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This qualitative study, utilizing the dimensional analysis approach,
was conducted to generate a substantive theory about the description
and meaning of functional health from the perspectives of older An-
glo and Latino women. Through focus group interviews with older
Anglo and Latino women and data analysis, the investigators learned
that the women’s perceptions of functional health were vastly dif-
ferent. As planners and providers, we usually are trained in a health
culture that is predominantly based on White, middle-class values.
This ethnocentrism can act as a barrier leading us to disregard the
notion that concepts such as health are not universally perceived.
Findings from this study may enable us to achieve a closer approx-
imation of the real experiences of our clients and to sensitize us to
different world views.

This article presents the qualitative findings of a large two-part study
conducted by Professor Betty Gale, who served as principal investigator
(Gale, 1998). The study was designed to describe sociocultural influences
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on functional health outcomes and to estimate relationships among vari-
ables influencing health in older Anglo and Latino women. The first part,
the qualitative component whose findings are presented here, was con-
ducted using the dimensional analysis approach (Schatzman, 1991) to
elicit an understanding of the meaning of health from the perspectives
of older Anglo and Latino women. Analysis of qualitative data yielded
a grounded theory that informed the second part of the study. The di-
mensional analysis methodology was found to be particularly well suited
for this qualitative study. The investigators will argue that a wider appli-
cation of dimensional analysis will enrich studies of culturally focused
research. To illustrate this claim, an in-depth discussion of the process
of inquiry will be presented.

BACKGROUND

America’s older population is increasing in numbers and becoming
more diverse (Hetzel & Smith, 2001; Rowe & Kahn, 1998). The ma-
jority of older persons are women. Most live alone, and many are poor
(Alliance for Aging Research, 1998). With changing demographics, new
strategies for health care delivery that focus on preventing chronic disease
and disability in older people and among minority populations are needed
(Brogan, Haber, & Kutner, 2000; Wallace, 1997). Many researchers, clin-
icians, and older persons agree that disabilities or functional limitations
associated with chronic diseases are a more important problem than the
chronic diseases themselves (Evans, 1999; Fries, 1997). The potential
for successful implementation of interventions that improve function is
great, regardless of when limitations associated with diseases are found
(Lee, 2000). Little emphasis, however, has been placed on assessing and
correcting limitations of functioning in health care delivery arenas (Gale
& Erickson, 1997).

Sociocultural influences, or the combination of gender, race, and class,
have an impact on the occurrence of serious health needs among popu-
lations (Zambrana, 1987). Nevertheless, not enough is known about the
sociocultural influences and descriptors of functional problems common
across diagnostic categories (Geiger, 2001; National Institute of Nursing
Research, 1994) and of problems that occur more frequently in women
(Office of Research on Women’s Health [ORWH], 1999).

Latino elderly are one of the fastest growing population groups in
America (He, 2002; Liao et al., 1998). As a cohort, they are at risk for
the development of many common health problems that plague older
Americans. This concerns many health care planners and providers, es-
pecially those who are aware of data suggesting that functional limita-
tions are disproportionately high in Latino groups and that they become
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evident at younger ages (Aday, 1997). Further cause for alarm is raised
when planners and practitioners consider that Latino women are reported
to suffer higher rates of chronic, disabling conditions than many other
groups (Gale, 1995; Gale & Erickson, 1997; Kass, Weinick, & Monbheit,
1999). Moreover, it has been demonstrated that these women experience
greater limitations in health care access (Mills & Bhandari, 2003; Moy,
Bartman, Clancy, & Cornelius, 1998) and bear the brunt of cultural in-
sensitivity demonstrated by many service providers (Campinha-Bacote,
1999; ORWH, 1999).

In delivering health care services, most planners and practitioners de-
pend upon models that have been developed to serve non-Latino White
populations (National Coalition of Hispanic Health and Human Ser-
vices Organizations, 1995). Although Latino populations are as diverse
as White populations, their cultural values and similarities in language
allow them to self-identify as members of the same ethnic group (Marin
& Marin, 1991). Dissimilarities among the various Latino cultures are
nevertheless becoming ever more apparent and include dissimilarities in
education, socioeconomic status, physical and mental health, and access
to health care (Aponte, Rivers, & Wohl, 1995; Mays, Cochran, & Sulli-
van, 2000; Molina & Aguirre-Molina, 1994).

