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ABSTRACT

AN ANALYSIS OF THE SUBJECTIVE SOCIOECONOMIC SCALEMONG

HISPANIC IMMIGRANTS AND CAUCASIANS

Mathew G. Bowden
Department of Psychology

Master of Science

Subjective socioeconomic status (SES) has prewidoestn shown to be
correlated with a large number of health measuheshis study, the subjective SES
measure is modified and translated to measurehaoldl SES. The subjective SES scale
is examined in a participant’s hometown, commuratyd nation. Both an immigrant
Hispanic and a Caucasian sample were studied (§daHic males; 42 Hispanic females;
38 Caucasian males, 40 Caucasians females). ©bddBES was the most significant

predictor of self-reported health in both sampleugs.
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An Analysis of the Subjective Socioeconomic Scat®ag Hispanic Immigrants and
Caucasians
Lower social class is associated with high mostaitd morbidity rates (Davey

Smith, Bartley, & Blane, 1990; Townsend, Davids&\Whitehead, 1992). Further,
there is a gradient between social class and hgsdller & Ostrove, 1999). As
individual wealth, educational level, and occupadioprestige increase, overall health
increases (Adler & Snibbe, 2003). Researchers faawed that the typical social class
gradient is associated with coronary heart dis@@atdedge et al., 2003), musculoskeletal
impairments (Cunningham & Kelsey, 1984), and tublesis (Cantwell, McKenna,
McCray, & Onorato, 1998) among lower social clasbviduals. Lower social class has
also been correlated with increased rates of dégabebesity, and smoking (Adler, Epel,
Castellazo, & Ickovic, 2000). Among civil serviemployees, lower social class
individuals had greater amounts of days missed framk for sickness than higher social
class individuals (Marmot, Feeney, Shipley, No&lsyme, 1995). Social class was
inversely associated with long-term limitationsamtivity, amount of chronic conditions,
and number of days in bed and in the hospital (LMoGee, Kaufman, Cao, & Cooper,
1999). In the opposite direction, higher sociakslindividuals have higher rates of
breast cancer and malignant melanoma (Adler & @strb999). At present, most
researchers acknowledge the strong relationshipdest social class and health. As we
discover the causes behind the discrepancy inheeadt will better understand possible

mechanisms to reduce class differences in health.
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Theoretical relationships between social class hedlth

Social class has been traditionally measured wsiiigation, occupation, or total
household income. These social class measuremmentsferred to as objective
measures of socioeconomic status (SES). Indivigltiadse social class measurements
have causal relationships with health. Adler anibige (2003) explain that education
may be linked with health because greater educaipaired with greater knowledge,
credentials, and social networks. They also erplat greater total household income
may be linked to health by providing greater actessetter housing, nutrition, and
health care. A more prestigious occupation magdseciated with a better health care
plan leading to more visits to the doctor and npyeentive medicine.

There are other links between health and SES wdrellescribed by Adler and
Snibbe (2003). In their theoretical model, Adled&nibbe explain that SES is linked to
health through physical responses to the envirohih psychological responses to the
environment and the experience of SES. They axptait low social class is associated
with poor environmental living conditions which nease exposure to carcinogens,
pathogens, and injury. They also explain that $owial class is related to biological
responses resulting from exposure to acute andithstressors. These stressors can
alter blood pressure, body weight, cholesterollgwrtisol levels, and epinephrine
levels. They point out that lower SES is corredatgth health relevant behaviors such as
smoking, sedentary lifestyle, and high fat diets.

Although many researchers continue to use thetitnadi methods of measuring
SES, a growing trend is for them to use a subjectieasure of SES. Subjective SES has

been shown to be more powerfully correlated witalthethan other traditional measures
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of SES (Adler et al., 2000; Operario, Adler, & Walns, 2004; Ostrove, Adler,
Kuppermann, & Washington, 2000; Singh-Manoux, AdéeMarmot, 2003). Further,
subjective SES incorporates the participants' piames of their social class. Perception
has been cited by Folkman and Lazarus (1988) amp@ortant aspect to understanding
the power of stress to influence health. In the&o-part stress coping model, they
describe how an individual’'s appraisal determitespotential for harmful effects of
stress. Only a subjective SES measure would cotties appraisal. Other
measurements of SES rely on previous researchatiahal standards for quantification.
For example, education is usually measured by usitad) years in school. Occupation is
measured based on categories such as blue collriter collar. Total household
income is usually measured as the total annuahwecearned by all members of a
household.

Another growing trend is for researchers to examimielhood SES. They have
verified that lower social class in childhood isretated with poorer health in adulthood
(Luo & Waite, 2005; Poulton et al, 2002; RegidoanBgas, Guteirrez-Fisac, Dominguez,
& Rodriguez-Artalejo, 2004). There are multiplepinations for this relationship. One
possible explanation is there may be specific hdshaviors learned in childhood which
frame our future health behaviors. Another posséplanation is there may be certain
coping skills learned in childhood which are repélah adulthood. Childhood SES has
been correlated with body mass (Poulton et al.2p0ystolic blood pressure (Poulton et
al, 2002), alcohol dependence (Poulton et al., pG&2-rated health (Luo & Waite,

2005), and depression (Luo & Waite, 2005).

www.manaraa.com



Current study

In the current study, the subjective SES scaleldped by Adler et al. (2000) is
modified to examine childhood subjective SES aslétes to adult health. Studies of
childhood SES have shown it to be a distinct ptedicf adult health over adult SES
(Regidor, Banegas, Guteirrez-Fisac, Dominguez, &riRpiez-Artalejo, 2004).
Researchers have found this trend when examinifigegrted health (Luo & Waite,
2005), hypertension (Regidor et al., 2004), andybudss (Poulton et al., 2000).

Whenever any new scale is introduced or an olcessahodified, it must be
examined to determine whether it is measuring whatproposed to measure, otherwise
know as construct validity. In this study, hometosubjective SES is proposed to be a
measure of childhood SES. Both community and natidjective SES are proposed to
be measures of adult SES. In order to examineteomvalidity, the modified scales are
compared to traditional measures of SES which dweation, total household income,
and occupation. In addition, childhood, commursilyd nation subjective SES should be
significantly correlated with each other. Finalbgth childhood and community
subjective SES ratings should be predictive ofthealeasures. This prediction is
hypothesized because these health measures haieughe been shown to be predicted
by the original subjective SES scale.
Childhood SES

In multiple studies, researchers studying childh8&$ have used a variety of
methods for quantifying childhood and adult SE® a longitudinal study of 1000 New
Zealand children from birth to 26 years, Poultoale{2002) found that low childhood

SES was correlated with higher body mass, waistdtip, systolic blood pressure, poor
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cardiorespiratory fitness, and alcohol dependefites relationship did not change
regardless of adult socioeconomic status. Theyfalsnd that childhood SES was the
sole predictor of body mass. In addition, theynfdtihat low cardio-respiratory health
was associated with both low adult SES and lowdbtloibd SES. They also found that
upward mobility was associated with low waist-hagi@. Downward mobility was
associated with poor cardiorespiratory fithnessesehresearchers assessed childhood and
adult SES by assessing participants’ parents’ catonps for childhood SES. Poulton et
al. took the average of the highest SES level o garent assessed with seven
measurements at different ages of the child. @uwecupation was used to quantify
current SES. To measure childhood SES, Poultah ptaced individuals into SES
categories based on occupation and data from thed¢aland census.

In another study, Luo and Waite (2005) found thaapproximately 19,000
individuals over 50 years of age, low childhood St associated with worse health
outcomes in later life. Luo and Waite showed th&t effect could be reduced if
individuals move upward in social status duringldchod. On the other end, their study
found that high childhood SES was associated wghér self-rated health, lower
functional limitations, fewer chronic conditiongwer depressive symptoms, higher self-
rated memory, and higher cognitive functioning ssorTheir sample was composed of
Caucasians, Blacks, and Hispanics. They quantiiddhood SES by assessing each
participant’s father’'s occupation. In additioneyrasked the participants to rate their
satisfaction with their financial situation durittgeir childhood using a three point scale.

