levels.

In a secondary analysis of the San Antonio Heart Study, Mitchell (1990) reported

a mean total cholesterol level for women aged 56-65 was significantly lower (p<0.01) in

Mexican American Women than in White Women. The mean total cholesterol levels for

Mexican American women in all other age categories were similar to those of the White

women. The Mexican American women had significantly lower (p<0.001) HDL-C levels

in all age strata and significantly higher triglyceride levels (p<0.01 or 0.001) except in the

56-65 age strata, than did the White women.

The San Luis Valley Diabetes Study of Colorado (SLVDSC) compared total

serum cholesterol, HDL-C, low-density lipoprotein cholesterol (LDL-C), and serum

triglyceride levels in Hispanic and White women aged 20-74 who had diabetes, impaired

glucose tolerance, or normal glucose tolerance (Burchfiel et al., 1990). Ethnic differences

in lipid profiles were minimal. In women with impaired glucose tolerance, triglyceride

levels were significantly higher and total HDL and HDL-3 subfraction levels were

significantly lower than in women with normal glucose tolerance. No significant

differences were found in serum cholesterol and LDL-C levels by diabetic status in

WOmen.
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Ethnic and Immigrant Differences in Risk Factors for CVD

Using baseline survey data collected via telephone for the 1989 New York State

Healthy Heart Program, Shea and colleagues (Shea et al., 1991) explored the

relationship between educational attainment and ethnicity with risk factors for CVD in

Hispanic, Black, and White women from disadvantaged areas of New York City (NYC), a

lower-middle class suburb adjacent to NYC, and three communities outside of NYC. One

of the key findings of this study was that education and ethnicity were independently

related to knowledge about cholesterol and BP, smoking, lack of exercise, and obesity in

women. Women who were better educated were more likely to have greater knowledge
-

--

regarding cholesterol and its relationship to risk of CVD. Hispanic women were º º:
significantly (p<0.001) less likely to know what a good level of cholesterol was º
(OR=0.24) or to state their own cholesterol level (OR=0.29) compared with White

women (OR=0.67, and OR=0.69 respectively). --- º:
asº º

Sundquist explored the differences in CVD risk factors among three subgroups of

Mexican Americans aged 25 to 64 that included U.S.-born Spanish-speaking adults, º
U.S.-born English-speaking adults, and Mexican-born immigrants (Sundquist &

-

_º
ºWinkleby, 1999). Results indicated that prevalence of CVD risk factors in the Mexican

born women was lowest, and was highest in the U.S.-born Spanish-speaking women. In

spite of having the lowest levels of education and the highest levels of poverty, the

Mexican-born women had the healthiest CV profiles. Positive social and cultural

influences from the country of origin were cited as possible influences. Standardized

tools were used to measure levels of acculturation in a diverse sample of self-identified

Mexican subgroups. The NHANES III is considered one of the most comprehensive

national Surveys regarding CVD risk factors for Mexican American women. Adequate

numbers of Mexican Americans in the sample allowed for comparisons within subgroups

of the population. In addition, this is one of the few studies that has used valid and
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reliable methods to obtain information on several Socioeconomic indicators of health and

standardized measures of BP, lipids, and medical conditions via home questionnaire and

medical examination.

Cigarette Smoking

Cigarette smoking, a strong independent risk factor for CVD, is a major public

health problem (American Heart Association, 2003, , 2004; Max, Rice, Sung, Zhang, &

Miller, 2004). Smoking is the leading cause of preventable morbidity and mortality for

women (and men) in the U.S. (American Heart Association, 2004; Centers for Disease

Control and Prevention, 2004c.; Satcher, 2001). Half of all cases of fatal and nonfatal

CVD are attributable to cigarette smoking (Centers for Disease Control and Prevention,

2002; Satcher, 2001). Each year, almost half a million people in the U.S. die from

cigarette smoking — one out of every five deaths (Fellows, Trosclair, & Adams, 2002).

Since the mid 1960s, the health hazards of cigarette smoking have been well

documented and well publicized by the Surgeon General of the U.S. (U.S. Department of

Health and Human Services, 1982, , 1983, , 1984, , 1989, , 1994, , 1998, , 2001; U.S.

Department of Health Education and Welfare, 1964). The growing scientific knowledge

base and the Surgeon General's public announcements on smoking have contributed to

a substantial decline in smoking from an overall prevalence of smoking (in adults aged

18 and over) of 41.9% in 1965 to 23.1% in 2001 (Max et al., 2004). Tobacco control

efforts have been adopted in most states in the U.S.; California leads the nation in

tobacco control efforts (Max et al., 2004).

The Racial and Ethnic Approaches to Community Health (REACH) 2010 Risk

Factor Survey for 2000-2001, conducted annually in minority populations in the U.S.,

reported that Hispanic women in the U.S. had a smoking prevalence of about 10.0%

compared with 18.5% for women in general, and were less likely to smoke than Hispanic

men (Centers for Disease Control and Prevention, 2004c). Prevalence of smoking is

U
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three times higher among women with 9 to 11 years of education (32.9%) than among

women with 16 or more years of education (11.2%) (Centers for Disease Control and

Prevention, 2001a). Level of acculturation has been found to play a significant role in the

cigarette smoking patterns of Hispanic women in the U.S. (S. G. Haynes, Harvey,

Montes, Nickens, & Cohen, 1990, E. J. Pérez-Stable et al., 2001). Prevalence of

smoking in Hispanic women (13.3%) is low compared with that of Hispanic men (24.0%),

White women (22.4%) and men (25.9%), and other subgroups in the U.S. (Centers for

Disease Control and Prevention, 2002). Smoking prevalence of more highly acculturated

Hispanic women (15.5%) more closely resembles rates found in White women. Less

acculturated Hispanic women in the U.S. have a prevalence rate of 10.3% (E. J. Pérez

Stable et al., 2001).

While smoking seems to be declining in the general U.S. population, smoking

prevalence is increasing among young Hispanic women (Centers for Disease Control

and Prevention, 2001c). The 1999 National Youth Tobacco Survey estimates that White

high school girls have a higher prevalence of smoking (32.8%) than Hispanic girls

(25.8%) (Centers for Disease Control and Prevention, 2000b). Smoking prevalence

among middle school Hispanic girls is 11% compared to 8.8% in White girls.

In 1990, a secondary data analysis of HHANES survey data)1982-1984) and the

1985 National Health Interview Survey (NHIS) data compared cigarette smoking

patterns, acculturation, and SES of Mexican American; Cuban; and Puerto Rican adults,

with patterns found in Blacks and Whites (S. G. Haynes et al., 1990). In both surveys, a

smoker was defined as anyone who smoked at least 100 cigarettes in his/her lifetime.

Current smokers were defined as those who smoked cigarettes at the time of the survey.

Acculturation was examined only in the Mexican American subgroup, as the scale used

was not designed to assess acculturation in Cubans or Puerto Ricans. Age range for the
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HHANES was 20-74; the NHIS included those age 17 and older. Smoking patterns were

assessed using self-report. NHIS data included plasma continine levels.

Findings indicated that smoking prevalence in Mexican American and Cuban

Women was lower than that of Puerto Rican Women and lower than those of the Mexican

American, Cuban, and Puerto Rican men. In general, smoking rates in the three

Hispanic subgroups of women were higher than the rates reported for White women and

were slightly lower than rates reported for Black women in the NHIS.

Almost half (48.6%) of Cuban women smokers and 35% of Puerto Rican women

smokers smoked more than 20 cigarettes a day, which was almost double the rates for

both the Mexican American and White women smokers. Women who had 7-11 years of

education had the highest smoking rates in all three Hispanic groups. Among the women

in all three Hispanic groups, those with fewer years of education and lower incomes had

the highest smoking rates. As income level increased, smoking rates decreased in all

Hispanic women. A significant positive relationship (p=0.05) was found between level of

acculturation and cigarette smoking in Mexican American women only.

Prevalence of current smoking, smoking cessation, risk factors related to

smoking cessation, and understanding of the adverse effects on health of multiple CVD

risk factors were explored in a group of low-income Hispanic, Black, and White

participants (mean age 40.7) who attended community clinics and eligibility centers in

Houston, Texas (Hyman, Simons-Morton, Dunn, & Ho, 1996). Specific Hispanic

subgroup was not indicated. Hispanic women had the lowest smoking prevalence of all

subgroups (10%). Over 70% of the Hispanic women reported that they had quit smoking

compared with 43% of Hispanic men and 44% of Black women.

Pérez-Stable and colleagues conducted a telephone survey to compare smoking

behaviors of Hispanic adults, ages 18 and older, from 6 different national origins living in

the U.S. (E. J. Pérez-Stable et al., 2001). Women and men from eight cities who self
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identified as Mexican American, Central American, Puerto Rican, Cuban American,

South American, or Other were included in the study. Participants came from Brooklyn,

Miami, Texas, San Francisco, and San Diego. A majority of the women were Mexican

American and born outside the U.S. They also had low income, low acculturation,

preferred to speak Spanish, and had less than a twelfth-grade education. Approximately

12.1% of the women were current smokers compared with 25.0% of the men; 12.7% of

the women were former smokers compared with 27.4% of the men; and 75.2% of

women had never smoked cigarettes compared with 47.6% of the men.

Prevalence of smoking was highest in women ages 18-34 followed by women

ages 35-54. Women age 55 and over had the lowest prevalence. The smoking rate was

24.2% for Puerto Rican Women, 15.8% for South American women, 12.4% for Cuban

Women, 10.4% for Mexican American Women, and 10.1% for Central American women.

Half (48.8%) of the women who had ever smoked reported that they were still smoking.

Smoking rates in women were not significantly affected by income or education level;

however, those born in the U.S. were more likely to smoke than those born in Latin

America.

More acculturated women were more likely to be smokers than those who

preferred to speak only Spanish (less acculturated). Less acculturated women smokers

smoked less (7.9 cigarettes/day) than did more acculturated smokers (10.5

cigarettes/day). Women smokers reported smoking an average of 8.9 cigarettes/day and

men reported 11.2 cigarettes/day. Gender differences in smoking rates were significant

for the Mexican Americans (women 10.4%, men 25.0%), Central Americans

(women?0.1%, men 23.0%), and Cuban Americans (women 12.4%, men 24.7%)

(p<0.05). Older age was associated with a decreased likelihood of smoking in women

(OR=0.98, p<0.05). Having a high school education or less was a significant predictor of

Current smoking in women (OR=1.17, p<0.05). Foreign born participants were less likely
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to be current smokers (OR=0.77, p<0.05). There are several important limitations of this

study. Inasmuch as major U.S. Hispanic subgroups were represented, the sample came

from high concentration census tracts in only eight U.S. cities, which prevents

generalizing findings to all U.S. Hispanics. Misclassification of smokers as nonsmokers

(use of self-report) has been reported in higher levels in minority populations, which may

heavily influence prevalence rates.

These studies demonstrate that prevalence of smoking in Hispanic women is low

compared to rates in Hispanic men, and White and Black women in the U.S. Particularly

in Hispanic women, these studies have shown that as acculturation and SES increase,

smoking rates increase. Most studies have failed to thoroughly explore these issues in

relation to cultural, gender, and other social influences such as multiple gender roles,

beliefs, and values about smoking and sexuality. These factors may contribute

significantly to a critical increase in the prevalence of smoking, particularly among

younger Hispanic women.

Type 2 Diabetes

Type 2 diabetes (diabetes), a major risk factor for CVD, is the fifth leading cause

of death in the U.S. and it has no cure (National Diabetes Information Clearinghouse,

2002b). Diabetes is more common in older people, overweight individuals, those with a

low level of education and SES, and Hispanics, Blacks, and Native Americans

(American Diabetes Association, 2000). The total annual cost of diabetes in the U.S. in

2002 was $132 billion (one out of every ten health care dollars). Adults with diabetes

have heart disease mortality rates two to four times higher than those of adults without

diabetes (National Diabetes Data Group, 1995).

Approximately 18.2 million people (6.3% of the population) in the U.S. have

diabetes (American Diabetes Association, 2002). Of these 18.2 million people, 13 million

are aware of and are under treatment for their diabetes, which leaves over 5 million who
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are undiagnosed and untreated (American Diabetes Association, 2002). Approximately

8.7% of women in the U.S. (9.3 million women) have diabetes; one-third of these women

do not know that have diabetes (National Diabetes Information Clearinghouse, 2002b).

Diabetes in Hispanics has become a serious public health challenge in the U.S.

because of an increasing prevalence of diabetes in Hispanics, a greater number of risk

factors for diabetes in Hispanics, and the growing number of Hispanics in the U.S.

(National Diabetes Information Clearinghouse, 2002a). About 10.2% of all Hispanics in

the U.S. have diabetes. Additionally, in Hispanics aged 50 and older, 25-30% have

diabetes, either diagnosed or undiagnosed (American Heart Association, 2003).

Approximately 24% of Mexican Americans, 26% of Puerto Ricans, and 16% of Cuban

Americans in the U.S. between the ages of 45-74 have diabetes (American Diabetes

Association, 2000; Huff & Kline, 1999). Hispanics are 1.9 times more likely to have

diabetes than Whites of similar age (National Diabetes Information Clearinghouse,

2002a). Several studies have confirmed that Mexican American women have a risk for

diabetes that is two to three times greater than that of White women (Geiss et al., 2002;

Okosun et al., 2001; Sundquist et al., 2001). Prevalence and mortality rates in Mexican

American women with diabetes alone are two to five times greater than those found in

the general population (American Diabetes Association, 2000).

The Laredo Project was one of the first studies to suggest an increased risk of

diabetes in Mexican Americans (Stern et al., 1981a). A random sample of 442 Mexican

Americans, age 40-74 years, from two low income census tracts in Laredo, Texas, were

included in this study. For this study, prevalence of hyperglycemia in the Laredo Mexican

Americans was compared with rates reported in Pima Indians in Arizona (Rushforth,

Miller, & Bennett, 1979) and preliminary data from the HANES II. The Pima Indian study

participants were age 25 and over. There were differences in cut-off points for fasting

plasma glucose among comparison groups. In general, all were close to 140 mg/100 dl.

* * * - - - -
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Prevalence of fasting hyperglycemia in Laredo Mexican Americans in both genders was

lower than the prevalence found in the Pima Indians and higher than that of the HANES

Il sample.

Stern and colleagues (Stern, Rosenthal, Haffner, Hazuda, & Franco, 1984)

explored the prevalence of diabetes in relation to increasing SES in the San Antonio

Heart Study. The sample represented three distinct levels of SES and acculturation.

Mexican American women showed a statistically significant (p<0.001) decreasing

prevalence of diabetes from barrio to suburbs. The prevalence of diabetes in the

Mexican American women decreased from 15% in the barrio (lowest income level) to 8%

in the transitional (middle income) neighborhood, and 4% in the suburb (higher income).

Another aim of the San Antonio Heart Study (Hazuda, Haffner, Stern, & Eifler,

1988) was to explore the relationship of SES and acculturation with self-reported

diabetes in Mexican Americans. The researchers hypothesized that, as acculturation

and SES increased, diabetes would decrease. Acculturation was assessed using three

scales that measured functional integration with mainstream society, values relative to

preserving cultural origin, and attitudes about traditional family structure and sex roles.

Overall, Mexican American women were younger, more obese, and had more than twice

the prevalence rate of diabetes (p<0.001) than White women. Also, the prevalence of

diabetes in the lowest SES stratum was two to three times higher (p<0.05) than rates

found in the highest SES stratum. Additionally, the prevalence of diabetes in the lowest

acculturation stratum (14.5%) was significantly higher (p<0.01) than the rate found in the

highest SES stratum (4.9%). Acculturation and SES exerted parallel influences on

diabetes; however, acculturation appeared to have a more powerful influence.

Pérez-Stable studied the prevalence of self-reported diabetes (diagnosed and

undiagnosed) in Mexican American adults using data from the HHANES (1982-1984) (E.

Pérez-Stable et al., 1989); prevalence estimates were compared with findings of the
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NHANES II (1976-1980). This secondary data analysis also examined the relationship

between diabetes, acculturation, income, and education. Of the 3,928 Mexican

Americans (2133 women and 1795 men) who participated in the survey, the majority

(65%) were born in the U.S. Participants were asked: "Do you have diabetes or sugar

diabetes?" If they responded yes, they were then asked: “Did a doctor tell you that you

have it?" Self-reported diabetes was defined as responding yes to both questions. The

comparison population of the NHANES included 15,357 adults representing the general

U.S. population.

The HHANES data estimated a prevalence rate of self-reported diabetes of 7.6%

in Mexican American women. The NHANES II data showed a prevalence of self

diagnosed diabetes of 3.8% in U.S. women. Prevalence rates for both Mexican

American women and men were similar for all age categories except in the 45- to 54

year old age category, where the prevalence rate for women was 1.8 times higher

(11.0%) than that of men (6.1%). As age increased, prevalence rates increased for all

subgroups, especially in the oldest age category (age 65-74). As education level

increased in Mexican American women, a significant decrease in diabetes prevalence

was noted; this trend was not found in Mexican American men. No relationship was

found between income and self-report of diabetes. Discrepancies were noted between

this and the San Antonio Heart Study. The HHANES data included self-report of

diabetes only; the San Antonio Heart Study included total diabetes rates (diagnosed and

undiagnosed).

Prevalence rates of diabetes were estimated for Mexican Americans, Cubans,

and Puerto Ricans in the U.S. using HHANES data (Flegal et al., 1991) in a secondary

data analysis. In all three Hispanic groups, prevalence rates of previously diagnosed

diabetes were somewhat higher in women than in men. Prevalence rates for Mexican

American women (15.2%) and Puerto Rican women (16.2%) were similar, and were
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more than twice the prevalence rate for Cuban women (6.6%). Prevalence rates for all

subgroups of older Hispanic women (ages 45-74) were consistently higher than those of

both White women (5.8%) and Black women (11.4%). Prevalence of undiagnosed

diabetes was highest in the Puerto Rican subgroup, followed by the Mexican American

and Cuban subgroups, respectively.

Overweight and Obesity

Obesity, a major risk factor for both HTN and CVD (American Heart Association,

2003), is the second leading cause of preventable death after cigarette smoking in the

U.S. (Mokdad et al., 1999; National Center for Health Statistics, 2001a; National --
Institutes of Health, 1998; A. M. Sharma, 2003). Overweight (BMI 2.25 × 30) refers to an º º
excess of body weight in comparison to height, which may or may not be due to

increases in body fat. Obesity (BMI - 30) is defined as an excess of body fat or adipose

tissue in relation to lean body mass (National Institutes of Health, 1998). Between the º
wº- tº

second and third National Health and Nutrition Examination Surveys (NHANES II and

Ill), the prevalence of overweight and obesity increased in both genders, across all races ---
º

25°
and ethnicities, and across all age groups (Mokdad et al., 2003; A. M. Sharma, 2003). º º

****

Data from the 1997 National Health Interview Survey showed that more than 50% of º

U.S. adults were overweight and 1 in 5 adults were obese (National Center for Health

Statistics, 2002b). Additionally, almost two-thirds (62.3%) of men and almost half

(46.6%) of women are obese.

Overweight/Obesity and race/ethnicity, gender, age, and socioeconomic status

Overall, the prevalence of overweight and obesity is higher in women who are

members of racial and ethnic minority populations than in nonhispanic white women

(Mokdad et al., 2003; National Center for Health Statistics, 2002b). Prevalence rates of

overweight and obesity are similar in Mexican American men and women (70%). Obesity

is 1.5 times more common in Mexican American women (reaching 52%) than in the
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general female population. (Mokdad et al., 1999). Overweight increases steadily with

age, peaking in the age group 45-64 years, and declining somewhat thereafter (National

Center for Health Statistics, 2002b). For all racial and ethnic groups combined, women

of lower socioeconomic status are more likely to be obese than those with higher

socioeconomic status.

Studies that explored risk factors for CVD in Hispanics reported that Hispanics,

specifically Mexican Americans, are overweight compared to Whites (Brown et al., 2000;

Mokdad et al., 1999; Okosun, Liao, Rotimi, Choi, & Cooper, 2000; Stroup-Benham et al.,

1999, Winkleby, Gardner, & Taylor, 1996). This racial/ethnic difference is greater in

women than in men. Across studies, the prevalence rate of combined overweight and

obesity in Mexican American women (65.9%) is similar to that of Black women (65.8%)

and higher than that of White women (49.2%), and Mexican (63.9%), Black (56.5%), and

White men (61%). Particularly in Hispanic women, as acculturation and SES increase,

level of obesity decreases (Hazuda, Mitchell, Haffner, & Stern, 1991; Stern et al., 1984).

