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ABSTRACT OF THE DISSSERTATION 
 

Profiles of Personal Coping Resources, Social Coping Resources, and Health Behaviors among 

Latinos: Implications for Depressive Symptoms and Self-Rated General Health 

 

by  

Ángela Gutiérrez 

Doctor of Philosophy in Community Health Sciences  

University of California, Los Angeles, 2020 

Professor Courtney Thomas Tobin, Chair 

 

 

Epidemiological research demonstrates a “Latino health paradox”: Despite greater 

exposure to social stressors and socioeconomic disadvantage, Latinos experience similar or 

lower rates of several serious health issues (e.g., low infant birth weight, mortality) relative to 

non-Hispanic Whites. Nevertheless, Latinos fare worse on other indicators of health problems, 

such as depressive symptoms and self-rated health. To identify the source of these disparities, 

population health research has focused on the social, health, and stress-related risk factors 

associated with poor health outcomes among Latinos. While studies have highlighted the various 

social determinants that shape health outcomes among Latinos, they also underscore the 

significance of coping as a way to mitigate the negative impact of these risks. As such, coping is 

critical for chronic disease management, and identifying the ways that Latinos draw on coping 

resources to deal with the social and health challenges they face may be just as important as 

identifying risk factors that contribute to poor health. However, several gaps in the coping 
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research among Latinos limit our understanding of how this population manages their health 

despite adversity. To better promote positive coping and maximize health among Latinos, it is 

critical to understand the types of personal, social, and behavioral coping tools Latinos use to 

respond to health and stress-related hardships. The purpose of this dissertation is to understand 

the modifiable factors that improve quality of life among Latinos. I employed latent class 

analysis (LCA) to identify profiles of personal, social, and behavioral coping resources among 

Latinos. I then explored the social determinants that shape the development of these profiles. 

Finally, using multivariate linear regression, I assessed mental and global health outcomes across 

each coping profile. Applying LCA to coping research captures the complex range of coping and 

enriches our theoretical understanding of the underpinnings of the latent coping construct. 

Findings suggest important nuances in psychosocial coping resources among Latinos, such that 

having greater access to a variety of resources may be most protective for health. For instance, 

those with fewer personal and social resources tend to have poorer mental health. Moreover, 

findings underscore the ways that coping and overall well-being are shaped by social conditions 

(e.g., country of birth, age, social disadvantage). This work bridges disease self-management and 

stress process research by identifying multidimensional coping profiles and providing a more 

comprehensive approach in understanding psychosocial and health behavior mechanisms among 

middle-aged and older Latinos. 
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CHAPTER 1 
INTRODUCTION 

 
 

Latinos comprise the largest minority group in the U.S.1 Among Latinos living in the United 

States, the proportion of older Latinos is expected to increase from 8% in 2016 to 21% by 2060.2 

A major public health challenge for this aging population is chronic disease management. 

Relative to other non-Hispanic Whites, Latinos fare worse on various physical and mental health 

problems. Moreover, Latinos experience a high rate of comorbidities and lower mental health 

service use, which further exacerbates health problems.3–5 These disparities in health become 

more critical throughout the life course, given that many racial and ethnic differences in health 

are evident by mid-life.6 Patterns in depressive symptoms and self-rated health may provide 

insight into the overall quality of life, well-being, and management of chronic diseases and 

stressors among Latinos. For instance, relative to Whites and Blacks, Latinos report lower levels 

of self-rated health and these disparities worsen over the life course.7 Also, Latinos in the U.S. 

suffer from a high burden of depressive symptoms as a result of the various stressors (e.g. 

discrimination, acculturation) and challenges (e.g. socioeconomic disadvantage, comorbidities) 

they face. Assessing depressive symptoms and self-rated health may provide insight into issues 

of global health and psychological distress, which ultimately shape Latinos’ overall quality of 

life, well-being, and the management of the chronic diseases and social challenges. Thus, 

understanding the ways that this population deals with the social and health issues they face may 

be just as important as identifying the risk factors that contribute to their heightened health risk. 

Moreover, given the growing size of the aging Latino population in the U.S., it is both a public 

health and economic imperative to better maintain the physical functioning and mental well-

being among this group.8,9 Therefore, to maintain or improve overall quality of life among this 
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population, additional research is needed to identify ways to mitigate the negative impact of the 

health-related and stress-related challenges that many Latinos face.  

Risk Factors for Poor Self-Rated Health and Depressive Symptoms among Latinos  
 

Population health studies have largely focused on the various social, health, and stress-

related risk factors associated with poor mental and physical health outcomes among Latinos.10–

13 There is a well-established link between diverse forms of social stressors (e.g. discrimination, 

chronic stress) and poor health outcomes among Latinos.14–16 Furthermore, preexisting physical 

health conditions (e.g. disability, pain) have been recognized as risk factors that diminish 

individuals’ overall well-being and undermine their ability engage in health promoting 

behaviors. For instance, disability and pain are risk factors for depression among older Latinos, 

while pain is a risk factor for poor self-rated health.17–19 While studies have highlighted the 

various social determinants that shape mental and physical health outcomes among Latinos, they 

raise several questions regarding ways to mitigate the negative impact that these risk factors have 

on well-being. To better promote positive coping among Latinos facing contextual, health-

related, and stress-related challenges, it is critical to understand the types of personal, social, and 

behavioral coping tools individuals use to respond to these hardships. 

Coping with Social, Health, and Stress-related Hardships 
Another large body of literature has demonstrated the positive role of coping in chronic 

disease management. Over the past few decades, there have been a number of definitions and 

theoretical approaches to understanding coping.20–23 In general, coping can be defined as a 

“cognitive and/or behavioral attempt to manage (reduce or tolerate) situations that are appraised 

as stressful to an individual”.24 The coping process has been well-documented in prior research, 

which has examined the stages (e.g. proactive coping, resource accumulation, appraisal) that take 

place prior to coping.20,22,23,25 However, coping research among Latinos has largely focused on 
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specific coping styles, such as how individuals respond to recent diagnoses, manage specific 

health conditions (e.g. chronic pain),26,27 depression,11,28,29 arthritis3 or utilize 

religious/spirituality-based coping strategies.21,30–32 This literature has brought to light the 

various and complex ways Latinos respond to various stress-related and health-related hardships, 

such as drawing on religion, engaging in different coping styles, and learning from the 

experience of health shocks. However, there are several gaps regarding the underlying 

mechanisms of coping with stressors and physical health problems among this population. First, 

most of the Latino-specific coping literature focuses on coping styles or the broader process of 

coping with diverse environmental pressures.4,18,27,33 This research fails to highlight the 

variations in coping resources available to Latinos and does not consider the ways that coping 

resources are socially patterned among this group.34 Secondly, among studies that examines 

coping resources among Latinos, most often focus on one coping resource at a time, and only a 

few studies have examined the influence of multiple resources.35 For instance, one study 

examined the multiple mediating roles of active coping and self-efficacy in the relationship 

between acculturative stress and depression.36 Findings highlight how coping resources work in 

combination to shape depression among Latinos. Yet, this narrow scope of research has largely 

overlooked the resources that Latinos draw on to cope with the diverse social, health, and stress-

related hardships. As such, there is a need to assess coping resources in a way that captures the 

use of multiple resources and identifies how these patterns in resources shape well-being. A third 

limitation of the coping resources literature among Latinos is that this body of work has 

examined the role of coping resources on a single health outcome at a time, which raises the 

issue of misclassification. Though a large proportion of the coping resources literature among 

Latinos has examined depression, stress, and self-rated health as health outcomes,11,34,36 the 
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majority of studies only examine one health outcome at a time. In the cases where multiple 

health outcomes were examined in the same study, both health outcomes capture either physical 

or mental health outcomes exclusively.37 As such, investigating how multiple types (personal, 

social, health behavior) of coping resources shape overall well-being is needed to disentangle the 

broader coping process among Latinos.  

Purpose of the Dissertation  
The overall goal of this dissertation is to clarify the attributes and resources that Latinos 

draw on to cope with various hardships (e.g. physical health problems, stressors) and to 

understand the health implications of these personal attributes, coping resources, and coping 

tendencies. This dissertation aims to identify profiles of coping resources among Latinos, 

determine the factors that shape the development of these coping resource profiles, and assess 

how these coping resource profiles are associated with well-being. The overall goal of this 

dissertation is to enhance the knowledge-based on how to promote positive coping as Latinos 

face social, health, and stress-related barriers throughout the life course. This dissertation will 

examine personal resources, social resources, and health behaviors to capture diverse types of 

coping resources, in an effort to disentangle the role of particular coping resource patterns for 

Latinos’ overall well-being. To better promote positive coping among Latinos facing contextual, 

health, and stress-related hardships, it is critical to understand the types of personal, social, and 

behavioral tools individuals use to respond to these hardships. Understanding these coping 

resource profiles will allow public health practitioners to identify under-resourced individuals to 

services that can increase their ability to successfully manage health conditions and diverse 

stressors they face across the life course.
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CHAPTER 2 
BACKGROUND AND CONCEPTUAL FRAMEWORK  

 
 

Health Patterns among Latinos 
The United States is a racialized society with a system of racial stratification that gives rise to 

environmental risk factors, which subsequently contribute to health disparities across racial and 

ethnic groups.38–40 Consequently, racial and ethnic minorities, such as Latinos, face many unique 

challenges and risk factors that impact their well-being across the life course. To capture the 

health impacts of these risk factors among Latinos, it is important to assess multiple indicators of 

health and well-being. Using multiple indicators of health can reduce the risk of overestimating 

or underestimating the impact of social and health challenges on overall well-being. Moreover, 

assessing well-being using multiple indicators, can yield insight into the overall well-being of 

Latinos and not just insight on a particular disorder.41  

Misclassification bias refers to biases in the causal effects between social arrangements and 

mental health consequences. Misclassification bias arises from the application of a disorder-

specific model to the overall mental health consequences of various social arrangements, such as 

racism and the stratification of health. The consequences (e.g. depression, anxiety) of these 

diverse social problems are not limited to a single disorder.41 Consequently, examining the 

relationship between social arrangements and a single disorder can lead to overestimations of 

who is “well” by misclassifying individuals who have other disorders as “well”. This can 

ultimately produce underestimates of the significance of these social risk factors in shaping 

health outcomes.42,43 To minimize classification bias, a broader range of health outcomes must 

be simultaneously analyzed.41 Reducing misclassification bias is particularly salient when 

examining the impact of social (e.g. stress) and health (e.g. disability, pain) challenges on overall 

health and well-being. For instance, only capturing one disorder as the health outcome can lead 
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to overestimating the health and well-being of Latinos living with and managing stress and 

health-related challenges. Capturing a more global dimension of health, in addition to 

depression, yields unique insight on the unique ways stress, physical health problems, and coping 

resources differentially shape distinct indicators of health and well-being.  

Therefore, this dissertation will examine two indicators of health: depressive symptoms and 

self-rated general health. As will be described in the following section, prior research has 

highlighted the significance of both of these health outcomes. Assessing both depressive 

symptoms and perceived health status aims to capture health more holistically to gain insight into 

Latinos’ overall well-being.   

Depressive Symptoms among Latinos 
Latinos living in the United States experience a high prevalence of depression.44 Findings 

from the population-based Hispanic Community Health Study/Study of Latinos highlight that 

although the within-group variance of high depressive symptoms varies from 22% – 38%, 

depending on Latino subgroup, 27% of all participants across all Latino subgroups reported high 

depressive symptomatology.45 Moreover, the prevalence of depression has negative implications 

for quality of life, morbidity (e.g. psychiatric problems), and mortality. For instance, 80% of 

adults with moderate to severe depression report experiencing difficulty with social, work, and 

home activities because of their depression.46 Depression has also been associated with 

numerous adverse outcomes to physical health, such as higher risk of heart disease, stroke, and 

all-cause mortality.44,47–49 Untreated or mistreated depression is associated with suicidal and 

homicidal ideations.50 Prior research has demonstrated that the prevalence of depression is 

under-diagnosed and undertreated among racial and ethnic minorities and economically 

disadvantaged populations.45 Therefore, this dissertation study will assess depressive symptoms 

among Latinos. Assessing depressive symptoms may provide insight into issues of psychological 
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distress, may be telling of how Latinos are managing day-to-day, and may ultimately provide 

insight into the mental health of Latinos who are facing various stress-related and health-related 

challenges.  

Self-rated Health among Latinos 
Self-rated health, a measure of global health, has been a strong predictor of health care 

utilization, morbidity, and mortality51 and is often used to capture racial and ethnic disparities in 

health.52 Racial and ethnic disparities in self-rated health are well documented, such that racial 

minorities fare worse than non-Hispanic Whites.53 Although some subgroups of Latinos 

experience health outcomes equal to or better than those of non-Hispanic Whites, self-rated 

health is not an outcome that falls under this Latino advantage or epidemiological paradox.54,55 

Assessing patterns in global health measures, such as self-rated health, may provide insight into 

the global ways stress exposure and health problems shape Latinos’ overall quality of life and the 

management of the diseases and social challenges they face. A large proportion of aging Latinos 

suffer from a comorbidities or diverse forms of stressors. As such, capturing a global measure of 

health can be telling of the ways these diverse risk factors are broadly shaping their overall 

quality of life.  

Theoretical Framework  
Numerous theoretical approaches have been used to examine coping and the implications of 

coping on health among Latinos. This dissertation draws on the life course perspective and the 

stress process model to examine the attributes and resources that Latinos draw on to cope with 

the various challenges (health conditions, stressors) they face and to assess the health 

implications of these patterns in coping resources. 

The Life Course Perspective 
The life course perspective is a useful framework in examining health patterns among older 

Latinos. The life course perspective examines phenomena at the intersection of social pathways, 
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social change, and developmental trajectories; it is one of the preeminent theoretical orientations 

in the study of lives.56–58 The life course perspective emphasizes historical time and place and 

social perspectives across generations, cohorts, or individuals’ lifespans to identify patterns of 

disease in the context of the social, economic, and cultural environment; it emphasizes all ages 

and stages in life and the intergenerational context in which they exist.59 As such, the life course 

perspective is a useful framework for examining social pathways and the ways in which social 

pathways, linked lives, and human agency shape the risk factors and health outcomes Latinos 

experience.  

The life course perspective is not without limitations. The life course perspective draws on 

diverse disciplines and has been used for examining the patterns of disease in the context of the 

social, economic, cultural, and historical environments and in the context of timing, duration, and 

accumulation of exposures.56 Although the life course perspective takes on a macro-level 

perspective to emphasize the interplay between human agency and context and to emphasize that 

social pathways are trajectories that individuals and groups in society follow, the life course 

perspective is a broad framework and does not specify the individuals’ roles and specific 

pathways. By drawing on the stress process model, we can more comprehensively examine 

health trajectories across the life course that explicitly identify the risks and the roles of 

resources in shaping health outcomes. This would more specifically consider individuals’ agency 

as it impacts responses and risks to particular phenomena. Assessing patterns in individual 

attributes or resources can yield information on how individuals draw on distinct coping 

resources (e.g. personal, social, health behaviors) in the face of stress-related and health-related 

hardships. The incorporation of personal, social, and behavioral resources draws on the life 

course in the recognition that coping resources are socially patterned and develop from ones 
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lived experiences and social status. The stress process model works in concert with the life 

course perspective to identify the underlying mechanisms, such as coping resources, that shape 

the impact stress and physical health status have on depressive symptoms and self-rated general 

health.   

The Stress Process Model   
The United States is a racialized society and racial stratification in the United States has 

negative implications for the health, education, social trajectories, and the overall life course of 

racial and ethnic minorities.38–40 Some minority groups, such as Latinos, living in the United 

States hold a lower social position than do non-Hispanic Whites.43,60,61 Social structures get 

under the skin and leave biological imprints through various forms, such as discriminatory 

experiences and lower social position.62,63 Although Latinos fare poorly, relative to Whites, on 

some health outcomes, Latinos’ health is better than expected for other health indicators, such as 

infant mortality.61,64,65 This phenomenon has been coined the epidemiological paradox.66–68  

Theories of race and ethnicity are critical in providing a theoretical orientation of the distal 

and proximal mechanisms that explain the persistent health disparities that are produced and 

reproduced in society.69 Psychosocial stress models have shown great promise in understanding 

racial and ethnic disparities in health and in examining inquiries related to coping processes.43,70–

72 The stress process model has also been widely linked with the life course perspective, 

highlighting their compatibility for a number of diverse research inquiries and health outcomes, 

such as allostatic load.73–76 Consequently, the stress process model has been identified as a 

natural ally to the life course perspective.77 

Given that the stress process model has been the dominant perspective of researchers who 

aim to identify potentially modifiable psychosocial factors influencing health43 and has been 

widely used to assess racial and ethnic health disparities.43,78,79 This dissertation draws on the 
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stress process model and life course perspective to examine the associations between social 

characteristics, diverse risk factors for poor health (e.g. stress exposure, comorbidities), patterns 

across distinct coping resources (personal resources, social resources, and health behaviors), and 

well-being. 

Coping Research among Latinos 
A large body of literature has focused on understanding the mechanisms (e.g. coping, 

acculturation, culture) that shape Latinos’ health outcomes, despite the various stress- and health-

related hardships they face.61,68,80 Coping is a key pathway between the risk factors Latinos face 

and their health outcomes; it is a mechanism that can mitigate the negative impact of various 

challenges (e.g. stressors, physical health problems) on overall well-being.35,81 Coping is defined 

as deliberate, conscious, action-oriented and intrapsychic efforts to control, adapt, and manage 

the demands created by stressful events.23,82,83 Coping can be influenced by a variety of factors 

across the life course.82,84,85 Furthermore, coping has gained widespread attention for its 

significant role on stress-related physical and mental outcomes and for its intervention 

potential.23  

There are several types of personal coping styles, such as emotion-focused coping, 

problem-focused coping, adaptive coping, and high effort coping.86–89 Coping strategies have 

previously been dichotomized into two broad categories: adaptive coping (active coping, 

planning, positive reframing, humor, religion, and support) and maladaptive coping (self-

distraction, denial, venting, substance use, behavioral disengagement, and acceptance).85 The 

coping literature has highlighted that the process of coping and coping strategies varies by 

context (e.g. nativity, race and ethnicity, chronic health condition). For instance, cultural 

influences impact pain expression and pain management, such that Latinos report hesitation in 
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taking medication for pain and report lower levels of pain expression, relative to non-Hispanic 

Whites.27,90  

Coping Resources 
 Throughout the life course, coping resources aid in the process of coping by reducing 

negative impacts of stressful life events.23,25 Coping resources are relatively stable individual 

differences or attributes, such as mastery, self-esteem, mattering, and social support.23,91 Coping 

resources such as social support, mastery, and self-esteem, have also been referred to as 

psychosocial resources, due to their role in enhancing mental health.92 Coping resources are 

shaped by contemporary and developmental conditions of life.91,93 Prior research indicates 

socially advantaged groups tend to have more positive mental health-enhancing resources than 

disadvantaged groups.94,95 Racial and ethnic minorities have fewer resources, such as lower 

levels of mastery and smaller social networks, accessible to them.34 

Furthermore, coping resources shape the coping process by serving as means for 

confronting or avoiding the stressor(s).23 Coping resources, such as personal resources or 

attributes, can partly define individuals’ capabilities to cope with stressors.91 Coping resources, 

such as mastery, have been linked with buffering the negative impact of stress exposure and 

promoting mental well-being.78,96,97 

 The stress process model distinguishes personal resources from and social resources. 

Personal resources consist of personal attributes, such as mastery, emotional reliance, self-

esteem, mattering, and John Henryism.43 Personal resources can partially mediate the 

relationship between social characteristics and health, and personal resources can partially 

moderate and mediate the relationship between stress exposure and health.  