In a study conducted in Spain, Regidor, Banegasie@ez-Fisac, Dominguez,

and Rodriguez-Artalejo (2004) found that in meriphging to the working class during
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childhood was associated with an increased likelthof hypertension, having smoked,
and heavy alcohol intake. This relationship wakependent of adult social class in men.
In women, Regidor et al. found that belonging t® working class during childhood was
associated in adulthood with greater obesity, degmellitus, and physical inactivity.

By adjusting for adult social class in the femalenple group, the statistical relationship
between childhood SES and obesity, diabetes, aysigath inactivity was not signficant.

In men and women, they found that mean height aseé with individual childhood
social class. Regidor et al. quantified childh&®S by placing individuals in four
categories based on the participant's father’s jpattaon.

Though indicative of important relationships betwénealth and SES, these three
studies do not adequately explore the potentiardmriion of subjective SES. Poulton et
al. (2002) used objective SES as a measure oftdoldl SES by quantifying SES by the
father's occupation. Although Luo and Waite (20@89d a subjective measure of SES, it
only included three categories, limiting the pap@nt's range of response. Regidor et al.
(2004) determined the participant's childhood Sits¥eiad of allowing the participant to
determine his or her own childhood SES. Partidgaatings of their SES have been
shown to be a more powerful predictor of healtmtbbjective SES in certain groups.
The current study will explore the subjective SE&8ls's use in studying childhood SES.

An additional goal of the current study is to invgate childhood SES in
Hispanic immigrants. Hispanic immigrants pose @mu@ theoretical challenge to current
perspectives on socioeconomic status. When Hispaomigrants as a whole are
compared with the national averages for incomey tiaae lower income than non-

Hispanic Whites (DeNavas-Walt, Proctor, & Lee, 200According to the current
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paradigm of lower SES being correlated with pobeslth, Hispanic immigrants should
have poorer health than U.S. born Hispanics and&saans. However, this is not what
has been observed. Hispanic immigrants have loates of hypertension (Haffner,
1996; Haffner, Gonzalez, Hazuda, Valdez, MykkageBtern, 1994; Winkleby & Ahn,
1998), diabetes (Haffner, 1996) and coronary haiagase (Sundquist & Winkleby,
1999). Hispanic immigrants have lower rates of takmealth than U.S. born Hispanics
(Escobar, Nervi, & Gara, 2000). Escobar, Nervd &ara describe this trend as
occurring across multiple mental health measureb as lifetime diagnosis of major
depression, obsessive-compulsive disorder, anéispersonality disorder, anxiety
disorders, or substance abuse and dependenceof @@econclusions that Escobar,
Nervi, and Garza make is that as immigrants acatkuand spend more time in the U.S.,
the prevelance of disorders increases.

The current study explores the SES transition Higpianmigrants experience
when they move from their nation of origin to theitdd States. In this study,
immigrants are asked to compare their pre-migra&&$ (childhood SES) to their
current SES. Only a subjective SES scale can adelgLcapture the immigrant SES
transition. The traditional forms of measuring S&8 not easily compared between
immigrants' nation of origin and the U.S. Educasildevels are not easily compared
because other nations have differing testing anification standards than the U.S.
Total household income is not easily compared bsxather currencies would need to
be converted into U.S. dollars. Further this cosim would need to be transformed into
a way of examining access to resources, standdndrad, etc. Occupational prestige is

not easily compared between the nation of origohttie U.S. because each occupation
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has a different prestige based on the nation frémemthe immigrant is coming. A
subjective assessment by the immigrant would caghe& comparison without the
research-intensive and unprofitable objective S&8parison.

In the current study, SES is compared with multmpkasurements of health. Not
all health measurements are as important as ditrepsedicting morbidity and mortality.
Researchers have found that the self-reportedmédilis, Segall, & Chipperfield,

2003) and body mass (Flegal, 2005) have been bimetated to morbidity and mortality
rates. Further, body mass has been shown to decta@ by childhood SES (Poulton et
al., 2002). Other health measurements to consigelblood pressure, pulse, perceived
stress, sleep quality, optimism, perceived corgnal self-reported mental health. Each
of these health measurements has been found @dted to SES. High body mass, low
optimism, high perceived stress, low perceived rmbnhigher pulse rate, and poor sleep
guality were correlated with low subjective SES Igkcet al., 2000). Low self-reported
general health was correlated with low subjecti#S $Singh-Manoux et al., 2003).

High blood pressure and low self-reported genegalth were correlated with low
subjective SES (Operario et al., 2004).

Current hypotheses

The main objective of the current study is to exaarthe relationship between
childhood subjective SES and health in Hispanic ignamts and Caucasians. These are
the hypotheses of this study:

l. Childhood subjective SES will be more predictiveseff-reported

health, and body mass than community subjective iSEfspanic

immigrants and Caucasians.
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Il. Childhood subjective SES and community subjecti&s Svill be more
powerful predictors of health measures than obhjec®ES. The health
measures being examined are blood pressure, jadg mass, sleep
guality, perceived stress, optimism, and all faxtirthe Moss 36-item
short-form health survey (SF-36)

[l The Spanish and English versions of the childhde8 Scale will be
correlated with the objective measures of SES

Method
The first phase of the study was to translate quashires and demographic
guestions from English into Spanish. Scales nduded in the translation process had
already been translated and verified for reliap#ihd validity. The second phase of the
study was to test a community sample of both imamgHispanics and Caucasians on
SES and health measures.
Phase |
Participants
To assure an accurate translation, translators sgdected based on their
knowledge of Hispanic culture and fluency. Foufiwduals fluent in English and
Spanish were recruited. Two of these individuadseanative English speakers and two
were native Spanish speakers. The native Enghshkers had passed an upper level
Spanish course with an A- or better. The nativar$h speakers had passed an upper
level English course with an A-or better. In adght the two native English speakers had

both spent over a year and a half living within 8panish culture on church missions.
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Method

The native English speakers translated the follgmireasures: the consent form,
the demographic questionnaire, MacArthur Midlifen#y question (Lachman &
Weaver, 1998), and the Pittsburgh Sleep Qualitgxn@uysse, Reynolds, Monk,
Berman, and Kupfer, 1989). See Appendix 1 forBhglish scales and Appendix 2 for
the translated scales. The native Spanish spetil@ardranslated these measures back
into English. After all translations were compbbtéhe group met to compare the
translations. As a group, they made changes t8plamish translation based on the
comparison of the original English version andlibek-translated English version. This
group used their cultural and language proficietacghoose the translated passages
which best conveyed the intent of the English messsu
Spanish translation

In the current study, approximately one-half af grarticipants are Hispanic
immigrants. In order to increase the comprehensfdhese participants, some of the
measures were translated into Spanish. The meahaiewere not translated had been
previously translated and validated. There arargety of methods to assure an accurate
translation. In this study, the back translatiogtimod was used. Back-translation
involves having the original measure translated the language of choice. This
translation is then back-translated into the lagguat the original measure. The back
translation is then compared to the original measiodifications of the translation are
made as needed assuring that the intent of thanaliguestions is maintained. The key
issue of this translation method is the acknowletg@ that some concepts may not

meaningfully translate into other languages. A whyerifying the accuracy of a
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translated scale is by internal reliability anatyand principal component analysis. The
translated measure should have high internal nétiablt should also have the same
number of components as the original scale. Tlaama that similar groupings of
guestions should be found in both language versibtise scales.
Phase Il

Participants

Participants for this study were selected fromatmeounding community (151
total; 31 Hispanic males; 42 Hispanic females; 38¢asian males, 40 Caucasian
females). The average age for the Caucasian8wa% +/- 11.8 years. The average
age for the Hispanic immigrant sample was 37.348-years. These two samples were
highly educated. Greater than 50% of both growgssHigh school diplomas. The
Hispanic sample had 68.5% with a high school diglanequivalent and 21.9% with a
Bachelor's degree. In the Caucasian sample, #1er@8.7% of the sample with a high
school diploma and 53.8% with a Bachelor's degrdegher. There was a difference in
the average salary of the Hispanic immigrant grawngb the Caucasian group. The
average salary was $26,451 +/- $17,158 for theatigpgmmigrant participants and
$55,581 +/- 41,545 for the Caucasian participaiitse majority of the Hispanic
immigrant and Caucasian sample were married ardiwith a significant other (71.2%
for the Hispanic sample; 75.6% for the Caucasiampda). In addition, the majority of
both groups attended a church (89% of the Hispsamaple and 97.4% of the Caucasian
sample). Refer to Table 1 and 2 for additional dgraphical information.