Trends observed in investigations of successful aging and function-
ing (Minkler, Schauffler, & Clements-Nolle, 2000; Rowe & Kahn, 1998)
and findings suggested by rigorous assessment of the contribution of
psychosocial factors related to functioning are paving the way for de-
velopment of culturally sensitive health services (Glass, 1998). These
services reflect a broader and richer conceptual approach that considers
the social and cultural context of people’s lives. A grasp of the description
of health, of the meaning attributed to health, and of how people from
different cultures function is necessary before we can fully understand
the effect of culture on health care. The authors agree with others that
more studies that explore discrepancies among different cultural groups,
genders, and age cohorts are needed (Glass, 1998).

METHOD

This qualitative study was conducted as the initial part of Gale’s larger
investigation, which examined the processes of stratification and accul-
turation and their relationships to and influences on health perceptions,
stress and coping, physical health, psychosocial health, and independence
of older Anglo and Latino women (Gale, 1998). During this qualitative
phase, differences and similarities between these two groups were sought
and revealed. The theoretical orientation of Gale’s larger study (Gale,
1998) followed an established schema of aging, health, and behavior
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linkages that included sociocultural influences on health outcomes (Ory,
Abeles, & Lipman, 1992). In Gail’s larger study, both inductive and
deductive techniques were utilized in an attempt to triangulate data col-
lection and analysis to achieve results that were as scientifically sound
and contextually rich as possible (Duffy, 1987; Hinds & Young, 1987).
Strauss and Corbin (1990) suggested that inductive and deductive tech-
niques incorporate multiple procedures that are independent yet comple-
mentary. The current qualitative study accepts the premise by examining
the data from multiple perspectives.

An original intent of this qualitative portion of the larger study was
to discover factors about the meaning of health and description of health
practices from two culturally diverse perspectives. The investigators be-
lieved that such knowledge might sensitize them to issues that would
be pertinent to subsequent data collection and analysis. In other words,
the qualitative investigation study was conducted to enable investigators
to gain conceptual entré into an area about which little was previously
known: the relationship between culture and functional health.

Dimensional Analysis Approach

The grounded dimensional analysis (DA) approach provided a con-
ceptual and methodological framework for the interpretation of those
data. Professor Lenny Schatzman (1980, 1986, 1991), who had been a
colleague of Glaser and Strauss at the University of California, San Fran-
cisco, first developed and described this approach. Although originally
conceived for the purpose of improving the articulation and communica-
tion of the discovery process in qualitative research, later authors (Kools,
McCarthy, Durham, & Robrecht, 1996; McCarthy, 2003a, 2003b) pre-
sented the DA approach as an alternative to the constant comparative
method of grounding theory (Glaser & Strauss, 1967).

Dimensional analysis is consistent with the constant comparative
grounded theory method in its directive to work analytically with one’s
own experiences. Dimensional analysis extends and elaborates on the
original method, however, by providing an epistemological foundation
for analysis (Schatzman, 1991). DA seeks to answer the question “What
is involved here?” rather than to establish a hierarchy of factors that an-
swers the question “What is most important?” By creating a research
environment in which study participants are not guided by questions
from the researcher but rather set the direction of the inquiry them-
selves, this conceptual shift allows the researcher to incorporate data
that are atypical or unexpected (McCarthy, 1991). Although DA as a
method is generally informed by grounded theory, it nonetheless has
its own procedures, assumptions, and logic, as will be illustrated here
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(Kools et al., 1996; McCarthy, 1991, 2003a, 2003b; Robrecht, 1995;
Schatzman, 1986, 1991).

The product of DA inquiry is the construction or novel reconstruction
of a story or theory that depicts a complex social phenomenon. From the
standpoint of health research, one of the most elusive questions has been
how to capture the nuances and richness of complex cultural influences
on an individual’s perception of personal health. Dimensional analysis
generates a theory by arranging multiple layers of related dimensions
observed in the data, which are then organized and interpreted accord-
ing to some key perspective. Organization and interpretation of data are
facilitated by utilization of an explanatory matrix, an analytical template
unique to the DA method (Kools et al., 1996). In this study, DA was
well suited to study the descriptions and meaning of functional health as
perceived and reported by two culturally diverse groups of women.

PROCESS OF INQUIRY
Data Collection

Data were obtained by conducting a series of focus group interviews
with two groups of older Anglo and two groups of older Latino women.
The primary theme of all interviews was the description and meaning
of functional health in their everyday lives. The qualitative investiga-
tors took this as their direction of inquiry because of Gale’s preliminary
conclusions, which suggested that Latino and Anglo cultures perceive
functional health differently (Gale, 1998).