In addition to personal resources, social resources also aid in the coping process. Social 

resources refer to the quality and extent of individuals’ social relations.98 For instance, social 
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support is a commonly studied social resource, particularly because individuals’ coping 

processes are shaped by the relationships they have with others (e.g. family, friends, medical 

providers). Although the stress process model explicitly details personal resources and social 

resources, the role of health behaviors in the coping process has become increasingly 

recognized.77,99 A growing body of literature has examined how individual forms of social 

resources and health behaviors shape health outcomes.36,100 

Gaps in Understanding Coping Resources among Latinos  
There are several gaps related to coping patterns among Latinos and their implications for 

well-being. First, most of the Latino-specific coping literature focuses on coping styles or the 

broader process of coping with diverse environmental pressures.4,18,27,33 Only a limited—albeit 

growing—body of research has explored the resources Latinos draw on to cope with stress and 

health-related problems. Consequently, the resources Latinos use to persevere and manage the 

stress-related and health-related problems they face are not well understood. Moreover, 

underexploring coping resource patterns among Latinos fails to highlight the variance in coping 

resources available to Latinos and to describe the ways that coping resources are socially 

patterned.34 This limitation reduces the risk of identifying under-resourced groups—groups who 

should be targeted for health promotion efforts.  

Secondly, among the Latino-specific coping resources literature, these studies most often 

focus on one coping resource at a time. The majority of prior research has examined the 

relationship between a coping resource and a single health outcome, while potentially examining 

the roles of mediators or moderators for the focal relationships. For instance, prior research has 

examined the role of spirituality in the relationship between coping and resiliency.35 For the most 

part, prior research has not yet been able to compare the simultaneous influence of multiple 

resources on health outcomes.36 Only few studies have explored the role of multiple resources on 
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health outcomes. For instance, a cross-sectional study among 235 older Latinos examined the 

moderating effects of two types of social support (instrumental and emotional) in the relationship 

between linguistic acculturation and service.101 Another study examined the simultaneous role of 

two coping resources by assessing the multiple mediating roles of active coping and self-efficacy 

in the relationship between acculturative stress and depression.36 As such, the body of work that 

has evaluated the influence of multiple resources is limited. This narrow scope of research has 

largely overlooked the patterns in coping resources Latinos draw on to cope with the diverse 

challenges they face. As such, there is a need to assess coping resources in a way that captures 

the use of multiple resources and, subsequently, to identify how these resource patterns shape 

well-being. Consequently, it is of theoretical and practical significance to use methodological 

approaches that allow for the measurement of various coping resources to reveal distinct patterns 

in coping resources. Latent class analysis—a methodology that identifies subgroups of 

individuals with similar patterns—would reveal latent classes or profiles of individuals who 

employ similar patterns of responses on the observed coping resource variables.102  

Given the broad array of coping resources (e.g. personal, social, and behavioral resources) 

individuals may utilize in the face of stress and health-related hardships, it is of both theoretical 

and practical significance to identify social patterns or subgroups based on similarities in coping 

resources. A person-centered approach to coping resource profiles would allow for the 

documentation of meaningful subgroups of individuals with similar coping resource profiles. 

This exploratory process would reveal coping resource profiles, to subsequently relate the 

profiles to well-being. A large body of literature has documented the high prevalence of physical 

and mental health issues among Latinos, however, less is known about the tools Latinos use to 

cope and/or thrive despite the adversity and lower social status they face.61 Better understanding 
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the coping resources patterns among Latinos can work to better allocate resources, assessments, 

and tailored intervention efforts, particularly among under-resourced groups.  

Latent class analysis is a modeling technique that identifies latent—or unobservable—

subgroups within a population; it identifies homogenous groups within a diverse population.103 

As such, employing latent class analysis in the present study would reveal latent classes—also 

known as typologies or profiles—of individuals who employ similar patterns of responses on the 

observed coping resource variables. Applying latent class analysis to identify latent classes of 

coping resources may provide insights into the health risks that people face. Latent class analysis 

is mathematically similar to factor analysis, and it goes beyond adding up the average level or 

amount of resources. Instead, latent class analysis qualitatively identifies coping resource 

subgroups. Factor analysis is a variable-focused approach that groups variables who have a 

uniting underlying dimension, whereas latent class analysis is a person-centered approach that 

groups individuals who have similar underlying characteristics.24,103   

Latent class analysis is a useful tool for this study in that it can move the coping literature 

beyond developing taxonomies or classifications of variables and move the coping literature 

towards identifying classes or typologies of individuals who employ similar coping approaches. 

Understanding these coping resource patterns will allow public health practitioners to identify 

under-resourced groups and refer them to various health promotion efforts. Without a strong 

understanding of the distribution of coping resources among this population, the factors that 

shape coping resource profiles and the ways in which coping resource profiles shape well-being 

remain unclear.  

Third, the coping resources literature among Latinos has examined the role of coping 

resources on a single health outcome (e.g. depression, self-rated health status) at a time, which 
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raises the issue of misclassification. A large proportion of the coping resources literature among 

Latinos has examined depression, stress, and self-rated health as health outcomes.11,34,36 

However, the majority of research examines one health outcome at a time. In the cases that 

multiple health outcomes have been examined in the same study, both health outcomes capture 

either physical or mental health outcomes exclusively.37 It is vital to capture multiple indicators 

of health to minimize issues related to misclassification, which can ultimately lead to 

overestimations of who is classified as “well” or not.42,43 

The Integrated Conceptual Model  
To address these limitations, there is a need to integrate the stress process model within the 

life course perspective. The integrated theoretical framework can draw on aspects of the life 

course perspective and the stress process model to reach the overall project goal, which is to two-

fold. The overall project goals are: (a) to identify coping patterns among Latinos and (b) to 

assess the implications for well-being associated with these distinct coping patterns. The life 

course perspective examines phenomena at the intersection of social pathways, social change, 

and developmental trajectories.56–58 The stress process model emphasizes the ways in which 

social characteristics impact stress exposure, which in turn impact health and well-being—all 

while recognizing the role of individuals’ resources.60 This dissertation study draws on the 

elements of the life course perspective and stress process model that may be particularly useful 

for identifying coping resource patterns among Latinos and their implications for well-being (see 

Figure 2.1).  

The integrated conceptual model applies the ideas of linked lives, life span development, 

agency, and social pathways from the life course perspective and integrates them with the ideas 

of social characteristics, stress exposure, and resources from the stress process model. The 
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following section describes the integrated conceptual model, its constructs, and how the 

constructs are linked with one another.  

 
Figure 2.1 Profiles of Personal Resources, Social Resources, and Health Behaviors: 
Implications for Depressive Symptoms and Self-Rated General Health 
 

 
Central Components and Interrelations of the Integrated Model 

Health Outcomes. Indicators of both global health (self-rated general health) and mental 

health (depressive symptoms) will be assessed in order to reduce misclassification bias. The 

issue of misclassification can arise as coping resources may differentially affect global and 

mental health outcomes. 43 Consequently, it is important to assess how these diverse patterns in 

coping resources, in combination, shape global and mental health outcomes.  
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Stress Exposure. Grounded in the previous literature that has documented the relationship 

between diverse forms of stress exposure and adverse health outcomes, a multidimensional 

approach in capturing stress exposure is depicted in the conceptual model. Chronic stressors are 

enduring and often include peoples’ institutional roles, such as marriage, parenthood, 

employment, and finances.60 Those who experience enduring and repeated stressors are more 

likely to experience more health problems than those who experience non-enduring hardships 

and stressors.104 A large body of literature has linked diverse forms of stress exposure (e.g. 

chronic stress, discrimination, trauma) and adverse health outcomes among Latinos.12,105,106 Five 

dimensions of stress exposure are depicted: chronic strain, recent life events, trauma, daily 

discrimination, major discrimination, and fear of crime. Each will be described individually for 

the descriptive and bivariate analyses.  

Physical Health Status. As highlighted earlier, preexisting physical health conditions (e.g. 

disability, pain) have been linked as risk factors that affect individuals’ overall well-being. The 

link between indicators of poor physical health status and (a) depressive symptoms and (b) self-

rated health outcomes has been well documented. For instance, physical limitations, pain, and 

pain level have been linked with higher depressive symptomatology.107 Among community-

dwelling older adults, pain is a significant predictor of poor self-rated health status.19 Similarly, a 

strong relationship between physical disability and risk for psychiatric disorders has been 

established, such that elevations in risk are greater among Latinos, relative to Blacks and non-

Hispanic Whites.108 As such, physical health problems contribute to diminished well-being and 

are, thus, risk factors for individuals’ overall well-being. In the conceptual model, the broad 

category of physical health status is comprised of bodily pain, functional limitations, and 

comorbidity.  



	

18 
 

Personal Resources. Drawing on the stress process model to recognize the role of personal 

resources in shaping health outcomes, this study assesses three domains of personal resources: 

spiritual coping, ethnic identity, and personal control. These three domains of personal resources 

are operationalized using the following six variables: spiritual coping, divine fate, ethnic 

centrality, ethnic connectedness, self-esteem, and mastery.  

Social Resources and Linked Lives. Drawing on the life course perspective’s principle of 

linked lives and the stress process model’s construct of social resources, this dissertation 

examines how the following seven social resources are socially distributed among Latinos: 

positive family support, family pride, family interactions, friend social support, negative family 

support, medical mistrust, and loneliness. A large body of literature has shown that social 

relationships can buffer illness,109–113 but the patterns in social resources that people draw on to 

cope is unclear.  

Health Behaviors. Health behaviors can work to promote health (e.g. physical activity) or 

undermine health (e.g. smoking). When facing stressors, individuals engage in behaviors to 

reduce the stress and feelings of distress. Over time, consistently engaging in maladaptive 

behaviors can undermine well-being and exacerbate health problems. As such, health behaviors 

are part of the coping process.  Prior research has documented the role of behavioral resources in 

shaping or mitigating the role of environmental strains on health outcomes.36 As such, four 

health behaviors are included in the conceptual model.  

Social Characteristics. In the integrated conceptual model, social characteristics consist of 

gender, marital status, parental status, SES, medical insurance status, religious attendance and 

affiliation, language preference, nativity, years in the U.S., and age group. Social characteristics 

conceptually function as antecedents to the relationship between (a) social and health 
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characteristics (e.g. social status, stress exposure and physical health status) and (b) well-being. 

For the purpose of this study, social characteristics are considered as antecedents and treated as 

covariates in the statistical modeling. For example, differences in spiritual coping have been 

reported between U.S-born individuals and those born in Mexico.65 Consequently, nativity is 

depicted as a covariate. Furthermore, historical change may distinguish the lives of successive 

birth cohorts.56 The life course perspective recognizes the ways in which people engage in 

coping may vary by age group. A large body of literature has identified differences in age groups 

and cohorts on several health phenomena.114 As such, age group is treated as a covariate. For 

each dissertation study, covariates included in the regression model are theoretically and 

statistically driven. Details are provided in the analytic strategy of each dissertation study.  

Social Pathways and Human Agency. A main goal of this model is to evaluate the 

components (social and health risk factors, coping resources, well-being) of the model, with a 

goal of focusing on the patterns in social pathways and human agency. The principle of human 

agency refers to the interplay between individual choices, social influence, and structural 

constrains. The choices and actions individuals engage in are taken with opportunities and 

constraints of social and historical circumstance.56 The interplay of choices and actions, as 

constrained by context, have important consequences for future trajectories. Individuals’ choices 

are constrained by context (e.g. social institutions, culture).56 Coping resources are shaped by 

contemporary and developmental conditions of life.93,108 In the conceptual model, personal 

resources, social resources, and health behaviors represent individuals’ human agency in the 

coping process. However, this dissertation applies latent class analysis to observe how human 

agency and social conditions coalesce to produce patterns in psychosocial resources and health 

behaviors.  
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Social pathways are the family, education, employment, and residence trajectories that 

individuals follow. Social pathways are formed from the interplay of agency and structure, such 

that individuals’ choices are constrained by context (e.g. social institutions, culture).56 The 

concept of social pathways informs a focus on individual and social patterns in coping resources. 

The concept of social pathways is applied in the conceptual model through the interplay of 

constructs emphasizing personal agency (coping resources) and context (the distribution of social 

stressors and health problems that impact well-being). 

Dissertation AIMS  
Based on the existing literature, the present theoretical gaps in understanding coping 

resources and health among Latinos, and the overall project goal of this dissertation, below are 

the three aims for each of the three dissertation studies: 

 

Study 1: Profiles of Personal Coping Resources among Latinos: Implications for 

Depressive Symptoms and Self-Rated General Health 

AIM 1: Identify profiles of coping based on patterns across personal resources (divine fate, 

spirituality, ethnic connectedness, ethnic centrality, mastery, self-esteem) among Latinos  

AIM 2: Determine the social and physical health correlates associated with personal resource 

profiles 

AIM 3: Assess self-rated general health and depressive symptoms across personal resource 

profiles 
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Study 2: Profiles of Social Coping Resources among Latinos: Implications for Depressive 

Symptoms and Self-Rated General Health 

AIM 1: Identify profiles of coping based on patterns across social resources (positive family 

support, family pride, family interactions, friend social support, negative family support, medical 

mistrust, and loneliness) among Latinos  

AIM 2: Determine the social and physical health correlates of the distinct social resources 

profiles 

AIM 3: Assess self-rated general health and depressive symptoms across social resource 

typologies 

 

Study 3: Profiles of Health Behaviors among Latinos: Implications for Depressive 

Symptoms and Self-Rated General Health  

AIM 1: Identify profiles of health behavior resources (physical activity, routine checkups, 

smoking, and alcohol consumption) among Latinos  

AIM 2: Determine the social and physical health correlates of the distinct health behaviors 

profiles 

AIM 3: Assess self-rated general health and depressive symptoms across health behavior profile
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CHAPTER 3 
STUDY 1: PROFILES OF PERSONAL COPING RESOURCES AMONG LATINOS: 
IMPLICATIONS FOR DEPRESSIVE SYMPTOMS AND SELF-RATED GENERAL 

HEALTH  
 
 

Introduction 

Latinos comprise the largest minority group in the U.S.1 Among all Latinos in the United 

States, the percent of older Latinos—ages 65 and older—is expected to increase from 8% in 

2016 to 21% by 2060.2 This aging population also faces an array of challenges in managing 

health conditions, challenges such as a high rate of comorbidities, underutilization of mental 

health service use, and medical mistrust, which further exacerbate health problems.3–5 Relative to 

non-Hispanic Whites, Latinos also fare poorly on some indicators of health and well-being, such 

as depression115 and self-rated health.7 As such, a major public health challenge for this aging 

population is chronic disease management. Understanding the ways that this population draws on 

psychosocial resources, such as personal coping resources, to deal with the social and health 

issues they face may be just as important as identifying the risk factors that contribute to their 

poor health outcomes. This study draws on the life course framework and stress process model to 

examine the role of personal coping resources (e.g. spirituality, ethnic identity, mastery, and self-

esteem), as tools to promote positive coping and optimize well-being throughout the life course.  

The purpose of this study is to identify the personal coping resources that Latinos draw 

on to cope with the various health and stress-related challenges they face and to understand the 

health implications of these personal coping patterns. The aims of this study are three-fold: (1) 

identify profiles of personal coping resources (divine fate, spirituality, connectedness, centrality, 

mastery, self-esteem) among Latinos; (2) determine the social and physical health correlates 

associated with personal resource profiles; and (3) evaluate differences in self-rated general 
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health and depressive symptoms across personal resource profiles. To better promote positive 

coping among Latinos facing contextual, health, and stress-related hardships, it is critical to 

understand the types of personal coping tools individuals use to respond to these hardships. 

Understanding these coping resource profiles will allow public health practitioners to identify 

under-resourced individuals and enhance linkages to services that can help them better manage 

the hardships they face. 

Background 

Epidemiological research demonstrates a “Latino health paradox.”67,116 Despite greater 

exposure to social stressors and socioeconomic disadvantage, Latinos experience similar or 

lower rates of serious health issues (e.g. low infant birth weight) and mortality than non-Hispanic 

Whites.55,117 Nevertheless, compared to other racial/ethnic groups, Latinos fare worse on other 

indicators of physical and mental health problems, such as depressive symptoms and self-rated 

health. Untreated depression and poor perceived self-rated health are associated with suicidal and 

homicidal ideations and premature mortality.50 Latinos also face a higher rate of comorbidities 

and lower mental health service use, which further exacerbate health problems.3–5 For instance, 

national estimates suggest Latinos living in the United States experience significantly higher 

depression chronicity than non-Hispanic Whites115 and 80% of adults with moderate to severe 

depression 	report experiencing difficulty with social, work, and home activities because of their 

depression.46 Depression has also been associated with numerous adverse outcomes to physical 

health, such as higher risk of heart disease, stroke, and all-cause mortality.44,47–49 Self-rated 

general health similarly does not follow the Latino advantage or epidemiological paradox. 

Relative to Whites and Blacks, Latinos report poorer perceived general health and these 

disparities worsen over the life course.7 Thus, assessing patterns in depressive symptoms and 
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self-rated health may more holistically capture health and quality of life among Latinos, 

shedding light on how this population manages the various chronic conditions and stressors they 

face. 

Population health studies have largely focused on the various social, health, and stress-

related risk factors associated with poor mental and physical health outcomes among Latinos.10–

13 Diverse forms of social stressors (e.g. discrimination, chronic stress) contribute to poor health 

outcomes among Latinos.14–16 Furthermore, preexisting physical health conditions (e.g. 

disability, pain) have been recognized as risk factors that diminish individuals’ overall well-

being and undermine their ability engage in health promoting behaviors. For instance, disability 

and pain are risk factors for depression among older Latinos, and pain is a risk factor for poor 

perceived general health.17–19 While studies have highlighted the various social determinants that 

shape mental and physical health outcomes among Latinos, they also raise several questions 

regarding ways to mitigate the negative impact of these risks. For instance, studies demonstrate 

the significance of personal coping resources, such as mastery, emotional reliance, and self-

esteem, as tools used to cope with stressors and other life challenges.12,29,118 However, research 

on personal coping resources that can buffer life stresses and those generated by chronic 

conditions remains limited among Latinos.  

The life course framework and stress process model can serve as guiding frameworks in 

bringing attention to the role of personal coping resources as tools that individuals draw on when 

coping with the various challenges they face throughout the life course. A life course perspective 

emphasizes phenomena at the intersection of social pathways, social change, and developmental 

trajectories.56–58 The stress process model incorporates the central concepts of stressors, coping, 

and physical and mental health outcomes.79,119 The principles of each theoretical orientation have 
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been comprehensively described elsewhere.43,78,79,120,121 This study integrates the stress process 

model within the life course framework and applies these theoretical orientations to identify (a) 

profiles of personal coping resources that Latinos draw on to cope with the various stress and 

health challenges they face and (b) the health implications of these personal resource patterns. 

The stress process model highlights the role of personal coping resources as underlying 

mechanisms that shape the impact that stress and physical health (co)morbidities have on 

depressive symptoms and self-rated general health. This study applies several life course 

principles: the principle of social pathways to recognize that coping resources are socially 

patterned; linked lives to consider the multidimensionality of managing chronic health issues and 

diverse stressors and to recognize that coping with these complex risk factors entails the use of 

multiple forms of coping approaches; and human agency to recognize that individuals have the 

agency to cope in unique ways and these distinct coping styles may modify the broader coping 

process. Ultimately, integrating the life course framework and stress process model allows us to 

identify ways that Latinos develop key coping resources and to evaluate their linkages with 

mental and physical health outcomes.  

Coping among Latinos 

A large body of literature has focused on understanding the mechanisms (e.g. coping, 

acculturation, culture) that shape Latinos’ health outcomes.61,68,80 Coping is defined as deliberate, 

conscious, action-oriented and intrapsychic efforts to control, adapt, and manage the demands 

created by stressful events; coping is a key pathway between the risk factors Latinos face and 

their health outcomes.23,82,83 Thus, it is a mechanism that can mitigate the negative impact of 

various challenges (e.g. stressors, physical health problems) on overall well-being.35,81 
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Coping resources, also referred to as psychosocial resources, are relatively stable, 

individual-level characteristics that develop over time and within the context of one’s 

experiences and social interactions.23,60,91,122 In the stress process model, coping resources are 

distinguished as personal coping resources and social resources60. Personal coping resources are 

personal attributes, such as mastery, emotional reliance, self-esteem, and John Henryism43, 

whereas social resources include various dimensions of social support.60 Coping resources are 

shaped by contemporary and developmental conditions of life91,93, such that socially advantaged 

groups tend to have more positive mental health-enhancing resources.94,95 Racial and ethnic 

minorities have been found to have fewer resources, such as lower levels of mastery and smaller 

social networks, accessible to them.34 

Coping resources aid in the process of coping by reducing the negative impact of stressful 

life events23,25 and by serving as means for confronting or avoiding the stressor(s).23 This paper 

will focus on the distribution and role of personal coping resources, as prior research suggests 

personal coping resources can partly define individuals’ capabilities to cope with stressors.91 For 

instance, prior research suggests mastery buffers the negative impact of stress exposure and 

promotes mental well-being.78,96,97 As such, personal coping resources can partially mediate the 

relationship between social characteristics and health, and personal coping resources can 

partially moderate and mediate the relationship between stress exposure and health.  