Factors such physical inactivity, poor nutritional practices, low SES, and lack of

knowledge about heart-healthy behaviors and CVD risk factors contribute to the high

prevalence of overweight and obesity in Hispanic women in the U.S. (Brown et al., 2000;

Burchfiel et al., 1990; Hazuda, Stern, Gaskill, Haffner, & Gardner, 1983; Stern et al.,
-

1981a; Stern et al., 1984; Winkleby et al., 1998). In the San Antonio Heart Study [Stern,

1984 #115], Stern and colleagues found that as SES increased in Mexican American

women, BMI and the sum of subscapular and triceps skinfolds decreased. Obesity

indicators were consistently higher in Mexican American women than in White women.

Using HHANES data, Fanelli-Kuczmarski explored prevalence estimates of

overweight among Mexican Americans, Cubans, and Puerto Ricans ages 20-74 (Fanelli

Kuczmarski & Woteki, 1990). The prevalence of overweight was higher in women than in

men. The prevalence of overweight was highest for Mexican American women (41.6%)
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followed by Puerto Rican women (40.2%) and Cuban women (31.6%). The prevalence

of overweight for Hispanic women was higher than for White women (23.9%), and less

than for Black women (44.4%).

Using data from the 1989 New York State Health Heart Program, Shea and

colleagues explored the relationship between education level and ethnicity with risk

factors for CVD (Shea et al., 1991). One of the main findings reported was that both

ethnicity and education level were independently associated with obesity. Hispanic

women with lower levels of education had a less favorable risk factor profile and an

increased probability of overweight (OR 2.09, p<0.001) and obesity (OR 1.69, p<0.05)

compared to White (OR= 1.28 and 1.01, respectively) women.

The influences of gender, level of education, language spoken, and age on BMI

were explored in a secondary data analysis (Winkleby, Gardner et al., 1996). The

Hispanic participants, mainly Mexican Americans, were matched by gender, age, level of

education, city of residence, and survey time period with randomly selected White

participants. The majority of pairs (65.1%) were younger than age 45 and represented

an equal distribution by gender and across the three levels of education, most having

fewer than 12 years of education. Findings indicated that the Hispanic women had

significantly higher (p<0.001) BMI levels than the White women with whom they were

matched across all levels of education. Although ethnic differences in BMI were greater

in the least educated pairs of women, educational level and language spoken were not

significantly related to differences in BMI. Prevalence rate for overweight was highest for

Hispanic women at all levels of education; the largest ethnic difference between pairs

was noted in the least educated women. Hispanic women at the lowest education level

had the highest prevalence of overweight (31.4%).

Using NHANES III data, the impact of generalized, abdominal, and truncal fat

deposits on the risk of HTN and diabetes were examined in Hispanic, Black, and White

st

! ()
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adults age 40-75 years (Okosun et al., 2001). Hispanic women tended to have a higher

prevalence of abdominal obesity (71.2%), and higher mean values for WHR (0.93%)

than Black (32.1%, 0.91% respectively) and White (30.9%, 0.89%, respectively) women

(all p values <0.001). Hispanic women were also more likely to be overweight (38.4%)

and have diabetes (22.1%) than Black (32.1%, 17.6%) and White (30.9%, 10.0%)

women (all p values <0.001). Hispanic and Black women had a significantly (p<0.001)

higher prevalence of generalized (39.2% vs. 46.3% vs. 28.4%), abdominal (71.2% vs.

70.5% vs. 57.9%), and truncal (26.2% vs. 27.2% vs. 15.5%) obesity than White women.

Physical Inactivity

Physical inactivity, a critical modifiable risk factor for CVD, is recognized as a

public health epidemic (Wessel et al., 2004). Vigorous physical activity is considered to

be a key component of cardiovascular fitness and a healthy lifestyle and is associated

with a decreased risk for HTN, CVD, diabetes, osteoporosis, and depression (Boutelle,

Jeffery, & French, 2004; National Center for Health Statistics, 2001b). Physical activity

reduces the risk of premature mortality by increasing energy expenditure, exerting a

favorable influence on serum lipids, lowering BP, increasing the basal metabolic rate,

decreasing weight, and improving mental and musculoskeletal health (U.S. Department

of Health and Human Services, 2000). Physical inactivity is more prevalent among

women than men, among older populations, and among minority groups, especially

Hispanics (Centers for Disease Control and Prevention, 1996; Liao et al., 2004; U.S.

Department of Health and Human Services, 2000). The prevalence of physical inactivity

is higher among Mexican American women than among White women in the United

States (Liao et al., 2004; Masse et al., 1998; Winkleby et al., 1998).

Three national and state surveys have provided data on physical activity for adult

Hispanic women and other subgroups in the U.S. The 1991 NHIS, a national

epidemiological survey of adults age 18 and older included questions on physical

* {
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activity; the response rate was 83% to 88%. The Behavioral Risk Factor Surveillance

System (BRFSS), a state-based telephone survey of adults age 18 and older, is

conducted monthly by state health departments in collaboration with the Centers for

Disease Control and Prevention. The 1992 BRFSS data included 96,343 adults age 18

and older; the response rate was 71%. Phase 1 data of the NHANES III were collected

between 1988 and 1991 on 9,901 adults ages 18 and older and had a response rate of

82%. These three studies reported data on two measures of physical activity: no leisure

time physical activity, and regularly sustained physical activity.

In these three surveys, findings indicated that Hispanic women were more likely

to be physically inactive than Hispanic men, Black women and men, and White women

and men (Centers for Disease Control and Prevention, 1996). Hispanic women were

also less likely to report participation in regular, sustained physical activity than were

Hispanic men, White women and men, and Black women and men. Percentages for

leisure time physical inactivity and for regularly sustained physical activity across the

three studies and for all ethnic groups are compared in Tables 2 and 3.

Table 2. Self-reported prevalence of leisure time physical inactivity in three ethnic
groups in the 1991 NHIS, the 1988-1991 NHANES III, and the 1992 BRFSS.

Ethnic Groups 1991 NHIS 1988–1991 NHANES || 1992 BRFSS

Hispanics
Women 37.4% 43.8% 39.0%
Men 29.6% 29.1% 30.2%

Blacks
Women 33.2% 38.1% 42.7%
Men 22.5% 20.6% 33.1%

Whites
Women 24.6% 23.1% 28.2%
Men 20.3% 12.9% 25.3%

. Note. Adapted from U.S. Department of Health and Human Services. Physical Activity
and Health: A Report of the Surgeon General, p. 178, 1996, Atlanta: U.S. Department of
Health and Human Services, Centers for Disease Control and Prevention
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Table 3. Self-reported regularly sustained physical activity in three ethnic groups in the
1991 NHIS, the 1988-1991 NHANES III, and the 1992 BRFSS

Ethnic Groups 1991 NHIS 1992 BRFSS
Hispanics

Women 16.5% 18.9%
Men 23.7% 21.4%

Blacks
Women 18.0% 12.6%
Men 28.9% 18.5%

Whites
Women 21.5% 19.8%
Men 26.7% 21.9%

Note. Adapted from U.S. Department of Health and Human Services. Physical Activity
and Health: A Report of the Surgeon General, p. 182, Atlanta: U.S. Department of * - - - - - -

Health and Human Services, Centers for Disease Control and Prevention. -

Findings from these three studies were consistent regarding the prevalence of * …

physical inactivity in relation to age, SES (income and education level), and geographic º

location. The prevalence of physical inactivity was higher in older women (> 45 years of º
age) and in women with lower levels of income (<$10,000/year) and fewer than 12 years sº !

of education. -º-º:

Crespo and colleagues conducted a secondary data analysis using data from the º
NHANES Ill to estimate the prevalence of physical inactivity and its relationship to race, –

ºethnicity, and SES among Mexican American, White, and Black adults, age 20 and older

(Carlos J. Crespo et al., 2000). The prevalence of leisure time physical inactivity in

Mexican American women (45.7%) was higher than in all other subgroups examined and

throughout most of the SES indicators examined (education, income, occupation type,

poverty status, employment status, and marital status).

A limitation of this particular study was that assessment of leisure time activity

most likely did not take into account the physical activity included in some occupations

such as housework or care of others in which Hispanic women are occupied. Further,

level of acculturation and other SES indicators were not examined.
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Using NHANES Ill data, Winkleby explored the prevalence of physical inactivity

in women to determine if differences in prevalence of physical inactivity in different

ethnic groups of women were associated with SES (Winkleby et al., 1998). The sample

included 1481 Mexican American, 1762 Black, and 2023 White women, ages 25 to 64,

who completed a home questionnaire, a medical examination, and a physical activity

recall. After adjusting for education, significant differences (p<0.001) in physical inactivity

remained in Mexican American and Black women compared with White women. Women

from lower SES had a significantly higher prevalence of physical inactivity than those frm

higher SES (p<0.001).

In 2001, Crespo and colleagues examined the relationship between leisure time

physical inactivity and acculturation in Mexican American adults using data from the

NHANES III (C. J. Crespo, Smit, Carter-Pokras, & Andersen, 2001). The prevalence of

physical inactivity was estimated according to language used in the home and place of

birth. Findings indicated that Spanish-speaking Mexican Americans had a higher

prevalence of physical inactivity Mexican Americans who spoke mostly English,

independent of place of birth. The researchers concluded that acculturation was

positively related to participation in leisure time physical activity.

Juarbe and colleagues conducted a qualitative study (content analysis) to

examine perceived benefits from and barriers to physical activity from an aging Hispanic

woman's perspective (T. Juarbe, Turok, & Perez-Stable, 2002). Four categories

emerged from the data as barriers to physical activity: time constraints and women's

roles, personal health, and internal and external factors. Lack of time because of the

multiple roles of these women prevented them from maintaining regular physical activity

in their lives. Chronic illness also prevented them from being physically active. Internal

factors included fatigue, lack of determination, and lack of motivation as barriers to

engaging in regular physical exercise. External barriers included things such as cost,
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lack of transportation, and lack of space to perform physical activity. The women

identified factors such as improved gender roles, physical fitness, and health promotion

as benefits of regular physical activity. In addition, enhanced energy, healthy aging, and

feelings of well being were also mentioned as benefits. Overall, the women who

participated in this study were well informed about benefits of regular exercise and

activity. They expressed the benefits and barriers to exercise in terms of Hispanic

women's lived experiences — that is, within a framework of the family and their

responsibilities as women, as mothers, as wives, and as vital members of a strong family

group.

The studies reviewed show that Hispanic women have a similar or lower

prevalence of HTN, total serum cholesterol levels, and higher serum triglyceride levels

compared with White women. Despite the lower prevalence of smoking, Hispanic

women have a higher prevalence of overweight and obesity, higher prevalence of

diabetes, and lower levels of physical activity compared to White women.

Limitations of Previous Studies

Most of the research on CVD risk factors in Hispanic women has been conducted

using epidemiological, descriptive, and exploratory designs that have examined

prevalence rates and the relationship of several socioeconomic factors with CVD risk

factors. Some studies have examined gender, age, and ethnic differences, and the

influence of some SES indicators (education and income). Other factors that may

significantly influence the development, prevalence, and quality of control of HTN -- such

as level of acculturation, family support, living in high crime environments, and

discrimination -- have not been explored.

Consistent methodological and measurement limitations have plagued research

on CVD risk factors in Hispanic women. Lack of specific or distinct racial and ethnic

definitions have prevented accurate and exact identification of which Hispanic subgroups

* * * - - - -
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are included in study samples. Differences in sampling strategies and study designs

have made comparisons between study results inappropriate and have limited the

generalizability of study findings. Other limitations that have made relevant statistical

analysis difficult include inconsistent data collection procedures, age differences, year of

data collection, instrumentation, definition of variables, and sample sizes.

Caution must be exercised in interpreting secondary data analyses from the

Studies discussed in this review. Differences in instrumentation, data Collection

procedures, lipid serum levels, measurement of risk factors (e.g. BP, glucose levels, and

self-reported measurement protocols) may have introduced measurement error. Many

studies were geographically based and often included Mexican Americans in

comparison to Whites. These results cannot be generalized to other Hispanic subgroups

in other U. S. geographical areas.

Biomedical and epidemiological models in combination with acculturation theory

have been used as a framework for most of the studies reviewed. Serious measurement

issues exist, such as how best to assess acculturation as a predictor variable. These

theoretical models and measurement approaches do not take into account the multifocal

and unique circumstances of Hispanic women in the U.S. Models that combine

ecological and feminist theory are needed to better understand how other factors, such

as cultural and gender issues, may influence the development of CVD.

Interventions that focus on adherence to recommended CVD risk factor

treatment must be respectful of the cultural, social, and individual situation and problem

solving patterns of each Hispanic woman in a context that also considers her

partner/spouse and family — and not just the Hispanic woman alone.

Hypertension is a critical health challenge for Hispanic women in the U.S.

Although there is a paucity of research exploring adherence in Hispanic women, most

studies have provided alarming findings including a lack of HTN awareness, treatment,
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and control; and disproportionate prevalence rates of overweight and obesity in Hispanic

women. There are very few Hispanics represented in study samples; specific Hispanic

ethnicity is not identified; and small sample size often prevents analysis of gender and

ethnicity differences.

Conceptual Framework

The Comprehensive Health Seeking and Coping Paradigm (CHSCP)

The Comprehensive Health Seeking and Coping Paradigm (CHSCP), introduced

in the literature in 1989, was specifically developed to provide a conceptual framework

upon which to conduct nursing research and guide nursing practice (Nyamathi, 1989).

Historically, nursing research has borrowed theories and conceptual frameworks from

outside the discipline of nursing to guide their research. Limitations of this practice are

that borrowed frameworks do not provide nursing-focused functions (i.e., prediction,

direction, explanation, summarization, prescribing) for data collected in nursing

investigations; and only nursing theories would integrate the concepts central to the

discipline of nursing (client, environment, health, and nursing) (Meleis, 1997; Polit, Beck, - †.
º

& Hunglar, 1999). Borrowed theoretical frameworks do not provide the client-focused …
C.
º

perspective that yields explanations for how nursing research can be integrated into –
nursing practice.

Nyamathi (1987) combined and modified components of two theoretical

perspectives in developing her 12-factor framework (Figure 1). The Schlotfeldt Paradigm

of Health-Seeking Behaviours model (1981) explains nursing's role and strategies in

restoring the client to optimal levels of health, comfort, and fulfillment as well as assisting

the client to effectively deal with the stress of acute and chronic illness, life crises, and

other unanticipated misfortunes that arise in everyday life. Also integrated into Nymathi's

framework is the Lazarus schema, a nonnursing perspective concerned with the causal

antecedents (i.e., environmental, personal, sociological, and physiological factors) and
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mediating variables (i.e., cognitive appraisal of a situation, emotion-focused coping

responses, and perceived social support) brought about by a stressor --internal and/or

external -- and how this stressor influences long range adaptational outcomes for an

individual.

Nyamathi (1987) outlined six assumptions of her framework, which derived from

the Schlotfeldt (1975), and Lazarus and Folkman (1984) models:

1. Health seeking and coping is a necessary process which all individuals

utilize in various ways throughout their lifetimes;

2. Health seeking and coping is understood as being determined by the -

relationship between the person and the environment; º º
3. Health seeking and coping involves problem-focused and emotion-

-

º
focused behaviors;

4. While individuals have inherent and innate capabilities, some - - ---
gº º –

capabilities must be actualized and enhanced through guided learning;

5. Nurses can have a major influence on many aspects of the person's º
health seeking and coping behaviors and health outcome;

6. The goal of nursing is to utilize knowledge of individuals relevant to º
their health seeking and coping behaviors rationally, artfully, and

skillfully through use of nursing strategies that assist the person to

realize his maximum potential as it relates to wellness and optimal

function. (p. 284)

Figure 1 illustrates the relationships between the twelve components of the

CHSCP. The twelve components include: situational factors, personal factors, coping

resources, sociodemographic factors, cognitive appraisal, health goals of the client,

health seeking and coping behavior, nursing goals and strategies, perceived coping
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effectiveness, perceived compliance, immediate health outcome, and long-term health

outcome. The components are highly interactive and each one influences all others.

Figure 1. Nyamathi's comprehensive health seeking and coping paradigm

Comprehensive Health Seeking and Coping Paradigm
Situational Personal Nursing | Resources Sociodemographic

Factors Factors | Goals & P - Factors
!

a- - - - - - - - s as sº nº º sº - - - - - - a s nº an º – º – - - º S ~~~~
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R : … " **N
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/ i
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Perceived compliance E Perceived coping effectiveness i º º
* ------------------------------------------------ |- : º º- º:

| immediate healthoubomes º
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Long-term health outcomes
G

| -***
: • * ,

* †.
e --------~~

This framework has been effectively utilized in research in a variety of -->
º ****

populations, including (but not limited to): homeless populations, impoverished women of

color, sexual risk behaviors, substance abuse and addiction, drug abuse behaviors, low

health care utilization, victimization, adherence to treatment, HIV and AIDS, health

promoting behaviors (i.e., TB and pap testing), psychological distress, risk reduction,

and with impoverished and marginalized populations. It has guided the assessment and

implementation of strategies related to coping, health seeking, and health outcomes.
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The CHSCP was designed to maximize a person's (a woman's) strengths,

assets, and coping abilities in maintaining health, returning to optimal health, and

overcoming life crises, threats to health, and acute illness. The CHSCP will be reviewed

with an adherence to HTN treatment from a Hispanic woman's perspective.

Situational factors are any variables that characterize the environment of the

individual woman and influence her health seeking and coping behaviors, such as

adhering to pharmacological recommendations for HTN. Situational factors potentially

influence all other components of the model and include such things as the woman's

past experiences with and duration of HTN (illness), environmental constraints, or

barriers that prevent the woman and her family from coping effectively with the

management and control of her HTN, utilization of resources, timing of the illness, and

other life events or challenges. Environmental constraints or barriers may include such

things as transportation issues in getting to an appointment, inflexibility of clinic hours,

and lack of childcare services. Environmental constraints may occur within or outside a

formal health care environment and include conditions that may be altered by the nurse.

Situational factors impinging on the woman and her family can be identified through

careful nursing assessments. The nurse can then identify strategies that may enhance

the health seeking and coping behaviors of patients and their families.

Personal factors, including beliefs about HTN as an illness; personality, cultural

and ethnic characteristics; gender roles; power issues within the family or with the health

care environment; self-esteem; perceived control issues; and hardiness influence how a

woman copes with HTN and other stressful conditions or events. Careful assessment of

personal factors can help the nurse identify strategies to assist individuals in effectively

managing anticipated difficulties or challenging events such as barriers to adherence,

difficulties with the medical regimen, etc. The nurse may find that a woman has a strong

55



*-*

■■■■■■■[fsº,
l\(x■s■'■ ~\
l\
,



sense of self-esteem, a positive outlook in life, and a strong desire to control her HTN

but has no real understanding of how medications help to control HTN. The nurse may

provide some teaching to increase the knowledge base, and the woman's level of

adherence to medications is strengthened.

Coping resources are factors that provide support to a woman with HTN when

she is responding to health and illness needs. Factors that are critical in dealing with

stress are mental, emotional, spiritual, and physical health; financial security; and social

support. Other resources that also are helpful in dealing with stress are hope for a

positive outcome; a strong faith in God and prayer; and access to legal, medical, and

other types of professional services. The nurse may support the client in evaluating

available coping resources and identifying new sources of support to remove barriers

and facilitate adherence to HTN treatment.

Sociodemographic variables such as gender, age, SES, poverty status, social

inequalities, marital status, culture, ethnicity, and acculturation impact how clients

respond to and manage health and illness. The absence of a significant other or lack of

support from a partner or spouse may place women at risk for ineffective coping or

health seeking. Older women are more at risk for ineffective coping since they are more

often without spouses or partners than older men. The nurse may determine that an

individual is at risk of ineffective coping if the client lacks spousal support, social support,

or adequate socioeconomic resources.

Cognitive appraisal, or thought processes, considers level of health, illness,

and/or stressors and the coping resources an individual has to determine how stressful,

disruptive, or incapacitating the event or illness may become. The nurse may assess

environmental characteristics to be harmful or threatening to a client's well-being and

negatively influence adherence behaviors. The nurse may suggest or initiate an
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intervention or strategy to redress the situation to enhance coping and adherence to

health seeking behaviors.

Nurses are in a strategic position to determine the appropriateness or congruity

of health seeking and coping behaviors by closely assessing health goals of the client.

Careful deliberation of all factors that influence the patient-environment dyad during

illness or stress will allow the nurse to accurately evaluate the appropriateness of the

client's health goals.

