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ABSTRACT

AN EXAMINATION OF THE SELF-PERCEPTIONS OF THE PHYSICAL
ENVIRONMENT AND PSYCHOLOGICAL HEALTH OF LATINA WOMEN

LIVING IN THE ST. COLUMBA NEIGHBORHOOD OF NEWARK, NEW
JERSEY

by
Veronica Maria Maya

A correlation between perceptions of environmental quality and psychological health has

been established in a sample of Latina women. Three psychological scales exist to

measure psychological constructs such as learned helplessness, hopelessness, and self-

esteem. These three scales have been used in conjunction with an environmental survey

designed to capture the perceptions of the sample to their physical environment.

The mean of scores for each psychological construct in the Latina sample were

compared to the mean of scores for these constructs in independent samples of oncology,

hemodialysis, and spinal cord injured patients being treated for depression. This

comparison yields the following information: the Latina sample displays similar levels of

learned helplessness with the samples of oncology and hemodialysis patients; the Latina

sample displays similar levels of hopelessness with the oncology, hemodialysis, and

spinal cord injured sample; and the Latina sample displays similar levels of self-esteem

as the sample of hemodialysis patients and spinal cord injured patients, and possibly, the

sample of oncology patients.
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CHAPTER 1

INTRODUCTION AND LITERATURE REVIEW

1.1 Objective

The objective of this thesis is to determine the relationship between psychological health

and perceptions of environmental quality. For purposes of this study, psychological

health is determined by the level of learned helplessness, hopelessness, and self-esteem

exhibited by an individual. These three constructs used in known psychological scales

can be used to screen for certain psychiatric states, such as clinical depression. It is

hypothesized that perceptions of poor environmental quality incite feelings of learned

helplessness, hopelessness, or lack of self-esteem in the sample. The sample consists of

30 Latina adult women residing in the St. Columba neighborhood in Newark, New

Jersey. The purpose of this study is to promote research efforts exploring the impact of

the environment on the psychological health of women, specifically Latina women, and

to encourage health, social, and environmental policy recognizing these impacts.

1.2 Background Information

The St. Columba community is located at the south end of Broad Street in the Lincoln

Park section of Newark, New Jersey. The community is comprised of three units: the St

Columba School, the St. Columba Church, and the St. Columba Neighborhood Club.

These three units constitute the St. Columba Collaboration. The St. Columba

neighborhood is defined by the city of Newark as Census Tracts #57, #59, and #67. All

three tracts fall within the Empowerment Zone/Enterprise Community, defined as those

1
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sections of the city where 35% or more of the population fall below the poverty line. The

St. Columba neighborhood has a total population of 7,305.

This neighborhood is one of the poorest neighborhoods in the city of Newark.

Among all residents, 43.1% fall below Federally defined poverty levels with 62.2% of the

children living in poverty. Household income is low among residents with 73% earning

less than $20,000 annually.

The racial and ethnic breakdown of the neighborhood is as follows: 4,627 (64%)

identify themselves as Black and 2, 498 (34%) identify themselves as Hispanic. The

greatest concentration of Hispanics live in Tract #67 (1,456; 40%) where the Church,

School and Club are located. Tracts #57 (1,077; 54%) and #59 (1,303; 78%) have a

majority Black population.

This information was collected in a community needs assessment conducted by

the St. Columba Collaboration in August 1996 (Quinless and Johnston August 1996).

The "objective of the assessment was to determine the perceived needs of the community

residents" (Quinless and Johnston August 1996). The "purpose of the assessment was to

expand the available information base by collecting, analyzing, and interpreting the data

gathered; to provide a database from which to make informed decisions about services,

programs, and collaborative projects; and to foster community spirit and enhance

community-building efforts" (Quinless and Johnston August 1996). The assessment was

a means to address the concerns and needs of the St. Columba community in order to

develop programs that adequately meet the needs of the residents of the community.

There are two interesting characteristics of this community that prompt further

examination of the health of the Latina residents. First, the low-income level of the
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community signals a warning flag for women's health. Several pieces of literature note

the overrepresentation of women in low-income communities, who are often living in

poverty (Kettel 199; Bryant 1996). This means that many Latina women are living in

poverty given that Latino families are more than 21/2 times as likely to live below the

poverty level than other minority groups (Council on Scientific Affairs 1991). Secondly,

the high population of persons of color (98%: Black, 64%; Hispanic, 34%) living in this

community calls forth the issue of environmental pollution. Several studies have shown

the disproportionate placement of environmental hazards in Latino and Black

communities (Metzger et all 1995; Lillie-Blanton et all 1993). Because women often

constitute a majority in their communities as the number of female single-headed

households increases (Ginzberg 1994), Latina women are also burdened by

environmental pollution.

Somewhat limited information exists on the health of women in general, let alone

the health of Latina women. What is known about the health of Latina women is usually

obtained either by examining the health of women in general or by examining the health

of the entire Latino population living in the United States. Hence, data obtained on the

health of the general Latino population is used to make assumptions regarding the health

of Latina women.

As environmental issues have aroused concern in the medical industry, more

studies have examined the link between the environment and physical health. The

Surgeon General's Report on Health Promotion and Disease Prevention noted, "[t]here is

virtually no major chronic disease to which environmental factors do not contribute,

either directly, or indirectly" (Institute of Medicine 1995). The relationship between the
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environment and physical health is being noted in women's health as an increasing

number of the diseases affecting women appear to have an environmental link (Bryant

1996). However, very little attention, if any at all, has been given to the affect of the

environment on psychological health. Thus, the objective of this thesis serves two

purposes: to perform a baseline attempt at examining the relationship between the

environment and psychological health through the use of perception and to increase and

improve an understanding of Latina health via an examination of a sample of Latina

women.

1.3 Literature Review

Somewhat limited information exists on the health of Latina women. However, factors

affecting their health can be explained by examining the health of women in general.

Keep in mind why these factors greatly affect Latinas. Many studies have shown the

affect of the environment on women's physical health. Yet, few studies have shown the

affect of the environment on women's psychological health.

1.3.1 Women's Health

The relationship between the physical environment and women's health is a concern that

is being discussed and researched in an effort to improve the health status of women in

the United States. The affect of the environment on women's health has gained

widespread attention as studies have shown that many diseases affecting women appear

to have an environmental link (Bryant 1996). For example, recent scientific evidence

suggests that exposure to estrogens can be a breast cancer cause (Bryant 1996). Toxic
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chemicals such as DDT and PCB that are an accumulation of organochlorine residues in

the environment are also linked to breast cancer, miscarriages, premature birth weight,

and infertility in women (Wolff et al 1993; Bryant 1996).

These environmental impacts combine with social and cultural impacts to further

threaten women's health. For instance, Kettel states that women are exposed to

heightened environmental risk causing a "disease environment" (1996). This

environment results from changes in a woman's natural and physical environments

caused by the introduction of new technology or social pressures that transform the local

biophysical system and are hazardous to women's health (Kettel 1996). For example,

the emergence of chemical industries in a particular locale increases the level of air

pollution thus threatening the physical health of the local population.

Furthermore, Kettel argues that the differences in health between men and women

are a function of socio-cultural roles. Women's social and cultural roles contribute to

these "disease environments" by increasing their risk exposure to environmental health

hazards. For example, a women's role as a mother often requires her to sacrifice her

health for the health of her family. Additionally, a gender bias in the workforce locks

women into low-paying, hazardous occupations with high exposures to toxic substances.

Professions as nurses or hairdressers expose women to toxic chemicals that harm

women's health (Kettel 1996). Jobs in factories and agriculture expose women to

formaldehyde, asbestos, radiation, and pesticides. Also, women own less than men, work

longer hours, and earn less income (Kettel 1996). Thus, more women are likely to live in

poverty. For instance, the St. Columba neighborhood is designated as an Empowerment

Zone/Enterprise Community, defined as those sections of the city where 35% or more of
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the population fall below the poverty line. Women constitute a majority over men in two

of the three census tracts comprising the St. Columba community. In tract #57, women

comprise 54% of the population, men comprise 46%. In tract #59, women comprise 56%

of the population, men comprise 44%. Tract #67 appears to have an equal percentage

(50%) of men and women (Quinless and Johnston August 1996). This further

substantiates the increasing numbers of women living in low-income communities.

Because more women live in poverty, they are subject to more environmental

health hazards from inadequate housing such as poor ventilation, lead paint, leaded water,

and asbestos insulation than men ((Lillie-Blanton et al 1993). Because they are poor,

women are more likely to be located next to sewage treatment plants or hazardous waste

sites that release PCB's known to cause liver and nervous system damage (Lillie-Blanton

et al 1993). Once again, because more women live in these areas, the affect of

environmental pollution on health becomes an important issue for women.

1.3.2 Latina Health

Latinos as a group face excessive health threats caused by environmental pollution. For

instance, Latinos are more likely to live in areas with poor air quality and are the minority

group with the highest incidences of asthma (Metzger et al 1995). Latinos are more

likely than blacks or whites to live in areas with elevated levels of ozone, lead, particulate

matter, and carbon monoxide (Metzger et al 1995). Lead in drinking water is more

problematic for Latinos since they make lower incomes as a whole and are more likely to

rent older homes or apartments that may contain lead plumbing (Metzger et al 1995).

Various studies have shown that waste treatment, storage, and disposal facilities are
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disproportionately located in black and Latino communities which also poses health

concerns to these communities (Metzger et al 1995). Lastly, Latinos are more likely to

live in areas with poor air quality and are the minority group with the highest incidences

of asthma (Metzger et al 1995). Interestingly, asthma was the most "serious health

problem" reported by 38% of St. Columba residents in the St. Columba needs

assessment. The importance of this information to the health of Latina women is that

Latina women are more affected than men by environmental pollution due to the

overrepresentation of Latinas in poor and polluted communities.

The health of Latina women is becoming increasingly important for the following

reasons: Latinos are the fastest growing minority group in the U.S. (Council on Scientific

Affairs 1991), with a large number of Latina women close to reproductive age (Metzger

et al 1995); there is a large number of Latinos living in areas with poor environmental

quality, with Latina women being a subset of this group; and many Latina women live in

poverty, due to the growing number of female headed households.

The health of Latina women is further compromised by the various healthcare

delivery problems plaguing Latino communities throughout the United States.

Healthcare delivery is an important issue affecting the health of Latina women. If Latina

women face disproportionate threats on their health because they live in poverty and

areas degraded by environmental pollution, then they require greater medical attention

and services. However, their access to health services is limited by many factors

affecting Latino communities as a whole.