A large body of literature has examined coping among Latinos.  However, several gaps 

among this population remain. First, most of the Latino-specific coping literature focuses on 

coping styles or the broader process of coping with diverse environmental pressures.4,18,27,33 For 

instance, coping research among Latinos has largely focused on specific coping styles by 

examining patterns in how individuals respond to recent diagnoses, manage specific health 
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conditions, such as chronic pain26,27, depression11,28,29, and arthritis3, or how individuals utilize 

religious/spirituality-based coping strategies.21,30–32 Consequently, variations in coping resources 

available to or used among Latinos are underexplored, which limits our understanding of the 

ways that coping resources are socially patterned among this group.34 

Second, among studies that examine coping resources among Latinos, most focus on one 

coping resource at a time, and only a few studies have examined the influence of multiple 

resources.35 For instance, one study examined the multiple mediating roles of active coping and 

self-efficacy in the relationship between acculturative stress and depression.36 Nevertheless, there 

is a need to assess coping resources in a way that captures the use of multiple resources and 

identifies how these patterns in resources shape health. A third limitation of the coping resources 

literature among Latinos is that this body of work has examined the role of coping resources on a 

single health outcome at a time, which raises the issue of misclassification. Misclassification bias 

refers to biases in the causal effects between social arrangements and mental health 

consequences.41 For instance, only capturing one disorder as the health outcome can lead to 

overestimating the health and well-being of Latinos living with and managing stress and health-

related challenges. Capturing a more global dimension of health, in addition to depressive 

symptoms, provides insight on the unique ways stress, physical health problems, and coping 

resources differentially shape distinct indicators of health and well-being. Though a large 

proportion of the coping resources literature among Latinos has examined depression, stress, and 

perceived general health as health outcomes,11,34,36 the majority of studies only examine one 

health outcome at a time. In the cases where multiple health outcomes were examined in the 

same study, both health outcomes capture either physical or mental health outcomes 

exclusively.37 As such, investigating how multiple types of personal coping resources (e.g. 
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spiritual coping, ethnic identity, mastery, and self-esteem) shape physical and mental health 

outcomes is needed to disentangle the broader coping process among Latinos.  

Methods 

Study Design and Sample  

Data are from a community-based study of community-dwelling Miami-Dade County 

residents. All interviews were administered in English or Spanish. The “Disabilities” dataset 

includes extensive measures on personal coping resources, social resources, health behaviors, 

and psychosocial factors among a sample of racially and ethnically diverse male and female 

adults in the Miami-Dade area. Wave 1 interviews were conducted between 2000 to 2001 (n = 

2,000), where 1,000 individuals were screened as having activity limitations and 1,000 were 

matched on age, gender, and race-ethnicity with no activity limitations.108 Wave 2 interviews 

were conducted between 2003 to 2004 (n = 1,600). Wave 2 was comprised of a representative 

subsample of 1,600 Wave 1 participants. In Wave 2, 800 participants were screened for disability 

status and 800 counterparts with no disability. All interviewers were computer assisted and 

administered in the participants’ preferred language (English or Spanish).108 Interviewers 

obtained informed consent prior to beginning each interview. Additional details on the 

Disabilities dataset have been described elsewhere.108 

The sample is representative of the Miami-Dade County population. Participants were 

sampled so as to achieve equal representation (25% each) of Cuban, Other Latino, Black, and 

non-Hispanic White racial and ethnic groups.108 As described above, participants were 

oversampled to have an equal distribution of individuals with and without activity limitations 

and with and without a physical disability. The focus of the study was on physical limitations, so 

individuals were excluded from the study if their limitations arose from social, psychological, or 
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cognitive causes (e.g. mental retardation); from Alzheimer’s disease or dementia; or visual, 

auditory, or speaking impairments.108 To understand patterns of coping among Latinos, data for 

this study are restricted to Latinos only (n = 629). The composition of Latino subgroups, as 

determined by country of birth, was primarily Cuban (50.8%), followed by American (9.5%), 

Colombian (9.5%), Nicaraguan (5.1%), Puerto Rican (5.1%), Dominican Republican (3.3%), 

Guatemalan (1.1%), Salvadorian (1.0%), and Mexican (1.0%). About 14.3% of the sample was 

born in a Latin American country outside of those listed here. 

Measures 

Health Outcomes 

Depressive Symptoms. Depression symptomatology was measured using the 20-item 

Center for Epidemiologic Studies Depression (CES-D) scale (α = 0.881), which asks participants 

about depressed mood, feelings of guilt, sleep disturbance, appetite loss, and feelings of guilt and 

worthlessness in the last month.123 Response options were (0) Not at all, (1) Occasionally, (2) 

Frequently, and (3) Almost all the time. Positive items were reverse coded. The possible range of 

scores is 0 - 60, with higher scores indicating a higher presence of depressive symptomatology.  

Self-rated General Health. Self-rated general health was measured using a four-item 

scale from the RAND 36-Item Health Survey, General Health Subscale.124,125 Participants were 

asked (a) “You seem to get sick a little easier than other people (reverse coded); (b) “You are as 

healthy as anybody you know”; (c) “You expect your health to get worse (reverse coded)”; and 

(d) “In general, your health is excellent”. 51 Response options were (0) Definitely true, (1) 

Mostly true, (2) Don’t know, (3) Mostly false, and (4) Definitely false. Scores were summed and 

averaged, so that higher scores indicate poorer self-perceived general health. The possible range 

of scores is 0 – 4. 
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Personal Coping Resources 

Spiritual Coping. Spiritual coping was assessed using a single item that asked, “How 

often do you turn to religion or your spiritual beliefs to help you deal with your daily problems?” 

Response options were (0) Never, (1) Rarely, (2) Sometimes, (3) Often, and (4) Always. For the 

purpose of the LCA, all personal coping resources responses were recoded into dichotomous 

variables. Spiritual coping was recoded as  (1) No (Never and Rarely), (2) Yes (Sometimes, 

Often, and Always). 

 Divine Fate. Divine fate was measured using seven items (α = 0.757) that included 

statements, such as “God has a reason for everything that happens to me” and “God has a 

specific plan for my life.” Response options ranged from (0) Strongly disagree to (3) Strongly 

agree. Items were summed so that higher scores indicate higher levels of divine fate. For the 

purpose of the LCA, the row mean was obtained for the divine fate variable and two response 

categories (1 = Low, 2 = High) were generated based on the 50th percentile.  

Ethnic Identity. Ethnic identification consists of individuals’ sense of belonging to a 

particular ethnic group and the extent to which that individual affirms membership in that group. 

126 Ethnic identity was measured using a 10-item scale shortened and modified version of 

Phinney's Multigroup Ethnic Identity Measure to assess ethnic identity.126,127 Respondents were 

asked to respond to the degree to which they agreed with ten statements related to their ethnic 

identity. The items were on a likert scale that ranged from zero (strongly disagree) to six 

(strongly agree). A factor analysis was conducted to identify latent dimensions of ethnic identity. 

Factor loadings identified two dimensions of ethnic identity: connectedness and centrality.  

Connectedness. Six items represent the latent construct of connectedness (α = 0.844). 

These items are the following: “Most of your close friends are from your own ethnic group,” 
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“You are more comfortable in social situations where others are present from your ethnic group,” 

“Your ethnic group had a lot to do with who you are today,” “Your ethnic background plays a 

big part in how you interact with others,” “You prefer to date people from your ethnic group,” 

and “Your values, attitudes, and behaviors are shared by most members of your ethnic group.”  

Centrality. Four items represent the latent construct of centrality (α = 0.757). These items 

are the following: “You have a strong sense of yourself as a member of your ethnic group,” “You 

identify with other people from your ethnic group,” “Your ethnic heritage is important in your 

life,” and “You are proud of your ethnic heritage.” For both connectedness and centrality, items 

were summed so that higher scores indicate higher levels of the construct. For the purpose of the 

LCA, the row mean was obtained for the connectedness and centrality scales, respectively, and 

two response categories (1 = Low, 2 = High) were generated based on the 50th percentile. The 

ethnic identity items focused on Hispanic/Latino heritage only. Consequently, only participants 

who identified as Latino/Hispanic were asked questions related to their Latino ethnic 

identification. The ethnic identity items had a large proportion of missing values (n = 68, 10.8%). 

Excluding the subgroup of participants who did not respond to these items may bias the sample. 

As such, a third category (“Missing”) was created for those who did not respond to the ethnic 

identity items. In health-related studies, observing ten percent missing data on race and ethnicity-

related questions is common.128 The observing 11% of missing data on these items may be due to 

usual rates of opting out on race and ethnicity items. Another reason may be due to regional 

factors related to identity or acculturation. Approximately 10% of our sample of Latinos were 

born in the U.S., which may affect they decided to respond to ethnic identity questions. Although 

all participants identified as Latino, these 68 participants may have declined to elaborate on the 

questions related to their ethnic heritage.  
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Mastery. Mastery was assessed using a seven-item established scale (α = 0.757).97 

Participants were asked to identify the degree to which they agreed or disagreed to statements, 

such as “You have little control over the things that happen to you” and “You often feel helpless 

in dealing with your problems of life.” Response options were (0) Strongly agree, (1) Mildly 

agree, (2) Neither agree nor disagree (3) Mildly disagree, and (4) Strongly disagree. Positive 

items were reverse coded. Items were summed so that higher scores indicate higher levels of 

mastery. The possible range of scores is 0 - 28. For the purpose of the LCA, the row mean was 

obtained for the mastery variable and two response categories (1 = Low, 2 = High) were 

generated based on the 50th percentile. 

 Self-esteem. Self-esteem was measured using a six-item (α = 0.813) subset of 

Rosenberg’s (1979) measure.71,129 Participants were asked to respond with the degree to which 

they agreed or disagreed to statements, such as “You feel that you have a number of good 

qualities” and “On the whole, you are satisfied with yourself.” Response options were (0) 

Strongly disagree, (1) Mildly disagree, (2) Neither agree nor disagree (3) Mildly agree, and (4) 

Strongly agree. One negative item (All in all, you are inclined to feel that you are a failure) was 

reverse-coded. The possible range of scores is 0 - 24, with higher scores indicating a higher 

presence of self-esteem. For the purpose of the LCA, the row mean was obtained for the self-

esteem variable and two response categories (1 = Low, 2 = High) were generated based on the 

50th percentile.  

Stress Exposure 

Stress exposure was assessed using six domains that take place across the life course: 

chronic stress, recent life events, major life events (trauma), daily discrimination, major 

discrimination, and neighborhood stress.  
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Chronic Stress. Chronic stress was measured using Wheaton’s (1994) scale.130 The scale 

was modified to better capture stressors middle-aged and older adults are likely to face.71 

Chronic stress was assessed using 36 items relating to general experiences, (un)employment, 

relationships, and general strain. Example items include, “You’re trying to take on too many 

things at once” and “There is too much pressure put on you to be like other people.” Respondents 

were asked the extent to which each item is true. Responses were coded as (0) Not true, (1) 

Somewhat true, and (2) Very true. Responses to all variables were summed, with the possible 

range of scores being 0 - 72, with higher scores indicating a higher presence of chronic stress.  

Recent life events. Recent life events were measured with a 32-item index that asked 

respondents if they had experienced a range of serious accidents, deaths, or financial crises in the 

past 12 months.71 Example items include, “Did someone have a major financial crisis?” and 

“Was there a serious accident or injury?” Responses to all 32 dichotomous (0 = No, 1 = Yes) 

items were summed, with the possible range of scores being 0 - 32.  

Trauma. Trauma was assessed using 44 items that asked respondents whether they had 

experienced major life events—or trauma in one’s lifetime (0 = No, 1 = Yes). Examples items 

include, “Did either of your parents drink or use drugs so often or so regularly that it caused 

problems for the family,” and “Did your father or mother not have a job for a long time when 

they wanted to be working?” Response options were summed, with the possible range of scores 

being 0 - 44.  

 Major and Everyday Discrimination. Major discrimination and daily discrimination 

were assessed using the Major Discrimination Scale.131 Major discrimination was assessed using 

seven items. Respondents were asked if they had ever faced events related to employment, 

education, or housing (0 = No, 1 = Yes). Example items include, “Have you ever been unfairly 
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treated by the police (e.g. stopped, searched, questioned, physically threatened, or abused)?” and 

“For unfair reasons, has a landlord or a relator ever refused to sell or rent you or your family a 

house or apartment?” The possible range of scores was zero to seven. Everyday or daily 

discrimination was measured using nine items (α = 0.864) that include statements, such as “You 

receive worse service than other people at restaurants or stores” and “You are treated with less 

courtesy than other people.” Response categories were (0) Never, (1) Rarely, (2) Sometimes, (3) 

Often, and (4) Almost always. Response options were summed, with the possible range of scores 

being 0 - 36.  

Neighborhood Stressors. Neighborhood stressors was measured using 10 items related to 

the extent respondents were concerned about becoming a victim of crime. Example statements 

included, “Having someone break into your house and take your personal belongings while you 

are away.” Response categories were (0) Not at all afraid, (1) Mildly afraid, (2) Moderately 

afraid, and (3) Very afraid. The possible range of scores is 0 - 30, with higher scores indicating 

higher levels of fear of neighborhood crime.  

Total Stress. To assess total stress, each stress dimension was standardized using z-scores 

and summed.  Scores below zero indicate below average stress exposure while scores above zero 

indicate higher than average stress exposure. The range was –3.80 to 18.29. 

Physical Health Status  

Pain. Participants who indicated that they experienced pain were asked about the 

frequency and intensity of pain experienced. Those who responded as not having bodily pain 

were not asked questions about pain intensity or pain frequency and received “No pain” and 

“Never,” respectively, as responses.  
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Pain Intensity. Pain intensity was assessed using a single item that asked, “On average, 

how bad has your bodily pain been during the past four weeks?” Responses were (0) No pain, (1) 

Mild pain, (2) Moderate pain, and (3) Severe pain.  

Pain Frequency. To assess pain frequency, participants were asked, “How often during 

the past four weeks have you had pain or discomfort?” Responses were (0) Never, (1) A few 

times, (2) Often, and (3) Everyday or almost everyday.  

Pain Severity. Pain intensity and pain severity scores were crossed with each other to 

capture pain severity. Participants who reported they did not experience pain were not asked this 

question and were consequently recorded as (0) Never on this item.  

Activity Limitation. To assess whether participants experienced activity limitation, 

participants were asked, “Do you have a physical or health problem that limits or interferes with 

the amount or kind of day to day work or recreational activities you can engage in?” Response 

options were (0) No and (1) Yes. Participants who affirmed they had activity limitations were 

asked about the intensity and frequency of the activity limitation.  

Activity Limitation Intensity. Activity limitation intensity was assessed using a single 

item that asked, “How much does this condition limit your activities, considering what your 

activities would be if you did not have the condition?” Responses were (0) Not at all, able-

bodied, (1) Not very much, (2) Somewhat, and (3) Very much. Because participants who 

reported not having activity limitation were not asked this question, these participants were 

recorded as (0) Not at all, able-bodied.  

Activity Limitation Frequency. To assess activity limitation frequency, participants were 

asked, “How often does this condition interfere with or limit your usual activities?” Responses 

were (0) Never, (1) Rarely or not very often, (2) Sometimes, (3) Often, and (4) All the time. 
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Because participants who reported not having activity limitation were not asked this question, 

these participants were recorded as were (0) Never.  

Disability. Participants who were classified as having a disability in the screening process 

were asked, “Earlier someone in your household [or the respondent] told us that you had a 

condition or physical health problem that limits the kind or amount of activity that you can carry 

out (such as work, housework, school, recreation, shopping, or participation in social or 

community activities). I just want to confirm with you now whether that is correct.” Participants 

who confirmed having a disability were coded as (1) Yes. All other responses were coded as (0) 

No.  

Diabetes. To assess whether participants had been diagnosed with diabetes by a 

physician, participants were asked two questions, “In the past two years, have you had diabetes?” 

and “Was this health problem diagnosed by a physician?” Participants who responded that a 

physician had diagnosed them with diabetes were coded as (1) Yes. All other responses were 

coded as (0) No.  

Arthritis. To assess whether participants had been diagnosed with arthritis by a physician, 

participants were asked two questions, “In the past two years, have you had arthritis?” and “Was 

this health problem diagnosed by a physician?” Participants who responded that a physician had 

diagnosed them with arthritis were coded as (1) Yes. All other responses were coded as (0) No.  

Sociodemographic Factors  

Gender. Gender was dichotomized (0=Male, 1=Female).  

Marital Status. Marital status was operationalized as (0) Married, (1) Separated, (2) 

Divorced, (3) Widowed, and (4) Never been married.  
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Socioeconomic Status. Individual SES was based on the composite scores of three 

equally-weighted items: occupational prestige, household income of each participant, and 

education.132 To circumvent problems with missing data, scores for each of the three SES 

dimensions were standardized, summed, and divided by the number of dimensions on which the 

data were available risks.71  

Language preference. Language preference was assessed by asking respondents, “What 

language do you prefer to speak?” Responses were (0) English most or all the time, (1) Spanish 

and English equally, (2) Spanish most or all of the time.  

Country of Birth and Years in the U.S. Country of birth and years in the U.S. were 

captured in a single variable to minimize issues with multicollinearity in the regression models. 

Country of birth was assessed by asking respondents, “Where were you born?” Responses were 

(1) U.S., (2) Cuba, (3) Columbia, (4) Mexico, (5) Dominican Republic, (6) Nicaragua, (7) Puerto 

Rico, (8) Guatemala, (9) El Salvador, and (10) Other. These response categories were collapsed 

into three categories: (0) U.S., (1) Cuba, and (3) Other Latin American Country. Years in the 

U.S. was measured with one item, “How many years have you been living in the United States?” 

Response options were categorized as (0) one to 10 years, (1) 11 – 72, and (3) U.S.-born to 

capture those who were born in the United States. To combine the country of birth and years in 

the U.S. variable, five categories were developed: (0) U.S.-born, (1) Cuba (1 – 10 years living in 

the U.S.), (2) Cuba (11 or more years living in the U.S.), (3) Other Latin American Country (1 – 

10 years living in the U.S.), (4) Other Latin American Country (11 or more years living in the 

U.S.).  

Age. Age was measured by asking participants, “How old are you?” Age is continuous, 

ranging from 18 to 96 years.  
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Health Insurance. To assess whether respondents had health insurance, respondents 

were asked, “Do you currently have health insurance?” Response options were (0) No, and (1) 

Yes.  

Difficulty Meeting Medical Expenses. To capture whether respondents had difficulty 

meeting medical expenses, respondents were asked, “When you think of your financial situation 

overall, how difficult is it for you to meet the following needs: Medical Expenses?” Responses 

were (0) Not at all difficulty, (1) Somewhat difficult, (2) Very difficult.  

Prayer. To capture prayer frequency, participants were asked, “About how often do you 

pray?” Response options ranged from (0) Never to (5) Several times a day. 

Analytic Strategy 

The present analyses were conducted in four steps. First, descriptive statistics were 

conducted to examine the social and health characteristics of the sample. Second, latent class 

analysis was used to identify coping typologies based on patterns across six personal coping 

resources: divine fate, spiritual coping, ethnic centrality, ethnic connectedness, mastery, and self-

esteem. Two-class, three-class, four-class, and five-class LCA models were tested. To identify 

the best-fit model, the Akaike information criterion (AIC) and the Bayesian information criterion 

(BIC) were used to compare competing models and examined the relative balance of model fit 

and parsimony. Third, bivariate analyses were used to examine the social and physical health 

characteristics associated with membership across the personal resource classes. A one-way 

analysis of variance (ANOVA) was performed for continuous social and health characteristics 

while a chi-square test was performed for categorical social and health characteristics. Fourth, 

multivariate linear regression was used to assess the association between coping profiles and (a) 

self-rated general health and (b) depressive symptoms, while controlling for demographic 
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characteristics (gender, socioeconomic status, language preference, country of birth and years 

living in the U.S., and age), health insurance, and two chronic health conditions (activity 

limitation frequency and arthritis).  