Careful assessment of the woman's awareness and acceptance of their health or

illness, their needs to return to health, and their health seeking behaviors may determine

the level of perceived adherence to HTN treatment that the woman will demonstrate. º

Assessing and recognizing nonadherence behaviors in their client, nurses may develop

and initiate strategies based on the assessment that are patient-specific and may

enhance adherence. Including the family when teaching about health promotion, disease ..e.--~~~ º

prevention, and complications is a strategy that may enhance a woman's health seeking
ºrs.

and coping behaviors when managing HTN as an illness. *…gº º
sº tº

Assessing how a woman perceives her coping effectiveness will assist the nurse º
sº-º-º:

and the woman to determine which demonstrated coping behaviors are effective and ººº

which are ineffective in relation to the stressors confronted when managing HTN.

Collaboratively, the nurse and the woman can identify ineffective coping responses and

develop other more effective responses and strategies that can be integrated as needed.

Identification of available and appropriate resources for support may enhance coping

effectiveness and eventually lead to empowerment in managing and adhering to the

recommended treatment for HTN.

Health seeking and coping behaviors are the actual thought processes,

responses, strategies, and behaviors that women and their families utilize when dealing

with health and illness. More specifically, women may use positive thinking or seek more
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knowledge before beginning a new medication regimen. They may turn to family and

friends when feeling depressed or overwhelmed in following the recommended

treatment plan for HTN. These coping processes change over time, depending on

aspects of the illness or stressful event. As the nurse and the woman recognize the

woman's usual pattern of responses to illness or stress, especially as they are

influenced by both personal and environmental factors, a greater understanding of

resulting health outcomes will occur. This greater understanding will allow the nurse to

create personalized nursing interventions that may enhance adherence to treatment,

facilitate recovery from illness, and enhance coping outcomes during stressful events. * * : - -
Nursing strategies include such things as providing education to women with

º

HTN and their families about a medication regimen, dealing with the side effects of
- ºr rºº

medications and/or treatment, reducing anxiety, identifying appropriate sources of º
---4---

extended social support, and identifying and meeting the unique needs of clients who

are experiencing stress or barriers to treatment. Nursing goals, established tº *

collaboratively with the woman and her family, are developed after a careful assessment º
of existing health-seeking and coping behaviors and patterns in maintaining health or º _º
regaining health after illness – both of which may be the same or very different. ºº
Individualized nursing goals that have been created in collaboration with a woman and

that integrate nursing strategies specific to her individualized needs and based on

constant reassessment can enhance and strengthen her health seeking and coping

processes. Additionally, nurses will utilize the case management process (assessment,

planning, implementation, coordination, monitoring, and evaluation) in determining

individualized patient care while at the same time including the family system, healthcare

coverage, and the community in this process. To fully meet patient needs, especially

after discharge from health care institutions, nurse case managers must be familiar with

the criteria for eligibility for services and resources so that they can provide for the
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patient's physical, mental, emotional, social, vocational, and community integration

needs. Case managers must be able to understand the overall treatment plan;

healthcare delivery systems; reimbursement, legal, and ethical issues; and community

resources. They must also be able to analyze the costs and benefits of treatment

options.

Health outcomes are influenced by all components of the CHSCP. Personal

factors, such as social support available and perceived control and self-esteem,

influence the coping strategies and health seeking behaviors of women, which

ultimately impact her immediate and long-term health outcomes. When the nurse

teaches a woman the importance of taking HTN medications as prescribed and includes

the spouse or partner in the teaching, this utilization of social support may have a

positive influence on adherence to treatment. If a woman believes that taking a

medication as prescribed and decreasing the amount of salt ingested will contribute to

control of HTN, this belief may also enhance the immediate health behaviors

demonstrated relative to adherence as well as contribute to long-term health outcomes.

This model has a number of strengths that make it valuable and practical for

nursing research. The model was specifically designed to guide nursing research and

practice. It is both nurse- and client-focused, and effectively integrates the core concepts

central to nursing. As it is designed, this model addresses the many functions of nursing,

from a nursing perspective, as well as the relationship that nursing has with a

multidimensional client in all stages of health, illness, and the stages of returning to

optimal function. The author clearly outlines the assumptions of her model (from the

parent-models perspectives) and the highly interactive relationships between the

components of the model. The components of the model are loosely conceptualized so

that varied nursing phenomena and client situations can be addressed. Assessment and

reassessment, critical nursing functions, are found throughout the model and incorporate
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the client's input and perceptions regarding their own health and coping status. This

model considers both patient goals and nursing goals in developing nursing strategies to

assist the client. The CHSCP model is also specifically designed to direct clinical

interventions aimed at improving medication-taking behavior. Additionally, it addresses

perceived barriers. Aspects of client readiness for change are addressed in the

dimensions of situational factors and coping resources. Disease features, such as the

woman's perception of the seriousness of HTN, anxiety related to the diagnosis of HTN,

or her knowledge level about HTN, can be addressed as part of the personal factors

dimension of this model. Cultural aspects may be addressed as part of the

sociodemographic factors dimension, which may be critical in a study of adherence in

Hispanic women with HTN.

However, this model is not without limitations. Client goals, nursing goals, and

nursing strategies, viewed on the conceptual map, appear to be separate and exclusive

components, as opposed to being collaborative, agreed-upon functions that patients and

nurses carry out together. The model was introduced in 1989 and uses the term

"compliance" (p.284), a concept that places the client in a passive or one-down position

in relation to the nurse and/or health care system.

Conceptual Framework Used in this Dissertation Study

The independent variables examined in the current study, taken from the

Nyamathi paradigm, included situational factors, personal factors, sociodemographic

factors, and cognitive appraisal. Figure 2 illustrates the relationships between the

independent variables and adherence (dependent variable) examined in the current

study. Situational factors measured or explored in this study included the interpersonal

processes of care and accounts of daily discrimination and unfair treatment. Personal

factors measured in this study included participant-perceived control (mastery). Some

sociodemographic variables explored in this study were age, acculturation level of the

tºº 2
****
º
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Hispanic participants, marital status, birthplace (of participant, parents, and

grandparents), education, annual income, duration of HTN and treatment, number of

HTN medications prescribed daily, BMI, insurance status, exercise/activity patterns,

number of HTN-related health care visits in the last year, and presence of co-morbidities.

Cognitive factors examined in this study included basic knowledge about HTN as a

disease and HTN treatment.

Figure 2. Factors that influence adherence to pharmacological treatment for
hypertension in Hispanic and White women (adapted from Nyamathi, 1989)

Sociodemographic
Factors

Situational Factors T- . Adherence toPharmacological

-T Treatment for HTNPersonal Factors

Cognitive Factors

The dependent variable measured in this study was adherence to

pharmacological treatment for HTN. Scales used to measure the independent and

dependent variables are discussed in Chapter Three.

Assumptions

In addition to the assumptions identified by Nyamathi relative to her CHSCP

framework, the investigator also assumed the following:
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Women who volunteer to participate in this study will provide candid

and honest responses to interview questions.

The women who participate in this study will speak and understand

English (inclusion criteria) and will be able to provide appropriate

answers to interview questions.

Women who participate in this study will have been appropriately and

properly diagnosed with HTN and will be on appropriate HTN

treatment.

Instruments used in this study will bring forth suitable and necessary

data that will be appropriate to answer the research questions (data

that is appropriate for the planned data analyses).
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CHAPTER THREE: METHODOLOGY

Research Design

A descriptive correlational design was used to examine, describe, and compare

how factors such as interpersonal processes of care, HTN knowledge, perceived control

of life circumstances (mastery), ethnicity, acculturation, perceptions of experienced daily

discrimination, and other socio-demographic and health-related factors influenced

women's decisions to adhere to pharmacological treatment for HTN. A cross-sectional

telephone survey was conducted on a convenience sample of English-speaking
- -

Hispanic and White women aged 18 to 84 years who had had a diagnosis of HTN for at

least one year and who had at least one BP medication prescribed daily. Additionally,

this study sought to determine the unique relationship between these factors and

adherence to pharmacological treatment for HTN. The possibility of interaction effects

between ethnicity and each of the predictor variables as they related to adherence was º,
also examined. º *---
Human Subjects Assurance --

-

>
º

This study was approved by the UCSF Committee on Human Research (CHR)

on October 30, 2003 (Approval number: H1832-23222-01A) with an expiration date of

August 12, 2004 (See Appendix for copy of CHR approval letter and letters of support).

A renewal application was submitted and approved July 21, 2004 (new expiration date of

July 2, 2005). Study aims, goals, and protocol were discussed with the nursing directors

and nurse managers at all clinic sites. Explanations of the study were provided to nurses

and other health care providers in the community as well as leaders, managers, and

Owners of community organizations and business sites. Letters of support for this study

were obtained from the nursing directors at clinic sites and were submitted to CHR with
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the study protocol. In face-to-face encounters, the investigator gave potential

participants a “Dear Patient" letter that explained the study, as well as a copy of the

consent form. The investigator also discussed the voluntary nature and risks of the study

and confidentiality issues. In face-to-face encounters, women who volunteered to

participate were asked to sign and were given a copy of the consent form.

Nature and Size of Sample

An estimate of the required sample size for this study was based on a power

analysis (Elashoff, 2000) using a two-tailed alpha of .05. A moderate effect size (.20) at

a power of .80 was established. Based on this analysis, a sample size of 148

participants was determined to be necessary to complete this study. Induction of 100

Hispanic women and 50 White women was established as the recruitment goal. A total

sample of 94 women, 44 Hispanic women and 50 White women, participated in this

dissertation study. The White women subgroup comprised the comparison group.

Recruitment

Recruitment Sites

Participants were recruited from various San Francisco and Bay Area health

clinics and community-based sites. Clinic sites included outpatient HTN and medical

clinics affiliated with the University of California San Francisco (UCSF) Medical Center,

San Francisco General Hospital (SFGH), and St. Luke's Hospital. Approval was

obtained from the San Francisco Community Clinic Consortium to post recruitment flyers

in the clinics associated with the consortium. Recruitment flyers were posted in clinic

waiting and examination rooms at SFGH outpatient and satellite clinics including the

Cardiology Clinic, General Medicine Clinic, Family Health Center, Primary Care Clinic,

Diabetic Clinic, Women's Health Center (5M), Castro-Mission Health Center, Women's

Clinic; Silver Avenue Family Health Center, Potrero Hill Health Center, Tom Waddell

Health Center, Family Health Center, Maxine Hall Health Center, Southeast Health

º
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Center, and North of Market Senior Services. As well, recruitment flyers were posted in

health clinics associated with the San Francisco Community Clinic Consortium including:

Haight-Ashbury Free Medical Clinic, Mission Neighborhood Health Center, Native

American Health Center, Lyon-Martin Women's Health Services, North East Medical

Services, Saint Anthony Free Medical Clinic, San Francisco Free Clinic, and South of

Market Health Center. Approval was obtained to post recruitment flyers in various San

Francisco/Bay Area community sites, clinics, senior/ retirement-living facilities, and

women's centers including Hilltop Manner, La Clinica de La Raza, Larkin Street Clinic,

San Francisco City Clinic, San Francisco Health Plan, and Gardner Family Health
-

*.
º

Network. ºº
The investigator met briefly with the parish priest or the administrative assistant

to explain the study and to get approval to post recruitment flyers in twenty-six Catholic

parishes. These included: Cathedral of St. Mary of the Assumption, St. Brendan, St. Finn º
Barr, St. Stephen, St. Thomas More, Corpus Christi, Church of the Epiphany, Our Lady º

of Lourdes, St. Elizabeth, St. Paul of the Shipwreck, Visitacion, Most Holy Redeemer, St. º
Boniface, St. Patrick, Saints Peter and Paul, National Shrine of St. Francis of Assisi, º º
Mission Dolores Basilica, Immaculate Conception, St. Anthony of Padua, St. Charles -->
Borromeo, St. James, St. John the Evangelist, St. Kevin, St. Paul, St. Peter, and St.

Philip the Apostle. Approval was gained to post recruitment flyers in various community

based organizations that provide a broad range of services -- including advocacy,

education, and community health -- to the Hispanic community such as Centro Latino de

San Francisco, La Casa de las Madres, Centro Latino, Mission Neighborhood Centers,

and La Familia Counseling Services. In addition, recruitment flyers were posted on

bulletin boards in Mission-neighborhood restaurants, grocery stores, beauty salons,

laundromats, libraries, and other community and public sites.
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Recruitment Methods

Recruitment methods included the following (documents included in appendix):

(1) a CHR-approved “Dear Provider" letter was given to health care providers (providers)

and clinic staff (staff) at outpatient clinics. This letter explained the research study and

asked providers and staff to refer their eligible patients (based on inclusion criteria) to

participate in the HTN study by giving them a copy of the “Dear Patient" recruitment

letter in person at the time of their appointment; (2) a CHR-approved “Dear Patient" letter

was given to eligible patients by the provider or staff. This letter explained the study and

asked potential participants to meet with the nurse researcher while they were in the

clinic; to call the nurse researcher directly via telephone at a convenient time after their

appointment (and leave a message if she did not answer the telephone); or to inform the

provider or staff of their interest in participating in the study and providing a telephone

number where they could be contacted later; (3) a CHR-approved recruitment flyers

were posted in high visibility areas including clinic waiting rooms and examination

rooms; community sites (i.e., community pharmacies, grocery stores, laundromats,

community churches, beauty salons) asking eligible women to contact the nurse

researcher by telephone about participating in the study and to provide a contact number

where they could be reached at a later time if the there was no answer; (4) the Principal

Investigator attended community health fairs and swap meets/flea markets, setting up

BP monitoring stations for interested persons in the community and posted study

recruitment/advertising flyers.

In addition, recruitment messages that invited women to participate in a high BP

study and listed inclusion criteria and an incentive (gift certificate) were posted on free

message boards on the internet. Internet sites that offered free message board postings

included sites such as Yahoo! Free Message Boards; MedicineNet.com;
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HealingWell.com; FatWallet.com; DailyFreebies.com; BigBoards.com, MyFreebies.com;

Freebielist.com; HealthBoards.com; and Craigslist.com.

Table 4 lists recruitment sites and the number of participants that came from

each site. In all, the total sample (N=94) came from 16 sites. The largest proportion of

study participants came from internet sources (i.e., Craigslist.com and other internet

sites) and newspaper advertising (San Francisco/Bay Area Guardian, San Francisco

Weekly, and El Mensajera — a bi-weekly, Hispanic-focused Newspaper). A more detailed

description of the sample is included in chapter four.

Sample

Criteria for Sample Selection

Inclusion criteria. Nonpregnant, adult women, aged 18 and older, were eligible to

participate in this study if they: (1) self-identified as Hispanic, Latina, Mexican American,

Puerto Rican, Cuban American, Central or South American, or other Hispanic, Latina, or

Spanish culture or origin; (2) self-identified as White or Caucasian; (3) had a diagnosis of

primary (essential or idiopathic) HTN (SBP of 140 mm Hg or greater, DBP of 90 mm Hg

or greater), or were taking medication to control their HTN; (4) had at least one HTN

medication prescribed daily; and (5) could speak, read, and write English. Ethnicity was

based on self-report/self identification. Participants could have other CVD-related co

morbidities, such as type II diabetes mellitus, elevated serum lipids, and

overweight/obesity and be included in this study.

Exclusion criteria. Potential participants were excluded from this study if they: (a)

failed to meet the inclusion criteria; (b) had secondary HTN; (c) had a terminal condition

or cognitive impairment; (d) were included in another study or service program that

would interfere with this study, or (e) were on hemodialysis.

67



Table 4. Recruitment sites

Recruitment sites

San Francisco General Hospital Clinics

Weight Watchers

Castro Mission Clinic

UCSF Recruitment Flyers — School of
Nursing

Hilltop Manor – Senior Citizen Residences,
San Jose

Internet Advertising: i.e., Craigslist.com;
Freebielist.com; Yahoo! Message Boards;
FatWallet.com; Todaysfreebies.com

Guardian – Weekly Newspaper

SF Weekly — Weekly Newspaper

El Mensajera – Bi-weekly Newspaper

Clinica de La Raza – Oakland, CA

Salvation Army in the Mission area of SF

National Association of Hispanic Nurses

Gardner Family Clinic – San Jose, CA

A friend or family member told them about
the study
Other SF Clinics

Mission area of SF – posted recruitment
Flyers

Total

Number of
participants

5

38

94

%

5.3

5.3

5.3

1.1

4.3

40.4

9.6

5.3

1.1

2.1

1.1

5.3

1.1

6.4

1.1

5.3

100.0

Valid 9%

5.3

5.3

5.3

1.1

4.3

40.4

9.6

5.3

1.1

2.1

1.1

5.3

1.1

6.4

1.1

5.3

100.0

Cumulative
%

5.3

10.6

16.0

17.0

21.3

61.7

71.3

76.6

77.7

79.8

80.9

86.2

87.2

93.6

94.7

100.0

100.0
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Data Collection Methods

Procedure

The investigator made site visits to each outpatient clinic at least once a week or

more often to meet with clinic staff and answer questions, to post recruitment flyers, and

to conduct interviews if eligible women wanted to participate in the study. On rare

occasions, while in the clinic site, clinic staff introduced eligible and interested potential

participants to the investigator. The study was explained to interested potential

participants during an initial screening process and written informed consent was

obtained. Where possible, participant medical records were briefly reviewed to assure

that all inclusion criteria were met. All interviews were conducted in English. º º

Participants were interviewed in person when their time schedule allowed, before

or after a health care appointment. If participant time schedule did not allow for

completion of the survey before or after the scheduled health care appointment, potential º

participants were asked if they could be interviewed via telephone at a later time and a

telephone number was requested. º
* }

The majority of interviews were completed on the telephone over a period of sº
be ºr

eight months. Between October 24, 2003 and June 25, 2004, a total of 94 women with ~ 3

HTN were interviewed for this study. Forty-four women were Hispanic and fifty were

White women (See Appendix for Total Questionnaire).

Techniques

Written consent was obtained from four women who completed in-person

interviews. Consent was assumed when interested potential participants called the

investigator to ask about the study and they agreed to complete a telephone interview.

All interviews were conducted in English. The majority of interviews were conducted on

the telephone.
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As potential participants called the investigator to inquire about the study, if time

allowed and the caller met the inclusion criteria, an interview was conducted

immediately. Where necessary, a weekly schedule was developed whereby potential

participants determined the best time for the investigator to call back to complete the

interview. Most interviews were completed within several days of the initial call.

Many potential participants, who learned of the research study on the internet,

sent the investigator an email asking about the research study. The investigator replied

promptly as emails were received and asked questions as to meeting the inclusion

criteria. If the potential participant met the inclusion criteria, they were asked to send

their telephone number and to indicate a good time for the investigator to call them on

the telephone. Most interviews were completed within several days of the initial email.

All interviews, both in person and by telephone, began with an introduction and

an explanation of the study. Participants were informed about the voluntary nature of

study participation, that they could refuse to answer any questions, that they could stop

the interview at any time and still received the incentive, and that confidentiality would be

strictly maintained. The actual interview began with questions about what clinic they

attended for their high BP check-ups and how they heard about the study. Most

interviews lasted approximately 45-50 minutes. Women who participated in this study

were given a $10.00 gift certificate from Safeway, Albertson's, or Walgreen's. Gift

certificates were mailed to participants via the U.S. postal service.

Instruments and Measurement

Questionnaires with established validity and reliability were used in this study.

Copies of all instruments used in this study are in the Appendix.

The sociodemographic questionnaire, developed by the investigator, was used to

gather data regarding age, marital status, birthplace, education level, annual income,

duration of HTN diagnosis and length of therapy, number of HTN medications being
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taken, height, weight, insurance status, number of health care visits in the last year, and

CVD-related co-morbidities. Body mass index (BMI) based on participant self-report of

height and weight was calculated using the following equation: BMI = 703 x weight in

pounds / (height in inches)”.

The Short Acculturation Scale for Hispanics (Marin, Sabogal, Marin, Otero

Sabogal, & Perez-Stable, 1987), a 4-item scale, was used in this study to measure level

of acculturation, and was specifically developed to measure behavioral acculturation,

Cultural values, and demographic background among Hispanic subgroups. The authors

Specifically sought to create an acculturation tool that addressed problems associated

with previously developed acculturation scales. The original scale had 12 items. Factor º

analysis with varimax rotation on all items produced three factors (Eigenvalues > than

1.0) that, combined, accounted for 67.7% of the total variance and had an alpha

coefficient of .92. Five factors loading heavily on the first factor (Language) had an alpha º

of .90, three items loading on the second factor (Media) had an alpha of .86; the four tº a tº

items of factor three (Ethnic Social Relations) had an alpha of .78. Validity of all 12 items ºº,
and each individual factor were assessed. Each subject's total score was correlated with f º
generation, proportion of time spent in the U.S., and acculturation. A correlation of .65 º º,
(p<0.001) was obtained between the total score on the 12-item acculturation scale and

the participant's generation (p<0.001). A correlation of .69 (p<0.001) was obtained for

the items in the first factor; .43 (p<0.001) for the items in the second factor; and .53

(p<0.001) for the items in the third factor. Validation was also assessed by correlating

each subject's evaluation of their acculturation and their actual responses on the scale.