The Hispanic group had some characteristics thigtertain to them and not the

Caucasian sample. The largest group of the Hispamigrants reported that they were
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born in Mexico (42). Hispanic immigrants also rgpd that their nation of origin was
Argentina (5), Ecuador (11), El Salvador (4), Goad&a (1), Nicaragua (1), Panama (1),
Peru (5), Uruguay (1), and Venuezuala (2). Theageenumber of years that Hispanic
immigrant participants had been in the United Statas 9 years with a standard
deviation of 7.4 years. The majority of the Hisjgassample chose to complete the
guestionnaire in Spanish (62 participants).

Participants were verbally asked to voluntarilytiggvate in the study as well as
given a consent form identifying their right to ladraw from the study at any time.
Hispanic immigrants were recruited through Engésha Second Language (ESL)
classes, community health fairs, and by word of tnoCaucasian participants were
recruited by word of mouth and through communitgltrefairs. Participants received
their choice of a candy bar as compensation far gaaticipation.

Data from the participants was gathered from 2@003006. About 16 of the 167
participants (9.6 %) who were given the questiorepacket failed to return it. These
individuals were contacted in the same mannereastther individuals. Most likely,
there were no demographical differences betweemtheiduals lost by attrition and the
individuals who completed the questionnaires. iagority of this attrition was due to
individuals attending ESL classes one time and tiegmeturning.

Measurement scales

The following measures were used in this studyRittsburgh Sleep Quality
Index (Buysse et al., 1989), one item from the &gexl control over life questionnaire
from the MacArthur Midlife Survey (Lachman & Weay&©98), the Perceived Stress

Scale (Cohen, Kamarck, & Mermelstein, 1983), thes#86 item Short Form health
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survey (Ware and Sherbourne, 1992), LOT-R (Sch€iaryer, & Bridges,1994), and
Adler et al.’s (2000) subjective SES scale. Eddin@se measures has been correlated
with SES in other studies, except for the SF-36e $F-36 was included because it is a
commonly used overall measure of health.

Objective Socioeconomic Status

As previously stated, education, occupation, atal tmusehold income are the
most commonly used objective SES measures. Irstudy, the objective measures of
SES were compared to the subjective measures af SifBer objective SES is usually
associated with better health. The three measidir@sjective SES were quantified in the
following manner: Objective total income was evaédabby total household annual
income; Objective occupation status was evaluayaasing the Duncan’s socioeconomic
index (SEI) as listed by Davis and Smith (1999)jg0tive education was measured by
total years in school. All three of these methofiguantifying SES are commonly used
to measure social status.

Self-reported health measure

The scale used in this study to measure self-regdrealth was the Moss 36-item
short-form health survey (SF-36). Ware and Sharm(1992) designed the SF-36 for
use in clinical practice and research. This suaakyresses eight health concepts: 1)
limitations in physical activities (PF); 2) limitahs in social activities (SF); 3)
limitations in performing role-related activities@lto physical health problems (RP); 4)
bodily pain (BP); 5) general mental health (MH)}i6)itations in performing role-related
activities due to mental health problems (RE); i@liy (VT); and 8) general health

perceptions (GH). In addition, Ware and Sherbogreated a summarized mental and
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physical health score. Their survey was desigodtia high scores reflect better health.
Researchers have found that self-rated assessofdralth are correlated with an
individual's predicted mortality (Idler & Angel, 89; Idler & Benyamini, 1997; Mossey
& Shapiro, 1982). The SF-36 was tested on 22,462ms in Boston, MA; Chicago, IL;
and Los Angeles, CA. 4,862 of these patients wested for test-retest reliability
(McHorney, Ware, Lu, & Sherbourne, 1994). McHorme¢wal. found that reliability
coefficients ranged from .65 to .94 across scalése Spanish version of the SF-36 has
Cronbach’s alpha coefficients above 0.75 for eaaltesexcept for one (Social
Functioning, alpha = 0.55).

Body fat Measure

As previously stated, body mass is an importantson@aof health and has been
correlated with childhood social status (Poultoalet2002). In this study, participants
were asked to report their weight and height. Ttata was used to compute their Body
Mass Index (BMI). BMI is computed by convertingarticipant's weight to kilograms
and their height to meters. After this conversitie, squared height is divided by the
weight (nf/kg). Higher BMI scores indicate greater obesity.

Sleep assessed by Pittsburgh Sleep Quality Index

Sleep quality has been linked to subjective SE8gret al., 2000). Often times,
other disorders such as depression, anxiety, stidsmanifest themselves in poor sleep
quality. Buysse et al. (1989) designed the Pitigh&sleep Quality Index (PSQI) to
assess sleep quality and sleep-onset. High soarbeth factors indicate poor sleep.
There are seven components of the PSQI which eep $htency, sleep duration, habitual

sleep efficiency, use of sleep medication, sleegity) sleep disturbance, and daytime
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dysfunction. Backhaus, Junghanns, Broocks, RiemamhHohagen (2002) tested the
reliability and validity of the PSQI on 135 parpeints (80 were insomnia patients, 45 in
a control group). In their study, the Cronbachgha for all of the items was .85. The
test-retest reliability at 45 to 63 days was .85.

Blood Pressure and heart rate

A common health measurement is blood pressurés Was measured by using
an automatic blood pressure cuff. Higher systafhd diastolic blood pressure indicates
poorer health. The following two types of bloo@gsure monitors were used: Reli On
automatic blood pressure monitor model HEM-780R&ild the Omron digital blood
pressure monitor model HEM-712C. They were setebtsed on their portability and
economy. Resting heart rate was measured at the tiae by the same machines.
Before measuring blood pressure and pulse, paatitneeded to have not exercised
strenuously in the 15 minutes before the measuremen

Perceived Stress Scale

A measure of perceived stress levels was includéus study because of the
assumption that lower social class individuals egpee a greater amount of stress than
higher social class individuals as explained byKer, Rowley, Herman, Avery, and
Phillips (1993). Cohen et al. (1983) designedRbeceived Stress Scale (PSS) to
measure the degree to which situations in lifeveeeied as stressful. The PSS has been
correlated with life-event scores, depressive dngigal symptomatology, utilization of
health services, and social anxiety. The PSSLi&iéem scale with five choices. For
example, questions on the PSS address how oftde liast month individuals have felt

angry, overwhelmed, and anxious. The individuahitscore are summed for a total
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overall score. Higher scores indicate a higherwarof stress. The PSS was originally
tested among 332 freshman college students. Téf@aent alpha reliability was .84.
The test-retest reliability was .85.

Pessimism and optimism measurement

A measure of optimism was included in this studgduse optimism has been
previously shown to be related to SES (Adler et28100). Scheier and Carver (1985)
developed the Life Orientation Test to measureatigipnal optimism. This scale was
revised in 1994 to improve the wording of somehaf items to better relate to optimism
(Scheier et al., 1994). The scale consists oitéens with four distracter items. Items
include questions about enjoyment of relationshijis others, and hoping that things
will turn out well. Respondents are asked to iatkaheir level of agreement with each
item on a five-point scale. The scale is codethaba higher score means a more
optimistic view on life. The scale ranges fronro@4. The Cronbach’s alpha was .78 (n
= 2055) and the test-retest reliability was .79 mparticipants were tested 28 months
later (n = 21). Perczek, Carver, Price, and Poadgfman (2000) found that the Spanish
version of this scale had an internal reliabilibetficient of .79. Further they found that
the Spanish version was correlated with the Englesion ¢ (140) =.78, p<.01). In
addition, they found that the LOT-R for both verseshould be interpreted as one
measure through factor analysis.