Prior research has documented the relationship between activity limitation and depressive 

symptoms. For instance, functional limitations impede individuals’ ability to fulfill social roles 

and responsibilities107, they increase the risk of depression107, and they are associated with a loss 

in productivity through increased work disability, work loss (e.g. absenteeism), or work 

limitation.133 Diminished ability to carry out social roles can increase social isolation and 

exacerbate depressive symptoms.134 Consequently, activity limitation frequency and arthritis 

were treated as covariates in the regression models. Both health outcomes (depressive symptoms, 

perceived general health) are continuous variables so multivariate linear regression was 

conducted.  

Results 

The majority of participants were born outside of the United States, have been living in 

the U.S. for over 20 years (52%), and were born in Cuba (50%). The sample consists of an 

almost equal distribution of men (47%) and women (53%). The average age among participants 

is 56 years, and seventy-three percent of participants are 45 years of age or older, which is 

particularly well-suited for examining patterns in coping resources among midlife and older 

Latinos. Overall, over one-fifth of the participants in the sample have a disability, 

approximately 30% have arthritis, and 12% have been diagnosed with diabetes. Participants’ 

social and health characteristics are presented in Table 3.1. 
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Table 3.1  

Percent Mean (SD)
Self-rated General Health [0,4] 1.23 (0.93)
Depressive Symptoms [0,48] 15.50 (9.01)
Stress Exposure

Chronic Stress [0, 47] 4.68 (5.96)
Recent Life Events [0, 8] 0.83 (1.37)
Major Life Events [0, 7] 1.00 (1.24)
Daily Discrimination [0, 8] 3.28 (4.72)
Major Discrmination [0, 6] 0.45 (0.95)
Neighborhood Stressors [0, 30] 10.84 (10.89)
Total Stress Exposure [-3.80, 18.29] 0.87 (3.77)

Pain Intensity
No Pain 65.18
Mild Pain 7.79
Moderate Pain 13.83
Severe Pain 13.20

Pain Frequency
Never 65.18
A Few Times 14.79
Often 10.17
Everyday or Almost Everyday 9.86

Pain Severity [0, 9] 1.49 (2.61)
Activity Limitation Intensity 

Not At All, Able-bodied 69.48
Not Very Much 3.97
Somewhat 13.20
Very Much 13.35

Activity Limitaton Frequency
Never, Able-bodied 69.48
Rarely or Not Very Often 2.54
Sometimes 5.88
Often 12.08
All the Time 10.02

Disability
     Yes 22.89
     No 77.11
Diabetes
     Yes 11.45
      No 88.55
Arthritis
     Yes 28.93
      No 71.07

Sample Characteristics, Disabilities Dataset, 2000-2001 
All (N=629)
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Health Insurance
     Yes 71.38
      No 28.62
Difficulty Meeting Medical Expenses
     Not At All Difficult 55.96
     Somewhat Difficult 24.96

  Very Difficult 19.08
Routine Check-up with Healthcare Provider
     Yes 73.77
     No 26.23
Physical Activity
     Non-active 5.72
     Active 94.28
Prayer
     Less Than Once a Week 9.38
     Once a Week 8.60

Several Times a Week 22.26
Once a Day 24.48
Several Times a Day 35.29

Gender
     Female 53.10
     Male 46.90
Marital Status
     Married 49.28
     Separated 7.79

  Divorced 16.69
  Widowed 12.88
  Never Been Married 13.35

Socioeconomic Status (SES)
 Low SES 38.79
 Moderate SES 30.37
High SES 30.84

Language Preference
English Most or All of the Time 65.82
Spanish and English Equally 18.28
Spanish Most or All of the Time 15.90

Country of Birth and Years in the U.S.
U.S.-born 9.54
Cuba (1 - 10 years) 9.06
Cuba (11+ years) 41.02
Other Latin American Country (1 - 10 years) 9.86
Other Latin American Country (11+ years) 30.52

Age [18, 94] 56.41 (16.84)
Note. Variable ranges included in brackets. To assess total stress, each stress 
dimension was standardized using z-scores and summed.  Scores below zero 
indicate below average stress exposure while scores above zero indicate higher 
than average stress exposure. 
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Personal Resource Classes 

A two, three, four, and five-class model was tested to compare the relative balance of 

model fit and parsimony. The AIC and BIC indicators are presented in Table 3.2.  

Table 3.2 

Two-Class	Model Three-Class	Model Four-Class	Model Five-Class	Model
AIC 586.89 294.89 210.2 191.12
BIC 662.44 410.44 365.74 386.66
Adjusted	BIC 608.47 327.89 254.62 246.97

Latent Class Analysis Model Comparison

 

Relative to the two-class model (AIC = 586.89, BIC = 662.44), three-class model (AIC = 

294.89, BIC = 410.44), and five-class model (AIC = 191.12, BIC = 386.66), AIC and BIC 

indicators suggest the four-class model (AIC = 210.20, BIC = 365.74) was the best-fit model. As 

such, the four-class model was used to profile personal coping resources among Latinos in this 

sample. Class 1 was the most prevalent of the four classes, with 32% (n = 204) of the sample 

falling under Class 1. Class 2 was the second most prevalent class, with 30% (n = 186) of the 

sample being in Class 2. Twenty-seven percent (n = 171) of the sample comprised Class 3 and 

11% (n = 68) of the sample comprised Class 4.  

There were unique combinations of resources within and across the four personal 

resource classes. The probability of endorsing each personal resource within each of the four 

classes is visually depicted in Figure 3.1.  
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FIGURE 3.1. Probability of High Personal Resource across Classes 

 

Class 1: High Resources, Except Ethnic Centrality. Those in Class 1 were characterized 

by having a high probability of being high on spiritual coping (80%), mastery (67%), and self-

esteem (81%). Individuals in Class 1 had a low probability of endorsing ethnic centrality (6%) 

and an equal probability of endorsing high or low ethnic connectedness (41%) and divine fate 

(52%). Accordingly, this class was referred to as generally having high resources and low ethnic 

centrality.  
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Class 2: High Resources Overall. Class 2 was characterized by having the highest 

representation of all coping resources. Those in Class 2 had a high probability of endorsing all 

personal coping resources except divine fate. They had an equal probability (48%) of being high 

or low on divine fate. Because members of this class had a high probability of endorsing five of 

the six personal coping resources, this class was referred to as having high resources overall.  

Class 3: Low Resources, Yet High Spiritual Coping. Individuals in Class 3 had a high 

probability of endorsing spiritual coping (82%). They had a near equal probability of endorsing 

high or low levels of ethnic connectedness (51%). Those in Class 3 were likely to endorse low 

levels of divine fate (37%), ethnic centrality (36%), mastery (1%), and self-esteem (1%). 

Overall, Class 3 members are low on all personal resources, other than spiritual coping.  

Class 4: Moderate Resources, Yet High Spiritual Coping. Those in Class 4 were 

characterized by having a high probability of endorsing spiritual coping (85%). They had an 

equal probability of endorsing low or high levels of mastery (49%) and self-esteem (53%), and 

they had a low to moderate probability (41%) of endorsing divine fate. Class 4 was comprised of 

individuals who did not report on the two ethnic identity dimensions. Consequently, ethnic 

identity items for Class 4 are depicted as shaded columns in Figure 1. In summary, members of 

Class 4 are high on spiritual coping, between moderate to low on divine fate. They are low on 

both indicators of personal control (mastery and self-esteem) and have no data on ethnic 

connectedness and ethnic centrality.   

Overall, spiritual coping was high across all four resource classes. Divine fate generally 

had an equal probability of being high or low across the four resource classes. The likelihood of 

being high on ethnic centrality was independent of the ethnic connectedness, such that both 

ethnic identity items varied within and across the four resource classes. Although mastery and 
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self-esteem varied across crosses, they were present at similar levels within the classes, 

highlighting the interconnectedness between the two personal control indicators.   

Social and Health Characteristics across Class Membership 

Table 3.3 presents the distribution of participants’ social and health characteristics across 

each of the four personal resource classes. Results indicate that there were significant differences 

across personal coping resources classes on five of the six dimensions of stress exposure, two 

physical health status indicators (activity limitation frequency and arthritis), and numerous 

sociodemographic characteristics, such as socioeconomic status, marital status, country of birth 

and years in the U.S., and health insurance status. For instance, there were significant differences 

in stress exposure, such that those in Class 1 experienced the highest levels of chronic stress and 

trauma and those in Class 3 experienced the lowest levels of chronic stress and trauma, p = 

0.020. There were significant differences in activity limitation across the four classes, p = 0.029. 

Those in Class 3 had the highest proportion (32%) of its members facing activity limitation often 

or all the time, followed by those in Class 4 (22%), Class 1 (19%), and Class 2 (17%). The 

composition of those diagnosed with arthritis varied across the classes and the pattern mirrored 

that of activity limitation frequency, such that members of Class 3 experienced the highest 

proportion of arthritis (35%), followed by Class 4 (32%), Class 1 (27%), and Class 2 (24%). 

With regard to sociodemographic characteristics, country of birth proportions varied by class 

membership, p < 0.001. Class 4 consisted of the largest proportion of U.S.-born members (28%), 

whereas Class 3 consisted of the smallest proportion of U.S.-born members (1%).   

Patterns in social and health characteristics across the resource classes suggest that those 

in Class 1 experienced the most chronic stress and trauma. Members of Class 2 experienced 

financial advantage, such that 67% had moderate or high SES. Overall, members of Class 2 did 
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not face more stress or health-related challenges than those in other classes. However, members 

of Class 2 reported more instances of major discrimination than those in other classes. Members 

of Class 3 experienced stress, health, and financial disadvantages. Overall, members of Class 4 

are financial well-off, with 40% of Class 4 members having high socioeconomic status. Class 4 

consists of the largest proportion (28%) of individuals born in the U.S.  

Overall, patterns in social and health characteristics suggest that that resources classes 

characterized by the fewest personal resources also tend to be socially disadvantaged. For 

instance, members of Class 3 had the fewest personal resources and were disproportionately 

burdened across several stress, health, and financial domains. Nearly half of those in Class 3 

(47.37%) are belong to the low socioeconomic strata and 22% find it very difficult to pay for 

medical expenses. Members of Class 3 also experience the highest rates of stress related to 

neighborhood crime. In addition to discrimination and financial issues, members of Class 3 

experience the highest proportion of physical health challenges, with 32% experiencing activity 

limitation often or all of the time and over one-third having been diagnosed with arthritis. 

Overall, patterns in social and health characteristics suggest that each personal resource class is 

correlated with unique patterns in social and health risks and social advantage or disadvantage.  
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p-value
Percent Mean (SD) Percent Mean (SD) Percent Mean (SD) Percent Mean (SD)

Self-rated General Health [0,4] 1.05 (0.91) 1.03	(0.92) 1.63	(0.86) 1.31	(0.81) p	<	0.001
Depressive Symptoms [0,48] 13.47 (6.69) 13.93	(6.84) 19.49	(12.16) 15.88	(7.83) p	<	0.001
Stress Exposure

Chronic Stress [0, 47] 5.47 (6.19) 4.83	(6.4) 3.56	(5.5) 4.68	(4.75) p	=	0.020
Recent Life Events [0, 8] 0.95 (1.53) 0.88	(1.22) 0.53	(1.2) 1.06	(1.51) p	=	0.007
Major Life Events [0, 7] 1.21 (1.32) 1.00	(1.15) 0.71	(1.13) 1.09	(1.4) p	=	0.002
Daily Discrimination [0, 8] 2.43 (3.45) 3.51	(4.66) 4.01	(6.04) 3.41	(4.09) p	=	0.010
Major Discrmination [0, 6] 0.46 (0.9) 0.56	(1.05) 0.32	(0.93) 0.41	(0.76) p	=	0.108
Neighborhood Stressors [0, 30] 10.68 (10.79) 10.02	(10.39) 12.81	(11.9) 8.62	(9.22) p	=	0.023
Total Stress Exposure [-3.80, 18.29] 1.11 (3.7) 1.02	(3.97) 0.41	(3.73) 0.89	(3.45) p	=	0.300

Pain Intensity
No Pain 64.71 67.74 63.16 64.71
Mild Pain 6.86 8.06 10.53 2.94
Moderate Pain 17.65 8.60 13.45 17.65
Severe Pain 10.78 15.59 12.87 14.71

Pain Frequency p	=	0.213
Never 64.71 67.74 63.16 64.71
A Few Times 16.67 16.13 12.28 11.76
Often 6.37 9.68 13.45 14.71
Everyday or Almost Everyday 12.25 6.45 11.11 8.82

Pain Severity [0, 9] 1.48 (2.59) 1.34 (2.55) 1.61	(2.68) 1.63	(2.71) p	=	0.761
Activity Limitation Intensity p	=	0.153

Not At All, Able-bodied 71.08 76.34 61.99 64.71
Not Very Much 4.90 3.23 4.09 2.94
Somewhat 12.75 9.68 15.20 19.12
Very Much 11.27 10.75 18.71 13.24

Activity Limitaton Frequency p	=	0.029
Never, Able-bodied 71.08 76.34 61.99 64.71
Rarely or Not Very Often 3.92 1.61 1.75 2.94
Sometimes 6.37 5.38 4.09 10.29
Often 9.8 8.06 17.54 16.18
All the Time 8.82 8.6 14.62 5.88

Disability p	=	0.062
     Yes 24.51 16.13 27.49 25.00
      No 75.49 83.87 72.51 75.00
Diabetes p	=	0.554
     Yes 9.80 11.83 11.11 16.18
      No 90.20 88.17 88.89 83.82
Arthritis p	=	0.157
     Yes 27.45 24.19 34.50 32.35
      No 72.55 75.81 65.50 67.65

Social and Health Characteristics by Class Membership

Class 1: High Positive 
Social Resources (N = 204)

Class 2: Frequent, Yet 
Negative, Family 

Relations (N = 186)

Class 3: Positive Family 
Resources and High 

Medical Mistrust 
(N = 171)

Class 4: Frequent, Yet 
Negative, Family 

Relations and High 
Medical Mistrust (N = 68)
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Health Insurance p	<	0.001
     Yes 77.94 73.66 59.06 76.47
      No 22.06 26.34 40.94 23.53
Difficulty Meeting Medical Expenses p	<	0.001
     Not At All Difficult 66.18 60.75 36.26 61.76
      Somewhat Difficult 14.71 20.97 41.52 25.00

Very Difficult 19.12 18.28 22.22 13.24
Routine Check-up with Healthcare Provider p	<	0.001
     Yes 79.90 76.34 59.06 85.29
      No 20.10 23.66 40.94 14.71
Physical Activity p	=	0.093
     Non-active 3.43 5.38 9.36 4.41
     Active 96.57 94.62 90.64 95.59
Prayer p	=	0.036
     Less Than Once a Week 13.24 6.45 8.77 7.35
     Once a Week 6.86 9.14 10.53 7.35

Several Times a Week 18.63 20.97 28.07 22.06
Once a Day 25 19.89 27.49 27.94
Several Times a Day 36.27 43.55 25.15 35.29

Gender p	=	0.413
     Female 56.86 52.15 48.54 55.88
      Male 43.14 47.85 51.46 44.12
Marital Status p	=	0.008
     Married 55.39 50.54 44.44 39.71
      Separated 3.43 5.38 14.04 11.76

Divorced 19.12 13.98 16.37 17.65
Widowed 12.25 12.90 11.70 17.65
Never Been Married 9.80 17.20 14.45 13.24

Socioeconomic Status (SES) p	=	0.015
Low SES 37.25 33.33 47.37 36.76
Moderate SES 31.37 30.11 32.16 23.53
High SES 31.37 36.56 20.47 39.71

Language Preference p	<	0.001
English Most or All of the Time 72.06 59.14 74.27 44.12
Spanish and English Equally 16.18 22.04 15.20 22.06
Spanish Most or All of the Time 11.76 18.82 10.53 33.82

Country of Birth and Years in the U.S. p	<	0.001
U.S.-born 8.33 12.37 0.58 27.94
Cuba (1 - 10 years) 12.75 7.53 9.36 1.47
Cuba (11+ years) 47.55 36.56 47.95 16.18
Other Latin American Country (1 - 10 years) 7.84 10.75 14.04 2.94
Other Latin American Country (11+ years) 23.53 32.80 28.07 51.47

Age [18, 94] 56.42 (16.62) 53.99 (17.92) 58.13 (15.55) 58.66 (17.1) p	=	0.080
Note. Variable ranges included in brackets. To assess total stress, each stress dimension was standardized using z-scores and summed.  Scores below zero indicate below average stress 
exposure while scores above zero indicate higher than average stress exposure. 
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Depressive Symptoms and Perceived General Health across Personal Resource Classes 
Figure 3.2a presents the mean depressive symptom scores across each of the four 

personal resource classes, controlling for demographic characteristics, health insurance, activity 

limitation frequency, and arthritis. Those in Class 2 had the fewest depressive symptoms (M = 

13.18), followed by Class 1 (M = 15.20), Class 4 (M = 15.51), and Class 3 (M = 41.68). 

Members of Class 1 had significantly fewer depressive symptoms than those in Class 3 (p < 

0.001) and Class 4 (p = 0.009). Likewise, members of Class 2 had significantly fewer depressive 

symptoms than those in Class 3 (p < 0.001) and Class 4 (p = 0.027). Overall, results suggest that 

classes characterized by having more personal resources, such as Class 1 and Class 2, also had 

the fewest depressive symptoms. Classes with the fewest personal resources, such as Class 3, had 

the most depressive symptoms, all else equal.  

Figure 3.2 Mean Depressive Symptoms and Self-Rated General Health Scores across 

Personal Resource Classes 

 

Figure 3.2b presents the mean self-rated general health scores across each of the four 

personal resource classes, controlling for demographic characteristics, health insurance, activity 
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limitation frequency, and arthritis. Those in Class 3 had the best self-ratings of general health (M 

= 0.13), followed by Class 1 (M = 0.29), Class 4 (M = 0.77), and Class 2 (M = 0.82). On average, 

self-ratings of general health among those in Class 3 was significantly better than those in Class 

1 (p < 0.001), Class 2 (p < 0.001), and Class 4 (p = 0.023). Although there were statistically 

significant differences across self-rated general health status, the average self-rated general 

health scores across all classes ranged from 0.13 to 0.82 on a scale of zero to four, suggesting 

that, after controlling for several demographic characteristics, health insurance, and chronic 

conditions, participants primarily reported having good self-rated general health.  

Overall, findings from the multivariate linear regressions suggest that having more 

personal resources is associated with having fewer depressive symptoms and vice versa. The 

same pattern did not hold for self-rated general health, suggesting personal resources shape 

depressive symptoms and global health differentially.  

Discussion 

Understanding coping is critical for chronic disease management among aging Latinos. 

However, a paucity of research among Latinos has limited our understanding of coping processes 

among this population. Given the number of health and stress-related challenges they face, it is 

critical to determine the most effective points of intervention to ultimately optimize positive 

coping and self-management among this population. Thus, the primary goal of this study was to 

identify patterns in personal resources among Latinos and to examine the distribution of social 

and health characteristics associated with each personal resource profile. The second goal of this 

study was to examine depressive symptoms and self-rated general health across each of the 

personal resource profiles. There were several notable findings regarding the distribution of 

personal resources among Latinos and the relationship between personal resources and health.  
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Profiles of Personal Coping Resources  

This study extends the knowledge base of coping resources among Latinos by empirically 

identifying four personal resource subgroups among a regional sample of Latinos. Prior coping 

research among Latinos has primarily examined one coping resource at a time, and only a couple 

of studies have examined the influence of multiple resources.36 As such, patterns in coping 

resources available to or used among Latinos are underexplored. More recently, latent class 

analysis has been applied in the broader coping research to develop coping subgroups (i.e. low 

generic copers, active copers, and avoidant copers) among Black and Latino adolescents135 and 

to examine communal coping (i.e. communal coping mothers, shared communal copers, 

independent communal coping children, independent communal children) in language brokering 

among Latinos.136 However, latent class analysis had not yet been applied to examine patterns of 

personal resources among Latinos. By employing latent class analysis to the study of personal 

resources, it became evident that the distribution of spiritual, ethnic, and personal control 

resources varied across the four classes in distinct ways.  