The correlation with all 12 items was .76; correlation with the first factor was .76, .74 with

the second factor, and .52 with the third factor. A third validity check involved an

acculturative index which combined three variables (total acculturation score,

generation, and self-identification score) resulting in a correlation of .83 for all 12 items,
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.86 for the first factor, and 60 for the second and third factors. The reliability (.90 vs. .92)

and validity (.69 to .86 vs. .65 to .83) coefficients were generally the same for five items

in factor one (language) and all 12 items, which suggests that factor one items could be

a valid and reliable measure of acculturation for Hispanics. In 1991, the shortened scale

was reduced from 5 items to 4 with good psychometric characteristics (Marin & Marin,

1991). This 4-item scale has been used effectively with all Hispanic groups. In this

dissertation study, internal consistency for the acculturation scale was measured at .91.

The Interpersonal Processes of Care (IPC) instrument, used in this study to

measure participant satisfaction with various aspects of the patient-provider relationship

(interpersonal processes), was specifically designed to test the validity of a proposed

framework of interpersonal processes of care (Stewart, Napoles-Springer, & Perez

Stable, 1999). The framework was based on literature regarding the client-provider

relationship, concepts and measures of quality of care and satisfaction with interpersonal

processes, and qualitative research of the interpersonal experiences of ethnically

diverse and low SES populations. It measures multiple domains of three dimensions

(social-psychological aspects) of the client-provider relationship: communication,

decision-making, and interpersonal style. The quality of these dimensions is important

for all segments of the population and is particularly relevant to issues encountered by

minority, diverse, low SES, and vulnerable populations. The IPC is a 41-item, self-report

measure available in English and Spanish. The IPC subscales are scored so that a high

score indicates more positive processes (or better processes). Recoding (reverse

scoring) of some items that were worded negatively (where a high score reflects poorer

processes) was done before scoring. Correlations among the seven communication

scales (ranging from .26 to .76, median .57) indicated sufficient independence to regard

them as unique. Internal consistency reliability ranged from 70 to .93 (median .81). For

this dissertation, internal consistency reliability for the seven communication subscales
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were: general clarity .54; elicitation of and responsiveness to patients' concerns and

expectations .82; explanations of condition .84; explanations of processes .79;

explanations of self care .72; explanations of medications .76; and empowerment.83.

The two decision-making scales had correlations of .43, which indicated independence.

Internal consistency reliability ranged from .64 to .85 (median .75). In this dissertation

study, internal consistency reliability for the two decision-making subscales were:

responsiveness to patient preferences .79; and consideration of patients' ability to

comply.70. Correlations among the four interpersonal style scales ranged from 48 to

.62 (median .53), which indicated relative independence. Internal consistency reliability

ranged from .75 to .87 (nmedian .77). Construct validity for this instrument was confirmed

by item-scale correlations; the minimum correlation was .40 for all but one item

(decision-making). This one item was included to maintain content validity of the scales.

For this dissertation study, internal consistency reliability for the four interpersonal style

subscales were: friendliness and courteousness .80; respectfulness .63; perceived

discrimination (absence of).74; and emotional support and reassurance.74. In this

dissertation study, the overall internal consistency reliability for the total IPC scale was

.95.

The Pearlin Mastery Scale, developed in the 1970's, was designed to measure

the extent to which individuals see themselves as being in control of the forces that

significantly influence their lives (Pearlin & Schooler, 1978). This scale has 7 items

answered on a 4-point Likert-type scale with responses ranging from (1) strongly

disagree to (4) strongly agree. Five of the items elicit beliefs about the individual's

control over life events and their ability to solve their own problems. Two items elicit

beliefs about the individual's ability to influence future events in their life. A higher

mastery score indicates that an individual perceives a higher level of control over life

events. Before scoring, items that were worded negatively were recoded (reverse
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scored). Total mastery score is computed by summing the item scores and dividing by

the number of items completed by each participant. The original Cronbach's alpha for

this scale was .72. A more recent study on self-agency and health behaviors (DeSocio,

Kitzman, & Cole, 2003) reports a Cronbach's alpha of .75. This tool has been used

effectively in adult minority women and men, as well as children, in a variety of chronic

and acute disease conditions including: coronary heart disease, myocardial infarction,

hypercholesterolemia, adjustment to heart disease, maternal stress and spontaneous

pre-term birth, hopelessness and depression, epilepsy, HIV, and substance abuse. In

this dissertation study, internal consistency reliability for this scale was .75.

The High Blood Pressure Prevention I.Q. Quiz, an 12-item dichotomous

(True/False) quiz prepared by the National Heart, Lung, and Blood Institute/National
-

º

Institutes of Health, was used to assess high BP knowledge (N. H. National Institutes of

Health, Lung, and Blood Institute). There are no psychometric data available on this data

collection instrument. Answers to the high BP prevention I.Q. Quiz are scored to

determine the percentage of correct responses. In a 1999 study (Hill et al., 1999) using
º …”

this instrument for Black men with HTN, participants averaged 69% (mean score 7.67) º
* * … ºr

correct responses. * º
The Morisky Adherence to Medication Scale, a 4-item, dichotomous (Yes/No)

response scale adapted from a previously developed 5-item scale (Green, Levine, &

Deeds, 1975), was originally developed for use in managing patients with essential HTN.

This scale proposes that drug omission is related to several conditions: forgetting,

carelessness, stopping the medication when feeling better, or starting the medication

when feeling ill. The tendency is that patients generally respond with a positive answer

when asked about taking medications. This scale reverses the wording of questions and

results in nonadherence depending on the sum of yes responses. The number of yes

responses makes up the individual score on a possible range of zero to four. The closer
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the mean is to zero, the more adherent the subject. When first developed, the scale had

an internal consistency of .61; each of the four items contributed significantly to the

overall reliability coefficient, with a decrease in the alpha level if any item was left out.

Concurrent validity was assessed with BP control at baseline. Individuals who scored

lower on the scale had a higher BP control rate. Those with a higher score on the scale

had a lower BP control rate. Sensitivity of this scale in the original sample was .81;

specificity was .44. Overall, this scale is predictive of good adherence. In a 1999 study

using this scale to determine HIV medication adherence (Holzemer et al., 1999), a

Cronbach's alpha of .71 was reported. In this dissertation study, internal consistency

reliability for the adherence scale was .71.

Two scales, Discrimination and Daily Discrimination, were used to measure racial

and ethnic-related discrimination (J. E. Williams & Flora, 1995). Both of these

instruments frame questions in the context of unfair treatment as opposed to racial

discrimination. The Discrimination scale asks about the frequency of the following unfair

experiences (chronic, routine, and less overt experiences of unfair treatment) occurring

in the day-to-day lives of respondents: being treated with less courtesy or respect than

others; being treated as if they were not smart; receiving poorer service than others in

stores and restaurants; being treated as if they were not honest; people acted afraid of

them; experiences of being harassed or threatened; being called names or insulted;

people acting as if they were better than you. Responses included: almost every day, at

least once a week, a few times a month, a few times a year, less than once a year, and

never occurring. If the respondent reported that unfair experiences had occurred, they

were further asked to indicate what the main reason was for the unfair treatment and

were to choose from responses such as: their ancestry, national origin, or race; gender;

age; religion; height/weight; other aspects of their physical appearance; their sexual

orientation; education/income level; physical disability; language; or other, which they
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were asked to specify. The author reported an internal consistency reliability of the

Discrimination instrument (Cronbach's alpha) of .88. In this dissertation study, internal

consistency for this scale was .92.

The Daily Discrimination scale examined more routine yet chronic and relatively

minor experiences with unfair treatment. This scale measured the number of acute

experiences of discrimination and unfair treatment that had happened to participants

both in the last year and in their lives (J. E. Williams & Flora, 1995). It asked

respondents to indicate the frequency of nine conditions of unfair treatment occurring in

their day-to-day lives including: being fired or denied a promotion; not hired for a job;

stopped, searched, abused, or treated poorly by the police; prevented from moving into

a neighborhood because the landlord or realtor would not sell them or rent them an

apartment; discouraged by a teacher or advisor from continuing their education; and

living in a neighborhood where neighbors made life difficult for them. Most questions

were developed for use in ethnic minority populations as opposed to White populations.

However, both discrimination tools have been used in White populations. The author

reports an internal consistency reliability (Cronbach's alpha) of .88. For this dissertation

study, the internal consistency reliability was .55.

Data Analysis

Data were entered onto a personal computer and scored according to the scoring

and transformation statements for the appropriate scales and subscales. Analyses were

conducted using the SPSS-11 for Windows statistical package. The data set allowed

several exploratory analyses of the association among an adherence measure, and

situational, personal, sociodemographic, and knowledge factors examined. Descriptive

statistics were used to summarize and describe sociodemographic data for both groups

of Women.

76



A two-tailed level of significance was set at .05. Given that the assumptions are

met, a t-test was used to determine if there were significant differences between means

of the two groups of women in terms of age, education level, income, duration of disease

and therapy, number of HTN medications being taken, BMI, and number of times seen

by health care provider in last 12 months. A chi-square was used to determine if there

were significant differences between proportions of the two groups of women in terms of

marital status, birthplace, health insurance, and the presence of co-morbidities. Aim 2,

which sought to determine the unique relationship between various factors and

adherence to pharmacological treatment for HTN in Hispanic and White women, was

answered by using linear regression and correlational analyses. All factors were entered º .

simultaneously into a multiple linear regression analysis; adherence was the dependent º

variable. Interaction effects between ethnicity and each of the factors as they related to

adherence was explored using regression analyses. . . . ."
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CHAPTER FOUR: RESULTS

The primary purpose of this study was to describe and compare how various

factors such as interpersonal processes of care, HTN knowledge, perceptions of daily

and chronic discrimination, perceived control of life circumstances, and acculturation

influenced adherence to pharmacological treatment for HTN in a sample of Hispanic and

White women. A second purpose of this study was to determine the unique relationship

between predictor variables and adherence. Further, this study explored the possibility of : -

interaction effects between ethnicity and each of the predictor variables as they relate to

adherence.

First, sample characteristics will be described, and differences between

Subgroups will be presented. Results of t-tests and chi-square analyses will be

presented comparing the two ethnic groups. Finally, correlations between the various

predictor variables and adherence, as well as results of regression analyses including º,
º

interactions with ethnicity, will be presented. Analyses were performed with SPSS 11.0 º
tiºn

Software. Slight variation in the sample size occurs across the reported relationships º
º: *

because of occasional missing data on a given variable.

Aim 1: To describe the Sociodemographic, situational, personal, and cognitive

factors that may influence adherence to pharmacological treatment for HTN in Hispanic

and White women.

Research Question 1: Are there differences between Hispanic and White women

in terms of sociodemographic factors including: age; acculturation; marital status;

education; employment; annual income; number of years living in the U.S.; religion;

health insurance status; BMI; (reported) blood pressure status; duration of diagnosis of

hypertension; duration of pharmacological treatment; number of HTN medications
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prescribed daily; number of appointments with provider in last 12 months; and presence

of co-morbidities.

Sample Characteristics

Between October 24, 2003 and June 25, 2004, a total of 94 women with HTN

were interviewed for this study. Table 5 summarizes demographic characteristics of this

sample. Twenty-two women identified themselves (participant- designated) as Hispanic;

another twenty-two women self-identified as Latina. In this study, the Hispanic and

Latina women (n=44) were combined and referred to as Hispanic women. Hispanic

women represented 46.8% of the total sample. Twenty-two women classified

themselves as White and an additional twenty-eight women classified themselves as

Caucasian. The White and Caucasian women (n=50) were combined for this study and

referred to as White women. White women represented 53.2% of the total sample.

Age

Overall, the total sample was middle-aged, with a mean age of 48 years

(SD=13.1; median=49.0 years; mode=49.0 years) and a range of 18 to 86 years. The

Hispanic women had a mean age of 46 years (45.8 years; SD=13.0) with a range of 18

to 74 years. The White women had a mean age of 50 years (SD=13.0) and a range of

24 to 86 years. Group age differences were not statistically significant. Age-related data

were normally distributed for both groups of women.

ACCulturation

Using the Short Acculturation Scale, responses are summed, and higher scores

indicate greater acculturation. A one (1) indicates low acculturation and a four (4)

indicates high acculturation. Overall, the Hispanic women were highly acculturated with

a mean acculturation score of 3.6 (SD=1.3). Thirty-five Hispanic women (79.0%) had a

mean score of 3.0 or greater on the acculturation scale. Almost half (n=20) of Hispanic
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Table 5. Sociodemographic characteristics al■ º

Hispanic Women (n=44) White Women (n=50) º •

Variable Frequency (%). Or Mean (SD) Frequency (%) or Mean (SD) s
Total Sample n = 44 (46.8%) n = 50 (53.2%)
Self-identification (n=94):

Hispanic 22 (23.4%) )
Latina 22 (23.4%) l
White 22 (23.4%)
Caucasian 28 (29.8%) ",

Age (mean) 45.8 (13.0) 49.9 (13.0)
ACCulturation 3.6 (1.2)

# Low (<2.99) 9 (20.5%)
# High (>2.99) 35 (79.5%)

Marital Status:

Married/Partnered 19 (43.2%) 23 (46.0%) . ... --
Separated 1 (2.3%) 4 (8.0%) -
Divorced 12 (27.3%) 12 (24.0%) =
Widowed 4 (9.1%) 6 (12.0%) * . . .
Single/Never Married 8 (18.2%) 5 (10.0%) º -

Education Completed: - ,
Less than 12 years 7 (15.9%) 2 (4.0%) 9.
High School 18 (40.9%) 27 (54.0%) º -

Associate 5 (11.4%) 5 (10.0%) as
Baccalaureate 9 (20.4%) 11 (22.0%) - tº ■ o
Master 5 (11.4%) 3 (6.0%) … --
PhD, JD, MD, etc. O 2 (4.0%)

Employment Status: tº
Employed FT 11 (25.0%) 12 (24.0%) º,
Employed PT 11 (25.0%) 13 (26.0%) * ...; º

Homemaker/Caregiver 4 (9.1%) 3 (6.0%) , ),
Disabled 6 (13.6%) 4 (8.0%) º

--

Unemployed 7 (15.9%) 12 (24.0%) º,
Retired 4 (9.1%) 6 (12.0%) --> º,
Full-time student 1 (2.3%) O º

Annual Income:
-

(1) $0 to $9,999 11 (25.0%) 9 (18.0%) o
(2) $10,000 – $24.999 9 (20.5%) 15 (31.3%)

-

(3) $25,000 – $49,999 8 (18.2%) 10 (20.0%) s
(4) $50,000 – $74,999 8 (18.2%) 7 (14.0%) »

(5) $75,000 and over 7 (15.9%) 7 (14.0%) *.

Refused to answer 1 (2.3%) 2 (4.0%) º
Years living in U.S. 37.8 (15.79) 49.1 (12.72) * .*-*

Religious Affiliation
Yes 38 (86.4%) 45 (90.0%)
No 6 (13.6%) 5 (10.0%) *.

How often attend church? 7.

3-4 times per month 15 (34.1%) 10 (20.0%)
Once a month 9 (20.5%) 6 (12.0%) ()
Rarely or never 20 (45.5%) 34 (68.0%)

Note. ** Significant difference at p3.001 º
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women (45.5%) reported speaking only Spanish as a child. Two-thirds (63%) of the

Hispanic women reported that they used only English or English more than Spanish in

personal and social situations including language used to read and speak, language

spoken at home, language used to think, and language spoken with friends. Eleven

Hispanic women (25%) reported using English and Spanish equally in personal and

social situations. Six Hispanic women (14%) reported using Spanish or Spanish more

than English in personal and social situations. Level of acculturation was explored only

in the Hispanic women (see Table 5).

Marital Status

Similar proportions of the Hispanic women (43.2%) and White women (46.0%)

were in married/partnered relationships. Twenty-seven percent of the Hispanic women

(n=12) and 24.0% of the White (n=12) women were divorced. Twelve-percent of both

subgroups were widowed. Fewer Hispanic women were separated (2.3%) and

single/never married (18.2%) than were the White women (8.0% and 10%, respectively).

Results of chi-square analyses indicated that marital status between the two subgroups

of women was not significantly different X*(2, N=94) = 1.328, p=.515.

Education

Less than half of the Hispanic women (40.9%) completed a high school

education compared to 54% of the White women. Similar proportions of Hispanic women

(11.4%) and White women (10.0%) reported completing associate and bachelor's

degrees (20.4% and 22.0%, respectively). Five Hispanic women (20.4%) and three

White women (6.0%) completed master's degrees; two White women (4.0%) reported

completing a PhD. Results of chi-square analysis indicated that ethnicity and education

were not significantly different between the two groups of women X*(2, N=94) = 7,230,

p=.512, see Table 5.

-
º
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Employment Status

One-fourth of both the Hispanic (n=11) and White (n=12) women reported that

they worked full-time. One-fourth of both subgroups of women also reported working part

time. Seven Hispanic women (15.9%) and 12 White women (24.0%) were unemployed.

Only one woman reported being a full-time student; she was Hispanic. Similar

proportions of Hispanic (9.1%) and White women (12.0%) were retired. Six Hispanic

women (13.6%) and four White women (8.0%) reported being unable to work due to

poor health or disability. Similar numbers of both subgroups of women reported being

full-time homemakers, parents, or caregivers (see Table 5). Chi-square results indicated

no significant differences in employment status between the two subgroups of women

X*(6, N=94) = 3.098, p=.1.000.

Annual Income

Annual income reports were for the year 2003. The six annual income

categories, based on the U.S. Census, used in the initial interviews were collapsed into

five as there were too few respondents in the top two categories to permit statistical

analysis. Results for the five categories are as follows: (1) less than $10,000/year; (2)

$10,000 to $24,999/year; (3) $25,000 to $49,999/year; (4) $50,000 to $74,999/year; and

(5) $75,000 and over/year. One-fourth of the Hispanic women (25.0%, n=11) and one

fifth of the White women (18.0%, n=9) reported an annual income of less than $10,000.

One-fifth of the Hispanic women (20.5%, n=9) and one-third of the White women (31.3%,

n=15) reported an annual income between $10,000 and $24,999. One-fifth of both the

Hispanic (18.6%) and White women (20.8%) reported an annual income between

$25,000 and $49,999. Eight Hispanic women (18.6%) and seven White women (14.6%)

reported an income between $50,000 and $75,000. Seven Hispanic (16.3%) and seven

White (14.6%) women reported an annual income at $75,000 and greater. One Hispanic

woman and three White women refused to answer the income question. Table 5
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Summarizes the separate annual income categories for Hispanic and White women. Chi

square analyses indicated no significant differences in income X (10, N=94) = 5.21,

p=.0.876.

Country of Birth

Almost half (43.2%) the Hispanic women (n=19) reported being foreign-born

compared with 6.0% (n=3) of the White women X*(1, N=94) = 18.05, p< .001. A larger

proportion of the Hispanic women's mothers (70.5%) and fathers (65.9%) were born

outside the U.S. compared with the White women (12.0% and 8.0% respectively), X*(1,2,

N=94) = 33.5, 34.5; ps.001. Similar statistically significant findings were found with

regard to the Hispanic women's maternal X*(2,2; N=94) = 29.4, p< .001 and paternal

grandmothers, X*(2,2; N=94) = 27.4, p< .001, and maternal X*(2,2; N=94) = 44.7, p<

.001and paternal grandfathers, X*(2,2; N=94) = 17.2, p< .001. The mean number of

years living in the U.S. was less for the Hispanic women (37.8 years; SD=15.80) than for

the White women (49.1 years, SD=12.7). This was also a statistically significant finding,

t(92)=-3.851, p<.001. See Table 6.