The 29 group participants for all four focus group interviews were vol-
unteers recruited from among the White and Latino attendees of a neigh-
borhood senior center. The senior center is part of a multigenerational
community center located in a low-income, predominantly Latino neigh-
borhood in a city in central Arizona. Each participant received $10 and
a bag of fresh fruit for her contributed time. Each group session lasted
approximately 2 hours, and all were conducted in private conference
rooms. Conference rooms were comfortably furnished, and refreshments
were available for participants throughout the group sessions. Round-trip
transportation was provided for those participants who required it.

The first and second Anglo groups were composed of 6 and 10 partic-
ipants respectively. They ranged in age from 57 to 81 years, with a mean
age of 69.5 years. All the Anglo women had been born in the United
States. Most of the women were Protestant, and they listed their religious
affiliations as Methodist, Lutheran, Baptist, Church of Latter Day Saints,
or nondenominational. Their years of formal education ranged from 12
to 17 years, with a mean of 13.7 years. Fifty percent (8) of the Anglo
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women were married and lived with spouses; 2 were divorced and lived
alone; and 6 were widowed, with 3 living alone and 3 residing with fam-
ily. All the women reported that they had a regular health care provider
and had seen their physician anywhere from 1 week to 8 months prior
to participating in the group sessions. Personal health conditions that led
them to seek health care included stroke, hypertension, diabetes, and high
cholesterol.

The first and second Latino groups were composed of 5 and 8 par-
ticipants respectively. They ranged in age from 51 to 85 years, with a
mean age of 64.5 years. Half of the Latino women were born in Mex-
ico or Central America, and the others were native to the United States.
All the Latino women stated that they were Christian. Religious affilia-
tions were Roman Catholic, Evangelical, or other Protestant sects. Their
years of formal education ranged from 2 to 16 years, with a mean of
9.6 years. Eight of the women were married and lived with spouses; 4
were widowed and lived with families; only 1 woman was divorced and
lived alone. Six women reported that they did not have a regular health
care provider, although they had seen a physician at least once during
the previous year. The remaining 7 Latino women reported that they did
have regular health care providers, and most had seen a provider within
the previous year. They sought medical attention for the same health con-
ditions as the Anglo women; in addition, 1 Latino woman had a seizure
disorder.

Procedures

Focus group interviews were conducted on four different occasions.
Each of the four groups met individually. The first two focus groups were
conducted several months before the last two focus groups. Originally,
the investigators planned to conduct only two interviews, one with older
Anglo women and the other with older Latino women. As focus group
data were being collected and analyzed during the early part of the qual-
itative study, the need for additional information became apparent. At
that point, the investigators assembled and interviewed two more focus
groups, similarly composed of older Anglo and Latino women.

Based upon findings from previous studies on functional health (Gale,
1994; Gale & Erickson, 1997), and following a review of literature, inter-
view themes and related questions were developed for the first two focus
group interviews. At the beginning of each session, questions were posed
at a level of generality in order not to restrict discussion (Morgan, 1988).

The same investigator conducted all focus group interviews of the
Anglo and Latino women. She is a bilingual Latino woman with a pro-
fessional background in psychiatric nursing and counseling psychology.
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She conducted the interviews with the two Anglo groups in English, and
interviews with the two Latino groups primarily in Spanish. All inter-
views were audiotaped with the permission of participants. Audiotapes
subsequently were transcribed into written texts for future review. The
English versions were prepared in typical fashion, but the audiotapes of
the two sessions conducted in Spanish were handled differently. Initially,
these tapes were transcribed in their original form by bilingual clerical
assistants. These transcriptions were then translated into English and then
back translated. The same investigator/focus group leader further eval-
uated the English versions for accuracy of content and intent, and she
made necessary text adjustments.

Data Analysis

All data primarily were reviewed by the second investigator, an analyst
skilled in DA methodology and geriatrics/gerontology. As analysis pro-
gressed, the analyst enlisted the other investigators to act as a “judge and
jury” for her constructs, accepting or refuting elements of the theory that
was emerging about how these cultures viewed functional health. Raw
data were composed of field notes, transcriptions of taped interviews, and
theoretical memos. All data were analyzed according to the techniques of
DA. For the purpose of reporting the process of inquiry, the components
of analysis are used here as an organizing scheme. These components
are viewed as stages of analysis and include (1) designation, (2) differ-
entiation, and (3) integration. Although deliberately presented here as
a linear process for the purpose of illustration, it must be stressed that
analysis using the DA approach occurs simultaneously and interactively
(Kools et al., 1996; McCarthy, 1991, 2003a, 2003b; Robrecht, 1995).