Perceived control over life from MacArthur Midligurvey

Perceived control has also been shown to be detateocioeconomic status
(Adler et al., 2000). Most likely individuals iower paying jobs have a lower degree of

control over their livesLachman and Weaver (1998) formulated a perceivettao
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scale for the MacArthur Midlife Survey. Participsuselect on an 11-point rating scale
for each domain where 0 was no control and 10 weag much control over life. Higher
control is usually associated with better healfl.reduce the amount of questions that
participants answered, only one item was used ffesnquestionnaire. This same
guestion was used by Adler et al. (2000) in thieidg of the relationship between the
subjective SES measure and health. This questitroiv would you rate the amount of
control you have over your life overall these ddys?
Procedure

Participants were given a packet of questionnaore®mplete. Hispanic immigrant
participants were given the option of completing tjuestionnaires in Spanish or
English. Eleven of the Hispanic immigrants chasedmplete the questionnaires in
English. The other 62 completed the questionnair&panish. As previously stated, the
following questionnaires were included in this petckPSQI (Buysse et al., 1989),
objective measures of SES, one item from the Pexdeiontrol over life questionnaire
from the MacArthur Midlife Survey (Lachman & Weay&©98), the Perceived Stress
Scale (Cohen et al., 1983), the Short Form-36 (VdateSherbourne, 1992), the LOT-R
(Scheier et al., 1994), and Adler et al's (200)jsctive SES scale. In addition, this
packet included the consent form, and a demograplestionnaire. Either before or
after the completion of the packet, participantseneeasured for their heart rate and
blood pressure. Participants were required to inatexerted themselves for 15 minutes
prior to the blood pressure measurement. For cetnglthe study, participants were
offered a choice of candy bars. Most participaotspleted the questionnaires in 30

minutes.
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Results

Design & Statistics for Data analysis

The primary hypothesis was that childhood subjecB¥%S would be the most
powerful predictor of self-reported health and boayss over community and nation
subjective SES and objective SES. In order totkesthypothesis, multiple correlation
analyses were run using SPSS 12.0 statistical aodtwTo analyze the data, the three
objective SES scales of education, occupation t@tadlincome were combined into a
summarized objective SES score. This was accohgaliby converting educational
years, total income, and the occupational coditmarscores. The three z-scores were
then averaged to come up with one single measurbjettive SES. This makes
theoretical sense in that each participant is askéie subjective scales to summarize
their education, occupation, and total income imparison with other individuals.
Therefore, only a combined objective SES scaleccbaladequately compared to this
subjective SES scale. Adler et al. (2000) in tkairjective and objective SES
comparison study also combined their three measifrelsjective SES into one
composite score.
Translation results

In this study, two complete scales were translé&dethe analyses. These are the
Perceived Stress Scale (Cohen et al., 1983), anHittsburgh Sleep Quality Index
(Buysse et al., 1989). Each of these scales wséettéor internal reliability. In addition,
principle component analysis was used to compar &tiglish and Spanish versions for
consistency of factors on the LOT-R and the Pittgbisleep Quality Index (PSQI).

Unfortunately, there were not enough Hispanic intamngs that completed the English
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version of the questionnaire packet to adequatatypare with the Spanish version
completed by Hispanic immigrants (11 English guestaires vs. 62 Spanish
guestionnaires). Instead, the completed Englistioe in the Caucasians was compared
with the completed Spanish version in the Hispanksy inconsistencies in the
component distribution may be attributed to cultditierences in health.

The English and the Spanish version of the PerdeBteess scale had medium
internal reliability (Cronbach's alpha = .773 a6dl, respectively). Medium reliability
is determined by 0.70 or greater (Cronbach, 19&lthough the Spanish version did not
have a high internal reliability coefficient, itimportant to consider that this is a small
sample size. With a small sample size, an alpha [dose to .700 is still remarkable.
Theoretically, the questions in Perceived StresdeSall measure stress. Therefore, it is
not necessary to conduct principle component arsalys

The English and the Spanish version of the Pittgto@leep Quality Index had low
internal reliability (Cronbach's alpha = .536 a685, respectively). Principle component
analysis yields three components for the Spanissiareand two components for the
English version (refer to Table 3 and 4). In tmgksh version, sleep latency, sleep
duration, habitual sleep efficiency and use ofsleedication (components 2, 3, 4, and
6) grouped together and sleep quality, sleep dianwe, and daytime dysfunction
(components 1, 5, and 7) grouped together. IiSfanish version, sleep latency, sleep
disturbance, and use of sleep medication (comperier, and 6) grouped together,
sleep duration and habitual sleep efficiency (3 &ngrouped together, and sleep quality

and daytime dysfunction (1 and 7) grouped togetheiother words, sleep duration,
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habitual sleep efficiency and sleep disturbancenfamments 3, 4, and 5) did not follow
the same grouping patterns between the two ethmaigpg.

Although the LOT-R was not translated for this studdid run principle component
analysis and investigated the internal reliabiictyerify that it was matching previous
research results. The English version of the LORaR high internal reliability
(Cronbach's alpha = .782) while the Spanish versazhlow internal reliability
(Cronbach's alpha = .524). Principle componenlyaigyielded similar groupings for
the two scales (refer to Table 5 and 6). Namalgstjons 3, 7, and 9 grouped together as
the first component in both versions of the scali&kewise, questions 1 and 4 also
grouped together as the second component. Sateabr(1994) observed two similar
component groupings in the English version of tEER. The two components
grouped according to the positively worded optimtpmestions and negatively worded
optimism statements. The exception to the expagpteapings is question 10 in the
Caucasian group. Question 10 should have groujtbdive positive components if it
matched Scheier et al's results. However, it geolypith the negative components
instead. Question 10 of the LOT-R asks participafout whether they believe that
more good things than bad things are going to happarticipants could agree with the
statement, partially not agree, not agree, paytedree, or completely agree. To agree
would be to have an optimistic outlook. To disagneuld be to have a negative
outlook. According to Scheier et al.’s previousuless Caucasian participants should
have rated the last question with the rest of thetjyely worded questions. Perczek et
al. (2000) described the items of the Spanish earsf the LOT-R grouping together on

one factor. However, Perczek et al. had a sanf@dingual participants who were
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given both the Spanish and English version of tBd1R. The current study’s sample
was composed of Hispanic immigrants that may nadfamiliar with the format of the
LOT-R.

The English and the Spanish version of the ShomaR6 had medium internal
reliability (Cronbach's alpha = .755 and .797, eespely). As previously mentioned in
the description of the scales, the SF-36 has alrbadn tested for reliability and validity.
Therefore, there is no need to analyze the pria@pmponent structure. No internal
reliability analysis was run on the perceived contwer life questionnaire because it
only had one item.

Hypotheses I: Childhood subjective SES will be npoeelictive of self-reported health
and body mass than community subjective SES iraRlispnmigrants and Caucasians.

In order to test this hypothesis, a linear multiiglgression analysis was used. The
first hypothesis was supported in the Hispanic igramt sample. That is that childhood
subjective SES would be more predictive of selferggd health, and body mass than
community subjective SES. Using a stepwise regresmalysis, the results indicate that
childhood subjective SES was the sole significaatigtor of self-reported healtB &
.436; adjusted®=.178,p<.001) and body masB € -.248; adjusted’=.048,p = .039).