Religion

A large percentage of both Hispanic (86.4%) and White (90.0%) women reported

a religious affiliation. A majority of the Hispanic women reported an affiliation with the

Roman Catholic Church (65.9%) while the most frequent response of the White women

was a Protestant affiliation (34.0%, n=17). One-third of the Hispanic women (34.1%) and

one-fifth of the White women (20.0%) reported attending religious services weekly or 3-4

times a month. Forty-five percent of the Hispanic women and 68.0% of the White women

reported never or rarely (a few times/year) attending religious services. These were not

statistically different X*(1,N=94)=0.300, p=0.584. See Table 5.
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Table 6. Country of birth of participants, parents, and grandparents

Hispanic women Born in the U.S. Foreign-Born Doesn't
(n=44) Know
Participant 25 (56.8%) 19 (43.2%)” O
Mother 13 (29.5%) 31 (70.5%)" O
Father 15 (34.1%) 29 (65.9%)” O
Grandmothers

-Maternal 7 (15.9%) 35 (79.5%)” 2 (4.5%)
-Paternal 8 (18.2%) 32 (72.7%)” 4 (9.1%)

Grandfathers

-Maternal 5 (11.4%) 36 (81.8%)” 3 (6.8%)
-Paternal 8 (18.2%) 32 (72.7%) 4 (9.1%)

White women Born in the U.S. Foreign-Born Doesn't
(n=50) Know
Participant 47 (94.0%) 3 (6.0%)” O
Mother 44 (88.0%) 6 (12.0%)” O
Father 46 (92.0%) 4 (8.0%)” O
Grandmothers

-Maternal 35 (70.0%) 15 (30.0%)” O
-Paternal 36 (72.0%) 13 (26.0%)” 1 (2.0%)

Grandfathers
-Maternal 40 (80.0%) 10 (20.0%)" O
-Paternal 30 (18.2%) 17 (34.0%)” 3 (6.0%)

Note. ** pº .001.

Insurance Status

Thirteen percent of the Hispanic women (13.6%) and 12.0% of the White women

reported being on Medicare. Nearly one-fifth of both the Hispanic (18.2%) and White

(18.0%) women reported having health insurance with Medi-Cal. Two-thirds of the

Hispanic and White women reported being insured with Kaiser, Health.Net, Pacific Care,

or Blue Cross. One Hispanic (2.3%) and one White (2.0%) woman reported having

military-related health insurance. One-fourth of the Hispanic women (n=11) and 14.9% of

the White women (n=7) reported having no health insurance. Statistically significant

group differences were not found X*(1,N=94)=1.287, p=0.257 (see Table7).
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Table 7. Health care characteristics by ethnicity

Hispanic Women White Women
Variable Frequency (%) or Mean (SD) Frequency (%) or Mean (SD)
Insurance Status

Medicaid/Medicare 14 (31.8%) 15 (30.0%)
Kaiser 7 (15.9%) 9 (18.0%)
Health Net/PacCare/ 21 (47.7%) 22 (44.0%)

BlueCross
Military Insurance 1 (2.3%) 1 (2.0%)
No Health Insurance 11 (25.0%) 7 (14.9%)

Restricted List of Providers
Yes 23 (52.3%) 32 (64.0%)
No 14 (31.8%) 14 (28.0%)

Same Clinic for Appointments
Yes 42 (95.5%) 48 (96.0%)
No 2 (4.6%) 2 (4.0%)

Same Provider for BP Care
Yes 38 (86.4%) 46 (92.0%)
No 5 (11.4%) 3 (6.0%)

BMI 32.9 (7.4) 34.1 (11.5)
• 18.5 (Underweight) O 2 (4.0%)
18.5 – 24.9 (Normal) 6 (13.6%) 10 (20.0%)
25.0–~ 30 (Overwt.) 10 (22.7%) 9 (18.0%)
30.0 and over (Obese) 28 (63.6%) 29 (58.0%)

Blood pressure (in mm Hg, self-reported)
Most recent SBP 135 + 22.4 142 + 20.4
Most recent DBP 81 + 13.7 85 + 14.2
6-month SBP 143 + 22.4 142 + 20.4
6-month DBP 85 + 13.7 89 + 14.2

# YrS With HTN 6.3 + 6.5 8.9 + 8.8
# Yrs on HTN medications 5.2 + 5.8 6.8 + 6.5
# BP Medications/daily 1.4 + 0.6 1.6 + 0.7
Times seen by Provider 5.5 + 5.1 5.5 + 5.2

In last 12 months (mean)

Note. Some participants reported several sources of insurance.

A majority of both Hispanic (52.3%) and White (64.9%) women reported that their

choices for health care providers were restricted by their insurance plans. Nearly a third

of the Hispanic (31.8%) and White (28.0%) women reported that their insurance plans

had no restrictions with regard to health care providers they could choose. Most of the

Hispanic (95.5%) and White (96.0%) women reported that they go to the same clinic for

their blood pressure-related health care appointments each time. Many Hispanic and

- ***
... •
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White women also reported that they see the same provider each time they go for a BP

related appointment (86.4% and 92.0% respectively). These findings were not

statistically significant X*(2,2; N=94) = 0.300, p=0.584. See Table 7.

BMI

Overall, the total sample mean BMI was 33.6, (SD=9.8); BMIs for these women

ranged from 18 to 72.8. A majority of both the Hispanic (n=38, 86.3%) and the White

women (n=38, 79.2%) had a BMI above 25.0 (BMI between 25.0 and 29.9 = overweight;

BMI of 30.0 and above = obesity). See Table 7. The Hispanic women had a mean BMI of

32.9 (SD=7.4) and a range of 22.7 to 55.8 compared with a mean BMI of 34.1 (SD=11.5) -

and a range of 18.0 to 72.8 for the White women. Among the Hispanic women, six

(13.6%) had a BMI that was in the normal range (18.5 – 24.9) and none were in the
-

underweight category. Among the White women, two (4.2%) were in the underweight

category and 8 (16.0%) were in the normal category. Almost a quarter of the Hispanic : g
women (22.7%) and one-fifth of the White women (18.8%) had a BMI between 25.0 and

- -

29.9 (overweight). Sixty-two percent of the Hispanic women and 60.4% of the White º,
women had a BMI above 30.0 (obese). Group differences were not significant t|32)=- º
0.594, p=0.554. º
Status of Hypertension — (Self-Report) Systolic and Diastolic Blood Pressure

When asked about recent BP measurements, many of the participants reviewed

and reported from their written health care log, a health-related, diary-type document.

One Hispanic woman reported that her BP was normal on her last health care visit but

did not recall the actual measured value. One White woman reported that she did not

know what her BP measurements were and never asked her health care provider.

Ninety-five percent of the Hispanic and 98.0% of the White women reported recent

(within the last three months) BP measurements.
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Three-fourths of both the Hispanic and White women were able to recall and

report a second BP measurement taken in the previous six months. The Hispanic

women had a mean (recent) SBP of 135.2 (SD=22.4) and a mean DBP value of 81.5

(SD=13.7). The White women had a slightly higher (recent) mean SBP value of 141.9

(SD=20.1) and a mean DBP value of 84.6 (SD=14.2); t-test results indicate that these

were not significantly different (SBP) t|39)=-1.478, p=0.143; (DBP) t■ &8)=-1.046,

p=0.298. The six-month mean SBP for the Hispanic and White women were similar; the

mean DBP was slightly higher (M=84.7, SD=26.4) in the Hispanic subgroup of women

(see Table 7). No significant differences were found in this study with regard to 3-month -- .
and 6-month measurements of systolic and DBP between the two subgroups of women.

Some participants reported SBP and DBP values that were measured between 6

and 12 months before the interview. The oldest reported mean SBP and DBP values

(closer to 12 months prior to survey) were, overall, the highest BP values. The mean º
SBP value for the Hispanic women was (146.8, SD=15.8) slightly higher than that of the

White women (142.8, SD=24.6). The mean DBP for the Hispanic women was slightly º,■ º Tº

lower (83.4, SD=11.9) than that of the White women (86.3; SD=10.6). These systolic and º
º

diastolic differences were not statistically significant (SBP) t■ ^9)=-0.152, p=0.880; (DBP) º
t(68)=-1.439, p=0.155.

Duration of Diagnosis of Hypertension and Treatment

The means for number of years with HTN, number of years on BP medication,

and number of medications prescribed were similar for the two subgroups of women.

The mean number of years with HTN for Hispanic women was 6.3 (SD=6.5) compared

with 8.9 years (SD=8.8) for White women t|92)=-1.627, p=0.107. The mean number of

years on HTN medication for the Hispanic women was 5.2 (SD=5.8) compared with 6.8

years (SD=6.5) for White women t|92)=-1.200, p=0.233. The mean number of

medications prescribed for Hispanic women was 1.4 (SD=0.6) compared with 1.6
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medications (SD=0.7) for White women. Significant differences were not found t(92)=-

1.232, p=0.221; see Table 7.

Presence of Co-Morbid Conditions

Table 8 lists findings regarding the presence of co-morbid conditions by ethnicity.

Nine percent of the Hispanic women (n=4) smoked compared with 18.0% of the White

women (n=9); however, this difference was not statistically significant. Seventeen

Hispanic women (38.6%) reported being diagnosed with elevated cholesterol compared

with 21 of the White women (42.0%); this was not a statistically significant difference.

Eight Hispanic women (18.2%) and nine White women (18.0%) reported having type 2 -

diabetes; this also was not a statistically significant difference.

Significant differences were found, however, with regard to reported physical º

inactivity between the two subgroups of women. Regarding physical activity and º º
exercise, participants were asked if they exercised on a routine basis, what type of as

exercise they did, how many days each week they exercised; and, for how long (in

minutes) they exercised each session. arº
- *-

º
Two-thirds of the Hispanic women (n=29, 65.9%) reported that they exercised

º -*

º
* * ***

routinely compared with fewer than half (40.0%) of the White women. X test results

indicated that ethnicity and physical inactivity were significantly related: X*(1, N=94) =

.012, p< .05, Cramér's V=-259. Independent samples t-test results indicated that the

mean number of days per week spent in exercise (t=2.66, p<.01) and the number of

minutes spent in each exercise session (t=3.19, p<.01) were significantly different

between the two groups of women. Hispanic women exercised more days each week

(3.7 vs. 1.9) and for more minutes each exercise session (32.3 vs. 15.8) than did the

White women (Table 8).
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Table 8. Presence of co-morbid conditions by ethnicity

Co-morbid condition Hispanic women White Women
Frequency (%) or Mean Frequency or Mean

(SD) (SD)
Current Cigarette Smoker

Yes 4 (9.1%) 9 (18.0%)
No 40 (90.9%) 41 (82.0%)

Type 2 Diabetes
Yes 17 (38.6%) 21 (42.0%)
NO 27 (61.4%) 29 (58.0%)

Elevated Cholesterol
Yes 17 (38.6%) 21 (42.0%)
NO 27 (61.4%) 29 (58.0%)

Physical Inactivity
Yes 15 (34.1%)" 30 (60.0%)" -

No 29 (65.9%)" 20 (40.0%)" *

How many days per week spent 3.7 (SD=3.6)” 1.9 (SD=2.6)*
-

exercising?
-

How many minutes each 32.3 (SD=26.9)* 15.8 (SD=21.1)*
exercise session?

Note. “pº.05; “pº.01.

Table 9 lists the five most frequently mentioned types of exercise by both 17 - -

subgroups of women. The most frequently mentioned were walking, aerobics, and bike

riding. Women from both subgroups included “work" or “strenuous work" as part of their *-* *

º
nº ºf

routine exercise and reported such activities as cleaning houses, weekly chores, and

being a waitress.

Table 9. Top five most frequently reported physical activities (by ethnicity)

Most frequently Hispanic women White Women
_mentioned

1 Walking Walking
2 Aerobics Weight Training
3 Swimming Aerobics

4 WOrk Riding Bike
5 Riding Bike Work
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Research Question 2: Are there differences between Hispanic and White women in

terms of interpersonal processes of care (situational factors)?

Using the Interpersonal Processes of Care in Diverse Populations Questionnaire

(IPC), the quality of client—provider interactions (situational factors) were measured from

the participant perspective. In total, the IPC includes 43 questions that ask about recent

experiences (prior 12 months) with the health care provider regarding communication,

decision-making, and interpersonal style. Each of these components has several

subscales, which will be discussed individually. Scale scores are summed; scores range

from one to five (1=poor quality and 5=high quality). Scores closer to "5", or higher

scores, mean “better" processes (quality).

Communication was measured with seven subscales: general clarity, elicitation

of and responsiveness to patient concerns, explanations of condition, explanations of

process, explanations of self-care, explanations of medications, and empowerment (see

Table 10).

General clarity (two items) refers to general ability of the provider to

communicate when the client might not speak English well. Hispanic women had a

slightly lower mean general clarity score (4.07, SD=0.96) compared with to the White

women (4.42, SD=0.74). Independent samples t-test results indicated a significant

relationship between ethnicity and general clarity t|92)=-1.99, p<.05.

Regarding explanations of and responsiveness to patient's concerns and

expectations (4 items), the Hispanic women had a lower mean score for this subscale

(3.97. SD=0.95) compared to the White women (4.28, SD=0.68). This was not a

statistically significant group difference t[92)=-1.78, p=0.078.
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Table 10. Interpersonal processes of care in diverse populations

Category/Subscale Hispanic women
(n=44)

White Women

(n=50)
Communication
-General Clarity
-Elicitations of and responsiveness to

patients' concerns and expectations
-Explanations of condition
-Explanations of processes
-Explanations self-care
-Explanations of medications
-Empowerment
Decision Making
-Responsiveness to patient preferences
-Consideration of patients' ability to
comply
Interpersonal Style
-Friendliness and Courteousness
-Respectfulness
-Perceived discrimination (absence of)
-Emotional support and reassurance

4.07 (SD=0.96) *
3.97 (SD=0.95)

3.92 (SD=1.06)
3.81 (SD=1.03)
3.26 (SD=1.42)
3.50 (SD=1.05)
3.82 (SD=1.29)

3.45 (SD=1.09)
2.88 (SD=1.35)

4.73 (SD=0.52)
4.48 (SD=0.64)
4.45 (SD=1.13)
3.46 (SD=1.12)

4.42 (SD=0.74) *
4.28 (SD=0.68)

4.11 (SD=0.97)
4.19 (SD=0.84)
3.28 (SD=1.30)
3.32 (SD=0.99)
4.16 (SD=1.09)

3.61 (SD=1.10)
2.85 (SD=1.32)

4.79 (SD=0.48)
4.55 (SD=0.68)
4.57 (SD=0.66)
3.61 (SD=1.05)

Note. * ps.05

Results of t-test analysis for explanations of condition (2 items), which refers to

receiving information about medical condition and prognosis, indicated that there was

not a significant difference in the two subgroups of women. Hispanic women had a mean

score of 3.92 (SD=1.06) compared with a mean score of 4.11 (SD=0.97) for the White

women t|[92)=-0.907, p=0.367.

Explanations of processes (of treatment and care) (4 items) refers to receiving

explanations about what is happening (tests, procedures, treatment, etc.) and what to

expect from medical treatment. The Hispanic women had a mean score of 3.81

(SD=1.03); White women had a mean score of 4.19 (SD=0.84) t|92)=-1.981, (p=0.051).

This was not a statistically significant finding.

Explanations of self-care (2 items) refer to receiving explanations about how to

implement care/treatment at home. The Hispanic women had a mean score of 3.26
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(S=1.42) compared with a mean of 3.28 (SD=1.30) for the White women. These were

not significantly different t|32)=-0.066, p=0.947.

With regard to explanations of medications (5 items), the Hispanic women had a

mean score of 3.50 (SD=1.05) and the White women had a mean score of 3.32

(SD=0.99). This was not a significant difference t[92)=0.851, p=0.397.

Empowerment, which refers to patients having a sense that they have the ability

to affect their health outcomes, was measured with two items. Hispanic women had a

mean score of 3.82 (SD=1.29) and White women had a mean score of 4.16 (SD=1.09)

t(92)=-1.392, p=0.167, which was not a significant difference.

Quality of decision-making was measured with two subscales: responsiveness to

patient preferences and consideration of patient's ability to comply. With regard to the

responsiveness to patient preferences subscale (4 items), Hispanic women had a mean

score of 3.45 (SD=1.09) and White women had a mean score of 3.61 (SD=1.10); t-test

results t(92)=-.688, p=0.493 indicated no significant differences. On the consideration of

patient's ability to comply subscale (2 items), Hispanic women had a mean score of 2.88

(SD=1.35) and White women had a mean score 2.85 (SD=1.32); t-test results were not

significant t|92)=0.091, p=0.928.

Interpersonal style, which included four subscales, measured participant

perceptions of how they were treated by their health care providers (and office staff)

specifically regarding friendliness and courtesy, respectfulness, perceived discrimination

(absence of), and emotional support and reassurance. Hispanic (4.73, SD=0.52) and

White (4.79, SD=0.48) women had similar mean scores on the friendliness and

courteousness subscale (3 items); t-test results t(92)=0.576, p=0.566. The same was

true for the respectfulness subscale (4 items). Means for the Hispanic (4.48, SD=0.64)

and White (4.55, SD=0.68) women were similar; results indicated no significant

difference t[92)=-0.533, p=0.595. Hispanic and White women had similar mean scores

:
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(4.45, SD=0.69 and 4.57, SD=0.66, respectively) on the perceived discrimination

subscale (4 items); t-test results t(92)=-0.825, p=0.411. On the emotional support and

reassurance subscale (3 items), Hispanic women had a mean score of 3.46 (SD=1.12)

compared with a mean score of 3.61 (SD=1.05) for White women t|92)=-1.822, p=0.072.

An overall mean score for the IPC subscales was conducted for each subgroup.

Hispanic women had an overall IPC mean score of 3.77 (SD=0.75) compared with 3.87

(SD=0.65) for the White women; t-test results indicated these mean scores were not

statistically different t|(92)=-0.692, p=0.491.

Research Question 3: Are there differences between Hispanic and White women

in terms of general feelings of self-control (mastery) (personal factors)? In this study, º

self-control (mastery) was measured with the Pearlin Mastery Scale. This scale asks º
seven questions regarding the degree of control an individual perceives in their life

experiences. Answers range from 1=Strongly disagree to 4=strongly agree. A mean º
score closer to 4 indicates a higher level of perceived self-control (mastery). tº. -

Hispanic women had a slightly lower mean mastery score (2.99, SD=0.49) than º,
did the White women (3.03, SD=0.49); t|[92)=-0.342, p=0.733. These results were not

statistically significant differences (see Table 11). º
tº-sº

Research Question 4: Are there differences between Hispanic and White women

in terms of hypertension knowledge and knowledge about hypertension treatment

(cognitive factors)? For this study, HTN knowledge was measured using the High Blood

Pressure Prevention IQ Test developed by the National Heart, Lung, and Blood Institute

(National Institutes of Health) in 1994. This scale asks 12 true or false questions about

HTN and treatment. Correct answers are summed; a score closer to 12 indicates a

greater awareness (knowledge) about HTN and treatment (see Table 11).

In this study, Hispanic women had an overall HTN Knowledge mean score of 8.3

(SD=1.07) compared with a mean score of 9.0 (SD=1.29) for the White women.
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Independent samples t-test results indicated that there was a significant difference

between the two subgroups of women with regard to their knowledge about HTN and

knowledge about HTN treatment t|92)=-2.758, p<.01.

Table 11. Mastery (self-control/mastery), hypertension knowledge, adherence,
and discrimination/unfair treatment mean scores or frequency by ethnicity

Variable
Hispanic women

(n=44)
Frequency or Mean

White Women
(n=50)

Frequency or Mean
Pearlin Mastery (Self-Control)

2.99 (SD=0.49) 3.03 (SD=0.49)

Hypertension Knowledge 8.32 (SD=1.07)” 9.00 (SD=1.29)*

Adherence (Morisky) 2.66 (SD=1.10) 2.54 (SD=1.28)

Overall Unfair Treatment
(mean score)

Unfair Treatment
-Fired or denied promotion

Yes
No

-Not hired for a job
Yes
No

—Abused by police
Yes
No

-Discouraged by teacher
Yes
No

-Not allowed to move into
neighborhood
Yes
No

-Neighbors made life
difficult
Yes
No

2.58 (SD=1.27)

15 (34.1%)
29 (65.9%)

17 (38.6%)
27 (61.4%)

13 (29.5%)
31 (70.5%)

15 (34.1%)
29 (65.9%)

9 (20.5%)
35 (79.5%)

11 (25.0%)
33 (75.0%)

2.53 (SD=1.03)

24 (48.0%)
26 (52.0%)

17 (34.0%)
33 (66.0%)

11 (22.0%)
39 (78.0%)

16 (32.0%)
34 (68.0%)

8 (16.0%)
42 (84.0%)

19 (38.0%)
31 (62.0%)

Note. “pº.05, *p-.01
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Research Question 5: Are there differences between Hispanic and White women

in terms of adherence to pharmacological treatment for HTN2 For this study, the Morisky

Adherence to Medication Scale (originally developed for use in the management of

patients with essential HTN) was used to measure adherence to medications (4-items,

yes/no response). A score of “4” indicates “high" adherence (see Table 11).