First, the two indicators of spiritual coping were present at steady levels across the four 

resource profiles. Spiritual coping was high across all resource classes, while divine fate 

generally had an equal probability of being low or high across the resource classes. Prior 

research has documented the centrality of spirituality and religion among Latinos and has largely 

documented Catholic and Protestant membership among Latinos.137,138 Although this study does 

not capture religious affiliation, the finding that spiritual coping is high across all resource 

profiles is in line with research pointing to the centrality of spirituality among Latinos.  
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Second, the two indicators of personal control43 (mastery and self-esteem) were present at 

similar levels. In Class 1 and Class 2, both mastery and self-esteem are high. In Class 3, both 

mastery and self-esteem are low. In Class 4, both mastery and self-esteem have an equal 

probability of being high or low. These findings suggest that the two indicators of personal 

control are related and present at similar levels.  

Third, the distribution of the two indicators of ethnic identity varied within and across 

each class. For instance, although ethnic centrality and ethnic connectedness were both high in 

Class 2, ethnic connectedness was moderate and ethnic centrality was low among Class 1. These 

findings highlight the independence of ethnic identity sub-domains among subgroups of Latinos 

and provide evidence for scholars to measure distinct dimensions of ethnic identity. Prior 

research has conceptualized ethnic identity as a single construct127 and assessed ethnic identity 

using one scale.126 Future research would benefit from measuring the multiple factors underlying 

the ethnic identity construct. In summary, findings from this study empirically reveal four latent 

classes of personal resources and extend prior research by documenting patterns in the 

distribution of spiritual, ethnic identity, and personal control resources. 

Socially Patterned Personal Coping Resources  

Overall, findings from this study suggest that classes characterized by having the fewest 

personal resources were correlated with disadvantaged social status. Similarly, classes 

characterized with the most personal resources were correlated with advantaged social status. For 

instance, members of Class 2 were likely to have high levels of all personal resources, except 

divine fate, and were also financially advantaged, such that they comprised the largest proportion 

(67%) with high or moderate socioeconomic status.  
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Prior research has documented how mastery is lower among people from lower 

socioeconomic strata.139 Findings from this study indicate that members of Class 3 had the 

fewest personal resources to draw on and also faced the greatest financial and social 

disadvantage. In particular, members of Class 3 had low levels of both personal control 

indicators, mastery and self-esteem. In addition to being financially disadvantaged, nearly all 

members of Class 3 were born outside of the United States—a much higher proportion than 

those in other classes. Prior research among native-born and foreign-born non-Latinos suggest 

that foreign-born individuals have lower levels of mastery than their native-born counterparts 

and that being a visible minority heighted the gap in mastery.140 Research among foreign-born 

Latinos suggest persistent and daily chronic strain and inequalities across multiple social systems 

infringe on self-concept, diminish sense of mastery, and contribute to high levels of stress and 

exacerbate depressive symptoms.141 Members of Class 3 are primarily foreign-born, are 

disproportionately burdened by daily discrimination, fear of crime in their neighborhood, 

physical health problems, and financially disadvantaged.  

Interestingly, all resource profiles were characterized by a high likelihood of endorsing 

spiritual coping and a high to moderate likelihood of endorsing divine fate, which suggests that 

personal resources, such as spiritual coping and divine fate, remain relatively constant, despite 

social disadvantage. Prior research among Latinos from low, middle, and high-income 

backgrounds and among foreign and native-born Latinos suggests spirituality and religious 

coping are important resources for coping. Spiritual coping and religiosity are common tools 

used to cope with a broad array of global142 and specific challenges, such as acculturative 

stress,81 arthritis,21 cancer,35 and chronic pain.27 
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Taken together, assessing social correlates across personal coping resource classes 

highlights two key findings. First, findings support prior research that documents how 

disadvantaged social status (e.g. racial and ethnic minorities and economically disadvantaged 

populations) confers fewer personal control coping resources.34,97 Second, spirituality-based 

personal resources remain stable among Latinos, despite social advantage.  

Personal Coping Resources, Depressive Symptoms, and Self-rated General Health 

Findings from this study highlight several nuances in the relationship between personal 

coping resource profiles and health outcomes. Overall, findings suggest that controlling for 

demographic characteristics, health insurance, and chronic health conditions, classes with fewer 

personal coping resources have more depressive symptoms, whereas classes with the most 

personal coping resources have the fewest depressive symptoms. Further examination into the 

personal resource patterns highlighted two interesting patterns.  

First, patterns in personal resources and health outcomes suggest personal control 

indicators (i.e. mastery and self-esteem) are key drivers in shaping depressive symptoms. 

Personal resource classes characterized by high levels of mastery and self-esteem had the fewest 

depressive symptoms, whereas classes with low levels of mastery and self-esteem experienced 

the most depressive symptoms. Prior research has evaluated the role of personal control 

resources (i.e., mastery and self-esteem) on mental and global health outcomes. Research among 

Latinos in this area indicates that higher levels of self-efficacy and mastery are predictive of 

fewer depressive symptoms among Latinos.143 Our findings suggest that classes with high levels 

of mastery and self-esteem (Class 1 and Class 2) had significantly fewer depressive symptoms 

than classes with low (Class 3) or moderate (Class 3) levels of mastery and self-esteem. In 
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managing chronic disease and other life challenges, for instance, higher levels of mastery and 

self-esteem can increase the likelihood of day-to-day management and resilience.144  

Second, although spiritual coping is well-recognized for its health-protecting effects, high 

levels of spiritual coping alone did not protect from depressive symptoms as much as when 

spiritual coping was paired with other forms of personal resources, such as mastery and self-

esteem. Spiritual coping has been studied as a source of resilience and as a coping mechanism 

when facing adversity; it has also been studied for its health-protective effects among Latinos. 

21,37,83,145 It should be noted that this finding is with respect to spiritual coping, and findings from 

this study have no bearing on the role of related constructs, such as religiosity, church 

belongingness, or church networks. Overall, these findings suggest important nuances in the 

relationships between distinct personal coping resources and depressive symptoms.  

Results on self-rated general health suggest that, controlling for demographic 

characteristics, health insurance, and chronic health conditions, members of Class 3 had 

significantly better self-rated general health than members of other classes. However, self-rated 

general health scores from both the univariate and regression analyses suggest participants across 

all classes predominantly rated their general health favorably. Although prior research 

documents how mastery is a strong predictor of self-ratings of health, findings from this study 

show mixed findings. Members of Class 3 had a low probability of endorsing mastery and self-

esteem, yet they report had significantly higher self-ratings of general health than other classes. 

A potential explanation for these findings is that several physical health conditions (e.g. arthritis, 

activity limitation frequency) were controlled for during the multivariate regressions. In the 

bivariate analyses (see Table 2), members of Class 3 had the poorest self-rated general health. 

However, in controlling for demographic characteristics, health insurance, and chronic health 
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conditions, members of Class 3 had significantly better self-rated general health than members of 

other classes (see Figure 2). Thus, results should be interpreted in the context of having 

controlled for several chronic health conditions.     

Limitations  

Findings that arise from this study should be considered in light of a few limitations. 

First, data for this study are from a representative community-based study of community-

dwelling Miami-Dade County residents, which limits the generalizability of the findings to the 

broader Latino population nationally. However, findings from this study are the first to identify 

latent classes of coping resources among Latino adults. Future studies using a nationally 

representative sample of Latinos are necessary to shed light on how Latinos draw on personal 

resources to cope with the various challenges they face. Second, this study uses cross-sectional 

data, which limits claims on causality due to temporal ambiguity. For instance, cross-sectional 

data cannot distinguish whether the coping patterns shape health outcomes or whether the stress 

and health problems deplete individuals’ resources and further damage emotional well-being.146 

As such, this study describes the social and health correlates of the coping resource profiles. 

Although these are findings of association, they are extending the coping resources literature to 

identify patterns of coping resources among Latinos. Using longitudinal data to examine coping 

resource patterns is necessary to minimize these limitations. For instance, future studies using 

longitudinal data can observe predictors and health outcomes prospectively and can employ 

latent transition analysis to examine how membership in the personal resource profiles changes 

over time. Third, language of interview has been shown to differentially affect how individuals 

self rate their global health.55,147 Participants were able to complete the interview in their 

preferred language (English or Spanish), which may differentially affect self-rated general health 
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responses. It is important to note that there were significant differences in language preference 

(English or Spanish) across the four resource profiles. However, multivariate analyses examining 

self-rated general health and depressive symptoms both controlled for language preference, 

minimizing the impact of this limitation.  

Implications for Theory and Practice 

Coping is a key pathway between the risk factors Latinos face and their respective health 

status. Given that coping resources are socially patterned,34 this study sought to identify the 

distribution of personal resources among a sample of primarily middle aged and older Latino 

adults to determine how these patterns in coping resources relate to mental and general health 

outcomes. Findings from this study have important implications for coping research and for 

public health practice. 

From a research standpoint, employing latent class analysis to examine patterns in 

personal coping resources provides flexibility in allowing one class to be low on one resource 

indicator and high on another. Findings from this study underscore the interconnectedness 

personal control resources (i.e., mastery and self-esteem) and the multidimensionality of ethnic 

identity resources. Prior research has pointed to the multidimensionality of ethnic identity148 and 

the present study documents nuances in the distribution of ethnic centrality and ethnic 

connectedness, as they vary among Latinos within and across personal resource profiles.  

Second, this study drew on the life course perspective and the stress process model. 

Correlating personal resource profiles with social status supports the concept of social pathways 

from life course framework. In particular, results extend prior research by documenting how 

disadvantaged status simultaneously relates to a broad range of personal resources. Results 
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provide evidence for the social patterning of personal resources, such that those from 

disadvantaged social statuses have fewer personal control resources.  

The stress process model highlights the role of personal coping resources as tools to 

minimize the burden of life challenges. Findings from the multivariate linear regression models 

suggest that those with the fewest personal resources had depressive symptomatology scores well 

above the threshold of 16. A score of 16 is the recommended CES-D cutoff score for constituting 

a case for depressive symptomatology, although some scholars argue the cut off should vary 

between 16 – 20, depending on the population being studied.149,150 The finding that personal 

control resources, in particular, appear to be the main drivers in shaping depressive symptoms 

contributes to the stress process model, by disentangling the relationship between distinct 

personal resources and health as they relate to Latinos.  

Findings from this study have important implications for public health practice and, 

specifically, for the management of chronic health conditions and life stressors. First, results 

highlight two disadvantaged groups, those from socially disadvantaged groups and those from 

under-resourced groups. Findings from this study indicate those from socially disadvantaged 

groups (e.g. economically, stressors, foreign-born) have fewer personal resources, supporting 

prior research that disadvantaged status is linked with having fewer psychosocial resources in 

general.34 These finding underscore the importance of allocating resources and promoting 

adaptive coping resources among socially disadvantaged groups.  

Additionally, results underscore the health risks faced by under-resourced groups. After 

adjusting for various indicators of social disadvantage (e.g. gender, SES, language preference, 

country of birth, years in the U.S., age, activity limitation, arthritis), those with fewer personal 

resources still had more depressive symptoms, underscoring the importance of personal 
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resources in shaping mental health and highlighting the need to enhance personal coping 

resources among this group. Prior research has documented the positive role of personal 

resources on depressive symptoms and self-rated health among non-Latino populations.79,94,143,144 

However, prior research among Latinos has focused on one to two personal resources, whereas 

this study was able to document the relationship between a range of personal resources. By 

examining the combination of multiple personal resources simultaneously, findings highlight the 

intervention potential of personal control resources for reducing depressive symptoms. Prior 

research among Latinos has identified personal control resources as the best candidates for 

improving mental health. Future intervention work aimed at reducing depressive symptoms 

among Latinos may consider personal control resources as points for intervention.151,152 As such, 

promoting the development of personal coping resources among under-resourced individuals of 

all age groups is necessary in minimizing the burden of depression.  

Finally, results from this study provide further evidence that personal resources are 

relatively stable attributes, given that there were no differences in the distribution age across the 

resource profiles. As such, results from this study provide evidence on avenues for promoting 

positive coping and optimizing personal resources among Latinos throughout the life course.  
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CHAPTER 4 
STUDY 2: PROFILES OF SOCIAL COPING RESOURCES AMONG LATINOS: 

IMPLICATIONS FOR DEPRESSIVE SYMPTOMS AND SELF-RATED GENERAL 
HEALTH 

 
 

The Latino population has experienced unprecedented growth over the past few decades. 

Latinos are the largest minority population in the U.S., comprising 17.8% of the total U.S. 

population in 2016.153 The proportion of Latinos in the U.S. is expected to increase to 25% by 

2050.2 Moreover, Latinos are an aging population. Among Latinos living in the United States, 

the number of Latinos 65 and older are projected to increase from 8% in 2016 to 21% by 2060.2 

Relative to Whites, Latinos fare worse on indicators of well-being, such as self-rated health7 and 

depressive symptoms.115,154 This aging population also faces a range of chronic health conditions 

and challenges in chronic disease management that further exacerbate health problems, such as a 

high rate of comorbidities, underutilization of mental health services, and medical mistrust.3–5 

Likewise, population health studies document how Latinos face a disproportionately high burden 

of risks (e.g. stress exposure, comorbidities, disability, pain) that exacerbate health problems and 

undermine the ability of Latinos to engage in health promoting behaviors to manage their 

health.10–12,15,17,18,155 Consequently, a major public health challenge among Latinos is disease 

management. To improve disease management for this population, it is important to identify 

factors that can improve the well-being of Latinos with chronic conditions.  

Coping has been recognized for its substantial role in improving the relationship between 

a variety of stresses and physical and mental health outcomes, and for its intervention potential.23 

The stress process model79 and life course perspective56 especially highlight social resources as 

tools that aid in the coping process. Social resources refer to the quality and extent of 

individuals’ social relationships98 and increase one’s ability to manage stress and health-related 
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challenges and reduce the negative impact of these challenges.23,25 Enhancing positive coping 

among this population necessitates understanding the social resources that Latinos draw on when 

coping with health and stress-related challenges. Given the paucity of research on social 

resources and health among Latinos, it is critical to identify the distribution of multiple social 

resources among Latinos and to evaluate social resources’ relationships to social status and 

health.  

To assess patterns in social coping resources, the present study identifies profiles of 

social coping resources among a sample of primarily middle-aged and older Latino adults. This 

study subsequently identifies social and health characteristics associated with each resource 

profile and evaluates self-rated general health and depressive symptoms across the social 

resource profiles.  

BACKGROUND 

Despite facing a disproportionately high burden of social stressors and socioeconomic 

disadvantage, Latinos experience better than expected health on a variety of health outcomes, 

such as low infant birth weight and mortality rates.55,67,116,117 Nonetheless, relative to Whites, 

Latinos still fare worse on several indicators of well-being, such as depressive symptoms and 

self-rated health.7,154 Depression is a serious medical illness, with a range of physical, cognitive, 

and mood symptoms.156 The collective rate of mild, moderate, and severe depression among 

Latinos is 26%,154 and national estimates suggest Latinos experience significantly higher 

depression chronicity than non-Hispanic Whites.115,154 The burden of depression has significant 

implications for exacerbated health problems, quality of life, and economic outcomes. For 

instance, depression is linked with numerous adverse health outcomes, such as higher risk of 

stroke, heart disease, digestive problems, suicidal ideation, and all-cause mortality.44,47–49,154 
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Moreover, 80% of adults with moderate to severe depression face personal, social, and work-

related difficulties due to their depression.46 Furthermore, relative to Whites, prior research has 

documented high rates of somatization among Latinos with depression, which further 

exacerbates the adverse effects of depression on quality of life.157 To add, prior research has 

often underestimated the extent of depression in this population as a result of high uninsured or 

underinsured status.45 As such, evaluating depressive symptoms, rather than medically diagnosed 

depression, provides insights into the range of symptomatology, reduces the risk 

misclassification41 and better captures distress among Latinos.  

In addition to depressive symptoms, self-rated health is an indicator that captures 

individuals’ overall well-being. Self-rated health is a subjective measurement based on the 

biopsychosocial model and is influenced by distinct dimensions of health and well-being, such as 

physical function, morbidity, disability, and functional limitation.158 Self-rated health is widely 

used to assess global health in population health studies and is also used in clinical assessments, 

given that self-rated health is associated with physicians’ assessments of health.159,160 Relative to 

Whites, Latinos report poorer self-ratings of health and these disparities worsen over time.7 

Given that self-ratings of health have a high overall predictive validity for mortality among 

numerous and diverse populations,161,162 the poorer self-ratings of health among Latinos point to 

a health disadvantage among this population. Given that Latinos face a disproportionately high 

burden of social, economic, and chronic health disadvantages, examining indicators of well-

being—such as depressive symptoms and self-ratings of health—may better capture Latinos’ 

overall health and quality of life.  
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Theoretical Framework 

The life course framework and the stress process model have been applied individually or 

jointly to assess factors that contribute to differential health outcomes across diverse populations. 

Moreover, the life course framework and the stress process model underscore the role of social 

resources as tools that individuals draw on when coping with various stress and health-related 

challenges.56,79 A life course perspective underscores phenomena at the juncture of social 

pathways, social change, and developmental trajectories.56,120 The stress process model, with a 

focus on proximal processes, examines how social characteristics (e.g. social disadvantage) give 

rise to stress exposure and how social coping resources are underlying mechanisms shaping the 

impact that stress and physical health comorbidities have on health.43,79,93 This study integrates 

the stress process model within the life course framework to (a) identify profiles of social coping 

resources among Latinos and (b) to evaluate the implications of these social resource patterns on 

well-being. Specifically, this study applies the life course principles of social pathways to 

evaluate how coping resources are socially patterned, linked lives to consider the 

interdependence of lives among persons, particularly in the context of coping, and human agency 

to highlight individual agency in the coping process. Drawing from the stress process model, this 

study considers the role of social characteristics (e.g. social and health disadvantage) in shaping 

social coping resources and considers distinct social resource domains to emphasize the 

complexity and diverse range of social resources Latinos draw on in the coping process. In line 

with the stress process model, this study examines the interrelationships between social stressors 

and social resources to assess two health indicators of well-being—depressive symptoms and 

self-rated general health. Integrating the stress process model within the life course framework to 
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examine social resource profiles and health among aging Latinos can illuminate how this 

population draws on distinct social resources to manage the various stressors they face.  

Social Resources and Health 

Coping resources, also referred to as psychosocial resources, are relatively stable, individual 

characteristics that develop over time and within the context of one’s lived experiences and 

social exchanges.23,79 Social resources refer to the quality and extent of individuals’ social 

relationships98 and include various dimensions of social support, social networks, and social 

integration.37,43,163 Social coping resources improve the capacity of individuals to manage 

stressful events and are linked to lower levels of distress and better health outcomes.23 In 

particular, a growing body of empirical research and theoretical frameworks have focused on the 

direct and indirect roles of social resources in shaping health. The coping literature and the stress 

process model have been operationalized social resources in a range of ways, such as social 

support, social networks, family social support, and friend social support.43 Social resources are 

shaped by contemporary and developmental life conditions93 and are socially patterned, such that 

socially disadvantaged groups (e.g. racial and ethnic minorities and those from low 

socioeconomic strata) tend to have fewer resources, such as smaller social networks, accessible 

to them.34,164 

Social support is a commonly studied social resource, particularly because individuals’ 

coping processes are shaped by the relationships they have with others. However, Pearlin (1999) 

argued that a key limitation of examining social support in the coping literature is the striking 

absence of the donors of support.79 To identify the most effective social resource mechanisms for 

health promotion, the social support and quality of relationships from distinct networks (e.g. 

family, friends, medical team) must be evaluated. Thus, this dissertation study focuses on the 
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presence and absence of social resources by examining the donors of both positive and negative 

support (e.g. friends, family, providers) and indicators of a perceived lack of social resources (i.e. 

loneliness). 