The first hypothesis was supported in the Caucasaample for predicting self-
reported health. In the Caucasian sample, childisobjective SES predicted self-
reported health over the other measures of 8S.261; adjusted® = .056,p=.021).
Body mass was predicted by childhood subjective &% the other measures of SIS (
= -.228; adjusted® = .039,p = .045). However, there is a potential problerthwie data

set. The data for the Caucasian sample was notallgrdistributed. In order to account

www.manaraa.com



22

for this lack of normality, the data was convertedaking the natural log of each item.
The converted data was then used in the multigleession model as a measure of body
mass. This conversion passed the Lillefor sigaifae correction for being a boundary of
true significance using the Kolmogorov-Smirnov testnormality. After the data was
converted, the results indicate that childhoodettbje SES predicted body mass over
other measures of SEB € -.223; adjusted® = .037,p = .050). In addition, another
model was significant. Childhood subjective SBS-(-.352,p = .007) and Nation
subjective SESH = .225,p = .049) were predictive of body mass over the otheasures
of SES where childhood subjective SES is firshiemodel (adjusted = .074).
Hypotheses 2: Childhood subjective SES and comynsuiijective SES will be more
powerful predictors of health measures than obyec8ES. The health measures being
examined are blood pressure, pulse, body masg gleaity, perceived stress, optimism,
and all factors of the Moss 36-item short-form lieaurvey (SF-36)

In order to test this hypothesis, | ran multipleear regression analyses to assertain
whether the measures of SES predicted the différegth measures. In the Hispanic
immigrant sample, the second hypothesis was ordpatied for some of the health
measures. Childhood subjective SES was the setigbor of mental healttB(= .283;
adjusted?=.067,p = .017). Mental health was one of the subscdl#seoSF-36.
Objective SES was the sole significant predictooptfmism B = .315; adjusted” =
.085,p = .010) and vitality B = -.295; adjusted® = .073,p = .013). Vitality was also one
of the subscales of the SF-36. Refer to Table @ mummary of the regression models.

The other health measures were not significantiglioted by any of the SES measures.
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In the Caucasian sample, the second hypothesisupgorted in some of the health
measures. Using stepwise regression analysisesiodts indicate that both childhood
and community subjective SES were significant prteds of perceived stress, and self-
reported health. Community subjective SES waddst predictor of perceived stress (
= -.320; adjusted® = .090,p = .005), perceived contraB(= .227; adjusted® = .039,p =
.050), and optimismB = .294; adjusted” = .075,p = .009) over childhood subjective
SES and objective SES. Refer to Table 8 for a samrpwf the regression models for the
Caucasian sample.

Two of the variables were not found to be signifitacorrelated with any of the
social status measures. These variables were plesdure and pulse. In addition,
multiple items from the SF-36 were not found tosimmificantly correlated with any of
the measures of social status. These include mezasats of limitations in physical
activities (PF); limitations in social activitieSI); limitations in performing role-related
activities due to physical health problems (RPYilygpain (BP); and limitations in
performing role-related activities due to mentaltteproblems (RE).

Hypotheses 3: The Spanish and English versiorntseathildhood SES scale will be
correlated with the objective measures of SES

To analyze this hypothesis, | used Pearson coiwakafor the comparison of each the
different SES scales. The third hypothesis watgdgrsupported in the Hispanic
immigrant sample and fully supported in the Cawmmasample. Summarized objective
and subjective SES measures were significantlyetaied with each other in both sample

groups p < .05). These correlations can be observed ineBabland 10. The only
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exception to this hypothesis was that in the Higpaample, nation subjective SES was
not significantly correlated with the summarizegeative SES scale.
Discussion

The first hypothesis was that childhood subjec8%S as measured by the childhood
subjective SES scale would be a better predictselireported health and body mass
than community subjective SES. In the Hispanic igrant and Caucasian group,
childhood subjective SES was the more powerful iptedof self-reported health and
body mass. Poulton et al. (2002) found that bodgswas predicted by childhood SES.
Luo and Waite (2005) found that self-reported Hewalés predicted by childhood SES.

The second hypothesis was that childhood and comysubjective SES would be
better predictors of blood pressure, pulse, bodysnsleep quality, perceived stress,
optimism, and all factors of the Standard Form-8B-86) than objective SES. In the
Hispanic sample contrary to the second hypothebjsctive SES was the sole predictor
of optimism and vitality. The direction of the abnship between vitality and SES is
opposite of what might be expected. What woul@X@ected is that higher SES
individuals should report higher vitality than low®ES individuals because higher SES
is usually associated with better health this study, higher SES individuals reported
feeling less vitality than lower SES individualShis may be due to higher SES
individuals working more hours to have more monkyaddition, higher SES
individuals may have occupations that have a grest®unt of responsibility and
consequently more stress. Higher amounts of siveskl lead to feeling less vitality.

In the Caucasian group, the second hypothesis wgmsged in this study for some

of the health measures. Community subjective SESthe sole predictor of perceived
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stress, perceived control, and optimism. This redkeoretical sense in that stress levels,
control levels, and optimism are closer tied taent conditions rather than childhood
conditions. As previously observed in other stadmvolving childhood SES, childhood
SES was the most significant predictor of self-régabhealth in Caucasians.

The third hypothesis was that each subjective Sfat svould be correlated with
objective SES. In the Caucasian sample, all thobgective SES measures were
significantly correlated with objective SES. IretHispanic sample, childhood and
community subjective SES were significantly cortedbwith objective SES. However in
the Hispanic sample, nation subjective SES wasigoificantly correlated with
objective SES. A possible explanation for thisxpeeted result is that the original
studies with the subjective SES scale did not asgipants to distinguish between
childhood, community and nation subjective SES éAdit al., 2000, Operario et al.,
2004, Ostrove et al., 2000, Singh-Manoux et al0320 Instead, they were given one
measure of subjective SES. The contrast may Heered the responses. Most likely,
nation subjective SES is related to stereotypesg@d by the media, whereas
community subjective SES is tied to personally egpeed and observed SES
comparison.

The results of this research project have defimigications for future research in
health psychology. This study measured childhde8 By a new method. This way of
measuring childhood SES may better capture theittegeffect of childhood social
class on later health. The scale may serve ayafxsummarizing multiple years of
social class into one measure instead of havirtigati objective SES changes over the

duration of childhood. More studies need to bedcmied to validate its use as a measure
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of childhood SES. At the same time, this studs&ilts are supportive of its further use.
The results indicate that childhood subjective SE&e was correlated with multiple
measures of health as well as with the communityestive SES scale. Further, this
scale was a predictor of self-reported health ith tlee Caucasian and the Hispanic
immigrant samples without community subjective Sfe#hg included in the model.

This scale can be used with Hispanic immigranesxamine the SES transition from
their nation of origin to the United States. Thale has never been used to study
exclusively Hispanic immigrants. The traditionaasures of SES which are education,
total income, and occupation are difficult to comgletween nation of origin and the
United States. For example if a doctor from Mexiomigrates to the United States, he
or she most likely will not be able to practice nogte without further education and
training. In Mexico, he or she had high sociatigtaas a doctor which could be measured
by his or her education, occupational status, atal income as compared to other
Mexican citizens. However in the U.S., even ibtoctor was able to practice medicine,
he or she would have a different occupational gyeshan someone who received
education and training in the U.S. Further, totabme is difficult to compare between
the two nations. Although we can convert pesafottars and compare them, there is a
standard of living difference between Mexico anel thited States. The dollar to peso
conversion does not take this into account. Thesd¢he same issues that researchers
would face when comparing between any two natioitis eéffering economies.