Hispanic women had an overall mean Morisky score of 2.7 (SD=1.10). The White

women had am overall mean Morisky score of 2.5 (SD=1.28). Independent samples t

test results indicated that this difference was not significant t|92)=0.480, p=0.632), see

Table 11.

Research Question 6: Are there differences between Hispanic and White women

in terms of maintaining BP at recommended levels (<140/90)? Chi-square analysis

indicates that similar numbers of Hispanic and White women maintained recent (last 3

months) SBP values in the normal (<120) and high (>140) categories (normal: Hispanic

52.4%, White 44.9%; high: 47.6%, White 55.1%). Chi square analysis indicates no

statistically significant differences X*(1, N=91)=0.507, p=0.476. Similar numbers of

Hispanic and White women maintained recent DBP values in the normal (<80) and high

(>90) categories (normal: Hispanic 71.4%, White 60.0%; high: Hispanic 28.6%, White

39.1%). X*(1, N=91) =1.089, p=0.297. Similar results were obtained for 6-month SBP

and DBP values (see Table 7).

Research Question 7: Are there differences between Hispanic and White women

in terms of perceived unfair treatment and discrimination? Two scales were used to

explore this question. One scale measures everyday discrimination and unfair treatment.

The second scale provides a count of the number of acute and chronic experiences of

unfair (or discriminatory) treatment a respondent has had.

Hispanic women had a mean unfair treatment score of 2.58 (SD=1.27) compared

with 2.53 (SD=1.03) for the White women. Independent samples t-test results indicated

ººº
º º

-
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that this difference between the two groups was not significant t|92)=0.236, p=0.820).

See Table 11.

When asked if they had ever been unfairly fired or denied a promotion, 15

Hispanic women (34.1) and 24 White women (48.0%) responded "yes". Chi-square

analyses indicate that this difference is not significant X*(1, N=91)=1.865, p=0.172.

Independent samples t-test was conducted to examine differences in the frequency of

the count (how many times it had happened in their lives). Hispanic women reported a

mean of 3.2 times (SD=2.95) compared with 2.5 times for White women; t-test results

indicated this was not a significant difference t[37)=0.854, p=0.398).

When asked if they had ever, for unfair reasons, not been not hired for a job, 17

Hispanic women (38.6%) and 17 White women (34.0%) responded "yes". Chi-square

analyses indicated that this difference was not statistically significant X*(1, N=94)=0.218,

p=0.641. Hispanic women reported a mean count of 3.1 times (SD=2.32) compared with

7.8 times (SD=13.54) for White women. Independent samples t-test results indicated

that this was not a significant difference t[32)=-1.39, p=0.176).

The next question asked about unfair or discriminatory experiences with the

police. Thirteen Hispanic women (29.5%) and eleven White women (22.0%) responded

"yes". Chi-square results indicated that this difference was not significant X*(1,

N=94)=0.701, p=0.480. Hispanic women reported a mean count of 6.9 times (SD=12.67)

compared with 23.3 (SD=58.97) times for White women. Independent samples t-test

results indicated that this difference was not statistically significant t|37)=-0.902,

p=0.339). The t-test and Mann-Whitney tests provided similar results. The t-test was

used for analysis.

When asked if a teacher or advisor had ever unfairly discouraged them from

Continuing their education, 15 Hispanic women (34.1%) and 16 White women (32.0%)

responded "yes". Chi-square results indicated this difference was not significant X*(1,

* ,

r" º
... º.

* *
F.

º
rº,

.#
.*-

º

96



--- - - - - -

º
*a*.*.*.*-

ºf
*... * *

*…,
-

--- - - - - - - - -



N=94)=0.046, p=0.830. As far as the number of times this unfair treatment had

happened in their lives, Hispanic women had a mean count of 10.8 times (SD=25.77)

compared with 3.3 times (SD=2.80) for the White women. Independent samples t-test

results indicated that this difference was not statistically significant t|32)=1.124,

p=0.280).

When asked if they had ever been unfairly prevented from moving into a

neighborhood because a landlord or a realtor refused to rent or sell them a home, 9

Hispanic women (20.5) and 8 White women (16.0%) responded "yes". Chi-square

results indicated this difference was not statistically significant X*(1,N=94)=0.313, *

p=0.576. With regard to frequency (how many times this had happened in their lives),

the Hispanic women had a mean count of 2.2 times (SD=1.10) compared with 6.0 º
(SD=6.30) for the White women. Independent samples t-test results indicated no

significant difference t[15)=-1.699, p=0.131). º

The last question asked if they had ever moved into a neighborhood where

neighbors made life difficult for them. Eleven Hispanic (25.0%) and 19 White women **-*.
º

(38.0%) responded "yes". Chi-square analyses indicated this was not a significant º
c. *

difference X*(1, N=94)=1.820, p=0.177. Hispanic women had a mean count of 2.5 º
(SD=2.62) compared with 6.3 (SD=6.32) for the White women. Independent samples t

test results indicated no significant difference t[32)=-1.463, p=0.155).

Aim 2: To determine the unique relationship between sociodemographic,

Situational, personal, and cognitive factors and adherence to pharmacological treatment

for HTN in Hispanic and White women.

Research Question 1: What are the contributions of ethnicity, interpersonal

processes of care, beliefs about control over life events and ability to solve problems;

knowledge about HTN, and discrimination/unfair treatment on adherence to

pharmacological treatment for HTN in Hispanic and White women?
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Multiple regression and correlation analyses were utilized to examine the

relationships among the possible predictor variables and the criterion variable

(adherence). Pearson correlations were computed (see Table 12). Six predictors were

Selected for inclusion in a simultaneous regression analysis based on their correlations

with adherence (total Morisky score) at or above r = .22 (approximately 5% shared

variance). These variables were the total mastery score, and five of the IPC subscales

including explanations of condition; explanations of processes; explanations of

medications; emotional support and reassurance; and responsiveness to patient

concerns and expectations.

The regression of adherence (total Morisky score) on these six predictors was

significant, F(6,87) = 2.462, p=0.03. The sample multiple correlation coefficient was .38,

indicating that approximately 14.5% of the variance of adherence in the sample is

predicted by the linear combination of these predictor variables. The relative strengths of

the individual predictors are listed on Table 12. Zero-order correlations of adherence

with the predictor variables ranged from 220 to .332. However, none of the predictors

made a significant, unique contribution to the regression equation.

To explore the possibility of interaction effects between ethnicity and each of the

predictor variables as they related to adherence, hierarchical regression analyses were

conducted for the total Morisky score on each predictor variable and ethnicity (as a

binary variable: Hispanic vs. White) at the first step, followed by an interaction term at

the second step. Results of these analyses indicated that none of the predictors

interacted with ethnicity as they related to adherence.

98





Table 12. Summary of predictor variables on adherence to pharmacological treatment
for hypertension (total Morisky score)

Variable Correlations R2 B Sr* F df p
Overall .15 2.46 6.87 .03

Total Mastery Score .248 .340 .016

Explanations of .332 .204 .013
Condition

Explanations of .286 .092 .003
processes

Explanations of .220 .021 .002 , ºr
medications -

Emotional Support .285 . 120 .006 * - - -

and reassurance

Responsiveness to .289 -.0117 .001 .
patient concerns -
and expectations º

Note. B coefficients (regression coefficients) were not statistically significant.
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CHAPTER FIVE: DISCUSSION

Despite the availability of effective pharmacological treatment for HTN, fewer

than a third of women with HTN have controlled BP (Burt, Cutler et al., 1995; Krousel

Wood, Thomas, Muntner, & Morisky, 2004; S. Sharma, Malarcher, Giles, & Myers,

2004). This is especially problematic among the elderly (Raji, Kuo, Salazar, Satish, &

Goodwin, 2004). Hispanics and other racial and ethnic minorities are growing at a

substantially more rapid pace than the majority population. Unfortunately, there are very

few large-scale population-based surveys and surveillance systems that monitor the

health status of minority populations.

The Racial and Ethnic Approaches to Community Health (REACH) 2010 Risk

Factor Survey is conducted annually in minority populations in the U.S. (Centers for

Disease Control and Prevention, 2004c). Results of the most recent REACH survey

indicate that critical racial and ethnic disparities continue to exist in terms of health and

socioeconomic status indicators. Overall, Hispanics compared poorly with other minority

and White populations in their local area, in their state, and with the nation in general

with regard to burden of risk factor and illness experience. Less than half (41.6%) of

Hispanic women with HTN were taking their antihypertensive medication as prescribed.

Reported adherence to HTN medication was lowest for Hispanic women among all other

minority groups of women surveyed (Centers for Disease Control and Prevention,

2004c).

Over the past several decades, Hispanic women have demonstrated a higher

prevalence of overweight and obesity as well as higher risk factor profiles for type 2

diabetes, physical inactivity, and elevated mean serum cholesterol levels than White

Women (Brown et al., 2000; Burchfiel et al., 1990; Hazuda et al., 1983; Stern et al.,
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1981a, Stern et al., 1984; Winkleby et al., 1998). In view of these risks and an increased

risk for CVD, adherence to pharmacological treatment for HTN is a critical, high priority

health issue for women in the U.S. – especially for Hispanic women. This study explored

how various factors such as acculturation, mastery, perceptions of discrimination, and

interpersonal processes of care influenced adherence to pharmacological treatment for

HTN in a sample of Hispanic and White women.

Results of this study suggest that a woman's perceptions about control over life

circumstances (mastery) and the quality and satisfaction experienced specifically in

communication-related and interpersonal style-related components of the patient—

provider relationship (interpersonal processes of care) are significant predictors of

adherence to pharmacological treatment for HTN in Hispanic and White women.

Ethnicity did not interact with the predictor variables as they related to adherence.

In this study, English-speaking Hispanic and White women with HTN were more

likely to adhere to prescribed HTN medications when they perceived themselves as

defining or shaping (in control of) their own motives, their own behaviors, and their own

futures. This is an important finding, which generates further questions. If perceptions of

mastery are indeed related to adherence, then questions about whether and how

perceptions of self-control in women with HTN (and other chronic diseases) can be

enhanced through nursing interventions are important to nursing practice. It will be

valuable to continue to explore how nursing interventions can enhance the development

of mastery in women with HTN.

Self-Identification

In this study, the Hispanic women participants self-identified equally as Hispanic

(50%) and Latina (50%). To date, there has been much debate as to which term of

reference, Hispanic vs. Latina, should be used in scientific literature and which term is

most culturally neutral, most politically correct, and most respectful of the diversity of

jº.
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national origins of Hispanics in the U.S. (Diaz, 2002; Hayes-Bautista & Chapa, 1987; E.

Pérez-Stable, 1987; Trevino, 1987; Yankauer, 1987). Regional and personal

preferences exist; depending upon the region in the U.S., a particular term is used or

preferred. According to the Hispanic women in this study, both terms are acceptable and

utilized.

Acculturation

Overall, the mean acculturation score for the Hispanic women in this study was

high (mean score 3.6 on a 4-point scale where 4=high acculturation). Seventy-nine

percent of the Hispanic women had a mean acculturation score of 3.0 or greater on the

acculturation scale. The acculturation scale used in this study is language-based and

does not take into consideration other measures of acculturation such as respondent's º
generation, length of residence in the U.S., age at arrival in the U.S., identity, or

-

attitudes, which may contribute to misclassification of some individuals. One of the

criteria for inclusion in this study was ability to read, speak and understand English,

therefore it is not surprising that an overwhelming majority of the Hispanic women had a

high mean acculturation score and that they used only English or English more than º

Spanish in personal and social situations (i.e., language spoken at home, language

spoken with friends). Very few Hispanic women (n=6) reported using only Spanish or

Spanish more than English in personal and social situations.

Few studies have examined adherence to HTN treatment in Hispanics. However,

recent studies support the investigator's findings. Several studies reported that ethnicity

(Hispanic) and low level of acculturation were associated with a decreased adherence to

prescribed HTN medications (Bonds, Palla, Bertoni, Mellen, & Goff, 2004; Briesacher,

Limcangco, & Gaskin, 2003), even when drug benefits were provided by the employer

(Briesacher et al., 2003). Less-acculturated Hispanics reported use of herbal teas rather

than prescribed medications to treat their HTN (Vergara, Martin, Wang, & Horowitz,
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2004). In Mexican Americans in the U.S., acculturation factors such as language barriers

are associated with impaired access to care (Calderon & Beltran, 2004; Staub &

Morgenstern, 2000). The acculturation tool used in this study is based on language.

Language barriers influence and hinder quality of care received (Staub & Morgenstern,

2000; Weinick, Jacobs, Stone, Ortega, & Burstin, 2004). Moreover, language ability and

cultural competence are associated with patients' reports of interpersonal process of

care (Fernandez et al., 2004, 2004 #1004; Smith, Risser, Lisabeth, Moye, &

Morgenstern, 2003).

Sociodemographic Characteristics

The recent REACH survey found that Hispanics reported the lowest educational

level of all minority populations examined (Centers for Disease Control and Prevention,

2004c). Almost 50% of Hispanic women (46.4%) reported less than a high school

education. The median percentage of Hispanic women who reported annual household

incomes of less than $25,000 was 70.9%, which is more than twice the national level.

In terms of various sociodemographic characteristics examined in the current

study such as age, marital status, education, employment, annual income, reporting a

religious affiliation, and attending church, the Hispanic and White women were very

similar. Differences found in these sociodemographic characteristics were not

statistically significant. Hispanic women who participated in study were fluent in English

and their overall acculturation score was high, possibly indicating greater attitudinal,

cultural, and behavioral adaptation. This higher level of acculturation may influence the

similarity of socioeconomic factors between the two groups of women. Differences in

Sociodemographic characteristics may have been found if Spanish-speaking Hispanic

women participated in the study.

However, statistically significant differences between the two subgroups of

women were found in terms of how long they had lived in the U.S., their birthplace, and

*
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the birthplace of their parents and grandparents. Because of the contrast in ethnic

groups examined in this study, differences in birthplace and length of time living in the

U.S. were anticipated. Additionally, it follows that birthplace of parents and grandparents

would also highlight significant difference between the two groups. A greater proportion

of Hispanic participants and their parents and grandparents were foreign-born (p<.001).

Recruitment strategies used in this study, in the initial and primary phases, were based

in out-patient clinics in San Francisco. Recruitment of Hispanic women was challenging

initially and recruitment strategies required CHR-approved modifications. On-line,

computer-based recruitment strategies were added half-way into the study, which

boosted participation and may have influenced the sociodemographic similarities and

differences found in the two groups of women by providing access to women with º
technological skills who would be more likely to access such sites.

Insurance Status

A majority of both subgroups of women reported restrictions in health care

providers available to them through their insurance plans. Additionally, most of the

ºparticipants reported that they usually went to the same clinic and saw the same º

provider each time they went for a blood pressure-related health care appointment. º
Overall, participants reported paying between zero and $60.00 for each BP appointment;

the average cost of the appointment was $12.50 for both subgroups of women.

In this study, a large proportion of both Hispanic (25.0%) and White (14.0%)

women reported having no health insurance, which was not a statistically significant

difference between the ethnic groups. Although these results are disturbing, they are

consistent with nationwide uninsured rates. According to the 2003 Current Population

Survey (CPS), it is estimated that over 44 million Americans, or 15.2% of the U.S.

population, lack any type of health insurance (Mills & Bhandari, 2003). California has the

highest uninsured rate – 12 million uninsured (18.7%). Nationwide, the uninsured rate for
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Hispanics is 32.4%, higher than any other racial or ethnic group in the U.S., compared

with 10.7% for Whites (Mills & Bhandari, 2003). The uninsured rate for all foreign-born

(immigrant) populations in the U.S., in general, is 33.4%, which is slightly higher than

that of Hispanics. The 2004 REACH Survey reports that among minority women in the

U.S., the median percentage reporting that they needed to see their doctor in the

previous 12 months but had not because of the cost ranged from 13.3% in Asian/Pacific

Island communities to 29.9% in Hispanic communities (Centers for Disease Control and

Prevention, 2004c). Hispanics reported cost as a barrier to obtaining health care more

than any other minority group in this CPS survey. The percentages of adults who had

not seen a doctor because of the cost were 2-5 times higher in Hispanic communities

than in other minority communities.

Hispanic women in this study had a somewhat lower uninsured rate (25.0%) than

the national average for Hispanics in the U.S. (32.4%). Conversely, the White women

had a higher uninsured rate (14.0%) than the national average for Whites (10.7%) in the

U.S. Higher uninsured rates and greater insurance instability are found among low

income adults and minorities (Doty & Holmgren, 2004). Moreover, low-income and

minority individuals or families who are without health insurance may have difficulty

paying for other basic necessities including rent, food, and transportation. Adequate food

and shelter are a higher priority than health care for many minority and low-income

Americans. Lack of insurance can understandably contribute to non-adherence to

medications for HTN and other chronic diseases such as CVD, diabetes, and cancer, as

well as resulting in delayed or no health care (May & Cunningham, 2004, Weiner, 2001).

Many working people in the U.S. are not offered health insurance through their

employment or cannot afford it when it is offered (Oberlander, 2002; Radzwill, 2003),

which results in an increase in the number of uninsured who have no stable source of

care. Lack of access to health care for the uninsured financially impacts both the insured
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population and health care providers, who fund a proportion of uncompensated care.

This situation threatens the quality of and access to health care for all Americans

(Radzwill, 2003).

Presence of Co-morbid Conditions

Smoking. In this study, only 9.1% of the Hispanic women and 18.0% of the White

women reported that they smoked cigarettes. These percentages are lower than national

figures for smoking. Efforts to decrease the use of tobacco and smoking bans initiated in

the state of California and throughout the nation may have contributed to the decreased

rates of smoking prevalence found in this study.

Results of the National Health Interview Survey (NHIS) indicated that the

prevalence of smoking is lower in Hispanic women (11.9%) than in White women

(22.8%) ("Cigarette Smoking Among Adults - - - United States, 2001", 2003). In addition,

the NHIS reported that people with less than a high school education had the highest

prevalence of smoking. The lowest prevalence of smoking was found in people with

masters, professional, and doctoral degrees (9.5%). These statistics are consistent with

the findings of the current study.

The two groups of women who participated in this study were very similar with

regard to sociodemographic characteristics including education levels, employment

status, religion, and annual income. This similarity in sociodemographic factors may

influence smoking behaviors and attitudes about smoking.

Physical inactivity. Impressively, in the current study, a large proportion of the

Hispanic (65.9%) and White (40%) women reported being involved in routine physical

activity. Some women reported their employment was their physical activity (e.g.

waitress, house cleaner, household chores, childcare). Results of the 2000-2001

Behavioral Risk Factor Surveillance System (BRFSS) indicated that the prevalence of

leisure-time physical inactivity decreased in women, in general, to 30.2%, the lowest

106



º
**
** * * * * *

º -

*... • * *

sºa
||
|■º■ºrº!

sº
*. - * * * *

-*- : * *

*"..."--- -



figure in 15 years. The prevalence of leisure-time physical inactivity in Hispanic women

in the U.S. peaked in 1994 to 45.3%, and has slowly decreased to 40.1% in 2002

(Centers for Disease Control and Prevention, 2004b).

Wording of the BRFSS questions on physical inactivity has changed over the

past few years. In general, the survey asks "During the past month, other than your

regular job, did you participate in any physical activities or exercise such as running,

calisthenics, golf, gardening, or walking for exercise?" The wording of the questions

included or deleted the phrases "in the past month" and “in the past 30 days" and “other

than your regular job". Perhaps these changes in the survey questions allowed for the

inclusion of women's work, if perceived as physically demanding, as routine (regular)

physical activity since some women are in employment situations that are very physically

demanding. In the current study, some women participants perceived their work

Conditions as physically demanding and reported them as routine exercise.

Overweight/obesity. The total sample (n=94) mean BMI for participants in this

study was 33.6 (SD=9.8), a startling finding, as it exceeds the BMI standard of 30 for

obesity. BMI was calculated from self-reported height and weight. The mean BMI for the

Hispanic women was 32.9 compared with 34.1 for the White women. Only 13% of the

Hispanic women in this study and 24% of the White women reported height and weight

yielding a BMI in the healthy weight range (BMI-25). Nationally, about one-third of

women have a healthy weight (BMI-18.5 to <25) (Mokdad et al., 2003). In addition, one

forth of the Hispanic women and 18% of the White women had a BMI that was between

25 and 30.0 (overweight). Nearly two-thirds of the Hispanic women (63.6%) and over

half of the White women (58.0%) had a BMI that was 30 or above (obese).

Prevalence rates for overweight and obesity have increased dramatically

especially over the past decade making obesity a common health condition for women

(and men) in the U.S. and worldwide (Davy & Hall, 2004; ,"Overweight, obesity, and

º
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health risk. National Task Force on the Prevention and Treatment of Obesity", 2000).