Designation

Designation, the process of denoting things and events in the data
regardless of salience, began early in the analysis, following the conclu-
sion of the first focus group interviews. During the designation stage,
the analyst developed a vocabulary that could be used to perform the
cognitive work of analysis. Dimensions or codes were generated during
this phase of analysis and then were subdimensionalized or characterized
in a general way to expand data by asking the methodological question
“What is involved here?” In this way, the analyst was able to explore the
density of the older Anglo and Latino women’s experiences in an attempt
to reveal the complexity of the phenomena, namely, cultural perceptions
and descriptions of functional health.

By dimensionalizing data, a number of provisional concepts about
the description and meaning of functional health were revealed and
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designated by the analyst. (Some of these were in vivo terms used by
the participants; others were conjured by the analyst to fit the data.) A
partial list of these early dimensions included the good life, states of
being, being healthy, states of unhealth, consequences of unhealth, life
review, social exchange, inevitability of depression, conditions for accep-
tance of disability, enabling conditions for good health, impediments to
good health, and states of doing.

Initially, the direction this qualitative study needed to take to identify
the dimensions and subdimensions that would elucidate cultural differ-
ences came from an earlier study by Gale (1995). In it, she discovered
that older Latino women consistently referred to the term the good life
when discussing the construct of being healthy. Because of this finding,
in the first session with the Latino women the focus group leader used
the term in provisional questions to elicit conversations regarding the
meaning of health. This same term was not used during the first focus
groups of older Anglo women. Instead, the open-ended question “What
does being healthy mean to you?” was substituted in the Anglo group
for the question, “What does it mean to live the good life?” posed with
the older Latino women.

The dimension “good life” was described in terms of typical and repet-
itive responses made by the Latino women; it was subdimensionalized
to break down the elements of the good life that the Latino women felt
came together to create their picture of functional health. In this study,
the Latino women used the “good life” as the in vivo term to denote
good health. Properties of the good life as revealed by the participants
were categorized by the analyst as primarily either states of being or
states of doing. “States of being” itself then became a dimension that
the investigator recorded in a theoretical memo and conceptually defined
as a collection of personal attributes offered by the participants to de-
scribe, explain, or articulate what they meant when they said that they
were healthy or that someone was healthy. The analyst designated data
perceived to denote actions or processes performed by the participants
that demonstrated good health as “states of doing.” The analyst further
conceptualized these two dimensions as either positive or negative be-
cause some of the women might be considered healthier than others,
when viewed from a standpoint of traditional Western medicine. These
decisions were based largely upon interpretations of both the content and
the intent of the responses made by the Latino women.

The analyst wrote theoretical memos during this phase of analysis to
expand upon any set of dimensions observed in the first focus groups and
possible relationships among dimensions. Continuing to follow method-
ological strategies of DA, these memos were then themselves regarded as
data that the analyst needed to further abstract and analyze. The following
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excerpt exemplifies the type of memo that the analyst wrote during early
stages of data analysis:

The interviewer [group facilitator] uses the in vivo term the “good life”
with the Latino women to qualify or modify the term “being healthy.” This
same terminology was not used with the Anglo group. I have concerns
with this, insofar as it represents a departure from what was originally
discussed during the Anglo focus group. The responses of the two groups
are distinctly different. I am not surprised that the responses are differ-
ent, indeed, had hoped they would be, but now [I] must wonder if the
differences are related to the ethnic makeup of the two groups or if they
are related to the fact that the women were responding to two different
directives from the interviewer? [We must] consider whether or not this
is a condition that sets the responses of the two groups apart. Perhaps a
second set of focus groups should be conducted to tease this out.

The extensiveness of the contrasts between the two groups required
the investigators to ask new theoretical questions to ascertain whether
differences were related to cultural dissimilarities or whether something
besides ethnicity had come into play during group interactions. To allay
their concerns, they convened the second focus groups of Anglo and
Latino women, regarding this as a way to eliminate the potential effect
of culture and language on the choice of words, introduced by the leader,
used to describe health.

At this stage, the dimensions, together with assigned properties, helped
to direct inquiry by prompting investigators to organize questions for the
second focus groups around newly derived concepts as well those rein-
forced concepts identified in the early phase of the investigation. Inter-
viewing during the second groups near the close of the designation stage
became focused on the exploration of the range and depth of the identi-
fied dimensions and corresponding subdimensions and relationships.