One factor limiting access to healthcare for Latinas is their lack of health/medical

insurance. Latinos are the least insured ethnic group in this country with approximately 7
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million Latinos lacking health insurance (Valdez et al 1993). There are two main reasons

why so many Latinos are uninsured. The first is that many Latinos work in lower paid

sectors of the economy that do not provide health benefits (Valdez et al 1993). Women,

who overall make less money than men, are thus subject to this problem.

The second reason Latinos are uninsured is that a large proportion of Latinos live

in states that have strict eligibility requirements for Medicaid (Valdez et al 1993). This

leaves a large number of Latinos in states such as Florida and Texas without health

insurance because they do not qualify.

According to Valdez et al (1993), health insurance coverage and affordability are

major determinants of access to care. The quality and amount of healthcare received

depends on its costs. Because many Latinos are uninsured, the amount of healthcare

they receive is inadequate. Without medical insurance, one must pay for doctor visits,

treatment, or prescriptions out of pocket. As medical costs steadily increase, those who

are uninsured do not seek health services because they cannot afford it. These people

neglect to obtain health care until their health deteriorates to the point where treatment is

a necessity and unavoidable.

A second factor limiting access to healthcare for Latinas is inadequate medical

attention. Those without health insurance flood public health clinics that provide medical

services at a fraction of the costs demanded by a private facility. As a whole, Latinos

receive the most medical care from large, public hospitals that have rotating staffs,

particularly for patients on Medicaid or other public funding (Council on Scientific

Affairs 1991). Public health clinics are so crowded that many people wait for hours to be

treated. This demand on public service results in system stress, an inefficient use of
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available supplies, and overcrowding, thereby diminishing the effectiveness of medical

care (Valdez et all 993). Many of the resources are expended on emergency programs

and admission for serious patients (Valdez et al 1993). These barriers to adequate

healthcare are coupled with barriers presented by the Medicaid system. Many physicians

choose not to accept Medicaid patients because of the low reimbursement rates paid by

state Medicaid programs (Ginzberg 1994). As a result, patients on Medicaid do not seek

medical services unless they are desperately needed. Then, they flood emergency rooms

and hospital or community clinics when they need care (Ginzberg 1994). Most

Medicaid patients never see the same physician twice which leads to duplicative

procedures and inferior quality of care (Ginzberg 1994). This lack of continuity

contributes to patients' poor health because they are not being treated holistically for their

health problems.

A third factor affecting healthcare access for Latinas is the shortage of medical

supply in Latino communities. There is a shortage in the number of physicians serving

the poor in general. Physician to population ratios in low-income communities were as

low as 1:15,000 compared to 1:300 in affluent neighborhoods (Ginzberg 1994). This

affects Latinos since Latinos are 2.5 times more likely to live below the poverty level

than non-Latinos (Council on Scientific Affairs 1991). Many doctors left poor

communities to open up new practices or become involved in new medical enterprises

(Ginzberg 1994). Additionally, many hospitals were forced to relocate or close because

of a nursing shortage in the mid-1980's. Thus, medical services were not as accessible to

these communities. Because many Latinos are poor, they lack their own means of

transportation and must rely on public transportation. Many Latinos report lengthy travel
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times to reach a healthcare facility (Valdez et al 1993). Without accessible healthcare,

Latinos will compromise their health until it is no longer possible.

These are some factors that impact Latina women's health and the health of the

Latino community as a whole. According to various interviewees, the St. Columba

community suffers from these access barriers to proper health maintenance. Without

adequate healthcare services, Latinos cannot halt the various health threats they may face

nor can they improve their health.

1.3.3 Mental Health

As mentioned above more research has been conducted on the effects of the environment

on the physical health of women, than on the effects of the environment on psychological

health. One study conducted by Greenberg and Schneider notes a relationship between

the environment and psychological health. Their study relied on the perceptions of the

residents of a community to the environmental quality of that community. They noted

that "optimism [of the respondents] was highest in neighborhoods perceived as excellent

quality... [and that] pessimists were most prevalent in poor quality neighborhoods"

(Greenberg and Schneider 1996). This study recognizes an association between

perceptions of the environment and the psychological health of the residents of that

environment.

Another study by the same authors explored gender differences in risk perception

among men and women living in an environmentally stressed neighborhood (1995). The

authors concluded that "female-male perceptions of risk are changed by the presence of

multiple hazards" (1995). The authors determined that risk perceptions in their sample



11

were affected by the presence of that risk to the sample. Relative to this study, their

conclusions could suggest that the presence of environmental pollution in the St.

Columba community could indeed affect the perceptions of the sample.

Kettel also mentions the possible relevance of environmental factors on women's

mental health. She notes that "women are excellent copers...[and that] the challenge [for

women's health] is not to stretch women's extraordinary coping skills past the limits of

their mental and physical health" (Kettel 1996). Perhaps dealing with perceptions of poor

environmental quality requires the women in that community to expend their "coping

skills," thus compromising their psychological health. As a result, they suffer from

learned helplessness, hopelessness, and low self-esteem because they have been pushed

past the limits of their mental health. Kettel also notes that the combined impact of

environmental health hazards can be "a dehumanizing level of stress and discord"

(Kettel 1996). Thus, if it is possible for the environment to cause "stress and discord," it

is possible for the environment to incite feelings contributing to poor psychological

health.



CHAPTER 2

RESEARCH DESIGN AND METHODS

The research design for this thesis is both exploratory and descriptive in nature. It

explores the perceptions of the sample to their physical environment and psychological

health. It also asks the respondents to describe their environment and their psychological

health through a series of survey instruments. It is a baseline study gathering data about a

group of Latina women living in the St. Columba neighborhood in Newark, New Jersey.

Data obtained during this research serves as an exploratory tool examining the

perceptions of the sample to their environment and their psychological health.

The sample is composed of thirty women who were asked to participate in the

study. Each woman was asked to complete a packet containing four survey instruments,

an information form, and a consent form. The survey instruments were used to obtain a

profile of the sample's psychological health and to measure their self-perceptions

regarding their physical environment. A profile of psychological health was obtained by

measuring feelings of learned helplessness, hopelessness, and self-esteem in the sample

population. These three constructs can and have been used as screening tools for

depression (Quinless 1999, Personal interview). The levels of these feelings displayed in

the sample can indicate the risk status of the Latina sample for depression, hopelessness,

and low self-esteem. The psychological data obtained from this sample will be compared

to the psychological data obtained in a separate study examining learned helplessness,

hopelessness, and self-esteem in oncology, hemodialysis, and spinal cord injured patients.

who are being treated for depression. This will determine if the levels of the above three

constructs in the Latina sample are similar or dissimilar to those

12
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levels displayed in the sample of those patients. All of the responses for the questions on

the psychological instruments were assigned a numeric value based on a continuum. This

numeric value was used to perform data analyses functions in the SPSS software

program. Please refer to the Appendices for each scale for these values.

2.1 Resampling Statistics

The Resampling Statistics program was used to compare the means of learned

helplessness, hopelessness, and self-esteem to the means of these constructs in samples of

oncology, hemodialysis, and spinal cord injured patients being treated for clinical

depression. Resampling Statistics is a program that allows "the use of data.. .to randomly

generate additional samples, the results of which can be examined" (Resampling Stats,

Inc. 1995). It provides an inductive approach to data analysis that determines the

differences in data and the significance of these differences. Differences between the

samples are indicated by a difference of means.

Statistical significance means a rejection of the null hypothesis (Roscoe 1969).

Roscoe defines the null hypothesis as "a mathematical statement to the effect that there is

no difference between the specified population parameters" (1969). For the Latina

population, these parameters would be learned helplessness, hopelessness, and self-

esteem. Thus, the rejection of the null hypothesis in this study would indicate no

difference between the Latina sample and the patient sample for that given parameter.

Or, it would indicate that these two samples were similar. 'When the null hypothesis is

rejected, the finding is statistically significant at a specified level of significance (Roscoe

1969). For this study, the finding was significant at the 0.05 level. This means that if the
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difference of means is < .05, the finding is significant and the two compared samples are

more dissimilar than similar. If the difference of means is > .05, the finding is not

significant and the two compared samples are more similar than dissimilar. This program

was used to determine if the four samples were similar or dissimilar in their risk for

depression.

2.2 SPSS Program

One asterisk (*) indicates that the finding was significant at the .05 level. Two asterisks

(**) indicate that the finding was significant at the .01 level. This finding demonstrates a

stronger relationship between the two variables (Roscoe 1969). A significance level of

.01 indicates that "1 percent of the area will be in the region of rejection, and 99 percent

will be in the region of retention" (Roscoe 1969). This means that this relationship would

happen by chance only 1 occurrence out of 100. A significance level of .05 indicates that

this relationship would happen by chance 5 occurrences out of 100.

2.3 Survey Instruments

The entire survey packet including the four survey instruments, the information form, and

the consent form, were all translated into a colloquial style of Spanish (see Appendix I)

by the investigator prior to their distribution. Spanish is the primary language among the

sample, though a large number of respondents speak English. Because the study measures

the perceptions of Latina women, it was appropriate to distribute the instruments in their

native tongue, and in a colloquial style, to facilitate the sample's full comprehension of

the questions in each of the surveys. The surveys were distributed by the investigator,
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co-investigator, and study assistants of this study. The questions were completed in the

presence of a Spanish-speaking person, either the co-investigator or another study

assistant.

Each of the questions in each survey was assigned a variable label (string value)

used to perform functions in the SASS computer program. For instance, SES3 indicates

the third question on the self-esteem scale.

Each question response in each survey was also assigned a label (numeric value).

For example, the response "false" in the hopelessness scale was assigned either a value of

1 or 2, depending on the question. These labels and values are available in the

Appendices for each scale.

23.1 Learned Helplessness Scale (LHI)

The first instrument is the learned helplessness scale (see Appendix A). This scale was

first created by Abramson, Seligman, and Teasdale in an effort to examine why

"organisms exposed to aversive events in one situation 'often fail to escape that event in a

different situation' (Quinless and Nelson 1988). The investigators developed a pool of.