The results of the current study are similar tatsof other validation studies.
Three validation studies of the subjective SESesae presented in Table 11 and

compared to the results of the current study. ddreslation directions are the same
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between Adler et al.'s (2000) subjective SES samdythe current study on all the health
constructs used in both studies. These simildtiheanstructs are physical health, BMI,
sleep quality, systolic blood pressure, subjecdtivess, pessimism, and control over life.
In Table 12, three validation studies of the suibjecSES scale are compared to the
current study. The listed correlations betweenesiiive SES and education, occupation,
and total household income of the current studychtte same direction as three past
studies conducted by Singh-Manoux et al. (2003kréqo et al. (2004) and Hu, Adler,
Goldman, Weinstein, and Seeman (2003) on the siNBeBES scale. In addition, all
correlations between objective and subjective SESignificant which matches the
results of the other three studips<(.05).
Explanation of unexpected results

In this study, some of the expected correlatiote/éen SES and health measures
such as blood pressure, heart rate, and some betith questions from the SF-36 were
not significant. The lack of significant corretatito some of the health measures may be
due to the small sample size. Another importasuedo consider is the R-squared value.
The overall R-square values from the regressionetsoglere very small for both
samples. The majority of the coefficients of deteation were below .10. These small
effects of the subjective SES scales indicatettietnultiple regression predictive
models are not very powerful, even though theysameificant. A key issue involved
with measuring blood pressure and heart rate frortaple devices is that one cuff was
used to fit all participants. Other blood pressigegices have variability in size for each
participant's arm size. A future improvement inasuing blood pressure would to use a

manual blood pressure cuff which gives a more ateuneasurement as long as the
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person administering it is well trained. Anotheason for a lack of correlation between
SES and health is that some of the questions fhenS£-36 have not been shown to be
correlated with SES in other health studies. Tlogeefit is not as surpising that they were
not correlated with SES in this study. Howevee, ems were included in this study
because they were part of the SF-36 which is orlkeeobest measurements of overall
health available.
Limitations

There are some limitations to the generalizabdityhis study. As previously
mentioned the Hispanic immigrant sample and Caanasample were more educated
than the national averages. According to the S@a8ignt, a more educated individual
should have better health than the rest of the Ul&re are also some issues with the
representativeness of the extremely high incomaggo The quartile divisions of the
Caucasian group were as follow&"duartile was between 0 and $30,00%;qartile
was between $30,000 and $44,508 qBiartile was between $44,500 and $68,750; 4
quartile was between $68,750 and $175,000. Theilgudivisions of the Hispanic
immigrant group were as follows® fjuartile was between 0 and $18,008: quiartile
was between $18,000 and $24,008 g@iartile was between $24,000 and $32,080; 4
guartile was between $32,000 and $120,000. Irratbeds, the effects of extreme
wealth may not be adequately shown in these sagnples.

In this study, participants were not divided igender for the purpose of analysis
due to the small number of participants in gengeecsic categories. There may be some
important differences in how women and men perctied subjective SES that are not

addressed in this study. An additional issue oidge is described by Baxter (1994).
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Baxter suggests that some women may classify soeial status based on her spouse’s
occupation rather than her own occupation. Thrermiguide as to when to use the
spousal occupation or the individual occupatioa asarker of SES. In this study,
objective SES scores were computed on personapation and education rather than by
a significant other's occupation or education.

The older age and total years in country of th&pnic immigrant sample may
indicate that the immigrants are more familiar viagralth questionnaires. The Hispanic
immigrant sample on average had been in the coarittife over 9 years. More time in
the country in usually associated with increaseuilgration and better paying jobs.
Further, more time in the country could be assediatith greater English fluency. The
average age of the Hispanic immigrant sample wagears old. The older age paired
with greater acculturation and English fluency cbimldicate that this sample is more
likely to have stable occupations, greater incoamel, stable housing than recently
immigrated individuals.

A large percentage of both samples claimed merhlgens a church and were
married. Religiosity has been associated withelbétealth than non-religiosity (Seeman,
Dubin, & Seeman, 2003). Higher quality marriagasehalso been associated with lower
self-reported health (Kiecolt-Glaser & Newton, 2R01In other words, this sample may
be healthier than the average Hispanic immigradt@aucasian. Marriage may also be
linked to greater household income. The combinedme of the two individuals would
be greater than a situation where only one indaideorked. There is a chance that
married couples had children living at home or othdividuals that depend on the

incoming salary for sustenance. This study didasétparticipants to indicate how many
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individuals were living off of the salary. Thereéo the total household salary may not
adequately capture the health benefit due to higalary. In addition, children may
bring additional stress to the family. This wobleldemonstrated by poorer health.

In the Hispanic sample, there were two immigravite had greater than 30 years
in the country. These two individuals would likélg more highly acculturated and as
such have poorer health but also a greater salargddition, they would be older than
the average participant. These two individuals ldvooost likely have worse health,
because higher acculturation and time in the cgustassociated with poorer health
(Escobar et al., 2000).

This is not a randomized sample. The majorityhefparticipants were recruited
by word of mouth. In addition, some of the papamnts were recruited through ESL
classes and health fairs. Individuals attendirgjthdairs and ESL classes are most
likely motivated to improve themselves. As prewlystated, higher optimism is linked
to higher SES in the literature (Adler et al., 2P0 other words with this sample,
conclusions concerning optimism may be unreprefieataf the general U.S.
population.

This study involved the use of a Spanish trangtatiomultiple measurements of
health. This was advantageous because the priaragyage of the Hispanic immigrant
sample is Spanish. By using the translated headthsures, the Hispanic immigrants
most likely were able to better comprehend the t@saires. However, the translations
also were a limitation to the study. The LOT-R3P8nd PSQI had low internal
reliability coefficients. Low internal reliabilitgoefficients indicate that participants are

not responding uniformly to similar questions ie tiealth measures. For example, the
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Percieved Stress Scale is proposed to measure¢nalcstress level of participants. If
participants are stressed, they should indicatethies are angry when they face
unexpected events. They should also indicatethiegtfeel like their life is out of their
control. If participants do not respond similaidysimilar questions, the internal
reliability coefficient is lower.

A possible explanation for a low internal reliatyilcoefficient is that participants
may not understand the question being asked of.théms lack of understanding might
indicate a poor translation. There is also a agyithat Hispanic immigrant
participants are not familiar with the format ofatth questionnaires used in the United
States. Participants may be used to yes or ndigaesather than the multiple response
guestions used in the United States such as somegtee, somewhat disagree, etc. As
a result, Hispanic immigrants may have been confak®ut how to respond to this type
of question. There is also a possibility that semecepts do not adequately translate
between cultures. For example, the SF-36 was @uafigm using the phrase “full of
pep” to “full of energy” to better translate betwerultures (Ware, Kosinski, & Dewey,
2000). In this study, one Spanish translation wsesd for Hispanic immigrants from
multiple countries. However, each country usefeBht words to express the same
concepts. Therefore, immigrants from Argentina maglerstand a word differently than
immigrants from Mexico.

Future research directions

Future research should include multiple approatheseasuring childhood SES.

This research should also include the current stibgeSES measure. The other

approaches objectively quantified father’'s occupafiLuo & Waite, 2005; Regidor et al.
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2003), total income at birth and during childho®&egidor et al., 2003), mother and
father’s educational years (Luo & Waite, 2005), aedceived financial satisfaction
during childhood (Luo & Waite, 2005).

Overall, the findings in this study suggest thatdttood subjective social status is
a useful way of examining the relationship betwelitdhood SES and adult health. In
previous studies as well as this study, childhamdad status was the most powerful
predictor of adult health. More research needsetoonducted with attention to the use
of a subjective SES scale to quantify SES. Asrémsgarch indicates, subjective SES

scales are better predictors of health.
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Appendix 1
(1)Consent Form to be a Research Participant

Introduction

This research study is being conducted by Mathewdgm at Brigham Young
University to determine how individuals feel abthgir own health and background.

Procedures

You will be asked to complete a questionnaire padkee packet includes eleven
guestionnaires. The complete packet should takédeadver a ¥2 an hour to complete.
The packet consists of questionnaires concerningrgédemographical information, and
physical and mental health.

Risks/Discomforts

There are minimal risks for participation in thisdy. However, you may feel emotional
discomfort when answering questions about perdosiafs.

Benefits

There are no direct benefits to subjects. Howatves hoped that through your
participation, researchers will learn more abowt lagperson’s background relates to
his/her health.

Confidentiality

All information provided will remain confidentiaha will only be reported as group data
with no identifying information. All data, includghquestionnaires will be kept in a
locked office and only those directly involved witke research will have access to them.

Compensation
Participants will receive a candy bar that thepskeht the time of the experiment.

Participation

Participation in this research study is voluntafgu have the right to withdraw at
anytime or refuse to participate entirely withaedpardy to your class status, grade or
standing with the university.

Questions about the Research

If you have questions regarding this study, you m@ytact Mathew Bowden at 263-
3076,mgb52@email.byu.edar Dr. Patrick Steffen 422-775Fatrick_Steffen@byu.edu

Questions about your Rights as Research Participants
If you have questions you do not feel comfortalslirsg the researcher, you may contact
Dr. Renea Beckstrand, IRB Chair, 422-3873, 422 S\\Kilea beckstrand@byu.edu

| have read, understood, and received a copy ddhibge consent and desire of my own free will and
volition to participate in this study.