Differentiation

Following the expansion of data done during the designation phase, the
analyst began to limit data during the second phase of analysis, referred
to as differentiation. By limiting data, interpretation now became more
directed and focused. The analyst accomplished this data reduction by
selecting a perspective or key dimension from among all dimensions that
had been identified in the data and conceptually explored and described.
Differentiation began while data were still being collected and continued
after all focus groups had met.

According to DA, a key dimension is a conceptual perspective that
has been derived from data and conceptually determined to be the best
vantage point from which to make interpretations and reconstitute data.
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Selection of a key dimension is a crucial conceptual strategy in DA
methodology. Once selected, this key dimension serves to provide pur-
poseful orientation to the remaining inquiry and allows the analyst to
reconstitute identified dimensions and the relationships among them into
a substantive theory about particular phenomena.

In selecting a perspective from the critical mass of dimensions, the
analyst is methodologically obligated to audition many competing di-
mensions (McCarthy, 1991). In attempting to tease out dimensions that
could explain differences between the older Anglo and Latino women’s
responses, the analyst auditioned various factors as central. Examples
included religious affiliation, country of origin, years lived in the United
States, and marital status.

Methodologically, the analyst attempted to discover whether the term
good life could be a more abstract concept than good health, that the
good life might encompass more than merely being healthy. Perhaps, for
the Latino women, being healthy was simply one aspect of the good life.
Perhaps, if presented with the same construct, older Anglo women would
respond similarly.

To determine if both groups regarded the good life in the same way,
the investigator/focus group leader posed questions to initiate discussion
in the second Anglo and Latino focus groups. The investigator began
with the second Anglo group, asking them to react to the responses of
the first Latino group: Did they agree or disagree that the good life was
the same as being healthy? They disagreed, offering their own definitions
of being healthy. Their responses included, “I can stay healthy if I take
good care of myself, eat right, take my medicine, listen to my doctor, do
my physical therapy, exercise regularly, get enough sleep.” When asked,
“How important are these factors to my staying healthy?” they gave such
answers as, “It’s all up to me. If I work hard, I will get healthy and stay
healthy. ... Stop smoking, eat better, sleep more, walk more, remember
to take my medicine.”

For the Anglo participants, health was regarded as a personal, indi-
vidual, and introspective construct. Participants in both Anglo groups
expressed an almost puritanically colored ethic regarding “the work of
staying healthy.” They expressed the strong need to be in control of their
health and the tragedy of losing that control through illness or functional
disability or both. Further, they voiced a dogged determination to work
hard at the “business of recovery” in the event that they became ill or
disabled. Little was mentioned about the impact of interpersonal rela-
tionships or the importance of spirituality in relation to health and the
business of staying healthy. The following remarks illustrate the notion
of the “health work™ and the “business of recovery” as expressed by par-
ticipants in the Anglo groups: “Staying healthy is a full time job and you
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can’t ever take a day off.... I need to always be working at feeling my
best. ... I take it [staying healthy] seriously because if I don’t, no one
else will.... Who but yourself can you rely on? When I had my stroke
I had to work every minute to get back on my feet, to get back to where
I was before 1 got sick. Look at me now and you can see that my hard
work paid off.”

As the investigator and analyst discovered from the older Anglo women
in the second group, the term the good life conjured images of luxury
for them. They did not regard the term the good life as synonymous with
good health. Responses to questions asked to elicit their perceptions re-
garding the term included such things as, “I would think that the good
life means money, boats, a big house, nice vacations, maybe a cruise. . ..
If you want to live the good life then you have to be careful and save for
your future.” This general perception held fast even after the group leader
apprised the Anglo group about the discussions of Latino participants and
the analyst’s interpretation of those discussions.

The last of the four focus groups was conducted with the Latino
women to verify findings from analyses of those collected from all pre-
vious interviews. Participants were asked questions to ascertain whether
they agreed or disagreed with what the first Latino and first and second
Anglo groups had said and whether they agreed or disagreed with the
analyst’s interpretation of the data. They voiced disagreement with the
Anglo women’s use of the terms good health and the good life. With this
established, the interviewer then asked questions about their views re-
garding differences and similarities between the two terms. One question
was, “What was important to their living the good life?” They responded,
“Being able to laugh, being able to accept things the way they were, be-
ing close to God, not being sick, feeling peaceful, having enough money.”
Another question asked what they would do if bad things happened to
their health: Would they try to accept it (and why or why not) or would
they do something to fix it (and what would they do)?