50 test items from the literature that reflected the attributional styles theorized to operate

within the construct of learned helplessness (Quinless and Nelson 1988). Of these 50, 20

items were chosen for the Learned Helplessness Scale. These 20 items were selected

because they were rated as being either strongly indicative of learned helplessness or

orthogonal to learned helplessness (Quinless and Nelson 1988). Each response for each

of the 20 items was rated on a 4-point Likert scale ranging from strongly agree (1) to

strongly disagree (4) (see Appendix A). Participants were asked to read the statements
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carefully and then indicate how closely they agreed or disagreed with each item's

description of themselves or their feelings about themselves. The range of possible scores

is from 20 (low learned helplessness) to 80 (high learned helplessness). The higher the

score on the scale, the greater the degree of learned helplessness in the respondent.

This scale has been used as a screening tool for clinical depression (Quinless and

Nelson 1988). Clinical depression "includes alterations in mood or affect, pessimistic

outlook, cognitive changes, behavioral changes, and physiological changes..." (Quinless,

presentation 1999). Currently, this scale is the only scale used to measure learned

helplessness in an individual. The score attained on the learned helplessness scale

indicates the risk status for depression in the sample. Scores from 20 to 40 indicate a low

risk of depression. Scores from 40 to 60 indicate a moderate risk of depression. Scores

from 60 to 80 indicate a high risk of depression.

The mean score for learned helplessness in the Latina sample was compared to

the mean score for learned helplessness in the samples of oncology, hemodialysis, and

spinal cord injured patients being treated for clinical depression. This comparison was

performed to determine if the levels of learned helplessness among these four samples is

similar or dissimilar.

2.3.2 Hopelessness Scale (HS)

The second instrument is a hopelessness scale (see Appendix B). This scale was designed

by Beck et al. as an objective measure of an individual's negative expectancies (Quinless

and Nelson 1988). It is the only screening tool available for hopelessness. Hopelessness

has been theoretically linked to learned helplessness (Quinless and Nelson 1988). The
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score attained on this scale gauges the respondent's sense of hope and the respondent's

sense of future (Quinless 1999, Personal interview). The scale is a 20 item true-false

instrument which has a high degree of internal consistency, reliability, and validity

(Quinless and Nelson 1988). When administered to a sample of 23 outpatients in general

medical practice and to 62 hospitalized suicide attempt patients, the correlations with

clinical ratings of hopelessness were 0.74 in the medical group and 0.62 in a suicide

attempt group (Quinless and Nelson 1988).

Each "true" or "false" response was assigned a value (see Appendix B). The

"false" response was assigned a numeric value of 2. When a respondent selected "false"

to a statement, she increased her risk for hopelessness. The more "false" responses

given, the greater the risk for hopelessness in the respondent. The "true" response was

assigned a numeric value of 1. The more "true" responses, the lower the risk for

hopelessness. The range of possible scores is from 20 (low hopelessness) to 40 (high

hopelessness). Scores ranging from 20 to 30 indicate low to moderate levels of

hopelessness. Scores ranging from 30 to 40 indicate moderate to high levels of

hopelessness. The total score attained by the respondent will indicate the risk level for

hopelessness in the respondent (Quinless 1999, Personal interview). The mean of the

hopelessness scores for the Latina sample was compared to the means of hopelessness

scores of the patient samples being treated for clinical depression.

2.3.3 Self-esteem Scale (SES)

The third instrument is a subset of the Minnesota Multi-Phase Personality Inventory

(MMPI) designed to measure intrinsic feelings of self-worth, known in this study as the
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self-esteem scale (see Appendix C). The MMPI has been widely used to diagnose

existing psychiatric states (Quinless 1999, Personal interview). The self-esteem scale

was created by Rosenberg to screen people at risk for low self-esteem (Quinless 1999,

Personal interview). Currently, it is the only existing scale measuring self-esteem

(Quinless 1999, Personal interview). Self-esteem, along with hopelessness, has been

theoretically linked to learned helplessness (Quinless and Nelson 1988). The scale is a

10-item instrument reported along a 4-point continuum on a Likert scale from strongly

agree to strongly disagree (see Appendix C). Those responses assigned a numeric value

of 4 indicated a high level of self-esteem in the respondent. Those responses assigned a

numeric value of 1 indicated a low level of self-esteem. The range of possible scores is

10 (low self-esteem) to 40 (high self-esteem). Scores ranging from 10 to 20 indicate low

levels of self-esteem. Scores from 20 to 30 indicate moderate levels of self-esteem.

Scores from 30 to 40 indicate high levels of self-esteem. The lower the score, the lower

the self-esteem of the respondent. The mean of the hopelessness scores of the Latina

sample was also compared with the means of the hopelessness scores of the patient

sample.

2.3.4 Environmental Survey (ESI)

The fourth instrument is an environmental survey designed to assess perceptions of

environmental health and environmental quality (see Appendix D). This survey is a pilot

designed by the investigator as an initial attempt to measure the sample's self-perceptions

of the environmental quality of their neighborhood. It is a baseline questionnaire that

serves as an exploratory tool designed to measure how the respondent perceives
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environmental quality in her neighborhood. The questions in this instrument try to gauge

the sample's perceptions of the environment by asking the sample to rate different

aspects of their environment. Environmental quality in inner cities can be characterized

by some parameters such as the quality of the air, water, and sanitation efforts in the

community. These three concepts were explored in the survey.

The survey is composed of 29 questions and is separated into seven sections.

Each section is designed to examine how the respondent perceives the air, water, and

sanitation in her neighborhood. Sections one, two, and three aim to measure air

pollution. Section four aims to measure water pollution. Sections five, six, and seven

aim to measure the perception of the quality of sanitation services in the neighborhood of

the respondent.

The response choices per section vary from "yes/no" responses to those of a 3-

point continuum: often, sometimes, or never. Those questions along a 3-point continuum

are assigned values as follows: 3 represents a poor perception of the environment, 2

represents a fair perception of the environment, and 1 represents a good perception of the

environment (see Appendix D). The higher the score attained by the respondent, the

worse the respondent perceives her physical environment.

There are no questions specifically asking the respondent to rate her environment.

This was purposely done because the investigator did not want to introduce bias into the

instrument and did not want to lead the respondent to a perception of poor environmental

quality. Also, the investigator did not want to alarm the sample with questions that might

cause unnecessary concern of poor environmental quality in their neighborhood. Finally,

the investigator was unsure as to the knowledge of the respondents to issues of
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environmental quality. Thus, the survey questions attempted to measure their perceptions

about environmental quality by asking simple questions about the environment.

Perceptions of poor environmental quality were inferred from those responses

describing the air as dusty, thick, or smoky; indicating a problem with flies, roaches, or

mosquitoes either often or sometimes; street flooding when it rained either often or

sometimes, the presence of stray animals either often or sometimes; the presence of rats

either often or sometimes; the presence of a lot of construction; and whether many cars or

trucks drove through the neighborhood.

The investigator also attempted to measure the physical health of the sample by

asking questions related to health concerns or problems (see questions 8-18 in Appendix

D). This was done because the investigator originally wanted to measure both the

perceived and actual physical health of the sample. However, because of the

investigator's limited medical and epidemiological knowledge, this was a great task, one

beyond the scope of this examination. At this point, the investigator was unable to alter

the environmental instrument due to time constraints. Nevertheless, the information

obtained from these responses indicates the need for further study examining the physical

health of the sample.



CHAPTER 3

DATA RESULTS

3.1 Demographic Statistics

The mean age of the sample is 32.96. The youngest age reported is 18; the oldest age is

67. The highest education level attained by the majority of respondents (53%) is high

school. 43% of the respondents reported having no outside employment at the time of the

survey. When asked to rate their present emotional health, 63% selected either

"excellent" or "good." When asked to rate their present physical health, 76% selected

either "excellent" or "good."

3.2 Survey Scales

Each of the three psychological instruments includes a range of possible scores. These

ranges are used by the researcher to screen people at risk for certain psychiatric states

(Quinless 1999, Personal interview). For purposes of this study, these psychiatric states

would be learned helplessness, hopelessness, and self-esteem. The mean of scores for

each of these constructs in the Latina sample will identify the risk status for that construct

in this sample. The means of the LHS, HS, and SES scores in the Latina sample will be

compared to the means of the LHS, HS, and SES scores of the samples of oncology,

hemodialysis, and spinal cord injured patients. The purpose of this comparison is to

determine the similarities or differences between the Latina sample and the patient

sample. The means for these scores were obtained using the SPSS computer program. A

comparison of the two samples was accomplished using the Resampling Statistics

program. Resampling Statistics was used to determine if there was a difference of means
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in the Latina sample and the patient sample, and if so, if this difference was statistically

significant.

3.2.1 Learned Helplessness Seale (LHS)

The learned helplessness scale is a screening tool for depression. The score attained by

the respondent on the LHS determines whether the respondent is at risk for depression.

The range of possible scores on this scale is from 20 (low learned helplessness) to 80

(high learned helplessness). Scores from 20 to 40 indicate a low risk of depression.

Scores from 40 to 60 indicate a moderate risk of depression. Scores from 60 to 80

indicate a high risk of depression.

The lowest score attained by the Latina sample is 21. The highest score is 60. The

mean of scores is 42.8. Quinless compared this mean with the LHS mean of oncology

patients, the LHS mean of hemodialysis patients, and the LHS mean of spinal cord

injured patients being treated for clinical depression. The table below lists the means:

Table 3.1 Learned Helplessness Means

The means of three of the four groups are similar. However, this alone does not

determine a similarity in learned helplessness levels among these populations.

Resampling Statistics were performed to determine if the numerical differences among
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these means were statistically significant. The results of the Resampling Statistics

revealed the following: there is no significant difference among Latina women and

oncology patients (p-value=0.335) nor Latina women and hemodialysis patients (p-

value=0.240). Because the p-values are not < 0.05 but rather greater than this value, the

null hypothesis is rejected. The findings are not significant indicating that the sample of

Latina women and the sample of oncology patients and the sample of Latina women and

the sample of hemodialysis patients display a similar risk status for learned helplessness.

However, the null hypothesis is accepted when comparing the LHS means of

Latina women and spinal cord injured patients. The p-value is 0.000, which is < .05,

indicating that the findings are significant and that the sample of Latina women and the

sample of spinal cord injured patients are dissimilar in their risk status for learned

helplessness.

Resampling Statistics reveals that the Latina sample displays a similar risk level

for learned helplessness, and hence depression, as oncology and hemodialysis patients.