Relationships with Family and Friends, Medical Mistrust, and Loneliness  

The present study examines the presence and absence of social resources across three social 

resource domains and perceptions of loneliness: family relationships, friend relationships, 

patient-provider relationships, and loneliness. Examining distinct dimensions of social resources 

can shed light on the social distribution of multiple indicators of social resources, can identify 

linkages between combinations of social resources and health, and can identify under-resourced 

groups for health promotion efforts.   

Prior research has extensively documented family as a central part of life among Latinos.165–

168 As a result, several family-related core cultural values have been described among Latinos, 

such as familismo (loyalty to the family) and allocentrism (needs of group are placed before 

needs of the individual).169,170 Relative to those from European cultural backgrounds, Latinos 

report higher levels of familismo.171,172 Scholars have explored the role of family on health, with 

some scholars arguing that Latinos’ social resources are one explanation for the Latino 

epidemiological paradox.173 In other words, Latinos’ family networks, in particular, may explain 

the better than expected health outcomes experienced by Latinos, relative to Whites. In 

particular, familismo values have been linked with advantageous health outcomes, such as high 

levels of well-being172 and favorable pregnancy174 outcomes. However, familismo has also been 

linked with high levels of psychological distress,175 which scholars posit is due to family conflict 

or the strain of meeting family obligations.176,177 Prior research on the role of family on health 

underscores the need to disentangle the ways that positive and negative dimensions of family 
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resources impact health and well-being. Given the centrality of family relationships and health, 

four domains of family relationships (positive family support, family pride, family interaction, 

and negative family support) were examined in the present study to better understand how 

patterns in family relationships are linked with mental and global health outcomes.  

In addition to positive and negative family domains, the relationship between other social 

resources and health should be considered. In particular are Latinos’ relationships with friends 

and medical providers. First, prior research has documented that Latinos report higher levels of 

family support than Whites, but report lower levels of social support from friends.178 Friend 

social support is a significant predictor of informal or formal treatment and is a pathway to 

informal mental health services.179 Research suggests that the distribution of friend support 

varies among Latino subgroups.178 Furthermore, the role of friend social support on health is 

mixed, such that friend social support has been found to have both positive180 and negative181 

influences on mental health. Moreover, whether friends or family are more important in 

promoting mental health is unclear. There is research suggesting that friendships, rather than 

family relationships, are more important in supporting mental health,182,183 whereas other studies 

have found evidence of the contrary.184 Second, medical mistrust has been increasingly studied 

among Latinos and is linked with underutilization of health care services,185 lower medical 

adherence,186 and lower satisfaction with health care services.187–189 Given that Latinos are an 

aging population and face a high burden of chronic health conditions, relationships with medical 

teams are important to consider for chronic disease self-management and for promoting 

pathways for successful aging.  

Third, there is a growing body of research among the general population on the impact of 

social isolation and loneliness on health and well-being. Loneliness refers to feelings of being 
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isolated and disconnected from others.190 Although loneliness is distinct from assessing social 

relationships with family, friends, and the healthcare teams, it is important to note that regular 

interactions with others and the psychological state of feeling lonely are fundamentally distinct. 

By assessing individuals’ perceptions of loneliness, this study aims to capture individuals’ 

connections with others (e.g. family, friends, the healthcare system) and the extent to which 

individuals feel lonely. Furthermore, loneliness has been linked with physical, psychological, 

and suicidal risks among the general population,191 yet the research among Latinos in this areas 

is scant. Among Latinos, loneliness is linked with hopelessness and suicidal behaviors.192 

Scholars have argued that low levels of loneliness among Latinos may be protective to health.193  

In summary, a plethora of research has documented the role of distinct social resources on 

health. However, the combined relationship between several domains of social resources and 

health remain underexplored, particularly among Latinos. As such, this study aims to fill an 

important gap in the literature: by examining how distinct patterns in social resources relate to 

mental and global health indicators of well-being among Latinos.  

Gaps in the Relationship between Social Resources and Health among Latinos  

A substantial body of literature has examined the role of individual forms of social 

resources (e.g. family cohesion, perceived social support) on health. However, explicitly 

assessing the relationship between individual social resources and health overlooks the naturally 

complex and multidimensional state of social resources. More recently, a growing body of 

literature has examined the role of social resource typologies on health182,194,195 and other 

indicators of well-being, such as morale.183 The research on typologies of social resources has 

primarily been conducted with samples of older adults in Europe,194 Israel,183 and Japan.196 

Studies conducted with samples from the U.S. have primarily examined social resources 
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typologies among aging non-Latino populations.182,195,196 Despite the theoretical and empirical 

evidence underscoring the importance of social resource typologies for health,182 the research 

examining social resource typologies among Latinos is scant. As such, several gaps within the 

Latino coping literature remain.  

First, the majority of coping research among Latinos focuses on how this population 

responds to various stressors and health problems, such as cancer,37 chronic pain,27 and 

arthritis.100 Primarily assessing disease-specific coping strategies does not shed light on coping 

tendencies Latinos use across a range of challenges. In particular, there is a paucity of research 

that has focused on the resources—in particular the social resources—which Latinos draw on to 

cope with adverse circumstances. Consequently, there is a limited understanding of the distinct 

social resources Latinos have available, which limits our understanding of the tools they can 

draw on when coping with the various challenges they face across the life course. Identifying the 

coping tools Latinos tend to draw on can inform strategies for positive coping and culturally 

tailored intervention efforts. 

Second, among studies that examine social resources among Latinos, typically only one 

social resource domain (e.g. family relationships) is examined. For instance, some scholars have 

examined the role of family dynamics in the relationship between acculturation and mental 

health.168 However, examining the role of a single social resource domain obscures the 

complexity of distinct social resources, obscures the interconnections between distinct social 

resources, and overlooks the naturally complex and multidimensional state of social resources. 

As research among non-Latinos populations182 has highlighted, a person-centered approach 

examines social resources in their naturally complex state and captures the multidimensional 

patterns of individuals’ social resources. A small, yet growing, body of research is applying 
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person-centered approaches, such as cluster analysis and latent class analysis (LCA), to identify 

social resource typologies. However, no such studies among Latinos in the U.S. have applied this 

approach.  

Third, prior research examining social resources and health among Latinos has assessed 

the impact of resources on a single health outcome at a time, with the majority of the research 

focusing on mental health outcomes, such as depression. For instance, scholars have assessed the 

role of family processes144,167 and family and friend networks184 on depression. Fewer studies 

have assessed the relationships between social resources and self-rated health, introducing 

potential for misclassification bias. Misclassification bias refers to biases in the causal effects 

between social arrangements and mental health consequences.41 Misclassification bias arises 

from the application of a disorder-specific model to the overall mental health consequences of 

various social arrangements, such as racism and the stratification of health. The consequences 

(e.g. depression, anxiety) of these diverse social problems are not limited to a single disorder.41 

Consequently, examining the relationship between social arrangements and a single disorder can 

lead to overestimations of who is “well” by misclassifying individuals who have other disorders 

as “well”. This can ultimately produce underestimates of the significance of these social risk 

factors in shaping health outcomes.42,43 To minimize classification bias, a broader range of health 

outcomes must be simultaneously analyzed.41 Ultimately, capturing a global dimension of health 

(i.e. self-ratings of health), in addition to depressive symptoms, provides insight into the unique 

ways Latinos risks and resource patterns shape distinct indicators of health and well-being.   

Purpose of the Study  

The purpose of this study is to identify the social coping resources that Latinos draw on 

to cope with the various health and stress-related challenges they face and to understand the 
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health implications of these social coping patterns. The study aims to (1) identify profiles of 

social coping resources (positive family support, family pride, family interaction, friend social 

support, negative family support, medical mistrust, and loneliness) among Latinos; (2) determine 

the social and physical health characteristics associated with social resource profiles; and (3) 

evaluate differences in self-rated general health and depressive symptoms across social resource 

profiles. To effectively promote positive coping among Latinos facing a broad array of 

challenges, it is critical to understand the patterns, distribution, and health implications of social 

resources among Latinos.  

METHODS 

Study Design and Sample  

Data are from the “Disabilities” dataset, a community-based study of community-

dwelling Miami-Dade County residents. All interviews were administered in English or Spanish. 

This dataset includes extensive measures on psychosocial resources (e.g. personal resources, 

social resources), health behaviors, and physical and mental health outcomes among a sample of 

racially and ethnically diverse male and female adults in the Miami-Dade area. Wave 1 

interviews were conducted between the years 2000 to 2001 (n = 2,000). One-thousand 

individuals were screened as having activity limitations and 1,000 individuals with no activity 

limitations were matched on age, gender, and race and ethnicity.108 Wave 2 interviews were 

conducted between the years of 2003 to 2004 (n = 1,600). Wave 2 was comprised of a 

representative subsample of 1,600 Wave 1 participants, such that 800 participants had a 

disability and 800 counterparts had no disability. All interviewers were computer assisted and 

administered in participants’ preferred language (English or Spanish).108 Interviewers obtained 
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informed consent prior to commencing each interview. Additional details on the Disabilities 

dataset have been described elsewhere.108 

The sample from the Disabilities dataset is representative of the Miami-Dade County 

population. Participants were sampled so as to achieve equal representation (25% each) of 

Cuban, Non-Cuban Latino, Black, and non-Hispanic White racial and ethnic groups.108 The 

focus of the study was on physical limitations. Individuals were excluded from the study if their 

limitations arose from social, psychological, or cognitive causes or if they had Alzheimer’s 

disease or dementia or visual, auditory, or speaking impairments.108 To examine patterns of 

coping resources among Latinos, data for this study are restricted to Latinos only (n = 605). Half 

of the sample was born in Cuba (50.8%), followed by the United States (9.8%), Colombia 

(9.6%), Nicaragua (5.1%), Puerto Rico (5.3%), Dominican Republic (3.3%), Guatemala (1.2%), 

El Salvador (0.8%), and Mexico (0.99%). About 13.9% of the sample was born in a Latin 

American country outside of those listed here. 

Measures 

Health Outcomes 

Depressive Symptoms. Depressive symptoms were measured using the 20-item Center 

for Epidemiologic Studies Depression (CES-D) scale (α = 0.881), which asks participants about 

depressed mood, sleep disturbance, appetite loss, and feelings of guilt and worthlessness in the 

last month.123 Response options were (0) Not at all, (1) Occasionally, (2) Frequently, and (3) 

Almost all the time. Positive items were reverse coded. The possible range of scores is 0 - 60, 

with higher scores indicating more depressive symptoms.  

Self-rated General Health. Self-rated general health was measured using a four-item 

scale from the RAND 36-Item Health Survey, General Health Subscale.124,125 Participants were 
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asked (a) “You seem to get sick a little easier than other people (reverse coded); (b) “You are as 

healthy as anybody you know”; (c) “You expect your health to get worse (reverse coded)”; and 

(d) “In general, your health is excellent”.51 Response options were (0) Definitely true, (1) Mostly 

true, (2) Don’t know, (3) Mostly false, and (4) Definitely false. Two items were reverse coded. 

Scores were summed and averaged, so that higher scores indicate worse self-perceived health. 

The possible range of scores is 0 – 4. 

Social Resources 

Positive Family Support was measured using an eight-item (α = 0.881) modified and 

shortened version of the Provisions of Social Relations scale197,198 and includes statements, such 

as “You feel very close to your family” and “Your family often lets you know that they think you 

are a worthwhile person.” Response options were (0) Not at all true, (1) Somewhat true, (2) 

Moderately true, and (3) Very true.  The possible range of scores is zero to 24, with higher scores 

indicating a higher presence of positive family support. For the purpose of the LCA, the row 

mean was obtained for the family positive support variable and two response categories (1 = 

Low, 2 = High) were generated based on the 50th percentile.  

Family Pride was measured using a six-item family pride scale (α = 0.921) that was 

adapted from the work of Olson and colleagues199 and has been used among diverse Latino 

subgroups in various contexts and has shown to be reliable.200–203 Participants were provided 

statements, such as “You share similar values and beliefs as a family” and “You are proud of 

your family.” Response options were (0) Strongly disagree, (1) Disagree, (2) Agree, and (3) 

Strongly agree. The possible range of scores is zero to 18, with higher scores indicating a higher 

presence of family pride. For the purpose of the LCA, the row mean was obtained for the family 



	

73 
 

pride variable and two response categories (1 = Low, 2 = High) were generated based on the 

50th percentile.  

Family Interaction was assessed using a single item asking, “How often do you see 

relatives or talk to them on the phone?” Responses were (0) You hardly ever see them or talk to 

them, (1) Once or twice a month,  (2) Once or twice a week, and (3) Everyday or about 

everyday. For the purpose of the LCA, responses were recoded as (1) Low (Hardly ever and 

Once or twice a month) and (2) High (Once or twice a week, Everyday, or About everyday).  

Friend Social Support was measured using an eight-item (α = 0.955) modified and 

shortened version of the Provisions of Social Relations scale.197 Participants were provided with 

statements, such as “You have friends who would always take the time to talk over your 

problems, should you want to.” Response options were (0) Not at all true, (1) Somewhat true, (2) 

Moderately true, and (3) Very true. Items were summed so that higher scores indicate higher 

levels of friend support. The possible range of scores is zero to 32. For the purpose of the LCA, 

the row mean was obtained for the friend support variable and two response categories (1 = Low, 

2 = High) were generated based on the 50th percentile.  

Negative Family Support was assessed using an eight-item (α = 0.836) modified and 

shortened version of the Provisions of Social Relations scale197 that includes statements, such as 

“Your family is always telling you what to do and how to act” and “Your family is often critical 

of you.”  Response options were (0) Not at all true, (1) Somewhat true, (2) Moderately true, and 

(3) Very true. The possible range of scores is zero to 24, with higher scores indicating a higher 

presence of negative family relationships. For the purpose of the LCA, the row mean was 

obtained for the negative family support variable and two response categories (1 = Low, 2 = 

High) were generated based on the 50th percentile.  
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Medical Mistrust was measured using a three-item scale (α = 0.903) that asked 

participants how they feel about the people who provide their medical treatment and about the 

treatment itself, such as “I worry that my doctor does not tell me the full range of options for my 

treatment” and “I worry that my doctor will put cost considerations above the care I need.” 

Response options were (0) Strongly disagree, (1) Mildly disagree, (2) Neither agree nor disagree 

(3) Mildly agree, and (4) Strongly agree. The possible range of scores is zero to 12, with higher 

scores indicating a higher presence of medical mistrust. For the purpose of the LCA, the row 

mean was obtained for the medical mistrust variable and two response categories (1 = Low, 2 = 

High) were generated based on the 50th percentile.  

Loneliness was assessed using three items (α = 0.664), such as “During the past few 

months, about how often have you felt lonely?” and “During the past few months, when you felt 

lonely, how lonely did you feel?” Items were summed so that higher scores indicate higher levels 

of loneliness. The possible range of scores is zero to nine. For the purpose of the LCA, the row 

mean was obtained for the loneliness variable and two response categories (1 = Low, 2 = High) 

were generated based on the 50th percentile. 

Stress Exposure 

Seven domains of stress exposure that take place across the life course were assessed: 

chronic stress, recent life events, major life events (trauma), daily discrimination, major 

discrimination, neighborhood stress, and total stress.  

Chronic Stress. Chronic stress was measured using Wheaton’s (1994) scale.130 The scale 

was adapted to better capture stressors middle-aged and older adults are likely to face.71 Chronic 

stress was assessed using 36 items relating to general experiences, (un)employment, 

relationships, and general strain. Example items include, “There is too much pressure put on you 



	

75 
 

to be like other people.” Respondents were asked the extent to which each item is true. 

Responses were coded as (0) Not true, (1) Somewhat true, and (2) Very true. Responses to all 

variables were summed, with the range of possible scores being 0 - 72, with higher scores 

indicating a higher presence of chronic stress.  

Recent life events. Recent life events were measured with a 32-item index that asked 

respondents if they had experienced a range of serious accidents, deaths, or financial crises in the 

past 12 months.71 Example items include, “Did someone have a major financial crisis?” 

Responses to all 32 dichotomous (0 = No, 1 = Yes) items were summed, with the possible range 

of scores being 0 - 32.  

Trauma. Trauma was assessed using 44 items that asked respondents whether they had 

experienced major life events—or trauma in one’s lifetime (0 = No, 1 = Yes). An example item 

includes, “Did your father or mother not have a job for a long time when they wanted to be 

working?” Response options were summed, with the range of possible scores being 0 - 44.   

Major and Everyday Discrimination. Major discrimination and daily discrimination 

were assessed using the Major Discrimination Scale.131 Major discrimination was assessed using 

seven items. Respondents were asked if they had ever faced discriminatory events related to 

employment, education, or housing (0 = No, 1 = Yes). Example items include, “Have you ever 

been unfairly treated by the police (e.g. stopped, searched, questioned, physically threatened, or 

abused)?” The possible range of scores was zero to seven. Everyday or daily discrimination was 

measured using nine items (α = 0.864) that include statements, such as “You are treated with less 

courtesy than other people.” Response categories were (0) Never, (1) Rarely, (2) Sometimes, (3) 

Often, and (4) Almost always. Response options were summed, with the possible range of scores 

being 0 - 36.  



	

76 
 

Neighborhood Stressors. Neighborhood stressors was measured using 10 items related to 

the extent individuals were concerned about becoming a victim of crime. Example statements 

include, “Having someone break into your house and take your personal belongings while you 

are away.” Response categories were (0) Not at all afraid, (1) Mildly afraid, (2) Moderately 

afraid, and (3) Very afraid. The possible range of scores is 0 - 30, with higher scores indicating 

higher levels of fear of neighborhood crime.  

Total Stress. To measure total stress, each stress dimension was standardized using z-

scores and summed.  Scores below zero indicate below average stress exposure while scores 

above zero indicate higher than average stress exposure. The range was –3.66 to 21.68. 

Physical Health Status and Health Behaviors 

Pain. Participants who noted that they experienced pain were asked about the frequency 

and intensity of the pain. Those who indicated they did not having bodily pain were not asked 

questions about pain intensity or pain frequency and received “No pain” and “Never,” 

respectively, as responses.  

Pain Frequency was assessed by asking, “How often during the past four weeks have 

you had pain or discomfort?” Responses were (0) Never, (1) A few times, (2) Often, and (3) 

Everyday or almost everyday.  

Pain Intensity was assessed using one item: “On average, how bad has your bodily pain 

been during the past four weeks?” Responses were (0) No pain, (1) Mild pain, (2) Moderate pain, 

and (3) Severe pain.  

Pain Severity was obtained by crossing pain frequency and pain intensity with each 

other.  
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Activity Limitation was assessed using one item: “Do you have a physical or health 

problem that limits or interferes with the amount or kind of day to day work or recreational 

activities you can engage in?” Response options were (0) No and (1) Yes. Participants who 

indicated they had an activity limitation were asked about the intensity and frequency of the 

activity limitation. 

 Activity Limitation Frequency. To assess activity limitation frequency, participants were 

asked, “How often does this condition interfere with or limit your usual activities?” Responses 

were (0) Never, (1) Rarely or not very often, (2) Sometimes, (3) Often, and (4) All the time. 

Participants who reported not having activity limitation were not asked this question; these 

participants were recorded as were (0) Never. 

 Activity Limitation Intensity was assessed using a single item that asked, “How much 

does this condition limit your activities, considering what your activities would be if you did not 

have the condition?” Responses were (0) Not at all, able-bodied, (1) Not very much, (2) 

Somewhat, and (3) Very much. Participants who reported not having activity limitation were not 

asked this question and were recorded as (0) Not at all, able-bodied.  

Disability. Participants who were identified as having a disability in the screening process 

were asked, “Earlier someone in your household [or the respondent] told us that you had a 

condition or physical health problem that limits the kind or amount of activity that you can carry 

out (such as work, housework, school, recreation, shopping, or participation in social or 

community activities). I just want to confirm with you now whether that is correct.” Participants 

who affirmed having a disability were coded as (1) Yes. All other responses were coded as (0) 

No.  