Currently, nearly two-thirds of all adults in the U.S. are overweight and one-third are

obese, placing them at increased risk for several chronic diseases (Flegal, 2002;

Mokdad et al., 2003). The prevalence of HTN in the U.S. has followed this same growth

pattern.

Nationwide, the prevalence of combined overweight and obesity (BMI 2.25) is

higher in racial and ethnic minorities, especially in Mexican American women (71.9%)

compared to White women (57.3%) (Flegal, 2002). In the current study, combined

overweight and obesity for Hispanic women was 86.3% compared with 76% for the

White women. Although overweight and obesity differences between the two subgroups

of women were not statistically significant, the level of obesity found in this study

markedly exceeded national prevalence rates.

Obesity, an epidemic disease, is steadily inundating critical health care

resources, in the U.S. and worldwide, by increasing the incidence of HTN, heart disease,

and diabetes (Bray, 2004; James, Rigby, & Leach, 2004). The relationship between

obesity and HTN is well documented, however, the exact nature of the relationship

remains unclear ("Clinical Guidelines on the Identification, Evaluation, and Treatment of

Overweight in Adults - The Evidence Report. National Institutes of Health"; ,"Overweight,

obesity, and health risk. National Task Force on the Prevention and Treatment of

Obesity", 2000). Recent REACH results indicate that, currently, both Black (38.0%) and

American Indian women (37.5%) have a higher median prevalence of obesity than

Hispanic women (27.1%) (Centers for Disease Control and Prevention, 2004c).

Elevated cholesterol and type 2 diabetes. A large proportion of the Hispanic

(39%) and White (42%) women in this study reported having elevated cholesterol.

Additionally, 39% of the Hispanic women and 42% of the White women reported having

type 2 diabetes. Although these rates were not statistically significant group differences,
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they are alarming as they exceed national prevalence rates. In women, overweight and

obesity are associated with higher levels of total serum cholesterol (Denke, Sempos, &

Grundy, 1994). Additionally, the presence of type 2 diabetes is often accompanied by

the metabolic syndrome. Elevated triglyceride levels and low HDL levels often occur

together and are characteristic of the metabolic syndrome, which is strongly associated

with the development of type 2 diabetes (Deedwania, 2002; Haffner et al., 1992; Isomaa,

2003; Szapary & Rader, 2004).

The prevalence of diabetes is at least 2-4 times higher in Hispanic women than in

White women (Centers for Disease Control and Prevention, 2004a; Lindeman et al.,

1998). Based on these figures, it would be expected that approximately 8-12% of the

White women would have diabetes. In fact, 42% of the White women in this study

reported having diabetes. A higher prevalence of diabetes was found in both subgroups º,

of women in this sample compared to national prevalence rates. Moreover, the White

women had a prevalence rate that exceeded that found in the Hispanic women.

Co-morbid conditions and the metabolic syndrome. Each year in the U.S. about º
º:

300,000 adult deaths are attributed to physical inactivity/sedentary behavior and º
2”

unhealthy dietary habits (U.S. Department of Health and Human Services). Obesity º

predisposes an individual to a higher risk of chronic diseases and metabolic disorders

such as HTN, CVD, type 2 diabetes, and dyslipidemia. Worldwide, obesity and HTN,

both in epidemic proportions, are expected to be among the worst killers of the twenty

first century (Montani, Antic, Yang, & Dulloo, 2002).

The metabolic syndrome, found in 20-30% of middle-aged adults in the U.S. and

characterized by the presence of obesity, dyslipidemia, HTN (130/85 mmHg or higher),

and hyperglycemia, is associated with an increased risk for type 2 diabetes and CVD.

Underlying causes of the metabolic syndrome are overweight/obesity, physical inactivity

and genetic factors (Ford, Giles, & Dietz, 2002: Langefeld, 2004 #1016; Meigs et al.,
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2003). Obesity has been found to precede the development of other syndrome

components (De Bacquer et al., 2004; Palaniappan et al., 2004).

Hypertension Knowledge

Awareness of and knowledge about HTN and its treatment are important factors

in achieving BP control. In this study, several Hispanic (n=2, 4.5%) and White (n=1,

2.0%) participants reported that they did not know what their BP was and did not ever

ask the provider what it was. If a woman does not know what her BP is and does not ask

the provider, she is also quite possibly unaware of whether her BP is controlled (goal BP

<140/90 mm Hg, or <130/80 mm Hg for patients with diabetes and chronic kidney

disease). Many patients perceive DBP to be a more critical factor than SBP, which

indicates a critical knowledge deficit in the general public especially for those with HTN

(Alexander, Gordon, Davis, & Chen, 2003; National Institutes of Health, 2003).

Controlling SBP, which is a more important CVD risk factor, is considerably more difficult

than controlling DBP (National Institutes of Health, 2003).

In a related study, 72% of the study participants were unable to recall their most

recent BP measurement (Roca et al., 2003). They were also unable to report what

"controlled blood pressure" values meant, based on the JNC guidelines at the time of the

study. In another study that explored knowledge of stroke risk factors in Hispanic and

White women in New Mexico, both subgroups of women had insufficient knowledge and

understanding of consequences of HTN, including stroke (Vergara et al., 2004).

Although not a significant finding, the author reported a trend in the association between

patient knowledge of HTN and language spoken, patient perceptions, and level of formal

education.

Few published reports document the health status of Hispanics in the U.S. with

chronic illnesses, including HTN. Furthermore, inadequate knowledge about HTN and its

Consequences (i.e., CVD, stroke, and renal failure) can seriously and negatively
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influence women's decisions regarding adherence to pharmacological treatment for HTN

and the degree of HTN control they achieve.

Adherence Score (total Morisky score)

On the Morisky scale, a score of 4 indicates high adherence, scores of 2-3

indicate medium adherence, and scores of 0 or 1 indicate low adherence. In this study,

the Hispanic women had a slightly higher mean adherence score (2.7) than did the

White women (2.5), though this was not a statistically significant difference. A self-report

adherence tool such as the Morisky Adherence scale can help identify problematic

adherence behaviors that can then be targeted for individualized and specific adherence

teaching/counseling. For both groups of women in this study, the area of adherence that

was most problematic, as identified by the Morisky scale, was forgetting to take their º

medications (erratic nonadherence). A large proportion of both the Hispanic (69.8%) and

White (72.0%) women reported that they sometimes forgot to take their HTN medication.

Most of the other women reported missing a dose of medication once a month or less

often. Additionally, “being careless at times about taking their HTN medication" was º
3;

reported by one-fourth of the Hispanic women and one-third of the White women. º

Specific reasons for reported carelessness were not requested or offered by the º
participants. Perhaps answering "yes" to missing medications occasionally prompted the

women to feel as though they were careless if they missed any doses of medication.

Both Hispanic women and White women reported that when they felt better, they

sometimes stopped taking their medications. Additionally, if they felt worse when they

were taking their medications, they sometimes stopped taking their medications

(intentional non-adherence). Forgetting to take their medications was more problematic

for both groups of women in this study than was intentionally not taking their

medications.
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Mastery (Pearlin)

Both subgroups of women had similar mastery/control scores. With a range of 1

to 4 points possible (4= higher control), both subgroups of women had mean mastery

scores of 3 (Hispanic women= 2.99; White women=3.03), which was not a statistically

significant difference. The seven items on this scale explore the control one believes one

has over current issues/problems in life and the control one believes one has over future

possibilities in life. Slight differences were identified for individual items on this scale

(beliefs these women had about control over current issues and future possibilities).

Reviewing items individually, both subgroups of women reported similar ideas of control

in both current issues and future possibilities.

More White women than Hispanic women reported that they felt like they were

being pushed around in life. More Hispanic women than White women reported that they

felt they had little control over things that were happening to them. And, lastly, more

White women than Hispanic women reported that there was little that they could do to

change many of the important things in their lives. None of these were statistically

significant differences, however.

All of these differences addressed women's beliefs about the control they had

over issues or problems with which they were currently dealing. The Pearlin Mastery

Scale provided understanding about two dimensions of women's perceived control — the

beliefs they have about their ability to solve their current problems through their own

efforts as well as the beliefs they have in their ability to impact their future possibilities

through self-effort.

In this study, mastery was significantly related to adherence in both Hispanic and

White women. This finding is consistent with those of other researchers who have linked

a sense of control with beginning and maintaining health-promoting behaviors (Chen &

Millar, 2001; DeSocio et al., 2003; Froelicher, Li, Mahrer-Imhof, Christopherson, &
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Stewart, 2004). This finding generates additional research questions. For example, if

mastery over life circumstances influences adherence to HTN medications, then

questions about how or if mastery can be mobilized are of interest.

Perceptions of Discrimination

In this study, Hispanic women reported a slightly higher exposure to experiences

of discrimination and unfair treatment, although these differences were not found to be

statistically significant. Hispanic women had a mean overall unfair treatment score of

2.58 (SD=1.27), a score indicating exposure to unfair and discriminatory treatment at

least weekly or a few times a month. Women were asked about being treated with less - .

courtesy and respect than other people, being treated as if they were dishonest and not ---

smart, and the frequency of being insulted, threatened, or harassed. The White women º

had an overall mean unfair treatment score of 2.53, which was only slightly lower than º
that of the Hispanic women, indicating only slightly less-frequent exposure to unfair º

treatment. These findings provide critical information about the experiences women with

HTN encounter in everyday life and the personal, social, and employment environments - *

in which they live. º
º

Very few studies, to date, have explored the extent to which perceptions of racial º
and ethnic discrimination adversely affect health among Hispanics. Most published

reports that have explored perceptions of racial/ethnic bias and daily and chronic

discrimination have focused on the African American experience. Discrimination has

been explored in specific disease categories such as HIV/AIDS and mental health but

very little has been explored in relation to cardiovascular health and disease. Overall,

discrimination is associated with poor mental and physical health status.

In this study, both the Hispanic and White women reported similar perceptions

and frequency with regard to experiences with discrimination. Perhaps some of the

discrimination they have experienced is gender discrimination. Maybe their perceptions
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of discrimination are related to body image as there was a very high prevalence of

overweight and obesity in both subgroups of women.

Interpersonal Processes of Care

A statistically significant difference was found in one subscale of the

Interpersonal Processes of Care scale (total of 13 subscales). “General clarity" refers to

the basic ability of the health care provider to communicate with a client who might not

be very literate or able to speak English well. On this scale, the Hispanic women had a

lower mean score (4.07, SD=0.96) than did the White women (4.42, SD=0.74). In view of

the fact that an overwhelming majority of the Hispanic women reported using English (or

English more than Spanish) in most of their personal and social encounters, this finding

is notable.

There is growing recognition in healthcare systems that the quality of *…

Communication in the patient-provider relationship affects patient satisfaction and health

Outcomes (Ciechanowski, Katon, Russo, & Walker, 2001; Levinson, 1999; Sleath, Roter,

Chewning, & Svarstad, 1999; Stewart et al., 1999). Additionally, effective communication

is especially important in the management of many chronic diseases such as HTN, CVD, º

diabetes, and depression. When patients are kept informed and are part of the decision- º

making process, they are more likely to be adherent to prescribed medication regimens

and recommended treatment, and carry out more health-related behavior changes such

as exercise, smoking cessation, and dietary modifications (Beck, Daughtridge, & Sloane,

2002). Current health care restrictions, including restraints on choice of providers and

decreasing length of visits, contribute to poor adherence to prescribed medications and

the Creation of potential conflicts between patients and health care providers (Levinson

et al., 2002; Sherbourne, Hays, Ordway, DiMatteo, & Kravitz, 1992; Sleath, Rubin, &

Huston, 2003). Additionally, legislation will be reintroduced in January 2005 (109th

Session of Congress) that recognizes the need for policies that: provide services in
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languages other than English; promote public health and safety for all U.S. residents;

recognizes the importance of multilingualism; and, oppose English-only and language

restricted measures in the U.S.

In 11 of the 13 subscales of the Interpersonal Processes of Care scale, Hispanic

women consistently had lower mean scores, though the differences were not statistically

significant. This scale was developed with all segments of the population in mind;

however, it specifically integrates care issues that are critical to ethnic minority and low

SES groups such as cultural sensitivity, discrimination, and respectfulness. Overall,

Hispanic women reported less satisfaction with the communication, decision-making,

and interpersonal style they experienced with their HTN-related health care providers.

Regression Model

Multiple regression and correlation analyses were performed to examine the

relationships among the possible predictor variables and the criterion variable

(adherence). The predictor variables were: total mastery score, and five of the IPC

subscales including: explanations of condition, explanations of processes, explanations

of medications, emotional support and reassurance, and responsiveness to patient

concerns and expectations. The linear combination of the selected variables was

significantly related to total Morisky adherence score F(6,87) = 2.462, p=0.03. The

sample multiple correlation coefficient was .38, indicating that approximately 14.5% of

the variance of adherence in the sample is predicted by the linear combination of these

predictor variables. However, none of the predictors had a significant, unique

contribution to the regression equation.

Use of Conceptual Framework

A framework adapted from Nyamathi's Comprehensive Health Seeking and

Coping Paradigm (Nyamathi, 1989) provided a nursing-oriented, effective, and

pragmatic framework upon which various adherence-related variables were examined in
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relation to self-reported level of adherence to pharmacological treatment for HTN in

Hispanic and White women. From the results of this study, and relative to the Nyamathi

framework, specific nursing strategies can be identified based on the variables examined

and the findings that resulted that may enhance adherence to HTN treatment in Hispanic

and White women as well as promote HTN control to recommended levels. This would

be especially important in women with HTN and multiple co-morbid conditions.

Important findings of this study (i.e., including the IPC factors involving quality

and satisfaction with communication and interpersonal style of the patient-provider

relationship and perceptions of control) suggest specific interventions that nurses might

take to improve adherence to treatment for HTN in both Hispanic and White women,

since ethnicity was not found to interact with these factors. Strategies aimed at

enhancing or improving communication and interpersonal effectiveness were identified

as being important to the women in this study. Enhanced explanations and education

that women receive specifically related to HTN diagnosis, control, and treatment; patient

prognosis; and written information that is provided (explanations of condition) may

strengthen the satisfaction and quality perceived in the patient-provider relationship. The

women in this study indicated that they want to know what to expect with regard to any

tests, procedures, treatments, referrals, and follow-up visits that is ordered (processes of

care). Women want to know about their medications including dose and schedule,

monitoring symptoms, when to call the doctor, and side effects (explanations of

medication). Women want to be treated with empathy with each provider encounter.

They want to receive information in a manner that will alleviate their fears and anxieties

(emotional support and reassurance). Being treated with concern and caring by the

provider will facilitate comfort such that women can discuss their concerns and ask

questions as well as feel as if their concerns are taken seriously (responsiveness to

patient problems, concerns, and expectations).

:
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Limitations and Strengths

There are several limitations of this study specifically regarding study design,

sampling, and potential bias related to data collection. First, the cross-sectional design of

this study precludes drawing causal inferences about the association between

independent and dependent variables. Second, there are limitations associated with

convenience sampling; there is little opportunity to control for bias. The Hispanic sample

included women who were predominantly Mexican American; however, other Central

and South American countries and Spain and Puerto Rico were represented, thus the

findings may not necessarily apply to other Hispanic groups in the U.S. Data were

collected via telephone and are subject to limitations of this method, mainly response

bias. Approximately 10% of U.S. households do not have telephones and this

percentage may be even higher in minority populations, those from low SES, and those

with less education. Bias is also present since many participants were obtained from the

internet. Self-report is subject to bias and under- and over-reporting must be considered

in the data obtained. Caution is warranted in generalizing the findings of this study to

other Hispanic groups and White women living in other areas of the country.

Further Implications for Nursing and Research

Results of this study indicate that interpersonal processes of care contribute to

overall satisfaction with and quality of health care encounters for women with HTN. This

study brings to light a critical need for more effective patient—provider communication,

including verbal and nonverbal communication, face-to-face interactions, and patient

comprehension of written and verbal treatment recommendations. Assessing quality of

care from the client perspective, such as from a minority, lower socioeconomic status,

and vulnerable population, rather than from the provider perspective, will more

accurately highlight issues that these groups experience in health care encounters.

a.º.

:
3.

º
}

117





The care providers' explanations of condition were found to be predictors of

adherence in the regression model obtained, and as such, consideration must also be

given to the availability of more culturally relevant, language-appropriate, and literacy

specific HTN educational materials. Assessment of literacy and education levels and

preferred language may contribute to development of more appropriate educational

materials for women with HTN who come from a variety of ethnic and racial backgrounds

(i.e. written materials, videotapes, audiotapes). Use of simple yet innovative and

interactive education materials and teaching aids such as computer technology, patient

commentaries, animated graphics, simple charts, and audio narration may help to keep

women with HTN well-informed about the risks and benefits of pharmacological

treatment and may facilitate adherence to HTN treatment.

Enhanced interpersonal processes of care in the health care provider demand

attention to communication skills learned and practiced during the educational process.

There is evidence that women with chronic diseases such as HTN, diabetes, depression,

and CVD want to be more involved in the decision-making process (Barry, 2002; Caspi

et al., 2004; Deyo, 2001; Wittmann-Price, 2004). To be more informed decision-makers,

women with HTN must receive clear, thorough, and understandable explanations of the

management and treatment of HTN, including education about the importance of

adherence to medications.

Based on the findings from this study, future research regarding side effects of

HTN medications and the influence on adherence decisions and the identification of

strategies that will enhance adherence behaviors is needed. Strategies should be

identified that will contribute to the prevention of HTN through teaching and reaching the

public sector at an earlier age. Preventing HTN at an earlier age will require a greater

understanding of the primary causes of HTN. Better understanding of women's needs

and attitudes toward antihypertensive treatment, therapeutic goals for systolic and DBP,

}
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medication side effects, and response to HTN treatment are some areas that require

exploration.

Enhancing IPC skills of both health care providers and women with HTN

(patients) may contribute to increased patient satisfaction with the health care encounter,

improved patient knowledge, reduced decisional conflict, and enhanced patient

outcomes (HTN control) through improved adherence and women taking a more active

role in HTN treatment and care decisions. Reducing decisional conflict means that

Women will feel more comfortable with their choices and that HTN treatment decisions

will be more congruent with their personal and cultural values.

Women's perceptions of the control (mastery) they believe they have, as well as

how culture might influence women's perceptions about the control they believe they

have over present and future events and circumstances of their lived experiences,

warrant further exploration in larger multiethnic samples. Replication of this study with a

larger sample and a greater variety of ethnic backgrounds would be beneficial.

Nurses and other health care providers are challenged to engage with their

patients in designing interventions that will alleviate barriers to patient participation in

and adherence to effective treatment and control of HTN and other chronic diseases.

Also, nurses and health care providers must contribute to the creation of a social

environment where women with HTN will become more knowledgeable and feel

supported and reassured as they establish patterns of long-term adherence to

pharmacological treatment and healthy lifestyles.

Hispanics are the most rapidly growing minority subgroup in the U.S. and

currently account for approximately 12.7% of the U.S. population (R. R. Ramirez & de la

Cruz, 2002). However, limited data exist regarding the health of Hispanics. The REACH

2010 survey indicated that among the four major racial/ethnic minority populations in the

U.S., Hispanics have the lowest self-reported education level and family income (Liao et
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al., 2004). In addition, Hispanics have the worst self-rated overall general health and

frequently reported that they did not seek health care because of the cost. Furthermore,

only half of Hispanic women with HTN reported taking their antihypertensive medication,

and less than half ever had their blood cholesterol checked.

Future research that examines the adherence decisions of Hispanic women with

HTN, including large samples representing a variety of Hispanic subgroups, is critical if

we are to deal effectively with the multiple public health issues that surround the growing

prevalence of HTN in Hispanic women. A healthy nation cannot be achieved without

eliminating the racial and ethnic disparities in health status and health care that now

exist in the U.S.
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Start Time: a.m/p.m. End Time a.m.p.m. ID# Date

• Which Clinic do you go to for your High Blood Pressure Care
• How did you hear about this Blood Pressure study?

1. What is your ethnic background (ethnicity)?

_Latina (L) /_Hispanic (H) or White (W)/_Caucasian (C)

I want to begin this interview by asking you two questions. I want you to take a few seconds to
think about your answers these questions. Let me tell you the questions, and then I want you
think about them briefly. These are the two questions:

• What do you believe is the most important or powerful reason(s) that encourages you
to take your high blood pressure medication(s) every day?

• What do you believe is the most important or powerful reason(s) that prevents you
from taking your high blood pressure medication(s) everyday?