3.2.2 Hopelessness Scale (HS)

As suggested, the hopelessness scale measures the level of hope in the respondent. The

score attained on this scale gauges the respondent's sense of future. The higher the

score, the more hopeless is the respondent. The range of possible scores is from 20 (low

hopelessness) to 40 (high hopelessness). Scores ranging from 20 to 30 indicate low to

moderate levels of hopelessness. Scores ranging from 30 to 40 indicate moderate to high

levels of hopelessness.
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The lowest score attained is 14. The highest score attained is 30. The mean of

scores is 24.2. Quinless compared this mean with the HS mean of oncology patients, the

HS mean of hemodialysis patients, and the HS mean of spinal cord injured patients. The

table below lists the means:

Table 3.2 Hopelessness Means

The means of the four groups are similar. Resampling Statistics were performed

to determine if the numerical differences among these means were statistically

significant. The results of the resampling statistics revealed the following: there is no

significant difference among Latina women and oncology patients (p-value=0.316),

Latina women and hemodialysis patients (p-value=0.324), nor Latina women and spinal

cord injured patients (p-value=0.352). Because the p-values are not < 0.05 but rather

greater than this value, the null hypothesis is rejected. The findings are not significant

indicating that the sample of Latina women and the sample of oncology patients, the

sample of Latina women and the sample of hemodialysis, and the sample of Latina

women and the sample of spinal cord injured patients display a similar risk status for

hopelessness.

Resampling Statistics reveals that the Latina sample displays a similar risk level

for hopelessness as oncology, hemodialysis, and spinal cord injured patients.
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3.2.3 Self-esteem Scale (SES)

The self-esteem scale measures feelings of self-worth. The score attained on this scale

determines the level of self-esteem in the respondent. The range of possible scores is

from 10 to 40. The lower the score, the lower the self-esteem of the respondent. The

range of possible scores is from 10 (low self-esteem) to 40 (high self-esteem). Scores

ranging from 10 to 20 indicate low levels of self-esteem. Scores from 20 to 30 indicate

moderate levels of self-esteem. Scores from 30 to 40 indicate high levels of self-esteem.

The lowest score attained by the sample is 17. The highest score is 40. The mean

of scores is 31.8. Quinless compared this mean with the SES mean of oncology patients,

the SES mean of hemodialysis patients, and the SES mean of spinal cord injured patients.

The table below lists the means:

Table 3.3 Self-esteem Means

The means of three of the four groups are similar. Resampling Statistics were

performed to determine if the numerical differences among these means were statistically

significant. The results of the resampling statistics revealed the following: there is no

significant difference among Latina women and hemodialysis patients (p-value=0.335),

nor Latina women and spinal cord injured patients (p-value=0.462). Because the p-values

are not < 0.05 but rather greater than this value, the null hypothesis is rejected. The
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findings are not significant indicating that the sample of Latina women and the sample of

hemodialysis and the sample of Latina women and the sample of spinal cord injured

patients display a similar risk status for low self-esteem.

However, the p-value for the sample of Latina women and oncology patients was

0.056. If this value were rounded to two significant digits (0.06), the null hypothesis

would be rejected, showing a similarity in risk status for low self-esteem among the

Latina sample and the patient sample. If the p-value were truncated (0.05), the null

hypothesis would be accepted, indicating no similarity in risk status between these two

samples.

Resampling Statistics reveals that the Latina sample displays a similar risk level

for low self-esteem as the sample of hemodialysis patients, the sample of spinal cord

injured patients, and possibly, the sample of oncology patients.

3.2.4 Environmental Survey (ES!)

The environmental survey is an initial attempt to measure the sample's self-perceptions

of the environmental quality of their neighborhood. It is a baseline, or pilot,

questionnaire. It is not statistically valid because the responses to the questions in this

instrument are not based on a continuum, unlike the psychological instruments. Because

the survey attempts to measure perceptions, there are no range of possible scores.

The original intent of this instrument was to measure the perceptions of the

sample to the environmental quality of their neighborhood. Perceptions of poor

environmental quality were inferred from those responses describing the air as dusty,

thick, or smoky; indicating a problem with flies, roaches, or mosquitoes either often or
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sometimes; street flooding when it rained either often or sometimes; the presence of stray

animals either often or sometimes; the presence of rats either often or sometimes; the

presence of a lot of construction; and whether many cars or trucks drove through the

neighborhood.

Recall the investigator's original intent to measure the perceived health of the

sample (see section 2.3.4). A majority of women reported the following symptoms:

sneezing, coughing, headaches, fatigue, itchy/stingy eyes. A significant number of

women reported the following symptoms: dizziness and nausea when outdoors, trouble

breathing, dry skin, and shortness of breath (see Appendix E). The high incidences of

these health problems warrant further medical, epidemiological, and environmental

studies examining the physical health of the sample and the actual environmental quality

of the sample's neighborhood.

3.3 Relational Comparisons

The following results have been compiled using the correlate analysis function of the

SPSS computer program (SPSS, Inc., 1983). Analyses were performed to determine if a

relationship existed between the environmental variables and the psychological variables

in order to test the investigator's hypothesis: perceptions of environmental quality are

correlated to psychological health because perceptions of poor environmental quality

incite feelings of learned helplessness, hopelessness, or lack of self-esteem in the sample

In order to test this hypothesis, a correlation, or relationship, had to be established

between the environmental variables and the psychological variables. However, the
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relationships between variables should be considered with skepticism because some of

these correlations may be a result of confounding factors.

Recall from section 2.3 that each variable was assigned a label or value. These

labels and values were used to perform correlate analyses. The results of this analyses

are listed in Tables 3.4-3.16. The tables only list those results demonstrating a

correlation, or relationship, between the compared set of variables. Variables that did not

demonstrate a correlation were excluded from the table. A correlation between variables

supports the investigator's hypothesis that environmental quality is correlated to

psychological health.

3.3.1 Learned Helplessness Scale and Hopelessness Scale

Analysis of the data comparing the learned helplessness scale and the hopelessness scale

suggests a positive relationship between the two types of variables. The more learned

helplessness displayed by the respondent, the more feelings of hopelessness she may

express. The variable labels and r values are listed in Table 3.4.
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Correlations between the LHI variables and the HS variables ranged from 0.51 to

0.67 in a significance level of 0.01. This indicates that a strong relationship exists among

the variables listed in the above table.

Five of twenty LHI variables displayed a relationship of .01 with various HS

variables. Seven of twenty HS variables displayed a relationship with various LH1

variables. Relationships demonstrating a correlation level with a 0.05 significance level

are listed in Table 3.5.



Table 3.5 LHI and HS Analysis — Significance of 0.05
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Correlations between the LHI variables and the HS variables ranged from 0.37 to

0.50 in a significance level of 0.05. This indicates that a relationship exists among the

variables listed in the above table.

Fifteen of the twenty LHI variables displayed a relationship of .05 with various

HS variables. Seventeen of the twenty HS variables displayed a correlation with various

LHI variables.

3.3.2 Learned Helplessness Scale and Self-esteem Scale

Analysis of the data comparing the learned helplessness scale and the self-esteem scale

suggests a negative relationship between the variables from each of the surveys. The

lower the self-esteem in the respondent, the more learned helplessness displayed. The

variable labels and r values are listed in Table 3.6.
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Correlations between the LHI variables and the SES variables ranged from 0.49 to

0.83 in a significance level of 0.01. Note that all but one of the r values are >.5

demonstrating a strong relationship. Nine of the twenty LHI variables displayed a

relationship of .01 with various SES variables. All ten of the SES variables displayed

this relationship with various LHI variables. Relationships demonstrating a correlation

with a 0.05 significance level are listed in Table 3.7.
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Correlations between the LHI variables and the SES variables ranged from 0.40 to

0.49. Ten of the twenty LHI variables displayed a correlation with various SES

variables. All ten SES variables displayed a correlation with various LHI variables.

*Please interpret the following results in the same manner as explained above.



3.3.3 Learned Helplessness Seale and Environmental Survey

Analysis of the data comparing the learned helplessness scale and the environmental

survey suggests a positive relationship between the two types of variables in a

significance level of .01. This indicates that the greater the learned helplessness of the

respondent, the worse their perceptions of their physical environment. The variable

labels and r values are listed in Table 3.8.

Table 3.8 LHI and ESI Analysis — Significance of 0.01
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Correlations between the LHI variables and the ESI variables ranged from 0.48 to

0.52 in a significance level of 0.01. Two of the variables from each survey displayed a

relationship of 0.01. The learned helplessness scale contains 20 questions and the

environmental scale contains 29 questions. Relationships with a 0.05 significance level

are in Table 3.9.
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Note that in a significance level of .05, there is both a positive and a negative

relationship between the learned helplessness variables and the environmental variables.

However, the majority of these relationships demonstrate a positive correlation.

Correlations between the LHI variables and the ESI variables ranged from 0.38 to 0.46 in

a significance level of 0.05. Thirteen of the twenty LHI variables displayed a correlation

with various ESI variables. Twelve of the twenty-nine ESI variables displayed a

correlation with various LHI variables.
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3.3.4 Hopelessness Scale and Self-esteem Seale

Analysis of the data comparing the hopelessness scale and the self-esteem scale suggests

a negative relationship between the two types of variables. This analysis suggests that the

lower the self-esteem of the respondents, the higher the level of hopelessness in the

respondent. The value labels and r values are listed in Table 3.10.

Table 3.10 SES and HS Analysis — Significance of 0.01

Correlations between the SES scale variables and the HS variables ranged from

0.49 to 0.64 in a significance level of 0.01. Nine of the ten SES variables

displayed a correlation with various HS variables. Nine of the twenty HS variables

displayed a correlation with various SES variables. Relationships with a significance

level of 0.05 are in Table 3.11.
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Correlations between the SES variables and the HS variables ranged from 0.38 to

0.48 in a significance level of 0.05. Seven of the ten SES variables displayed a

correlation with various HS variables. Eight of the twenty HS variables displayed a

correlation with various SES variables.

3.3.5 Hopelessness Scale and Environmental Survey

Analysis of the data comparing the hopelessness scale and the environmental survey

suggests a positive relationship between the two types of variables. This analysis suggests



that the greater the hopelessness of the respondent, the worse their perceptions of their

physical environment. The value labels and r values are listed in Table 3.12.