	

78 
 

Diabetes. To assess whether participants had been diagnosed with diabetes by a 

physician, participants were asked two questions, “In the past two years, have you had diabetes?” 

and “Was this health problem diagnosed by a physician?” Participants who responded that a 

physician had diagnosed them with diabetes were coded as (1) Yes. All other responses were 

coded as (0) No.  

Arthritis. To assess whether participants had been diagnosed with arthritis by a physician, 

participants were asked two questions, “In the past two years, have you had arthritis?” and “Was 

this health problem diagnosed by a physician?” Participants who responded that a physician had 

diagnosed them with arthritis were coded as (1) Yes. All other responses were coded as (0) No.  

Health Insurance. To assess whether participants had health insurance, the following 

item was asked, “Do you currently have health insurance?” Response options were (0) No, and 

(1) Yes.  

Difficulty Meeting Medical Expenses. To capture whether respondents had difficulty 

meeting medical expenses, respondents were asked, “When you think of your financial situation 

overall, how difficult is it for you to meet the following needs: Medical Expenses?” Responses 

were (0) Not at all difficult, (1) Somewhat difficult, (2) Very difficult.  

Physical Activity was measured using federal guidelines from the U.S. Department of 

Health and Human Services (HHS), which state that individuals who engage in at least 150 

minutes of moderate activity or 75 minutes of vigorous activity per week are “physically active,” 

whereas those individuals who engage in fewer than 75 minutes of vigorous activity in a week 

are “physically inactive.”204 Physical activity was dichotomized as (0) Non-active and (1) Active. 

Religious Networks and Spirituality. Religious Networks and Spirituality were 

measured using three dimensions: belonging to a church, church attendance, and prayer 
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frequency. To assess whether participants belonged to a church or place of worship, participants 

were asked, “Do you belong to a church, temple, synagogue, or mosque?” Response options 

were (0) No, (1) Yes, (2) Used to belong. To assess church attendance frequency, participants 

were asked, “Which of the following best describes how often you attend services at a 

church/temple/synagogue/mosque?” Response options were (0) Never, (1) Several times a year, 

(2) At least once a month, (3) Nearly every week, and (4) Every week or more. To capture prayer 

frequency, participants were asked, “About how often do you pray?” Response options were (0) 

Less than once a week, (1) Once a week, (2) Several times a week, (3) Once a day, and (4) 

Several times a day. 

Sociodemographic Factors  

Gender was dichotomized as (0) Male and (1) Female.  

Marital Status was operationalized as (0) Married, (1) Separated, (2) Divorced, (3) 

Widowed, and (4) Never been married. To maximize the stability of the model, marital status 

was collapsed into three categories (0) Married, (1)  Never Married, and (2) Formerly Married in 

the regression models.  

Parental status was measured using one item: “Do you have children?” Response options 

were (0) No and (1) Yes.  

Socioeconomic Status was calculated based on the composite scores of three equally-

weighted items: occupational prestige, household income of each participant, and education.132 

To avoid problems with missing data, scores for each of the three SES dimensions were 

standardized, summed, and divided by the number of dimensions on which the data were 

available.71  
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Language preference was assessed using one item: “What language do you prefer to 

speak?” Responses were (0) English most or all the time, (1) Spanish and English equally, (2) 

Spanish most or all of the time.  

Country of Birth and Years in the U.S. was captured in a single variable to diminish 

issues with multicollinearity in the regression analyses. Country of birth was assessed using one 

item: “Where were you born?” Responses were (1) U.S., (2) Cuba, (3) Columbia, (4) Mexico, (5) 

Dominican Republic, (6) Nicaragua, (7) Puerto Rico, (8) Guatemala, (9) El Salvador, and (10) 

Other. These response categories were collapsed into three categories: (0) U.S., (1) Cuba, and (3) 

Other Latin American Country. Years in the U.S. was measured with one item: “How many 

years have you been living in the United States?” Response options were categorized as (0) one 

to 10 years, (1) 11 – 72, and (3) U.S.-born to capture those who were born in the United States. 

To combine the country of birth and years in the U.S. variable, five categories were developed: 

(0) U.S.-born, (1) Cuba (1 – 10 years living in the U.S.), (2) Cuba (11 or more years living in the 

U.S.), (3) Other Latin American Country (1 – 10 years living in the U.S.), (4) Other Latin 

American Country (11 or more years living in the U.S.).  

Age. Age was measured continuously by asking, “How old are you?” Age ranged from 

18 to 94 years.  

Analytic Strategy 

The present analysis was conducted in four steps. First, univariate statistics were 

estimated to determine the social and health characteristics of the sample (see Table 4.1). 

Second, latent class analysis was used to identify social coping resource typologies using 

patterns across seven social resources: positive family support, family pride, family interaction, 

friend social support, negative family support, medical mistrust, and loneliness. Two-class, three-
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class, four-class, and five-class LCA models were tested. The Akaike information criterion 

(AIC) and the Bayesian information criterion (BIC) were used to compare competing models, 

examine the relative balance of model fit and parsimony, and identify the best-fit model (see 

Table 4.2). Using the best-fit model, the probability of endorsing each social resource was 

depicted in Figure 14.. Third, the social and physical health characteristics associated with 

membership across the social resource classes were examined (see Table 4.4). One-way analysis 

of variance (ANOVA) tests were performed for continuous social and health characteristics 

while chi-square tests were performed for categorical social and health characteristics. Fourth, 

multivariate linear regression was used to evaluate the association between each social coping 

resource profile and (a) depressive symptoms and (b) self-rated general health (see Figure 4.2a 

and Figure 4.2b), while controlling for demographic characteristics (gender, marital status, 

socioeconomic status, country of birth and years living in the U.S., and age), and two physical 

health conditions (pain frequency and activity limitation intensity). To minimize over specifying 

the multivariate linear regression models, three steps were taken to determine the covariates: (1) 

identified the social and health characteristics that varied significantly across the resource classes 

(see Table 4.3), (2) determined which “risk factors” matter most for each health outcome by 

conducting bivariate analyses between each of the significant social and health characteristics 

and each health outcome (data not shown) and (3) referred to prior research highlighting the role 

of pain and activity limitation on depressive symptoms and self-rated health.18,107,134 

RESULTS 

Participants’ social and health characteristics are presented in Table 4.1. The majority of 

participants were born outside of the United States (90%), with most of the sample born in 

Cuba (50%). Most had been living in the U.S. for over ten years (82%). The sample consists of 
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a similar distribution of men (46%) and women (54%). The average age among participants is 

57 years, and 74% of participants are 45 years of age or older, highlighting the utility of these  

Table 4.1 
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Percent Mean (SD)
Self-rated General Health [0,4] 1.24  (0.93)
Depressive Symptoms [0,48] 15.77  (8.88)
Stress Exposure

Chronic Stress [0, 47] 4.75  (6.03)
Recent Life Events [0, 8] 0.83  (1.36)
Major Life Events [0, 7] 0.99  (1.24)
Daily Discrimination [0, 8] 3.31  (4.72)
Major Discrmination [0, 6] 0.44  (0.94)
Neighborhood Stressors [0, 30] 10.81 (10.86)
Total Stress Exposure [-3.66, 21.68] 0.99  (4.15)

Pain Frequency
Never 64.79
A Few Times 14.55
Often 10.41
Everyday or Almost Everyday 10.25

Pain Intensity
No Pain 64.79
Mild Pain 7.93
Moderate Pain 14.05
Severe Pain 13.22

Pain Severity [0, 9] 1.53 (2.65)
Activity Limitaton Frequency

Never, Able-bodied 69.26
Rarely or Not Very Often 2.48
Sometimes 5.79
Often 12.07
All the Time 10.41

Activity Limitation Intensity 
Not At All, Able-bodied 69.26
Not Very Much 3.80
Somewhat 13.39
Very Much 13.55

Disability
      Yes 22.98
      No 77.02
Diabetes
      Yes 11.24
      No 88.76
Arthritis
      Yes 29.42
      No 70.58

 Sample Characteristics, Disabilities Dataset, 2000-2001
All (N=605)
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Health Insurance
      Yes 72.89
      No 27.11
Difficulty Meeting Medical Expenses
     Not At All Difficult 55.87
     Somewhat Difficult 25.12

  Very Difficult 19.01
Physical Activity
     Non-active 5.95
     Active 94.05
Church Belongingness
      Yes 52.23
      No 35.54

   Used to Belong 12.23
Church Attendance
     Never 15.54

  Several Times a Year 34.71
  At Least Once a Month 24.96
  Nearly Every Week 10.74
 Every Week or More 14.05

Prayer
     Less Than Once a Week 9.42
     Once a Week 8.93

  Several Times a Week 22.15
  Once a Day 24.79
 Several Times a Day 34.71

Gender
     Female 53.88
     Male 46.12
Marital Status
     Married 48.93
     Separated 7.77

  Divorced 16.86
  Widowed 13.06
  Never Been Married 13.39

Parental Status
      Yes 80.17
      No 19.83
Socioeconomic Status (SES)

Low SES 38.68
Moderate SES 29.92
High SES 31.40

Language Preference
English Most or All of the Time 65.29
Spanish and English Equally 18.35
Spanish Most or All of the Time 16.36

Years in the U.S.and Country of Birth
 1 - 10 years (Cuba) 9.09
11+ years (Cuba) 40.99
1 - 10 years (Other Latino American Country) 9.26
11+ years (Other Latino American Country) 30.74
U.S.-born 9.92

Age [18, 94] 56.58	(16.88)

Note. Variable ranges included in brackets. To assess total stress, each stress 
dimension was standardized using z-scores and summed. Scores below zero 
indicate below average stress exposure while scores above zero indicate 
higher than average stress exposure.               
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data for examining patterns in social coping resources among midlife and older Latinos. 

Overall, 23% of the participants in the sample have a disability, 30% have been diagnosed with 

arthritis, and 11% have been diagnosed with diabetes. 

Social Resource Classes 

To identify typologies of social coping resources, two, three, four, and five-class LCA 

models were tested and compared to examine the relative balance of model fit and parsimony. 

AIC and BIC indicators are presented in Table 4.2. Relative to the two-class model (AIC = 

201.74, BIC = 267.82, adjusted BIC = 220.20), three-class model (AIC = 188.99, BIC = 290.31, 

adjusted BIC = 217.29), and five-class model (AIC = 185.26, BIC = 357.06, adjusted BIC = 

233.25), AIC and BIC indicators suggest the four-class model (AIC = 179.43, BIC = 315.99, 

adjusted BIC = 217.57) was the best-fit model. As such, the four-class model was used to profile 

social coping resources.  

Table 4.2  

Two-Class	Model Three-Class	Model Four-Class	Model Five-Class	Model
AIC 201.74 188.99 179.43 185.26
BIC 267.82 290.31 315.99 357.06
Adjusted	BIC 220.20 217.29 217.57 233.25

Social Resources: Latent Class Analysis Model Comparison

 

 

Figure 4.1 visually depicts the probability of endorsing each resource within and across 

the four social resource classes. Figure 1 also describes the distribution of the sample across the 

resource classes. For instance, 45% of the sample were in Class 1 (n = 275), 26% were in Class 4 
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(n = 160), 17% were in Class 2 (n = 105), and 11% were in Class 3 (n = 65). There were unique 

combinations of resources within and across the four social resource classes.  

Figure 4.1 Probabilities of High Social Resources across Classes 

 

 

Class 1: High Positive Social Resources. Those in Class 1 were characterized by having 

the highest representation of social resources. In particular, members of Class 1 had a high 

probability of endorsing high levels of positive social resources, such as positive family support 

(83%), family pride (86%), frequent family interactions (93%), and friend social support (87%). 

Members of Class 1 had a low likelihood of endorsing negative family support (25%), medical 

mistrust (36%), and loneliness (11%).  

Class 2: Frequent, Yet Negative, Family Relations. Class 2 was characterized by 

individuals who had a high likelihood of frequent family interactions (70%) and negative family 

support (77%). Members of Class 2 had a low probability of endorsing positive family support 

(17%), family friend support (13%), medical mistrust (4%), and loneliness (16%).  
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Class 3: Positive Family Resources and High Medical Mistrust. Class 3 was 

characterized by members who had a high likelihood of having family-based social resources. In 

particular, members of Class 3 were likely to endorse high levels of positive family support 

(90%), family pride (79%), and frequent family interactions (77%). Members of Class 3 were 

also likely to endorse high medical mistrust (73%) and had a low probability of endorsing friend 

social support (10%), negative family support (22%), and loneliness (32%).  

Class 4: Frequent, Yet Negative, Family Relations and High Medical Mistrust. Class 3 

members were characterized by having a high probability of endorsing frequent family 

interactions (75%), negative family support (91%), and medical mistrust (99%). Members of 

Class 3 had a low probability of endorsing all other social resources, such as positive family 

support (7%), family pride (9%), friend social support (15%), and loneliness (34%).  

Overall, family interactions were frequent across all resource classes, but the type of 

family relationships (e.g. positive family support, family pride, negative relationships) varied. 

For instance, members of Class 1 and Class 3 had frequent and strong family resources, while 

members of Class 2 and Class 4 had frequent, yet poor, family support. Interestingly, loneliness 

was low across all classes and medical mistrust was high among Class 3 and Class 4. Social 

support from friends was high only among Class 1 members. 

Social and Health Characteristics across Resource Classes  

Table 4.3 presents the distribution of participants’ social and health characteristics across 

each of the four social resource classes. There were significant differences across social resource 

classes on five of the seven dimensions of stress exposure, four physical health status indicators 

(pain frequency, activity limitation frequency, activity limitation intensity, and arthritis), and 

numerous sociodemographic characteristics, such as socioeconomic status, marital status, 
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country of birth and years in the U.S., and age. For instance, there were significant differences in 

pain frequency across the four classes (p = 0.041). Those in Class 4 had the highest proportion 

(23%) of its members experiencing pain often, almost everyday or everyday, followed by those 

in Class 2 (21%), Class 3 (20%), and Class 2 (17%). Activity limitation intensity varied across 

the four classes, p = 0.012. Those in Class 4 had the highest proportion (37%) of its members 

experiencing activity limitation often or all of the time, followed by those in Class 2 (25%), 

Class 3 (23%), and Class 2 (19%). 35%.  

The distribution of age varied across social resource profiles, p < 0.036. Members of Class 3 

(M = 59.03, SD = 13.96) and Class 4 (M = 58.92, SD = 15.22) were older than member of Class 

1 (M = 55.82, SD = 17.37) and Class 2 (M = 53.48, SD = 19.05). Socioeconomic status varied 

across class, such that members of Class 1 comprised the largest proportion of those belonging to 

the high SES strata (41%) and those in Class 4 comprised the largest proportion of those 

belonging to the low SES strata (53%), p < 0.001. There were also differences in the distribution 

of church belongingness (p < 0.005) and church attendance (p < 0.005) patterns across the four 

resource profiles. Relative to other classes, members of Class 1 comprised the largest proportion 

of individuals who belong to a church (59%) and attend church nearly every week or more 

(29%).  

Overall, patterns in social and health characteristics suggest that members of Class 1 have 

strong church networks and high levels of spirituality. For instance, 59% of Class 1 members 

belong to a church, 29% attend church nearly every week or more, and 66% pray at least once a 

day or more. Over 40% of members in Class 1 are from high socioeconomic strata and 68% are 

from moderate or high socioeconomic strata, suggesting the members of Class 1 are overall 

financially advantaged. 
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In addition, members of Class 2 have the weakest religious networks, such that they comprise 

the largest proportion of individuals who do not belong to a church (57%) and Class 2 members 

attend church less often than members of other classes. One-third of members of Class 2 do not 

have children. Relative to other classes, those in Class 2 experienced a low burden of pain 

frequency, activity limitation frequency, activity limitation intensity, and arthritis. Members of 

Class 2 comprise the largest proportion born in the U.S. (15%) and the highest proportion who 

prefer to speak Spanish most or all of the time (30%). Members of Class 2 experience the most 

daily and major discrimination and the lowest levels of fear towards neighborhood crime.  

Members of Class 3 do not fall on the low-end or high-end of the spectrum for nearly any of 

the significant social and health characteristics. However, members of Class 3 have the highest 

proportion of doctor-diagnosed arthritis (37%), the highest proportion of medically insured 

(82%), and the highest proportion of members who are parents (89%).  

Generally, members of Class 4 experience social, financial, and health disadvantages. 

Relative to other classes, members of Class 4 experience a high burden of pain frequency, 

activity limitation frequency, activity limitation intensity, and arthritis. For instance, 23% of 

Class 4 members report having pain often or more, 35% experience activity limitation often or 

all of the time, and 37% state that their activity is limited somewhat (16%) or very much (21%). 

About 53% of those in Class 4 are from low socioeconomic strata and 26% find it very difficult 

to pay for medical expenses. Although 98% of Class 4 members are foreign-born, members of 

Class 4 comprise the largest proportion of individuals who prefer to speak English most or all of 

the time (78%). Overall, patterns in social and health characteristics suggest that each resource 

class is correlated with unique patterns in risks (stressors and health challenges) and social 

advantage or disadvantage. 
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Table 4.3  

p-value
Percent Mean (SD) Percent Mean (SD) Percent Mean (SD) Percent Mean (SD)

Self-rated General Health [0,4] 1.03 (0.88) 1.26	(0.91) 1.15	(1.02) 1.63	(0.88) p	<	0.001
Depressive Symptoms [0,48] 13.52 (6.22) 15.83	(8.97) 13.91	(6.93) 20.34	(11.37) p	<	0.001
Stress Exposure

Chronic Stress [0, 47] 5.17 (5.71) 3.98	(5.19) 4.88	(5.82) 4.46	(7.06) p	=	0.326
Recent Life Events [0, 8] 1.00 (1.36) 0.82	(1.43) 0.92	(1.67) 0.49	(1.10) p	=	0.002
Major Life Events [0, 7] 1.16 (1.29) 0.99	(1.24) 0.97	(1.12) 0.71	(1.18) p	=	0.005
Daily Discrimination [0, 8] 2.70	(4.01) 4.61	(5.66) 3.29	(4.08) 3.53	(5.22) p	=	0.005
Major Discrmination [0, 6] 0.51 (0.98) 0.55	(1.10) 0.46	(0.83) 0.24	(0.77) p	=	0.017
Neighborhood Stressors [0, 30] 9.30 (9.93) 9.14	(10.45) 9.70	(10.20) 14.94	(11.89) p	<	0.001
Total Stress Exposure [-3.66, 21.68] 1.41 (3.99) 0.78	(4.54) 1.06	(4.32) 0.39	(4.06) p	=	0.094

Pain Frequency p	=	0.041
Never 62.18 73.33 70.77 61.25
A Few Times 17.09 9.52 9.23 15.62
Often 8.36 10.48 6.15 15.62
Everyday or Almost Everyday 12.36 6.67 13.85 7.50

Pain Intensity p	=	0.182
No Pain 62.18 73.33 70.77 61.25
Mild Pain 6.91 6.67 4.62 11.88
Moderate Pain 17.45 9.52 9.23 13.12
Severe Pain 13.45 10.48 15.38 13.75

Pain Severity [0, 9] 1.64 (2.74) 1.15 (2.33) 1.58	(2.96) 1.54	(2.55) p	=	0.446
Activity Limitaton Frequency p	<	0.001

Never, Able-bodied 72.36 76.19 67.69 60.00
Rarely or Not Very Often 1.45 3.81 9.23 0.62
Sometimes 8.73 1.90 3.08 4.38
Often 9.45 6.67 10.77 20.62
All the Time 8.00 11.43 9.23 14.38

Activity Limitation Intensity p	=	0.012
Not At All, Able-bodied 72.36 76.19 67.69 60.00
Not Very Much 2.55 4.76 9.23 3.12
Somewhat 14.18 8.57 10.77 16.25
Very Much 10.91 10.48 12.31 20.62

Disability p	=	0.457
      Yes 21.45 21.90 20.00 27.50
      No 78.55 78.10 80.00 72.50
Diabetes p	=	0.210
      Yes 12.00 6.67 16.92 10.62
      No 88.00 93.33 83.08 89.38
Arthritis p	=	0.040
      Yes 28.36 20.00 36.92 34.38
      No 71.64 80.00 63.08 65.62

Social and Health Characteristics by Resource Class (N = 605)
Class 1:High Positive 
Social Resources (N = 