Signature: Date;
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(2) Demographic Questionnaire (Please fill in thenks and circle your responses)

We would like you to complete the following questsato help us get to know you better. Please cihde
one best answer and fill in the blank.

What is your gender? 1. Male 2. Female What is yoe?

How many years of education have you had? (From2Dt starting with first grade or its equivalent)

What is your level of education?
1. Less than high school 3. Vocational or tradeeth 5. College graduate
2. High school graduate 4. Some college 6. Padtgite degree

How do you define your ethnicity?

1. African American 4. Native American 7. Other:
2. Asian 5. Pacific Islander 8. Multi-racial:
3. Latino 6. White (Caucasian)

What is your total household annual income?
How many wage earners contributed to this income?

What is your annual income?

What isyour marital status?

1. Married; how many years: 3. Never married 5. Divorced

2. Living with partner, # years: 4. Separated 6. Widowed

How would you describe your employment status?

1. Employed full-time 3. Unemployed 5. Retired
2. Employed part-time 4. Homemaker 6. Other

How would you describe your current financial circumstancesin general?

1. | cannot make ends meet 4. | have extra moftey@aying the bills

2. 1 am barely making it 5. I do not have to waoabout money

3. I am breaking even

What is your current occupation?

If you are married or have a significant partnemawis his/her occupation?

Do you attend a church? 1. Yes 2. No
If yes, describe what is the name of this church.
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Are you presently receiving any financial assiséafiom another person or source such
as public assistance or student loans? 1. Yes 02.N

If yes, describe type of assistance

What is your height? What is yougit@

Subjective SES scale (Mark an X)

Instructions: Think of this ladder as representirigere people stand in our society. At
the top of the ladder are the people who are tkedié or those who have the most
money, most education, and best jobs. At the botice the people who the worst off, or
those who have the least money, least educatiahwarst jobs or no job.

Place an X on the rung that best represents wherewy think you stand on the
ladder.

In your hometown* In your commuity In the United States

*If you have multiple places where you grew up, sider them together
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Appendix 2 Autorizacion para ser sujeto de investigaciongl)
Introduccién

Este proyecto es dirigido por Mathew Bowden de IBaig Young University para determinar como las pasee
sienten sobre su propia salud y antecedentesrfhigtersonal).

Procedimientos
Se le pedira completar un paquete de cuestionaEibpaquete incluye 16 paginas de preguntas.affligte completo
no debe tomar mas de una hora para completaradtigbe consiste de cuestionarios de informaciéargén

demogréfica y de la salud fisica y mental

Riesgos
Hay riesgos minimos para la participacion en estiedéo. Sin embargo, usted puede sentirse incérabdantestar las

preguntas sobre sus creencias personales

Beneficios
No hay beneficios directos para los participant®is. embargo, se espera que con su participacsimvestigadores

aprenderian mas sobre como se relacionarian seredentes con su salud.

Confidencialidad
Toda la informacién proporcionada sera guardadéidencial y sera divulgada solamente como datogrdpo sin
ninguna informacién identificante. Todos los datosluyendo los cuestionarios seran guardadosaroficina

privada y solo los que estén directamente invotlasalirectamente con el proyecto tendran acceosa e

Compensacion

Los participantes recibiran un dulce que seleccama la hora de la investigacion

Participacion
Su participacion en este estudio es voluntari@nd el derecho de retirarse en cualquier momergbusar a
participar completamente sin ningun peligro dedsstie clase, calificaciones, o estado con la Usigad.

Preguntas sobre la investigacion
Si tiene preguntas sobre este estudio, puede tantaMathew Bowden a 263-307@0%52@email.byu.eda al Dr.
Patrick Steffen a 422-775Ratrick Steffen@byu.edu

Preguntas sobre sus derechos como participantes elgtudios
Si tiene preguntas y no se siente comodo de hebfasu investigador, puede contactar al Dr. Rereek®rand, IRB
Chair, 422-3873, 422 SWKT, renea_beckstrand@byu.edu

He leido, comprendido, y recibido una copia detanf anterior y deseo de mi propia voluntad pawicen este

estudio

Firma Fecha:
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(2) Cuestionario de demograficos (Por favor llesedspacios en blancos y circule sus respuestas)

Nos gustaria conocerle mejor por medio de estetimmesio. Para cada pregunta indique con un circulo
la respuesta que sea mas adecuada para usted.

¢, Cual es su sexo? 1. Masculino 2. Femenino | e85 edad?
¢,Cuantos afos de educacion ha tenido? (Desd8,leanpezando con el primer grado o su equivalencia)
¢, Cual es su nivel de educacién?

1. Menos que escuela secundaria 4. Algunos afilzsUdieiversidad

2. Graduado de preparatoria o bachillerato 5. Gdd de la universidad

3. Escuela técnica 6. Licencia de post grado

¢, Cémo define su étnicidad?

1. Americano Africano 4. Americano Nativo 7. Qtro
2. Asiatico 5. Islas de Pacifico 8. Multi-racial
3. Latino 6. Anglo (Caucasian)

¢,Cudl es su ingreso total familiar del afio pasado?

¢,Cuantas personas contribuyeron a este ingreso?

¢,Cudl es su ingreso personal del afio pasado?

¢, Cual es su estado civil?
1. Casado (a); ¢ Cuantos afios? 3. Soltero (a) 5. Divorciado (a)

2. Conviviente, ¢, Cuantos afios? 4. Separado (a) 6. Viudo (a)

¢,Como describe su estado de empleo?
1. Empleado a tiempo completo (full-time) 3. Sinpdeo 5. Jubilado (a)
2. Empleado de medio tiempo (part-time) 4. Ameaaka 6. Otro

En general, ;,Coémo describe su estado financiereente?

1. No puedo cubrir lo basico 4. Tengo dinergdés de pagar los recibos y cuentas
2. Casi estoy cubriendo lo bésico 5. No tengopyaecuparme sobre el dinero

3. No tengo ni mas ni menos de lo que necesito

¢, Cudl es su ocupacion actual?

¢, Si esta casado(a) o tiene otro conviviente quaetohtribuido a su ingreso, cuél es el empleo deeflb?
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¢Asista una iglesia? 1.Si 2. No

¢, Si es asi, cual es el nombre de esta iglesia?

¢ Esta recibiendo ayuda econémica de alguna otsamen instituciones como el gobierno?
1.Si 2. No

Si es asi, describa el tipo de apoyo

¢, Cual es su estatura? ¢, Cu&atd pe

Subjective SES scale (Marca un X)

Instrucciones: Piense de esta escalera como siseqa donde la gente esta situada en la sociedad.
escalones altos son las personas que tienen lo migje que tienen mas dinero, mas educaciéon yneejo
empleos. En los escalonegajos representan las personas que les va pedereguno tienen mucho

dinero, buena educacién, o estdn desempleados.

Ponga una X sobre eéscalén que representa adonde piensa que usted esitdado (a) en la

escalera.

En su pueblo o ciudad donde se crié* En su comdnida En los Estados Unidos

*Si tiene muchos lugares donde se crio, piensélaejantos
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Las preguntas en esta escala le piden informaoidre sus sentimientos y pensamientos durante el mes

pasado. En cada situacién, se le pedira indigan a menudasted se ha sentido o pensado de alguna

manera. Aunque algunas de las preguntas son @gyilaay diferencias entre ellas y debe tratada oa

como una pregunta diferente. La mejor manera efestar cada pregunta rapidamente. En otras palabr

no trate de sumar el nimero de veces que se dimtierta manera en particular, pero indique |puesta

que le parece como un célculo razonable. Porpastpunta, escoge una de los siguientes alternativos

1. En el mes pasadgguan a menudo se ha enojado
por causa de algo que pasé que no fue anticipado?
2.¢.En el mes pasado, cuan a menudo se ha senéid
no tenia control sobre las cosas importantes en su
vida?