Table 3.12 HS and ESI Analysis — Significance of 0.01
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Correlations between the HS scale variables and the ESI scale variables ranged

from 0.49 to 0.83 in a significance level of 0.01. Six of the twenty HS variables

displayed a relationship with various ESI variables. Four of the twenty-nine ESI

variables displayed a relationship with various HS variables. However, some of the

variables displayed a negative relationship. These relationships are demonstrated in Table
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Correlations between these variables ranged from .39 to .51 and indicated

relationships in both significance levels. Four HS variables displayed a relationship with

four ESI variables. Table 3.14 contains those relationships with a significance level of

0.05.

Table 3.14 HS and ESI Analysis — Significance of 0.05

Correlations between these variables ranged from 0.39 to 0.48. Seven of the

twenty HS variables displayed a correlation with various ESI variables. Seven of the

twenty-nine ESI variables displayed a correlation with various HS variables.
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3.3.6 Self-esteem Scale and Environmental Survey

Analysis of the data comparing the self-esteem scale and the environmental survey

suggests a negative relationship between the variables from each of the two surveys. This

analysis suggests that the lower the self-esteem of the respondents, the worse their

perceptions of the physical environment. The value labels and r values are listed in Table

3.15.

Table 3.15 SES and ESI Analysis — Significance of 0.01

Correlations between the SES scale variables and the ESI scale variables ranged

from 0.52 to 0.62 in a significance level of 0.01. Four of the ten SES variables displayed

a relationship of 0.01 with three of the twenty-nine ESI variables. Table 3.16 contains

those relationships with a significance level of 0.05.



Table 3.16 SES and ESI Analysis — Significance of 0.05

41

Correlations between these variables ranged from 0.39 to 0.48. Seven of the ten

SES variables displayed a correlation with various ESI variables. Ten of the twenty-nine

ESI variables displayed a correlation with various SES variables.



CHAPTER 4

INTERPRETATION OF RESULTS

The objective of this thesis is to determine if perceptions of environmental quality are

related to perceptions of psychological health. It is hypothesized that perceptions of poor

environmental quality are correlated to perceptions of poor psychological health because

poor environmental quality incites feelings of learned helplessness, hopelessness, or lack

of self-esteem.

A correlation was established between perceptions of environmental quality and

perceptions of psychological health. The presence of a relationship is demonstrated by

the positive correlation between the learned helplessness variables and the environmental

variables; the positive relationship between the hopelessness variables and the

environmental variables; and the negative relationship between the self-esteem variables

and the environmental variables.

4.1 Discussion of Relational Comparisons

The following is a discussion of the results from the correlate analyses functions

performed with the SPSS program. These comparisons assist in determine the correlation

between the environmental variables and the psychological variables.

4.1.1 Learned Helplessness and Hopelessness

It was expected that the learned helplessness variables and the hopelessness variables

would display a positive relationship given that hopelessness has been theoretically

linked to learned helplessness. The learned helplessness scale is used to screen for

42



43

clinical depression (see section 2.3.1). One characteristic of clinical depression is a

"pessimistic outlook." The hopelessness scale measures the respondent's sense of hope

and the respondent's sense of future. Thus, the more hopelessness displayed by the

respondent, the more pessimistic the outlook, and the greater the learned helplessness.

The analysis demonstrates that a correlation exists between these two types of

variables. Fifteen of the twenty LHI variables and seventeen of the twenty HS variables

displayed a correlation of .05. Five of the twenty LHI variables and seven of the twenty

HS variables displayed a correlation of .01. These numbers show that a relationship

exists between learned helplessness and hopelessness.

Because of the positive correlation between these variables, it is also expected

that the LHI variables and the HS variables will both have the same type of relationship

with the environmental variables.

4.1.2 Learned Helplessness and Environment

The relationship between the learned helplessness variables and the environmental

variables was both positive and negative. In some instances, the greater the learned

helplessness, the worse the perception of the environment. In others, the greater the

learned helplessness, the better the perception of the environment. It is unclear why both

relationships exist. Perhaps, those variables demonstrating a negative relationship are

variables for questions that were unsuccessful at attempting to measure perception on

both the LHI scale and the ESI survey.

It was assumed that this type of relationship would exist given the investigator's

hypothesis. More of the variables displayed a correlation in a significance level of .05,
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the weaker of the two significance levels used in this examination. Thirteen of the twenty

LHI variables and twelve of the twenty-nine ESI variables displayed these relationships

with the other variable. Only two LHI variables and two ESI variables displayed a

correlation in a significance level of .01.

Nevertheless, the relationships can suggest the following: perceptions of poor

environmental quality create an aversive event that individuals do not feel able to control

(indicating learned helplessness) or that learned helplessness (a screen for depression)

fosters a negative mood or outlook that is projected in the individuals' perception of

environmental quality. As mentioned earlier, it is unsure which occurs.

4.1.3 Hopelessness and Environment

The relationship between the hopelessness variables and the environmental variables was

interesting because it was both a positive and a negative relationship. Six of the twenty

HS variables displayed a positive relationship with four of the twenty-nine ESI variables

in a significance level of .01. Four of the HS variables displayed a negative relationship

with four of the ESI variables in significance levels of both .01 and .05. Very few

variables, relative to the totals of variables in each scale, demonstrated relationships.

Seven of the HS variables displayed a correlation with seven of the ESI variables

in a significance level of .05. It is assumed that the negative relationships occurred

because of question bias, confusion, or other error.

The display of hopelessness in the respondent measures the respondent's negative

expectancies. These negative expectancies are translated through the respondent's sense

of hope and sense of future. The more hopeless she is, the less the respondent looks
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forward to the future and the more vague and uncertain the future becomes. These

feelings are captured by the various questions on the HS scale. Basically, the

hopelessness scale measures negativity. When one feels hopeless, one tends to see few

positive aspects in life and concentrates on that which is negative. For example, 33% of

the respondents reported seeing rats in their neighborhood "often," while 30% said they

"never" saw rats (see Appendix E). 46% of the respondents described the air in their

community as "fresh," while a cumulative 49% described the air as either "dusty,"

"smoky," or "thick." These women live in the same neighborhood, but yet perceive it

differently. This disparity may be explained by a difference in the level of hopelessness

displayed in the respondents.

The relationship between hopelessness and the environment is further explained

in Greenberg and Schneider's examination of perceptions (see section 1.3.3). They noted

that pessimism was most prevalent in poor quality neighborhoods. It cannot be

determined that the sample's neighborhood is of poor environmental quality, but the

correlation between the two constructs is worth noting.

4.1.4 Learned Helplessness Means

The mean of scores for learned helplessness in the Latina sample reveals alarming

information when compared to the mean of scores for learned helplessness among the

sample of oncology and hemodialysis patients. As shown in section 3.2.1, the sample of

Latina women demonstrates the same risk status for learned helplessness, and hence,

depression, as the sample of these patients. The mean of LHS scores for the Latina

sample compared to the mean of LHS scores for the spinal cord injured patients shows
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that the spinal cord patients are actually doing better psychologically than the Latina

sample. They exhibit a lower risk status for learned helplessness and depression than the

Latina sample. This data indicates that one is more likely to be depressed and suffer from

learned helplessness if one is a Latina, than if one is paralyzed.

This is shocking given that the Latina sample is relatively young (mean age is

32.96) and healthy. Healthy as a description is used relative to those conditions of the

patient sample which is composed of people who are dying of cancer (oncology) and

people with artificial kidneys (hemodialysis). It is not as disconcerting to find depression

among the patient sample because of the medical conditions they have and the often fatal

diagnoses they have received. However, for the Latina sample, this is extremely

disconcerting and suggests that the psychological health of this sample is in great

jeopardy. More research is needed to determine what factors are threatening their

psychological health. Only one factor, environmental quality, has been explored in this

study. It is possible that environmental quality has incited these feelings in the sample,

however, the data obtained cannot conclusively state this.

4.1.5 Hopelessness Means

The hopelessness means of the Latina sample compared to the hopelessness means of the

patient sample also demonstrate that these two samples share the same risk status for

hopelessness. The data show that the Latina sample is as hopeless as the sample with

patients dying of cancer, those with artificial kidneys, and those who are paralyzed. This

suggests that there are other factors influencing the lives of the Latina sample, so much



47

so, that they have become as hopeless as these patients. More research is needed to

identify these factors.

4.1.6 Learned Helplessness and Self-esteem

Self-esteem has also been linked to learned helplessness. However, the variables of this

scale demonstrate a negative relationship. Recall that the lower the score on the SES, the

lower the self-esteem; the higher the score on the LHI, the higher the learned

helplessness. Thus, higher learned helplessness also translates to lower self-esteem

demonstrating this negative relationship.

All ten of the SES variables displayed a correlation in a significance level of .01

with various LHI variables. Nine of the twenty LHI variables displayed a relationship

with various SES variables. More relationships existed in a significance of .05. Ten LHI

variables displayed this relationship. Once again, all the SES variables also displayed

this relationship. Thus, a correlation exists between self-esteem and learned helplessness.

It is reasonable that learned helplessness and self-esteem would display a

correlation. The lower the self-esteem, the more worthless the respondent perceives

herself to be. Thus, she reduces her capability to escape an aversive situation, because

she may feel as if she is not worthy of a more desirable situation. She learns to be

helpless.

4.1.7 Self-esteem and Hopelessness

Self-esteem and hopelessness are indirectly linked because of their relationship to learned

helplessness. The relationship between these variables is negative, meaning the lower the
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self-esteem, the higher the hopelessness. Analyses demonstrate that nine of the ten SES

variables displayed a relationship with nine of twenty HS variables in a significance level

of .01. These numbers are greater than those relationships in a significance level of .05:

seven SES variables displayed this relationship with eight of the HS variables.

Logically, it appears that the lower the self-esteem in a respondent, the higher the

hopelessness. Hopelessness measures self worth, and those with low self-esteem often

believe they are worthless. Thus, it appears as if the Latina sample perceive themselves

as lacking of self-worth and perceive a very grim future.

4.1.8 Self-esteem and Environment

The relationship between self-esteem and the environment was negative. This translates

as the lower the self-esteem, the worse the perception of the environment. It is sensible

why this relationship would occur. For example, poor environmental quality may induce

feelings of hopelessness. Kettel states, "overcrowding, inadequate sanitation and waste

management, inadequate water supply and inadequate housing...can [cause] a

dehumanizing level of stress and discord" (1996). Perhaps, the stress and discord

manifest into hopelessness.