Data from this final focus group were integrated with previously col-
lected data. The next task for the analyst was to find a key dimension
that would unite all the data. The analyst selected the dimension “degree
of differentiation” from those that had been assembled and raised it to
the level of key dimension or central research perspective. Conceptu-
ally, degree of differentiation denoted the incongruity between beliefs of
older Anglo and Latino women regarding the meanings and values they
attributed to good health and the ways in which they described good
health and functioning day to day.

The older Anglo women demonstrated a more differentiated regard
than the older Latino women. The Anglo women viewed health as a dis-
tinct aspect of self. They tended to regard health as a specific construct
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that could be viewed and discussed in terms distinct from other aspects
of life. They described health largely in terms of the presence or absence
of physical well-being. Illness or sickness was discussed predominantly
in terms of having one or more chronic physical problem and in dealing
with how problems affected one’s ability to function day to day. In other
words, the older Anglo women’s notion of health was compartmental-
ized and differentiated. Although regarded as a part of life, it could be
thought of and discussed as a stand-alone concept. The received or more
usual notion of functional health was more accurately reflected by the
older Anglo women’s perceptions than by those of the Latino women.
In addition, interventions typically implemented to maintain or restore
functional health or to prevent decline were more clearly recognized by
the older Anglo women than by their Latino counterparts.

In contrast, the older Latino women did not distinguish between health
and self. They tended to regard health as a wholly integrated aspect of life,
and, consequently, they did not perceive health as a concept that could be
discussed outside the context of life and living. The analyst derived this
interpretation in part from the women’s responses when they were asked
to say whether physical health was important, and they responded, “Sure,
but there are more important things: family, God, laughter.” They added
to that list “relaxing” and “accepting” when asked about things that were
important relative to a good life. Good health or good life, the in vivo term
used by the Latino women to denote health, was apparently regarded as
such an integrated part of self and living that they could not regard it as a
separate entity, even for the sake of discussion. According to the key per-
spective “degree of differentiation,” these older Latino women would be
said to have a nondifferentiated view of health. For them, health was another
part of who they were and not a thing that existed outside of themselves.

By analyzing existing data according to this “angle of vision,” relation-
ships among the many different dimensions became more evident than
before. The pieces of the story and the relationships among those pieces
began to become more evident. By utilizing peer rehearsal as a method-
ological strategy to challenge the logic of the emerging theory, however,
the dimension “degree of differentiation,” while admittedly useful, was
deemed to be too pejorative a term to capture the essence of what was
being observed in the data. Although the intent was clear, the designa-
tion conveyed something negative to the peer reviewers. They especially
reacted to the use of the term nondifferentiated in connection with the
Latino women’s perspective of health. Therefore, searching for a better
way to express what seemed in the data to be a central process, the ana-
lyst relabeled degree of differentiation as “integrality” and deemed it to
be the most fruitful perspective from which to explain the observed dif-
ferences between the perspectives expressed by older Anglo and Latino
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women regarding the meaning of health and the value attributed to good
health and their day-to-day healthful actions. Older Latino women were
perceived as having a more integrated regard about health than their
Anglo counterparts. From this point on, integrality became the central
perspective that guided analysis, and the analyst accordingly determined
salience of dimensions from this point of view. In other words, integral-
ity enabled the analyst to view the good life, states of being, and other
dimensions in a context of how they reflected cultural differences.

Integration

In the final stage of DA analysis, referred to here as the integra-
tion phase, analysts reconstitute the various pieces of the explanatory
paradigm that have been identified through some grounded perspective
(Schatzman, 1991). In this study, as categories were further described,
they were sorted, organized, and clarified from the perspective of inte-
grality. Analyzing data and placing them within the explanatory paradigm
as context, condition, action/interaction, or consequence moved the re-
search process along. As a strategy of DA, this was done to capture a
greater world of meaning within the developing structure of this theory,
which was attempting to describe and explain how functional health was
perceived and choreographed by older Anglo and Latino women.

As the conceptual story was being integrated, the investigators col-
lected and analyzed only limited additional data to challenge the validity
of the emerging theory. The analyst continued to engage in the process
of “self-talk” and conceptual negotiation in conjunction with staging a
number of peer rehearsals with the other investigators. Additional key
informants (older Anglo and Latino women who had not participated in
the focus groups but who were members of the two cultures) also were
recruited and interviewed to clarify and verify the emerging theory.

At a point where the investigator sufficiently reaches and describes
both category saturation and depth of conceptual linkages, the theory-
generation process is considered to be complete. The story or theory,
representing the outcome of this research process, is reconstituted. In
this study, this reconstitution culminated in providing a grounded theory
developed by using the DA approach. This theory describes and explains
the differences between older Anglo and Latino women’s perspectives
about health and day-to-day functioning as deriving from the way mem-
bers of the two cultures assimilate health as an integral part of self.