3.¢En el mes pasado, cuan a menudo se ha sentid
nervioso y estresado?

4. En el mes pasadgguan a menudo ha podido
soportar exitosamente los problemas que le irntiae
vida?

5. En el mes pasadgguan a menudo se ha sentido
gue estaba soportando bien los cambios importante
gue estaban ocurriendo en su vida?

6. En el mes pasadgguan a menudo se ha sentido
capaz con su habilidad de soportar sus problemas
personales?

7. En el mes pasadgguan a menudo se ha sentido
que las cosas estaban pasando como usted querriz
8.¢En el mes pasado, cuan a menudo se ha encon
que no podia soportarse todas las cosas que t&nia
hacer?

9. En el mes pasadgguan a menudo ha podido
controlar las cosas que le molesta en su vida?

10. ¢ En el mes pasado, cuan a menudo se ha sent

gue tenia control de las cosas?

Nunca Casi

nunca veces

A

b q

2S

ddd

1

2

A Muchas
menudo veces
3 4

3 4

3 4

3 4

3 4

3 4

3 4

3 4

3 4

3 4
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Nunca Casi A A Muchas

nunca veces menudo veces

11. En el mes pasadgguan a menudo se ha enojado 0 1 2 3 4
por causa de cosas que pasaban fuera de su control?

12. En el mes pasadg;uan a menudo se ha 0 1 2 3 4
encontrado pensando sobre cosas que tiene quelogra

13. En el mes pasadgguan a menudo ha podido 0 1 2 3 4
controlar la manera que pasa su tiempo?
14. En el mes pasadgguan a menudo ha sentido que

las dificultades estaban creciendo hasta el pumo q

no podia aguantarlas?
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Table 1

a7

Demographic characteristics of Caucasian and Higpammigrants compared to

national averages

Caucasian

Hispanic sample Hispanic

Characteristic Caucasian sampleNational averages National averages
Mean age 35.3 +/-11.8 435.3 37.3+/-9.8 425.8
t-values for t (76) =.028 t(72) =10.06
comparison with  p =.978 p<.01
National averages
Education level
Percentage with 98.7% 489.21% 68.5% 458.9%
high school
diploma
Percentage with 53.8% 428.2% 21.9% #10.3%
Bachelor's
degrees

Total Household

income
Mean $55,581 +/-41,545
Median $44,500 4$50,614 median
t-values for t(71) =1.015
comparison p=.314
between Sample
and National
averages
BMI 26.4 kg/nf 25-29.9 kg/rh

$26,451 +/- 17,158

$24,000 2$44,684
t (70) = -8.95
p<.01
25.8 kg/m 25-29.9 kg/rh

Note.? Information taken from the U.S. census-http://wesnsus.gov.
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Table 2
Descriptive sample characteristics
Characteristic Hispanic sample n Caucasian sample n
Gender
Male 31 37
Female 41 41
Self-rated health
Poor
Fair
Good 28 30
Very Good 27 36
Excellent 11 8

Hometown subjective social
status
Mean +/- standard deviation 5.51 +/- 2.48 6:481.78
Community subjective social
status
Mean +/- standard deviation  5.27 +/- 2.17 5:861.88
Marital status
Married or living together 52 59
Single 9 16
Divorced or separated 11 2
Widowed 1 1
Church
LDS 30 71
Non-LDS 35 5

None 8
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Table 3

LOT-R English version-Principle component analysis

Component

Item

number 1 2

1 .061 .888
3 .666 214
4 315 T72
7 .873 .015
9 .824 .180
10 714 .267

Note. Extraction Method: Principal Component Anays
Rotation Method: Varimax with Kaiser Normalization.
Rotation converged in 3 iterations.

Component 1: 3,7,9, 10; Component 2: 1,4

Table 4

LOT-R Spanish version-Principle component analysis

Component

Item

number 1 2

1 .076 .707
3 707 -.128
4 .009 724
7 761 -.023
9 827 231
10 -.066 729

Note. Extraction Method: Principal Component Anays
Rotation Method: Varimax with Kaiser Normalization.
Rotation converged in 3 iterations.

Component 1: 3,7,9; Component 2: 1,4,10
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Table 5

PSQI English version-Principle component analysis

Component

Component

number 1 2

3 131 522
4 -.393 534
2 .016 .817
5 .793 .359
1 .817 201
6 413 .651
7 .683 -.148

Note. Extraction Method: Principal Component Anays Rotation
Method: Varimax with Kaiser Normalization. Rotatioonverged in 3
iterations.

Component 1: 2,3,4,6; Component 2: 1,5,7

Table 6

PSQI Spanish version-Principle component analysis

Component

Component 1 5 3
number

3 150 .763 176
4 -.105 .849 119
2 746 404 -.084
5 782 071 .346
1 137 314 .761
6 .697 -.201 .070
7 .086 .029 .888

Note. Extraction Method: Principal Component Anays
Rotation Method: Varimax with Kaiser NormalizatioRotation
converged in 3 iterations.

Component 1: 2,5,6; Component 2: 3,4; Componeht 3:

www.manaraa.com



51

Table 7

Final Regression models using Stepwise regressioprédicting health measures for
Hispanic sample

SES indicator
Hometown Summarized Community Nation
subjective  objective subjective  Subjective

SES SES SES SES
Standardized Standardized Standardized Standardized Adjusted
B B B B AR?
Model 1: 436 178*
predicting self-
reported health
Model 2: 331 .096*
predicting general
health
Model 3: 283 .067*
predicting mental
health
Model 4: -
prgdi:ting BMI .248 047*
Model 5: 315 .085*
predicting
optimism
Model 6: -.295 .073*

predicting vitality

Note. *p<.05; **p<.001
Table 8

Final Regression models using Stepwise regressioprédicting health measures for
Caucasian sample

SES indicator
Hometown Summarized Community Nation
subjective  objective subjective  Subjective
SES SES SES SES
Standardized Standardized Standardized Standardized Adjusted
B B B B AR?
Model 1: .261 .056*

predicting self-

reported health

Model 2: -.320 .090*
predicting

perceived stress

Model 3: 294 .075*
predicting

optimism

Model 4: 227 .039*
predicting control

over life

Model 5: 252 .051*
predicting

aggregate mental

health

Model &: -.223 .037*
predicting body

mas$

Note. *p<.05; **p<.0012 the natural log of BMI was used in this computatiecause of normality issues.
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Table 9
Hispanic immigrant sample: Correlations betweenechive and subjective SES
Social setting 1 2 3 4
1. Summarized

o - 337** 267*
objective SES
2. Hometown

- .640**

subjective SES
3. Community
subjective SES
4. Nation
subjective SES

- 499

Note. *p<.05; **p<.001

Table 10

Caucasian sample: correlations between objectiv8 &id subjective SES

Social setting 1 2 3 4
1. Summarized

objective SES

2. Hometown

subjective SES

- .264* .390** A403*

- .646** .509**

3. Community
subjective SES
4. Nation
subjective SES

- 649*

Note. *p<.05; **p<.001
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53

Comparison with Adler et al. (2000) validation spuslith Caucasian women

Adler et al's (2000)

Health measure Objective SES

Adler et al's (2000)  Current Study nation
Subjective SES

subjective SES

Physical Health .05
BMI -.07
Sleep quality -27*
Resting Systolic .06
Blood pressure

Subjective stress -.08
Pessimism -.20*
Control over life -.05

067

-139
-144

-.027

-273*
294
227

Note. *p<.05; **p<.01

Table 12

Objective vs. Subjective SES comparisons in Caac@goup

Singh-Manoux

etal's (2003) PHuetal.'s
(2003) study

SES measure study

POperario et al's

(2004) study Current study

Education 53* 32k
Total income .58* 28*r*
Own .60* 26%**
Occupation

(°SE| used)

37 .230*

39** .364*
No measure 270*
used

Note. *p<.05; **p<.01, ***p<.0012London-based civil service employees (6895 men33ddmen),

*Taiwanese participants (991 participarits)multicultural sample (1423 total sample, 1086 Cmians)
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