Analyses demonstrate that a correlation exists between these variables with the

majority occurring in a significance level of .05. Seven of the ten SES variables

displayed a relationship with a significance of .05 with ten of the ESI variables. Three of

twenty-nine ESI variables displayed a relationship with a significance of .01 with four of

the ten SES variables.
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4.1.9 Self-esteem Means

The mean of scores for self-esteem in the Latina samplexeveals disconcerting

information when compared to the mean of scores for self-esteem among the sample of

oncology, hemodialysis, and spinal cord injured patients. This comparison indicates a

similar risk level for low self-esteem as the sample of hemodialysis patients, the sample

of spinal cord injured patients, and possibly, the sample of oncology patients.

All of the comparisons among the means of the psychological parameters in the

Latina sample and the patient sample indicate that the few similarities in these samples

outweigh the important differences. It is unknown what other similarities they have other

than in the levels of learned helplessness, hopelessness, and self-esteem each sample

displays. However, the differences in age and health are important differences that

should have greater significance on the psychological health of these samples than what

appears.

4.2 Discussion of Environmental Survey

The environmental survey is a tool designed to measure the sample's perception of the

environmental quality in their neighborhood. Poor environmental quality was measured

by the reported responses indicating any of the health problems listed in ESI8 through

ESI18 and the presence of unsightly conditions (e.g. rats, stray dogs/cats, poor sanitation,

dusty, smoky, thick air, heavy car/truck traffic, problems with flies, roaches, or

mosquitoes). The data indicates that the majority of women perceive a less than perfect

environment. For example, almost half of the women perceive their air to be "fresh"

while, cumulatively, the other half perceive their air to be either "smoky", thick", or

"dusty." A majority of women perceive a lot of car traffic in their neighborhood. A



50

cumulative majority smell unpleasant odors. A majority of women report problems with

vector carriers such flies, roaches, and mosquitoes, as well as reporting the presence of

stray dogs/cats and rats in their neighborhood. A majority of women did not perceive

poor water quality, as is suggested by a majority of respondents never experiencing water

with a bitter or metal taste nor water that is cloudy, yellow, or rusty. (Please see

Appendix E for the above statistics.)

It is possible that these perceptions of environmental quality have an effect on the

psychological health of the sample. Unsightly conditions can contribute to hopelessness

and low self-esteem. Learned helplessness may develop because the respondent may

feels that no matter what she does, she cannot change these conditions in her

neighborhood.

Recall the investigator's original intent to measure the perceived and actual

physical health of the sample (see section 2.3.4). Questions ESI8 through ESI18 on the

environmental survey were designed to give an indication of the health problems many of

the women may have. They were also designed to capture the women's perceptions of

their physical health. Although, these responses cannot fulfill this purpose, they do

provide interesting information about the sample. Responses to these questions were

viewed in light of the responses given to the question on the information sheet asking

respondents to rate their present physical health as either "excellent," "good," "fair," or

"poor." 76% of the women reported their physical health as being "excellent" or "good"

on the information sheet. However, responses to questions ESI8 through ESI18 on the

environmental survey report high incidences of problems with sneezing, headaches,

coughing, and itchy/stingy eyes (see Appendix E). Even for those questions with low
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numbers of women displaying that symptom (nausea, shortness of breath, asthma), the

number of women that do report these symptoms is higher than the number of women

reporting their physical health as being "fair" or "poor." Given the high incidences of the

above symptoms, one would expect the majority of women to respond "fair" or "poor"

when asked about their physical health. The respondents perceive they are healthy, but

the health problems they reported may be indicative of a health problem. Please note that

this data is not medically interpreted, thus the investigator makes the assumption that the

presence of health problems (such as difficulty breathing, fatigue, etc.) listed by the

majority of the respondents may not necessarily be indicative of excellent or good

physical health.

4.3 Implications

The information obtained in the health sections of the environmental survey implies that

a health care delivery issue may affect the health of the sample. The high incidences of

sneezing, coughing, headaches, itchy/stingy eyes, and fatigue suggest that the general

physical health of the sample is suspect. The high incidences of health problems and the

persistence of these problems ("do you often cough, sneeze," etc.) suggests that the

sample may be receiving inadequate or insufficient health services. Perhaps these

women have not been properly diagnosed and, therefore treated, for a particular

condition. For example, 24 women (n=29) reported not having asthma, despite the large

numbers of the sample reporting symptoms that may be indicative of asthma (e.g.

difficulty breathing, fatigue, coughing). It is possible that these women have not been

diagnosed as having asthma (or any other medical condition) because they have not been



52

to the doctor. However, despite the presence of reoccurring problems such as fatigue or

difficulty breathing, a majority of the sample considered themselves to be in "excellent"

or "good" health. The presence of these health problems makes these women a risk

group, thus making them more susceptible to environmental health hazards.

An interview conducted with a respondent further supports the lack of medical

services in her neighborhood. The investigator asked the respondent how she would

describe her health and the health of her family. She said it was "pretty good" and that

no one in her family (husband, 4 kids) had any health problems except for her youngest

son (5 years old). He suffers from unexplained seizures. When asked how often she and

her family visited the doctor she replied that she and her family only visited the doctor

(health services) when necessary. Before taking advantage of the health services facility

at the St. Columba Neighborhood Club, she would take her kids to the emergency room

(ER) at the University of Medicine and Dentistry of New Jersey (UMDNJ) when sick.

Other than those ER visits, she would not take them for pediatric care because there was

nothing available to her. She said she and her family visited a doctor who did not

specialize in children, but who would see them regardless. His office was located

approximately one block away from the resident's home. However, she no longer visits

that office because she was once mugged in the area.

A second interview further supports the lack of adequate medical services,

inadequate medical attention, and the lack of health insurance as factors possibly

affecting the sample. An interview was conducted with one of the directors of services

for the St. Columba Neighborhood Club. She described residents in the community as

victims of a "vicious circle" of healthcare delivery. She said many residents do not
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qualify for healthcare at UMDNJ, the major healthcare provider in this community,

because they are illegal immigrants (most from South and Central America).

Furthermore, nor do they qualify for many federal healthcare programs because of their

immigration status. Thus, the health of the residents is compromised because they

require medical attention but do not qualify for any federally mandated health programs.

As a result, many of the residents inundate the health services facility at the St. Columba

Neighborhood Club, which is under the auspice of UMDN.J. Because of limited

resources such as personnel and equipment, these residents receive inadequate medical

attention. Because the Club aims to serve the community and its needs, residents

requesting medical services are not turned away, nor are they required to provide

immigration documentation to be medically serviced. A nurse working at the facility

estimated that approximately 1/3 of the residents who use the facility at the Club are

victims of the "vicious circle." According to the interviewees, there is a general distrust

of large medical institutions among the St. Columba residents. Please note that the

healthcare delivery issue in the St. Columba neighborhood does not suggest the

inefficiency of the health services facility of the Club to adequately service the

community, but rather its inability to service the community at large due to a lack of

resources.

Both interviewees add that the present healthcare situation in the St. Columba

community is a source of depression and stress among many of the residents. Many of

the residents become depressed because they feel they cannot do much to change their

present situations. The potential psychological implications of this are evident throughout

this chapter.
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Only one factor affecting psychological health, environmental quality, has been

fully explored. Many of the respondents may display learned helplessness, hopelessness,

or low self-esteem for other reasons. For example, the majority of the sample had no

employment and a high school diploma as the highest educational level obtained. These

factors may have had no affect, a moderate affect, or a greater affect on psychological

health than the environment. This is unknown at this time, but is strongly suggested as a

topic of future research in this sample.



CHAPTER 5

CONCLUSIONS

The importance of this study becomes evident in light of the changing demographics of

this country. It is estimated that ethnic groups, such as African Americans, Latinos, and

Asians, who comprise the country's minority today will be the dominant ethnic group in

this country by the middle of the twenty-first century (Greenberg 1992). Evidence of

high birth rates and fertility rates among Latinos in the United States suggests that the

Latino population will become the largest minority group in the U.S. in the year 2000

(Council on Scientific Affairs 1991; Metzger et al 1995). This suggests that the numbers

of Latinas in the U.S. will also soar. Latina women are the focus of this examination

because they are overrepresented among the poor and disadvantaged who are most at risk

for living in polluted environments. These projections have implications for health,

social, and environmental policy as such policy relates to the health of Latina women and

other susceptible populations.

5.1 Health Policy

This examination highlights many of the factors possibly affecting Latina health via an

examination of a sample of adult Latina women living in the St. Columba neighborhood.

Learned helplessness, hopelessness, low self-esteem, poverty, the disproportionate

placement of environmental hazards in Latino communities, lack of health insurance,

inadequate medical attention, lack of medical supply, and socio-cultural differences in the

roles of men and women are the factors affecting Latina health that are explored in this

study. Health policy must address all of these factors and must promote research

55
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exploring other factors that may challenge Latina women's health. Health policy should

bridge the knowledge gap that currently exists in women's health and Latina health.

More research is needed exploring environmentally induced disease in women and the

impact of the environment on women's psychological health.

The medical and health industries need to address and eliminate access to

healthcare and health services, not only for Latinas, but for all populations where

characteristics such as gender, race, and economic factors are the inherent, discriminant

criteria affecting access to healthcare. Unless many of the barriers to access are

addressed, these populations, with Latinos comprising the largest segment, will create an

American population that is "poor, unhealthy, visible, and very hopeless" (Mufioz 1988).

Such barriers present problems to the medical community as it attempts to deal with

overcrowded emergency rooms and unhealthy people. It also presents a social problem

as society must meet the burden of caring for millions of uninsured people.

Generally, an examination of the health of Latina women exposes the flaws in the

medical community. The medical community has overlooked the healthcare needs of

ethnic populations by focusing on the health concerns of the white population.

Implicitly, environmental policy has done the same by failing to acknowledge differences

in health among different U.S. populations. For the most part, the leaders in the medical

industry were not concerned with the health of [ethnic groups] but rather focused on

improving patient care, deepening their investment in biomedical research, and

strengthening their educational and training activities (Ginzberg 1994). The need to

address specific health issues serves two purposes: to prevent a burden on the healthcare

system from large segments of the American population that are unhealthy and to



57

improve environmental policy so that it works collaboratively with the healthcare system

to enhance the health of ethnic groups and sub-groups, such as Latinas.

The role of the heath care system in environmental policy has been passive.