RESULTS AND DISCUSSION

The results of this study are reminiscent of differences between in-
dividualist and collectivist cultures (Carpenter, 2000; Triandis, 1994;
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Triandis & Gelfand, 1998; Triandis & Suh, 2002). The individualist as-
pects of the Anglo cultures are depicted by the introspective dimension
of health as personal and individual in the Anglo women. The older
Anglo women in this study consistently and repeatedly described health
in terms of physical well-being or the absence of disease. Among their
descriptions of being healthy were the following: “Not being sick, not
feeling bad, being able to do the things I want to do, being able to do
the things I need to do, walking without a cane, not needing to take as
many medicines, getting a clean bill of health from [my] doctor, being
able to eat whatever [I] want, and getting back to [my] old self.”

People belonging to individualist cultures have been seen as driven by
personal attitudes and values, and they assign priority to personal goals
(Triandis & Suh, 2002). This was repeatedly demonstrated by older Anglo
women in this study, who, as a cohort, talked about working hard to stay
healthy. The older Anglo women did not appear to consider the impact
of interpersonal relationships or spirituality as essential to the promotion,
maintenance, or restoration of health and day-to-day functioning. Instead,
they seemed to depend upon themselves and relied upon their own ability
to implement personally devised interventions. When prompted about
these observations, these participants provided statements that included
the following:

Who can you count on but yourself? I love my children, but I would never
want to burden them. ... Sure, they [children] say they want to help but I
don’t let them, they have their own lives, their own problems, they don’t
need any more.

The Anglo participants also regarded the medical community as important
helpmates and generally regarded prescribed medical regimens as bene-
ficial. The older Anglo women strove to be the ones in control of their
health and regarded lost control as a tragic consequence of illness. More-
over, they had a low regard for and limited tolerance for diminished control
and dependency as demonstrated by the following remark: “The day I
can’t take care of myself anymore is the day I lay down and don’t get up.”

In contrast, the older Latino women in the study rarely described health
in terms of well-being or the absence of disease. Instead, they consistently
appeared to perceive health as an intimate aspect of the self. Generally,
the older Latino women’s notions of the attainment or maintenance of
health, good health, or the good life were similar to the interdependent
concept of the self as witnessed in collectivist cultures. In collective
cultures, relationships and the environment are central (Gloria, Ruiz, &
Castillo, 2003; Ohbuchi, Fukushima, & Tedeschi, 1999; Triandis & Suh,
2002). As evidenced by this research, older Latino women were not
inclined to separate health from the business of living. These participants
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described women who did not enjoy the good life as “people who are
not close to their families, not close to God, have no sense of humor, or
those who are not able to laugh or dance or be happy.”

People from collectivist cultures have been seen as driven by group
norms and beliefs (Triandis & Suh, 2002). This notion is demonstrated by
the ways in which the older Latino women described health in terms of its
impact on their interpersonal relationships with family and friends. The
physical aspects of health were not considered important, and physicians’
or medically determined interventions or both rarely were regarded as
essential by older Latino women in the study. On the other hand, the
Latino women regarded spirituality, the importance of God, and the act
of placing their health “in God’s hands” as paramount to the maintenance
and restoration of health and the prevention of illness.

In this study, there was a notable difference as well between the two
groups of women with regard to their perceptions of aging. In general,
the older Anglo women tended to face the prospect of growing old with
trepidation, whereas the older Latino women seemed to see the decline
that comes with aging as natural and anticipated. As an illustration, when
the investigator asked the Latino women in the second group to consider
if they would answer the questions the same or differently if they were
30 years younger, one woman responded:

Life was harder then. [I was] too busy taking care of children, husband,
house. I feel sorry for the young ones who have to work. ... Husbands
don’t help. You have to take care of them. They expect it. You expect to
do it. Sometimes it’s easier to be a widow. You have more freedom.

The Anglo women seemed to view themselves as independent and
strong throughout their entire lives, and, consequently, they strove to and
admitted that they would aggressively act to maintain that independence.
If they were unable to maintain a certain level of independence, they
adjusted their views about themselves rather than admit that they were
dependent. They renegotiated and reconfigured their notion of who they
were in response to the threat or actual onset of each new illness or
limitation. They reidentified themselves as a way to come to terms with
and accept an illness or functional limitation. These conclusions derived
from responses to the investigator’s questions concerning what health
largely seemed to mean, including not needing to take as many medicines
and getting a clean bill of health from their doctor.