Now I want to ask you some questions about language. (These 5 questions are for Hispanic
Women ONLY):

1. In general, what language do you read and speak?
Only Spanish............................ 1
Spanish better than English......... 2
Both equally.............................. 3
English better than Spanish......... 4
Only English.............................. 5

2. What was the language(s) you used as a child?
Only Spanish............................ 1
Spanish better than English......... 2
Both equally.............................. 3
English better than Spanish......... 4
Only English............................. 5

3. What language do you usually speak at home?
Only Spanish............................ 1
Spanish better than English......... 2
Both equally.............................. 3
English better than Spanish......... 4
Only English.............................. 5

4. In which language do you usually think?
Only Spanish............................ 1
Spanish better than English......... 2
Both equally.............................. 3
English better than Spanish......... 4
Only English.............................. 5

5. What language do you usually speak with your friends?
Only Spanish............................ 1
Spanish better than English......... 2
Both equally.............................. 3
English better than Spanish......... 4
Only English.............................. 5

72%
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Please tell me if these statements are true or false.

1. There is nothing you can do to prevent high blood pressure.
True False

2. If your mother or father has high blood pressure, you will get it.
True False

3. Young adults do not get high blood pressure.
True False

4. High blood pressure has no symptoms.
True False

5. Stress causes high blood pressure.
True False

6. High blood pressure is not life threatening.
True False

7. Blood pressure is high when it's at or over 140/90 mm Hg (millimeters of Mercury).
True False

8. If you're overweight, you are two to six times more likely to develop high blood pressure.
True False

9. You have to exercise vigorously every day to improve your blood pressure and heart
health.
True False

10. Americans eat two to three times more salt and sodium than they need.
True False

11. Drinking alcohol lowers blood pressure.
True False

12. High blood pressure has no cure.
True False

Now I want to ask you a few questions about taking your high blood pressure medications.
Please answer YES or NO to each of these following questions:

1. Do you ever forget to take your medication?

__NO
_Yes (If "YES", how often do you forget – i.e., how often every week or every
month.)

2. Are you careless at times about taking your medication?
No

_Yes

3. When you feel better, do you sometimes stop taking your medication?
_NO
_Yes

4. If you feel worse when you take the medication, do you sometimes stop taking it?
_NO

Yes
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The next few questions address your ideas about the control you have in your own life. Please tell C.
me how strongly you agree or disagree with these statements about yourself by choosing from
the following FOUR responses:

Strongly Disagree Disagree Agree Strongly Agree

Strongly | Disagree Agree Strongly
--

Disagree Agree
1 2 3 4 *

1. There is really no way I can solve
some of the problems I have. º

2. Sometimes I feel that I'm being
pushed around in life.

3. I have little control over things that
happen to me.

4. I can do just about anything I really
set my mind to.

5. I often feel helpless in dealing with
the problems of life.

6. What happens to me in the future
mostly depends on me.

7. There is little I can do to change
many of the important things in my
life.
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Please tell me how often the following things might happen to you:

Almost At least
every Once a

day Week
(1) (2)

A few
times a
month

(3)

A few
times a

year
(4)

Less
than

On Ce a

year
(5)

Never

(6)

ED1. You are treated with
less courtesy than other
people are.

ED2. You are treated with
less respect than other
people are:

ED3. You receive poorer
Service than other
people at restaurants or
stores.

ED4. People act as if they
think you are not smart.

ED5. People act as if they are
afraid of you.

ED6. People act as if they
think you are dishonest.

ED7. People act as if they are
better than you are.

ED8. You are called names or
insulted

ED9. You are threatened or
harassed.

What do you think is the main reason (or reasons) for the “unfair" experiences we just talked
about? (check more than one if it applies.):

NO YES
ED10. Your ancestry or national origin
ED11. Your gender
ED12. Your race

ED13. Your age
ED14. Your religion
ED15. Your height or your weight
ED16. Some other aspect of your physical appearance
ED17. Your sexual Orientation

ED18. Your education or income level

ED19. A physical disability
ED20. Your language
ED21. Other (please specify):
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22. Do you think you have ever been unfairly fired or denied a promotion?

23. Did this happen in the last 12 months? Yes_ No
Yes_ No_

24. How many times has it happened in your life?
What was the main reason?

25. Ethnicity Yes_ No_
26. Gender Yes_ No_
22. Race Yes_ No_
23. Age Yes_ No_
24. Religion Yes_ No_
25. Physical Appearance Yes_ No_
26. Sexual Orientation Yes_ No_
27. Income Level or Social Class Yes_ No_
28. Language Yes_ No_
29. Other (specify if yes): Yes_ No_

30. For unfair reasons, do you think you have ever not been hired for a job?
Yes_ No_

31. Did this happen in the last 12 months? Yes_ No_
32. How many times has it happened in your life?

What was the main reason?
33. Ethnicity Yes_ No_
34. Gender Yes_ No_
35. Race Yes_ No_
36. Age Yes_ No_
37. Religion Yes_ No_
38. Physical Appearance Yes_ No_
39. Sexual Orientation Yes_ No_
40. Income Level or Social Class Yes_ No_
41. Language Yes_ No_
42. Other (specify if yes): Yes_ No_

43. Have you ever been unfairly stopped, searched, questioned, physically threatened, or
abused by the police? Yes No_

44. Did this happen in the last 12 months? Yes_ No
45. How many times has it happened in your life?

What was the main reason?
46. Ethnicity Yes_ No_
47. Gender Yes_ No_
48. Race Yes_ No_
49. Age Yes_ No_
50. Religion Yes_ No_
51. Physical Appearance Yes No_
52. Sexual Orientation Yes No
53. Income Level or Social Class Yes_ No_
54. Language Yes_ No_
55. Other (specify if yes): Yes No_

56. Have you ever been unfairly discouraged by a teacher or advisor from continuing your
education? Yes No_

57. Did this happen in the last 12 months? Yes No
58. How many times has it happened in your life?

What was the main reason?
59. Ethnicity Yes No_
60. Gender Yes_ No_
61. Race Yes_ No_
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62. Age Yes_ No_
63. Religion Yes_ No_
64. Physical Appearance Yes_ No_
65. Sexual Orientation Yes_ No_
66. Income Level or Social Class Yes No_
67. Language Yes_ No_
68. Other (specify if yes): Yes_ No_

69. Have you ever been unfairly prevented from moving into a neighborhood because the
landlord or a realtor refused to sell to you or rent you a house or apartment?

Yes_ No_
70. Did this happen in the last 12 months? Yes_ No_
71. How many times has it happened in your life?

What was the main reason?
72. Ethnicity Yes_ No_
73. Gender Yes No_
74. Race Yes_ No_
75. Age Yes_ No_

76. Religion Yes_ No_
77. Physical Appearance Yes_ No_
78. Sexual Orientation Yes_ No_
79. Income Level or Social Class Yes_ No_
80. Language Yes_ No_
81. Other (specify if yes): Yes_ No_

82. Have you ever moved into a neighborhood where neighbors made life difficult for you or
your family? Yes_ No_

83. Did this happen in the last 12 months? Yes_ No_
84. How many times has it happened in your life?

What was the main reason?
85. Ethnicity Yes_ No_
86. Gender Yes_ No_
87. Race Yes_ No_
88. Age Yes_ No_
89. Religion Yes_ No_
90. Physical Appearance Yes_ No_
91. Sexual Orientation Yes_ No_
92. Income Level or Social Class Yes No_
93. Language Yes_ No_
94. Other (specify if yes): Yes_ No_

In this next section, I will use the word “Provider" to refer to your Doctor or Nurse Practitioner –
the person you see for your Blood Pressure care. Think specifically about the care you have
received over the past 6-12 months. The first few questions ask about the communication you
share with your Provider.
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Please use these responses: Alway Ofte Some
n times

Rarely Never Don't
Know

Refused
to
answer

IPC1. How often did your
Provider at the clinic use

medical words that you did not
understand?

9

IPC2. How often did you have
trouble understanding your
Provider at the clinic because
they spoke too fast?
IPC3. How often did your
Provider at the clinic give you
enough time to say what you
think is important?
IPC4. How often did your
Provider listen carefully to what
you had to say?

IPC5. How often did your
Provider at the clinic give you
enough information about your
health problems?
IPC6. How often did your
Provider at the clinic make sure

you understood your health
problems?

The next few questions deal with the explanations that your health care provider gave you about
your high blood pressure care. First a YES or NO question and then back to the HOW OFTEN
questions....

Yes | No || Don't Refused tº
Know anSWer

|PC7. Have you had any medical tests
relative to your High Blood Pressure in 1 || 2 || 8 9
the past 6-12 months?

Always | Often | Some- || Rarely Never I Don' | Refused
times t to

Kno l answer
W

7A. IF YES ON 7: HOW Often did
Provider at this clinic explain why 1 2 3 4 9
a test was being done?
7B. IF YES ON 7: HOW Often did
Providers at this clinic explain 1 2 3 4 9
how the test is done?
|PC8. How often did Providers at
this clinic tell you what they were 1 2 3 4 9
doing as they examined you?

-

º
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IPC9. How often did you feel
confused about what was going
on with your medical care
because Providers at this clinic

did not explain things well?

Always Often Some- || Rarely
times

Never DOn't
Know to

answer

Refused

|PC10. How often did Providers at
this clinic tell you how to take care of
yourself at home?

9

|PC11. How often did Providers at
this clinic tell you how to pay
attention to your BP symptoms and
when to call the doctor?

Now a YES or No Question: Yes | No DOn't
Remember

Refused to
anSWer

IPC12. In the past 6-12 months,
did Providers at this clinic

prescribe any medicines for your
high blood pressure?

8 9

Now, a few HOW OFTEN questions:
Ofte Some- || Rarely

times
Never Don't

Know
Refused
to
anSWer

12A. IF YES ON 12: HOW Often did
Providers at this clinic explain clearly
to you how to take the BP medicine
(that is, when, how much, and for
how long)?
12B. IF YES ON 12: HOW Often did
Providers at this clinic go over all of
the medicines you were taking?
12C. IF YES ON 12: HOW Often did
Providers at this clinic give you
Written instructions about how to take
the BP medicine (other than what
was on the container)?
12D. IF YES ON 12: HOW Often did
Providers at this clinic tell you the
reason for taking the medicine?
12E. IF YES ON 12: HOW often did
Providers at this clinic tell you about
side effects you might get from your
BP medicine?
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Alway Ofte Some
times

Rarely Never Don't
Know

Refused
to
answer

IPC13. How often did Providers at
this clinic make you feel that
following your treatment plan would
make a difference in your health?
|PC14. How often did Providers at
this clinic make you feel that your
everyday activities such as your diet
and lifestyle would make a difference
in your health?

|PC15. How Often did Providers at
this clinic ignore what you told them?

Alway Ofte Some
times

Rarely Never Don't
Know

Refused
to
answer

9

|PC16. How often did Providers at
this clinic take your concerns
Seriously?

Some
times

Rarely Never DOn't
Know

Refused
to answer

|PC17. How often did Providers at
this clinic try to involve you or include
you in decisions about your BP
treatment?

9

|PC18. How often did Providers at
this clinic ask how you felt about
different BP treatments?
IPC19. How often did Providers at
this clinic make decisions without
taking your preferences or opinions
into account?
IPC20. How often did you feel
pressured by Providers at this clinic to
have a BP treatment you weren't sure

Ou vanted?

IPC21. How often did Providers at this
Clinic ask if you might have any
problems actually doing the
recormmended BP treatment?
IPC22. How often did Providers at this
Clinic understand the kinds of
problems you might have in doing the
■ eCOmmended BP treatment?

Okay, now I want to ask you questions about how you feel your health care provider at this clinic
treated you personally.

()

U
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Alway || Ofte | Some- || Rarely | Never | Don't | Refused U■ )
S n times Know I to

answer -

IPC23. How often did Providers at this ->

clinic treat you in a friendly and 1 2 3 4 5 8 9
Courteous manner?

IPC24. How often did Providers at this º
clinic make you feel as if you weren't 1 2 3 4 5 8 9
Welcome?

IPC25. How often were Providers at o
this clinic rude to you? 1 2 3 4 5 8 9

Alway | Ofte | Some- || Rarely | Never | Don't | Refused
S n times Know

|PC26. How often did Providers at this
clinic seem to care about you as a 1 2 3 4 5 8 9
person?

|PC27. How often did Providers at this 1 2 3 4 5 8 9

clinic address you by the name that you
prefer?

IPC28. How often did Providers at this *clinic talk in front of you as if you
weren't there? 1 2 3 4 5 8 9

IPC29. How often did Providers at this ()
clinic respect your privacy when 1 2 3 4 5 8 9
examining you or when asking you

-

questions? º

Alway | Ofte | Some | Rarel | Never Don't | Refuse

S n
-

y KnOW | d stimes

|PC30. How Often did the Providers
or staff at this clinic make you feel 1 2 3 4 5 8 9
inferior?
|PC31. How often did the Providers
or staff at this clinic have a 1 2 3 4 5 8 9 ~

-negative attitude toward you?
IPC32. How often do you feel
discriminated against by the
Providers or staff at this clinic 1 2 3 4 5 8 9

because of your race or ethnicity?
IPC33. How often did you feel
discriminated against by the 1 2 3 4 5 8 9
Providers or staff at this clinic

because of your education or
income? º
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Alway | Ofte | Some- || Rarely | Never | Don't | Refused
S n times Know

IPC34. How often did Providers at
this clinic help you feel less worried 1 2 3 4 5 8 9
about your health?
IPC35. How often did Providers at
this clinic compliment you on how 1 2 3 4 5 8 9
well you take care of your health?
IPC36. How often was your Provider
at the clinic compassionate and 1 2 3 4 5 8 9
Caring?

Please tell me what type of Health Insurance you have. Let Yes No Don't Refuse
me read this list to you and tell me which you have: (Tell me if you have Know To
more than one of these choices.) Answer

1. Medicare-a health plan from the federal government to pay for medical D 1 D 2 D 3 D 4
expenses for people 65 and older or people with a disability
2. Medi-Cal-a health plan from the state government to pay for medical [] 1 D 2 D 3 [] 4
expenses for people with low income or disability
3. Kaiser Permanente [] 1 [] 2 D 3 []4

4. Another HMO-like Health Net or Pacific Care [] 1 [] 2 D 3 D 4

5. Other Private Insurance [] 1 [] 2 D 3 [] 4

6. No Health Insurance [] 1 [] 2 D 3 [] 4

7. Other (specify) (Do you have an insurance plan that I have not [] 1 [] 2 D 3 [] 4
mentioned?)

8. Is your choice of doctors or Providers restricted by your health insurance plan (PROBE: Do you
have to choose from a list)?

[] 1 Yes
[] 2 No

[] 3 Not applicable
[] 4 Does not know
D 5 Refused to answer

9. When you go to the doctor/Provider, how much do you usually pay out of pocket for each visit?
(PROBE: If you usually pay a percentage, please estimate the dollar amount that you usually pay.
Your best guess is okay.)

(Dollar amount per visit – Range: $0 - $200)
[] 2 Not applicable
D 3 Doesn't know
D 4 Refused to answer

10. Is there one particular place where you usually go to see a doctor/Provider?

Yes, I have one particular place
No, I have not particular place at all
I have more than one place
Doesn't know
Refused to answer

i i
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11. Is there one particular doctor/Provider that you usually see when you need a check-up?

D 1 Yes, I have one particular doctor or caregiver that I see.
D 2 No, I have no particular doctor or caregiver that I see
D 3 I have more than one doctor or caregiver
D 4 Don't know
[] 5 Refused to answer

12. In what country was your mother born?

D 1 U.S.
D Country (Refer to list of Countries of Origin listed)
[] 2 Doesn't Know
D 3 Refused to answer

LIST OF COUNTRIES OF ORIGIN
1 U. S.
2 Canada
3 Mexico
4 Guatemala
5 El Salvador
6 Honduras
7 Panama
8 Costa Rica
9 Columbia
10 Venezuela
11 Ecuador
12 Peru
13 Bolivia

14 Argentina
15 Chili
16 Brazil

17 Uruguay
18 Paraguay
19 Puerto Rico
20 Cuba

21 Dominican Republic
22 Other: (specify)

13. In what country was your father born?

D 1 U. S.
D Country (Refer to list of Countries of Origin listed)
D 2 Doesn't Know
D 3 Refused to answer

14. In what country were your grandmothers born?
(mother) A.

(father) B.
1 U. S.

Country (Refer to list of Countries of Origin listed)
Doesn't Know
Refused to answer
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15. In what country were your grandfathers born?

(mother) A.
(father) B.

[] 1 U. S.
[]

-

Country (Refer to list of Countries of Origin listed)
[] 2 Doesn't Know
[] 3 Refused to answer

16. In what country were you born?

[] 1 U. S.
D Country (Refer to list of Countries of Origin listed)
[] 2 Doesn't Know
[] 3 Refused to answer

17. In total, how many years have you lived in the U.S.?

[]
-

: Total Years (Less than 1 year = 1 year)
D 2 Doesn't Know
[] 3 Refused to answer

18. How old are you?

19. How many years of school did you finish? (Note: Excluding Vocational Training)
Code as one of the following:

6 = Elementary
7 = Junior High
8 = High School
9 = Took some College Courses — did not finish degree
10= Completed Associate Degree (Area of education?
11=Completed Bachelor's Degree (Area of Education?
12=Some Grad. Courses — did not finish Master's degree
13=Finished Master's Degree (Area of Specialty
14=Finished PhD, MD, JD, DDS, etc., (Area of education?

Total Years (Less than 1 year = 1 Year)
2 Doesn't Know
3 Refused to Answer

É
20. Are you...?

Working full time
Working part time
Unemployed
Homemaker, parent or care-giver
Full time Or almost full time STUDENT
Retired
Unable to work due to poor health or disability
Doesn't Know
Refused to answer
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21. What is your religious affiliation or background?
1. Buddhist
2. Catholic

. Protestant or Christian (Please specify: )

. Eastern Orthodox (Greek, Russian, Serbian)

. Hindu

. Jewish

. Muslim

. Other (Please specify: Baptist, Pagen )
9. None

i
22. In the past year, how often have you attended religious services or gone to church?

23.

—" Never
Less than Once a month2

3 Once a month
4 TWO to three times a month
5 Once a week

Single/Never Married
Refuses to answer

Are you currently:

-
1 Married or living with a partner

-
2 Separated

-
3 Divorced
4 Widowed
5
6

Now I want to ask about your total household income.

24.

25.
26.
27.
28.
29.

30.

Taking all the income of all the members of your household, which of these categories
best fits your total household income for the last year (2003)? Remember to include
wages, social security, retirement or pensions, unemployment benefits and disability):

-
1....... Under $5000

-
2 $5,000 to $9,999

-
3...... $10,000 to $14,999

-
4 $15,000 to $24,999

-
5....... $25,000 to $34,999

-
6 $35,000 to $49,999

-
7....... $50,000 to $74,999

8 $75,000 to $99,999
— 9....... $100,000 and over
_ 10 Doesn't know

11 Refuses to answer

How many years have you had High Blood Pressure? YrS.
How many years have you taken medication for your High Blood Pressure?

How many medications do you take for your High Blood Pressure?
Please tell me specifically what medications you take for your high blood pressure:

Do you smoke? No Yes_ If yes: How many packs per day?
For how many years?

Have you ever been told by a doctor, a nurse, or any health care provider that you have
elevated cholesterol? No Yes_
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31. Have you ever been told by a doctor, a nurse, or any health care provider that you have
diabetes? No_ Yes_

32. A. Do you exercise on a routine basis? Yes No

B. What type of exercise do you do?

C. How many days each week do you exercise?
D. For how long (in minutes) each time 7

33. Using the following terms: POOR, FAIR, GOOD, VERY GOOD, OR EXCELLENT:

POOr | Fair | Good Very Excellent
Good

1 2 3 4 5

Overall, how would you rate the health care
you currently receive for your high blood
pressure?

34. Interviewer: Please circle type of interview completed (circle):
In-person Telephone

35. Can you tell me what your Blood Pressures was when it was measured the last two or three
times and the date when it was measured?

a. Date: BP Value b. Date: BP Value
C. Date BP Value

36. What is your height?
37. What is your weight?
38. In the last year, how often did you have appointments with your Health Care Provider, Doctor,
or Nurse Practitioner for Blood Pressure care? (OR: How many times did you see your Dr. in
the last year for Blood Pressure care?)

E. Co-morbidities or other chronic disease(s) (may come from chart or from participant):
Elevated Cholesterol Diabetes Mellitus (type: )
Smoking Overweight/Obesity

Other:

Which Gift Certificate would you prefer: Safeway or Albertson's
What address should I mail the gift certificate to?
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