Despite its assessment of the health problems faced by ethnic groups, it has played a

minimal role in advocating for environmental policy to address these health is'sues. The

medical community has a grasp of the health issues faced by the population at large

because it does most of the diagnosing of health problems. Specifically, it can assess the

health problems faced by ethnic groups, such as Latinos, and make recommendations for

environmental policy based on these assessments. A multi-ethnic/racial approach to

healthcare policy is needed to address the susceptibility of various risk groups in this

country. The healthcare system must develop health programs that will address the

"differences in health, health practices, and overall beliefs between and within the so-

called 'white' and 'non-white' populations" that face this country as this demographic

shift occurs (Greenberg 1992).

5.2 Social Policy

The data results compiled from the psychological survey demand the need to create,

improve, and expand social programs for Latina women, specifically those living in the

St. Columba neighborhood. It is startling that two populations, the Latina sample and the

patient sample, that are physically different in so many ways share so many similarities.

These women were not terminally ill or dying, yet they demonstrated comparable levels

of learned helplessness, hopelessness, and self-esteem as the samples of oncology,

hemodialysis, and spinal cord injured patients. The implications of this are staggering as
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they suggest the need for intervention programs aimed at improving the psychological

health of these women. Programs teaching literacy, job-training, personal and

motivational skills, education, extracurricular activities, self-help, and empowerment are

some examples of social programs that can impact the psychological health of these

women.

It is important to identify what factors, either internal (e.g. low self-esteem) or

external (e.g. the physical environment) threaten women's health and why. If this

information is not obtained, factors such as "poverty, illiteracy, and gender oppression

[can] have a deadly outcome on women's well being" (Kettel 1996). This knowledge

will assist in the development of social programs that target all aspects of women's

health.

Environmental issues are not only associated with health issues, but social issues

as well. Knowledge about the environment fosters "women's empowerment as personal

and family health decision makers" (Kettel 1996). This is done in two ways. First,

psychological health can improve as knowledge taught through various programs

becomes a tool used to gain control. Women can become aware of environmental

hazards and decide to not work in a factory where she may be exposed to hazardous

chemicals. Instead, she may take advantage of literacy and job skills programs so that

she may increase her career opportunities. Secondly, programs about the environment

may promote community activism, also essential in redefining environmental policy.

Women who are aware of the health risks they face from their physical environments

may be incited to improve the environmental quality of their physical environments.

Women, and thus their families, may become more involved in improving their
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environmental health by contesting poor housing conditions and the disproportionate

placement of environmental hazards, such as sewage treatment facilities, in their

neighborhoods.

Thus, these programs assist Latina women in society's transition into the Twenty-

first Century by improving their psychological and environmental health, and hence,

begin to improve the lives of many Latinos in the U.S. by improving their overall

environmental health and the environmental quality of their communities.

5.3 Environmental Policy

Currently written, environmental policy is too broad and vague to offer health protection

to Latina women. It does not recognize the differences in the American population,

differences that affect how certain groups are affected by environmental pollution.

The general nature of environmental policy fails to acknowledge the differences

in exposure to environmental pollution among various ethnic groups and sub-groups,

such as Latinas. Latina health, and the health of the Latino community, is compromised

by various factors. For example, the health concerns and problems of the white

population differ from those of the Latino population. Many illnesses have a higher

prevalence among Latinos than they do among whites. Such health problems would

include high morbidity from common childhood diseases that are preventable by

immunization, bacterial gastrointestinal disease, tuberculosis, depression, diabetes, illness

from chronic and acute pesticide exposure, and breast cancer and cancer of the cervix for

women (Furino and Mufioz 1991). Coupled with these health concerns are the health

problems exacerbated by poor environmental quality in Latino communities. Thus, the
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differences in pollution exposure for whites and Latinos presented by poor environmental

quality activate the need for policy aimed at reducing the susceptibility of Latinos.

5.4 Recommendations

This study supported a correlation between psychological health, as measured by the

three psychological parameters, and the physical environment. More research exploring

the correlations found in this examination are required.

Upon further study, a larger sample group is needed. It will be more

representative of the community at large. The size of this sample group was small and

thus limited the types of conclusions and assumptions that could be made about the St.

Columba community at large. More information is needed about the environmental

quality of the St. Columba community. Visits to homes in the community, walkthroughs

of the community, aerial photographs, and resident interviews are all useful means of

obtaining this information. Health data on the community would be valuable in assessing

health. However, obtaining this information may be difficult and time consuming due to

confidentiality laws and the rights of the patients. A more specific and detailed

environmental questionnaire would have been a useful supplement to the health data.

Sampling for various environmental parameters, such as air and water, may provide a

scientific foundation for exploring the relationships between environmental quality and

human health.
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Instructions to Participant:
Please read the following statements carefully. Place a check mark (i) in the box which most closely describes
you and your feelings about yourself.
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To contact the investigator for any reason, please call Dr. Frances Quinless at (973) 972-4307.
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Variable Description Response Choices Frequency Percentage (%) N =
Highest education Grammar school 4 13 30
completed High School 16 53

Vocational/Technical 2 7
County college 3 10
Four year college 3 10
Graduate program 2 7

Employment Full-time job 8 27 25
Part-time job 4 13
No outside
employment currently

13 43

Present Emotional Excellent 12 40 28
Health Good 7 23

Fair 6 20
Poor 3 10	 .

Present Physical Excellent 12 40 29
Health Good 11 36

Fair 4 13
Poor 2 7

Air Pollution
Sneeze Never 3 10 29

Sometimes 18 60
Often 8 27

Cough Never 6 20 29
Sometimes 18 60
Often 5 16

Headaches Never 5 17 29
Sometimes 16 53
Often 8 27

Dizzy outdoors Never 16 53 28
Sometimes 10 33
Often 2 7

Trouble breathing Never 17 57 28
Sometimes 7 23
Often 4 13

Nauseous outdoors Never 18 60 29
Sometimes 9 30
Often 2 7

Eyes itch or sting Never 11 37 29
Sometimes 11 37
Often 7 23

Fatigued Never 2 7 27
Sometimes 20 67
Often 5 17 _



Variable Description Response Choices Frequency Percentage (c/o) N =

Shortness of breath No 19 63 28
Yes 9 30

Describe the air Fresh 14 46 29
Dusty 10 33
Smoky 4 13
Thick 1 3

Sillell unpleasant Never 7 23 29
odors Sometimes 18 60

Often 4 13
Many cars No 10 33 29

Yes 19 63
Many trucks No 14 47 28

Yes 14 47
Construction in No 23 77 29
neighborhood Yes 6 20
Asthma No 24 80 29

Yes 5 17
Family member with No 11 37 28
asthma Yes 17 57

Poor Sanitation
Stray dogs or cats Never 13 43 28

Sometimes 3 10
Often 12 40

Rats Never 9 30 27
Sometimes 8 27
Often 10 33

Flies, roaches, or Never 8 27 29
mosquitoes Sometimes 14 47

Often 7 23
Water Pollution

Dry skin No 13 43 28
Yes 15 50

Bitter water Never 19 63 28
Sometimes 6 20
Often 3 10

Water-metal taste No 27 90 28
Yes 1 3

Water cloudy, yellow,
or rusty

Never
Sometimes

16
10

53
33

27

Often 1 3
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Information Sheet

THANK YOU!
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RESEARCH STUDY: 

	 have been asked to
participate in a research study under the direction of Dr. Frances W. Quinless. Other professional
persons who work with her as study staff may assist or act for her.

PURPOSE: 

The purpose of this study is to explore the self-perceptions of Spanish-speaking females in the St.
Columba Neighborhood. With an increased knowledge of such self-perceptions, health programs
and education programs will be developed to meet the specific needs of this group.

DURATION: 

My participation in this study will last for about 30 to 45 minutes.

PROCEDURES: 

I have been told that during the course of this study, the following will occur:

1.	 A study assistant will provide me with four forms to complete along with this
informed consent form. The assistant will provide me with a pencil to complete
the forms and will answer any questions I may have at that time.

1
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2. The study involves the completion of three paper-and-pencil surveys, each of
which is one page in length. Each of these surveys contain statements to which I
am asked to place a check (I') in the boxes which most closely describe my
feelings about myself.

3. I will also be asked to complete an information sheet which contains basic
questions as to where I live, the languages I speak, and several other similar items.
This information sheet is also one page in length.

4. When I complete the informed consent and the four forms, the study assistant will
separate the signed consent form from the surveys and information sheet and place
it in a sealed envelope. This sealed envelope will be placed in a locked file
cabinet in the School of Nursing's Office of Research under the direction of the
principal investigator. The three surveys and the information sheet will be placed
in a research data file box and also returned to the Office of Research. Neither the
surveys nor the information sheet contain any personal identifying information;
they are anonymous.

5. The informed consent, information sheet and three surveys will take me
approximately 30 to 45 minutes to complete.

SUBJECTS:

I will be one of about 200 participants in this study.

To participate in this study, individuals must be females of Hispanic ethnicity and 18 years of age
or older, and be able to read either the Spanish or English versions of surveys.

EXCLUSIONS:

Individuals are excluded from this study if they are men, under the age of eighteen (18), not
of Hispanic ethnicity, and they are not able to read.

RISKS/DISCOMFORTS: 

I have been told that this study does not involve any risks or discomforts. However, if I begin the
study and then find that I become uncomfortable with any of the survey questions, then I know I
can leave the study at that point or I can speak with the study assistant and continue with the
study. It is very unlikely that I will experience any psychological discomfort by participating in
this study.
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BENEFITS: 

I know that this study is being done in order to understand the self-perceptions of Spanish-
speaking women in my neighborhood. I have been told that the information which will be
collected through this study will be used to develop programs to assist the women in my
neighborhood to meet their personal goals. I am clear that participating in this study will not
directly benefit me; my participation will help the neighborhood more generally.

ALTERNATIVES: 

If I choose not to participate in this study, I know that the information obtained from this study
will help develop women's programs that I may participate in if I choose to in the future. If I
decide not to participate, I may still benefit from any information obtained and any future
programs which are developed.

CONFIDENTIALITY: 

Every effort will be made to maintain the confidentiality of my study records. Officials of the
University of Medicine and Dentistry of New Jersey-School of Nursing will be allowed to
inspect sections of my research records related to this study. If the findings from the study are
published, I will not be identified by name. My identity will remain confidential unless
disclosure is required by law.

FINANCIAL COSTS TO THE PARTICIPANT: 

I understand that there is no cost to me for my participation in this study.

PAYMENT FOR PARTICIPATION: 

I understand that there is no payment to me for my participation in this study.