In contrast, the older Latino women seemed to view aging with a
newfound sense of freedom. In general, they expressed a sense of growing
independence in their later years, despite illness or functional limitations.
These women viewed themselves as being less encumbered by the daily
responsibilities they had when they were actively raising and serving their
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young families and husbands. As older women, they expressed an overall
sense of contentment, an acceptance of their lives, and a gratitude for the
fullness of the lives they had led. This may be seen from responses to
the question, What did they do when they felt physically sick: did they
pray to God for help, talk to friends or family, call their doctor? One
woman said, “What can I do? I would accept it, get over it, get on with
things, ignore it, because there is nothing you can do about it. If God
wants you, He’ll have you. You just have to be ready.”

Their embrace of the good life enabled them to enjoy their indepen-
dent status, regardless of the presence of chronic illness or functional
limitation. This somewhat unburdened attitude enabled them to accept
infirmity and functional decline more readily than their Anglo counter-
parts. The Latino women were less inclined to seek help or to take action
to change what in their view may not have needed to be changed (illness).
They were also far less inclined to seek professional help or to follow
conventional advice and counsel than the older Anglo women, instead
finding peace and satisfaction in being able to accept and deal with the
hand that they had been dealt either by fate or by God.

CONCLUSIONS

Psychosocial factors in patients’ health have become the focus of study
in the last decade, especially social support (Gazmararian, Baker, Parker,
& Blazer, 2000; Hellman & Stewart, 1994; Koukouli, Vlachonikolis, &
Philalithis, 2000). Low levels of support have been associated with lower
physical functioning in elderly people. It is unclear, however, if this ap-
plies to elderly people of all racial/ethnic groups. The study described
here would appear to suggest that differences exist at least between el-
derly Anglo and Latino women and that future research should continue
to look for racial/ethnic differences in the relationship between social
support and health. In addition, future research should attempt to vali-
date these findings in other age and racial/ethnic cohorts through further
qualitative and quantitative study.

Findings from this study contribute much to our knowledge about
women and health care and have uncovered issues that might increase
sensitivity regarding beliefs, values, and practices of different cultures.
Specifically, these findings and the theory generated might provide in-
sight into the ways health care planners and practitioners can better care
for elderly women of White and Latino descent. As planners and prac-
titioners, we are usually trained in a health culture that is based pre-
dominately on White, middle-class values (Rodriguez [Ruiz], 1998). As
a consequence, we may be less apt to consider different conceptualiza-
tions of health. Our ethnocentrism can lead us to disregard the notion that
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concepts such as “health” are not universally regarded, that they have dif-
ferent meanings to individuals in general and to individuals from different
cultures in particular. Latino patients’ mistrust of the health care system,
unconscious clinician bias, and lack of cultural competence and sensi-
tivity have been raised as reasons for the health disparities in the Latino
population (Campinha-Bacote, 1999; ORWH, 1999). Understanding the
meaning given to the concept of health can only enhance our ability
to provide culturally competent care to peoples of different racial/ethnic,
age, socioeconomic, and gender groups, thus further elucidating the issue
of health disparities in the Latino population.

Qualitative research, like that described here, may enable us to achieve
a closer approximation of the real experience of our patients and sensi-
tize us to different perspectives and world views. Dimensional analysis
proved to be effective in making sense of the multitude of factors that
could explain differences in cultural perceptions about functional health.
It is a good approach for studies of culture and health, allowing re-
searchers to investigate different cultural perspectives in a novel way
and giving them an alternative to conducting cultural research. It seems
apparent from this study that Anglo women would likely benefit from
conventional interventions that focus on the maintenance or restoration
of self-responsibility and assisting older people to take control of their
own health. Conversely, older Latino women would be less inclined to
respond positively to such a contemporary style of intervention. Instead,
they would be more apt to seek attention and advice from nontraditional
sources before turning to conventional health care.

Therefore, as demonstrated by findings from this qualitative study, it
is recommended that health care providers set their own values aside
and assume those of their patients. Health planners and providers are
urged to explore the sources of hope, strength, and spirituality of these
women and to enlist the help of family and friends when contemplating
and attempting to deliver the entire spectrum of care. Moreover, it is
paramount that they consider the possibility that older Latino women may
have accepted their situations and are truly enjoying the good life despite
apparent illness and functional decline. Perhaps it would be prudent for
health planners and providers to extrapolate what we have learned from
older Latino women and attempt to apply these tenets to their practice in
other situations where there appears to be limited positive outcome from
traditional care.
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