MEDICAL THERAPY FOR INJURY: 

Physical injuries are not anticipated as a direct consequence of my participation in this study. I
understand that this study involves only the completion of four pencil-and-paper surveys.

RIGHT TO REFUSE OR WITHDRAW: 

I understand that my participation is voluntary and I may refuse to participate, or may discontinue
my participation at any time, without penalty or loss of benefits to which I am otherwise entitled.
I also understand that the investigator has the right to withdraw me from the study at any time.
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If I do withdraw my participation from the study while I am in the middle of the survey
collection, then the study assistant will collect my survey sheets and destroy them in my
presence. If I decide to withdraw after the surveys are completed, then I will call the investigator
and inform her of my decision. The investigator will subsequently destroy my information.

If I have any questions about my rights as a research participant, I can contact:

Dr. Arthur Meyerson
Chair, Institutional Review Board
UMDNJ- New Jersey Medical School
(973) 972-7800

will receive a copy of this consent form if I agree to participate in this research study.

SIGNATURE OF SUBJECT

I have read this entire form, or it has been read to me, and I understand it completely. All of my
questions regarding this form or this study have been answered to my complete satisfaction. I
agree to participate in this research study.

Subject: 	Name: 	
Signature:

Witness: 	Name: 	
Signature:

Date:

SIGNATURE OF INVESTIGATOR OR RESPONSIBLE INDIVIDUAL

To the best of my knowledge the subject, 	
has assimilated the entire content of the above consent form, and understands the study and its
risks well. The subject's questions have been accurately answered to her complete satisfaction.

Investigator: Name: 	
Signature:

Witness:	 Name: 	
Signature:

Date:
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SIGNATURE OF READER/TRANSLATOR IF THE SUBJECT DOES NOT READ
ENGLISH WELL: 

The person who has signed above, 	
does not read English well. I read English and am fluent in (name of the language)
	 , a language the subject understands well. To the best of my
knowledge, the subject understands the content of this form and has had an opportunity to ask
questions regarding the consent form and the study, and these questions have been answered to
the complete satisfaction of the subject.

Reader/	 Name: 	
Translator:	 Signature: 

Witness:	 Name: 	
Signature: 

Date:
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CONSENT TO PARTICIPATE IN A RESEARCH STUDY

TITLE OF STUDY: 	A Study of Perceptions of Spanish-Speaking Females in the St.
Columba Neighborhood

	 , have been asked to
participate in a research study under the direction of Dr. Frances W. Quinless. Other professional
persons who work with her as study staff may assist or act for her.

PURPOSE: 

The purpose of this study is to explore the self-perceptions of Spanish-speaking females in the St.
Columba Neighborhood. With an increased knowledge of such self-perceptions, health programs
and education programs will be developed to meet the specific needs of this group.

DURATION: 

My participation in this study will last for about 30 to 45 minutes.
•

PROCEDURES: 

I have been told that during the course of this study, the following will occur:

1.	 A study assistant will provide me with four forms to complete along with this
informed consent form. The assistant will provide me with a pencil to complete
the forms and will answer any questions I may have at that time.

•



2. The study involves the completion of three paper-and-pencil surveys, each of
which is one page in length. Each of these surveys contain statements to which I
am asked to place a check (/) in the boxes which most closely describe my
feelings about myself.

3. I will also be asked to complete an information sheet which contains basic
questions as to where I live, the languages I speak, and several other similar items.
This information sheet is also one page in length.

4. When I complete the informed consent and the four forms, the study assistant will
separate the signed consent form from the surveys and information sheet and place
it in a sealed envelope. This sealed envelope will be placed in a locked file
cabinet in the School of Nursing's Office of Research under the direction of the
principal investigator. The three surveys and the information sheet will be placed
in a research data file box and also returned to the Office of Research. Neither the
surveys nor the information sheet contain any personal identifying information;
they are anonymous.

5. The informed consent, information sheet and three surveys will take me
approximately 30 to 45 minutes to complete.

SUBJECTS: 

I will be one of about 200 participants in this study.

To participate in this study, individuals must be females of Hispanic ethnicity and 18 years of age
or older, and be able to read either the Spanish or English versions of surveys.

EXCLUSIONS: 

Individuals are excluded from this study if they are men, under the age of eighteen (18), not
of Hispanic ethnicity, and they are not able to read.

RISKS/DISCOMFORTS: 

I have been told that this study does not involve any risks or discomforts. However, if I begin the
study and then find that I become uncomfortable with any of the survey questions, then I know I
can leave the study at that point or I can speak with the study assistant and continue with the
study. It is very unlikely that I will experience any psychological discomfort by participating in
this study.
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BENEFITS:

ALTERNATIVES: 

CONFIDENTIALITY:

FINANCIAL COSTS TO THE PA.RTICIPANT:

I understand that there is no cost to rne for my participation in this study,

PAYMENT  FOR PARTICIPATION: 

I understand that there is nob payment to me for rily participation in this study.

MEDICAL THERAPY FOR INJURY: 

Physical injuries are not anticipated as a direct consequence of my participation in this study. I
understand that this study involves only the completion of four pencil-arid-paper surveys.

RIGHT TO ,REFUSE OR WITHDRAW:
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If I do withdraw my participation from the study while I am in the middle of the survey
collection, then the study assistant will collect my survey sheets and destroy them in my
presence. If I decide to withdraw after the surveys are completed, then I will call the investigator
and inform her of my decision. The investigator will subsequently destroy my information.

If I have any questions about my rights as a research participant, I can contact:

Dr. Arthur Meyerson
Chair, Institutional Review Board
UMDNJ- New Jersey Medical School
(973) 972-7800

I will receive a copy of this consent form if I agree to participate in this research study.

SIGNATURE OF SUBJECT

I have read this entire form, or it has been read to me, and I understand it completely. All of my
questions regarding this form or this study have been answered to my complete satisfaction. I
agree to participate in this research study.

Subject:	 Name: 	
Signature:

Witness: 	Name: 	
Signature:

Date:

SIGNATURE OF INVESTIGATOR OR RESPONSIBLE INDIVIDUAL

To the best of my knowledge the subject, 	
has assimilated the entire content of the above consent form, and understands the study and its
risks well. The subject's questions have been accurately answered to her complete satisfaction.

Investigator: Name: 	
Signature:

Witness: 	Name: 	
Signature:

Date: 
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SIGNATURE OF READER/TRANSLATOR IF THE SUBJECT DOES NOT READ 
ENGLISH WELL: 

The person who has signed above, 	
does not read English well. I read English and am fluent in (name of the language)
	 , a language tho subject understands well. To the best of my

lalowledge, the subject tInderst-ands the content of this form and has had an opportunity to ask
questions regarding the consent form and the study, and these questions have been answered to
the complete satisfaction of the subject.
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Information Sheet

THANK YOU!



instructions to Participant:
Please read the following statements carefully. Place a check mark (/) in the box which most closely describes
you and your feelings about yourself.

©LI-1S. 1984
(LHSforrn.13)



Instructions to Participant:
Please read the following statements carefully. Place a check mark (V) in the box which most closely describes
you and your feelings about yourself.

(HLICfavi)



Instructions to Participant:
Please read the following statements carefully. Place a check mark (V) in the box which most closely describes
you and your feelings about yourself.

	 —



To contact the investigator for any reason, please call Dr. Frances Quinless at (973) 972-4307.



APPENDIX I

SURVEY PACKET-SPAN1SH

91



Consentimiento De Participacion En Una Investigacion

1



3. Se me pedira tambien completar dos formas de inforrnacion que contiene
preguntas basicas acerca de donde vivo, los idiomas que hablo, y ciertas
creencias que tengo sobre mi misma. Cada una de estas formas es una pagina
de largo.

RIESGOSANCOMODIDADES: 

Se me ha dicho que este estudio no envuelve ningun riesgos o incomodidades. Sin
embargo, si empiezo el estudio y entonces me siento que me vuelvo incomoda con
cualquieres preguntas del cuestionario, entonces se que puedo dejar el estudio hasta ese
punto o puedo hablar con el ayudante del estudio y continuar el estudio. Esta improbable
que experimentare cualquier incomodidad fisicologica por participar en este estudio.

BENElFICTOS: 



DERECHO A RECHAZAR 0 RETIRAR: 

3



FIRMA DE ASUN. TO: 

He leido esta forma entera, o se me ha leido, y lo entiendo completamente. Todo de mis
preguntas con respect° a esta forma o el estudio se ha contestado a mi satisfaccion
completa. Estoy de acuerdo de participar en esta investigacion.
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FIRMA DE LECTOR/TRADUCTOR SI EL ASUNTO NO LEE INGLES BIEN: 

5



Hoia de la information 



Instrucciones al participante: 
Favor de leer las declaraciones siguientes cuidadosamente. Ponga una marca de cheque en
la caja que mas estrechamente describe usted y sus sentimientos sobre usted misma.



LHS. 1984
(LHSform.B)



Instrucciones at naricinante: 
Favor de leer las declaraciones siguientes cuidadosamente. Ponga una marca de cheque en
la caja que mas estrechamente describe usted y sus sentimientos sobre usted rnisma.



14. Las cosas no salen de la manera que quiero.
Verdad	 No Verdad

15. Tengo mucha fe en el futuro.
Verdad	 No Verdad

16. Nunca consigo lo que quiero asi que es tonteria querer cualquier cosa,
Verdad	 No Verdad

17. Es muy improbable que conseguire cualquier satisfaccion real en: elfuture.
Verdad	 No Verdad

18.	 El filturo me parece vago e incierto.
Verdad	 No Verdad

19. Espero mejores tiempos que malos.
Verdad  	 No Verdad

20. Es inutil tratar de obtener algo que quiero porque probablemente no lo conseguire.
Verdad  	 No Verdad

(HLN. frm)



instrucciones al participante: 
Favor de leer las declaraciones siguientes cuidadosamente. Ponga una marca de cheque en
la caja que mas estrechamente describe usted y sus sentimientos sobre usted rnisma.
Declaracion Respuestas

Firmamente estoy de acuerdo 	 Estoy de acuerdo
No estoy de acuerdo	 Firmamente no estoy de acuerdo

1.	 Siento que soy una persona de valor, por lo menos en iguales planos que otras.
Firmamente estoy de acuerdo	 Estoy de acuerdo
No estoy de acuerdo	 Firmamente no estoy de acuerdo



GRACIAS!!



Favor de contestar cada uno de las siguientes pre2untas. !Gracias! 

!Gracias por su participaciOn!
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