275)

Class 2: Frequent, Yet 
Negative, Family 

Relations (N = 105)

Class 3: Positive Family 
Resources and High 

Medical Mistrust (N = 
65)

Class 4: Frequent, Yet 
Negative, Family 

Relations and High 
Medical Mistrust (N = 

160)
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Health Insurance p	<	0.001
      Yes 78.55 73.33 81.54 59.38
      No 21.45 26.67 18.46 40.62
Difficulty Meeting Medical Expenses p	<	0.001
     Not At All Difficult 68.36 62.86 60.00 28.12
     Somewhat Difficult 17.82 16.19 18.46 46.25

  Very Difficult 13.82 20.95 21.54 25.62
Physical Activity p	=	0.331
     Non-active 4.36 8.57 4.62 7.50
     Active 95.64 91.43 95.38 92.50
Church Belongingness p	=	0.005
      Yes 58.91 42.86 53.85 46.25
      No 33.09 43.81 35.38 34.38

   Used to Belong 8.00 13.33 10.77 19.38
Church Attendance p	=	0.005
     Never 16.73 16.19 10.77 15.00

  Several Times a Year 34.18 37.14 40.00 31.88
  At Least Once a Month 20.00 21.90 29.23 33.75
  Nearly Every Week 8.73 15.24 10.77 11.25
 Every Week or More 20.36 9.52 9.33 8.12

Prayer p	=	0.093
    Less Than Once a Week 8.36 16.19 7.69 7.50
    Once a Week 8.00 8.57 9.23 10.62

 Several Times a Week 18.18 23.81 26.15 26.25
 Once a Day 24.36 20.00 26.15 28.12
 Several Times a Day 41.09 31.43 30.77 27.50

Gender p	=	0.332
     Female 57.82 48.57 52.31 51.25
     Male 42.18 51.43 47.67 48.75
Marital Status p	=	0.017
     Married 53.09 42.86 52.31 44.38
     Separated 4.00 10.48 7.69 12.50

  Divorced 14.18 19.05 23.08 17.50
  Widowed 14.55 8.57 10.77 14.38
 Never Been Married 14.18 19.05 6.15 11.25

Parental Status p	=	0.002
      Yes 82.55 67.62 89.23 80.62
      No 17.45 32.38 10.77 19.38
Socioeconomic Status (SES) p	<	0.001

Low SES 32.36 35.24 36.92 52.50
Moderate SES 26.55 34.29 30.77 32.50
High SES 41.09 30.48 32.31 15.00

Language Preference p	<	0.001
English Most or All of the Time 60.36 54.29 72.31 78.12
Spanish and English Equally 22.91 16.19 18.46 11.88
Spanish Most or All of the Time 16.73 29.52 9.23 10.00

Years in the U.S.and Country of Birth p	=	0.025
   1 - 10 years (Cuba) 9.09 8.57 4.62 11.25
  11+ years (Cuba) 43.27 39.05 38.46 39.38
  1 - 10 years (Other Latino American Country) 6.91 10.48 7.69 13.12
 11+ years (Other Latino American Country) 28.73 26.67 38.46 33.75
 U.S.-born 12.00 15.24 10.77 2.50

Age [18, 94] 55.82 (17.37) 53.48 (19.05) 59.03 (13.96) 58.92 (15.22) p	=	0.036
Note. Variable ranges included in brackets. To assess total stress, each stress dimension was standardized using z-scores and summed. Scores below zero indicate below average 
stress exposure while scores above zero indicate higher than average stress exposure.              
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Depressive Symptoms and Perceived General Health across Social Resource Classes 

Figure 4.2a presents results from the multivariate linear regression models and visually 

depicts the mean depressive symptom scores across each social resource class. Controlling for 

gender, marital status, SES, country of birth and years in the U.S., age, pain frequency, and 

activity limitation intensity, those in Class 2 had the fewest depressive symptoms (M = 11.31), 

followed by Class 1 (M = 15.39), Class 3 (M = 15.83), and Class 4 (M = 19.92). Members of 

Class 4 had significantly more depressive symptoms than those in Class 1 (p < 0.001), Class 2 (p 

< 0.001), and Class 3 (p < 0.001).  

Figure 4.2b presents the mean self-rated general health scores across each social resource 

class, controlling for gender, marital status, SES, country of birth and years in the U.S., age, pain 

frequency, and activity limitation intensity. Those in Class 1 had the best self-ratings of general 

health (M = 0.23), followed by Class 3 (M = 0.38), Class 4 (M = 0.85), and Class 2 (M = 0.99). 

On average, those in Class 1 had significantly better self-ratings of general health than those in 

Class 2 (p = 0.001) and Class 4 (p < 0.001).  

Overall, results from the multivariate linear regressions suggest that, relative to other 

classes, those in Class 1 and Class 3 fared well on both health outcomes (good self-rated general 

health and few depressive symptoms). Class 1 and Class 3 were also characterized by having the 

most positive social resources available to them. Those in Class 2 had a unique combination of 

health outcomes, such that they experienced the fewest depressive symptoms but also had the 

poorest self-rating of general health. Members of Class 4 ranked poorly for both the depressive 

symptom and self-rated general health outcomes and also had the poorest combination of social 

resources. Overall, findings suggest that members belonging to resource classes with more 
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positive resources fared better on both health outcomes, while members belonging to resource 

classes characterized by poor social resources fared poorly on both health outcomes.  

Figure 4.2. Mean Depressive Symptom Scores and Self-Rated General Health Scores across 

Social Resource Classes 

 

 

DISCUSSION 

A large body of coping research has documented the role of individual forms of social 

resources on health. However, much less is known about the profiles of social resources and their 

relationship with health outcomes. Despite the theoretical and empirical evidence underscoring 

the importance of social resource typologies for health, 182 the research is scant, particularly 

among Latinos. An emerging body of coping research among non-Latinos has recently begun 

identifying social resource typologies and evaluating the role of distinct social resource 

typologies on health.182,183,195 Prior research has documented distinct patterns in social resources 
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by country through the use of cross-national samples,196 by age group,182,194 and by social status 

(e.g. high socioeconomic status).182 The documented evidence for culture-bound variations in 

social resource typologies provides strong grounds for investigating social resource typologies 

among Latinos. As such, the purpose of this study was three-fold: identify social resource 

profiles among a sample of Latino adults; examine the social and health correlates associated 

with each social resource profile; and evaluate two indicators of well-being (e.g. depressive 

symptoms and self-rated general health) across each social resource profile. Several notable 

results were obtained.  

Social Resource Profiles  

Employing latent class analysis, a person-centered approach, revealed four distinct social 

resource profiles among this sample of primarily older Latino adults. The four social resource 

profiles were characterized in the following way: high positive social resources (Class 1), 

frequent, yet negative, family relations (Class 2), positive family resources and high medical 

mistrust (Class 3), and frequent, yet negative, family relations and high medical mistrust (Class 

4). In the resource profile and resource typology literature, four network subgroups have been 

commonly documented: diverse, friend-focused, family-focused, and restricted.182,183,194,196 

Overall, two social resource profiles identified in this study were similar to those found in 

prior resource typology studies. In particular, results from the present study suggest that Class 1 

members are characterized by having high positive family and friend social resources, whereas 

Class 3 members are characterized by having high levels of positive family resources only. 

Arguably, these results are similar to prior research among non-Latinos, which have documented 

a “diverse network” and a “family network” as two social resource typologies.182,183 
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However, results from this study are unique in several ways. First, each social resource class 

identified in the present study is characterized by frequent family interactions. No prior studies 

have identified social resource profiles among Latinos; however, results from this study are 

distinct from prior social resource typologies studies among non-Latinos. Prior social resource 

typologies observed among non-Latino populations in the United States182 and other countries 

have typically observed one or two family-oriented latent classes.183,196 As such, findings from 

this stem are distinct from prior research. The frequent family interactions observed across all 

classes may stem from the population studied: Latinos. For instance, prior research has 

documented the centrality of family among Latinos.168,172,178 As such, observing frequent family 

interaction across all resource classes may differ from prior research among non-Latinos, but is 

generally consistent with prior research on the centrality of family among Latinos.  

Interestingly, indicators of positive family resources tended to come in clusters, such that 

classes high on one indicator of positive family relations (e.g. positive family support) were also 

high on the other indicator of positive family relations (e.g. family pride). Also, classes 

characterized by positive family relations were low on negative family relations (i.e. negative 

family support). Taken together, these patterns indicate that positive family relations tend to 

cluster together, while negative family relations tend to cluster together, which suggests that 

classes characterized by negative family relations have a heighted risk for the adverse health 

outcomes linked with strained family relationships.198 In particular, two classes were 

characterized by positive family resources (e.g. positive family support and family pride), and 

two classes were characterized by negative family relations (i.e. negative family support). 

Overall, findings suggest that, more so than the frequency of interactions with family, the quality 

of interactions (positive or negative) form meaningful distinctions between social resource 
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profiles. Prior research aimed at identifying social resource typologies has considered positive 

support (e.g. instrumental and emotional support)195 from family only or has examined the 

structural and functional social relations196 with family. To date, only one social resource 

typology study has considered negative social relations by incorporating two items (whether 

individual in social network gets on participants’ nerves and makes too many demands on 

participant) in the cluster analysis.194 Given that family relations can be both beneficial and 

harmful to health, empirically measuring negative family support was able to shed a more 

nuanced understanding of the complex patterns of family dynamics among Latinos.  

Second, medical mistrust was high among members of Class 1 and Class 4, which, in 

combination, comprise 37% of the full sample. These results highlight the prevalence of medical 

mistrust among Latino subgroups. A large body of research has documented medical mistrust as 

a barrier in chronic disease management among Latinos,27,187 yet prior research on social 

resource typologies has not considered the role of relationships with healthcare providers or 

treatment. Given that Latinos experience various challenges across the life course, such as high 

levels of stress exposure and chronic health conditions, successfully coping with and managing 

these hardships necessitates strong relationships with personal networks (e.g. family and friends) 

and with healthcare teams. As such, identifying profiles characterized by high medical mistrust is 

an important step to mitigating this barrier to chronic disease management.  

Third, the probability of endorsing loneliness was low among all four resource classes. 

Although prior research on social resource typologies had not directly assessed loneliness, the 

study of loneliness has gained much more attention in recent years for its role as a risk factor for 

several health problems (e.g. depression). 205 Results from this study indicate that loneliness is 

low among this sample of Latinos. Prior research on social resource typologies has identified 
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several subgroups of isolated or restricted social networks (e.g. restricted/unsupported, low 

exchange, restricted-nonfamily unsupported, and restricted non-friends unsatisfied).182,183,194,195 

Although results from this study indicate loneliness was low and family interactions were high 

across all resource classes, assessing loneliness is a contribution to the study of social resource 

profiles. Specifically, two of the resource classes had low levels of positive family and friend 

resources. Interestingly, these same classes also had low levels of loneliness. These patterns 

suggest that reporting low levels of loneliness should not be interpreted as having high social 

resources. These findings underscore the value of measuring indicators of social connectivity, 

while also measuring individuals’ own perceptions of loneliness.  

Patterns in the Distribution of Social Resources  

Overall, results indicate that the distribution of stress exposure, health comorbidities, 

church networks, and sociodemographic characteristics varied significantly across the social 

resources classes. Among these results, three major findings stood out. First, medical mistrust 

was high among classes comprised primarily of foreign-born non-Cuban Latinos. In particular, 

members of Class 3 and Class 4 were likely to endorse high medical mistrust. Members of Class 

3 and Class 4 also comprised the largest proportions (nearly 50%) of foreign-born non-Cuban 

Latinos. Due to distinct sociopolitical contexts, Cubans in the U.S. differ from non-Cuban 

Latinos in many ways, such as immigration experiences, educational attainment, and income.206 

For instance, Cuban migration circumstances arise from the fleeing of a communist government. 

As a result, the U.S. government set policies in place to grant refugee status to Cubans.200 Under 

these circumstances, the pathways to citizenship is vastly distinct between Cuban and non-Cuban 

Latinos. Recent estimates suggest that 58% of foreign-born Cubans207 become U.S. citizens, 
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compared with 31% of foreign-born Mexicans.208 These variations may partially explain the high 

levels of medical mistrust among foreign-born non-Cuban Latinos.  

Second, results from this study support prior research documenting fewer resources 

among socially disadvantaged groups, as findings indicate that classes with the highest levels of 

positive social resources were socially advantaged. For instance, members of Class 1 were likely 

to have high levels of all positive social resources and were also financially advantaged, such 

that they comprised the largest proportion (41%) who belonged to the high socioeconomic strata. 

In addition to having the highest presence of family and friend resources, members of Class 1 

also had the strongest church-based networks, relative to other classes. In particular, 59% 

belonged to a church and 29% attended church nearly every week or more. In combination, these 

patterns suggest members of Class 1 were financially advantaged and had high levels of family, 

friend, and faith-based resources. Conversely, members of Class 4 were economically and 

socially disadvantaged and had the fewest social resources. Members of Class 4, relative to other 

classes, fared worse on several indicators of financial advantage. For instance, members of Class 

4 comprised the largest proportion belonging to the low socioeconomic strata (53%), with no 

health insurance (41%), and who reported it was very difficult (26%) to meet medical expenses. 

Members of Class 4 also comprised the largest proportion of foreign-born individuals (98%). 

Overall, members of Class 4 had a low likelihood of endorsing positive social resources, yet had 

a high likelihood of endorsing negative social resources, such as negative family support and 

medical mistrust. Taken together, these findings support prior research that documents that 

socially advantaged groups as having more resources available to them.34,97,182 In particular, prior 

research on social resource typologies suggests that members of the diverse network had 

significantly higher income than those in all other clusters.194 Findings from this study are 
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consistent with those results. Findings from this study extend prior research by further 

documenting how socially disadvantaged groups have fewer positive family and friend resources 

and higher levels of medical mistrust.   

Social Resources, Depressive Symptoms, and Self-rated General Health 

Findings from this study suggest that, controlling for demographic characteristics, pain 

frequency, and activity limitation intensity, classes with high levels of positive social resources 

(i.e. Class 2 and Class 4) have depressive symptom scores that are below the traditional cutoff 

score for significant depressive symptomatology of 16 for the CES-D.149,150,182 Classes with 

higher positive social resources also fared well on self-rated general health. Conversely, results 

suggest that classes with the fewest social resources, such as Class 4, have depressive symptoms 

scores that are above the traditional cutoff score for significant depressive symptomatology. 

Those in classes with the fewest social resources (i.e. Class 4) also have significantly worse self-

rated general health than those with high positive social resources (i.e. Class 1 and Class 3).    

Only a few studies in the U.S. and globally have identified social resource typologies and 

related them to health. Based on these studies, there is evidence that those with more diverse 

social networks have higher morale183 and fewer depressive symptoms.182 Members of diverse 

and supported resource groups have fewer depressive symptoms, higher subjective well-being, 

and higher life satisfaction than members of restricted resources groups.183,194 Fiori and 

colleagues (2008) examined profiles of social networks among older adults in the U.S. and 

Japan.196 The social clusters identified were broadly similar across each country. Among 

participants in the U.S., fewer depressive symptoms and lower morbidity were identified among 

diverse social types, whereas more depressive symptoms and higher morbidity was identified 

among restricted social resource groups. Interestingly, among participants in Japan, depressive 
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symptoms and morbidity did not vary by network group.196 Findings from the present study 

support patterns among American, Israeli, and German samples, such that more positive social 

resources are linked with better health outcomes and fewer social resources are linked with 

worse health outcomes.  

Although findings from this study are generally consistent with prior research, the health 

outcomes for one social resource class are inconsistent with prior research. In particular, 

members of Class 2 had few social resources, such that they were likely to endorse only two 

social resource indicators: frequent family interactions and negative family support. These 

findings suggest that members of Class 2 have frequent, yet negative, family relations. Based on 

prior research, it would be hypothesized that members of this group would fare poorly on 

indicators of well-being. However, members of Class 2 had the worst self-rated general health, 

yet the fewest depressive symptoms, relative to other social resource classes. The discordant 

mental health and global health outcomes among Class 2 members suggest social resource 

combinations may differentially shape distinct dimensions of well-being.  

Limitations  

 Findings from this study should be considered in light of several limitations. First, data 

for this study come from a regional sample of community-dwelling Miami-Dade County 

residents, which limits generalizing the findings to Latinos in the United States. Nonetheless, this 

is the first study to explore social resource typologies among Latinos in the United States. As 

such, this study is an important first step to understanding the distribution of social resources 

among Latinos and their associations with well-being. Second, this study uses cross-sectional 

data, which limits any claims on the causal pathways between social risks, social resources, and 

well-being. This study relies primarily on a correlational approach, as do other studies that have 
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employed cluster analysis or latent class analysis to identify social resource typologies.182,183,195 

Future research should consider the use of longitudinal data to identify the causal relationships 

between social risks, social resources, and well-being and to document the stability or changes in 

class membership over time. Third, self-ratings of general health were conducted using validated 

scales. However, interviews were conducted in English or Spanish, depending on the 

participants’ language preference. Prior research has documented how language of interview 

may differentially influence self-rated general health responses.55,147 For instance, several factors 

such as translations of the self-rated health items and numbers of years of schooling, contribute 

to differences in why Latinos report poorer self-rated health than non-Hispanic Whites.55 Fourth, 

data from this study were collected over a decade ago. Prior research on psychosocial resources 

suggests psychosocial resources are relatively stable. However, recent research has documented 

a spike in mental health problems among Latinos due to immigration policies, heightened 

deportations and racialized policing.209–211 As such, findings from this study may underestimate 

mental health problems experienced by Latinos presently. The current immigration policies point 

to the need to collect timely data on several indicators of social risks (e.g. stressors, health 

comorbidities), psychosocial resources, and well-being among minority populations.  

Implications for Theory and Practice  

Results from this study have several theoretical and practical implications for coping 

processes, with a particular focus on social resources and well-being among Latinos.  

This study integrated the stress process model within the life course framework to examine 

social resources and health among Latinos, with the purpose of illuminating the distinct social 

resources Latinos draws on and the implications for well-being. Findings from this study 

underscore the value of several life course and stress process concepts for coping research. First, 
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results underscore the importance of social characteristics and social pathways for identifying 

social patterning in social resource typologies, particularly for advantaged and disadvantaged 

groups. The consistent positive associations between social resources and well-being highlight 

the distinct social pathways to health. Second, results bring to the center the principle of linked 

lives by documenting how those with higher levels of positive social connections generally have 

better well-being, relative to under-resourced groups. Third, results from this study underscore 

the value of social resource typologies as a promising line of inquiry. For the most part, research 

on social resources explores isolated social resources. This study documents the value of 

examining social resources in their naturally occurring complex state. Given the natural 

complexity of social resources, there is a growing interest in applying person-centered 

approaches, such as cluster analysis and latent class analysis, to identify patterns in social 

resources. The limited research in this area has documented distinct and culture-bound social 

resource typologies. This line of inquiry would benefit from identifying social resource 

typologies across distinct populations. Given that paucity of research in this area among Latinos, 

future research should evaluate social resource typologies for Latino subgroups to better 

understand patterns among Latino subgroups and better tailor intervention efforts. 

Overall, this study contributes to the social resource knowledge base by being the first study 

to apply a person-centered approach to the study of social resource typologies among Latinos in 

the U.S. This applied a person-centered approach to identify profiles of social resources among 

Latinos and to evaluate the relationship between social resource profiles and well-being. This 

study contributes to the small, but growing, evidence documenting the theoretical and practical 

significance of social resource typologies for health.182,183,194–196 Prior research aimed at 

identifying social resource or social network typologies has used data comprised of older adults 
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in Europe,194 Israel,183 and Japan.196 Studies in the U.S. have exclusively examined social 

resources typologies among aging non-Latino populations.182,195,196 Findings from this study 

extend the social resource typology literature by examining patterns in social resource typologies 

unique to Latinos. In particular, this was the first study among social resource typology studies to 

consider positive and negative social resources using validated scales, to consider the role of 

medical mistrust, and to directly consider loneliness in the person-centered analysis. The 

nuanced results underscore the value of measuring several and distinct domains of family 

relationships and the value of considering unique challenges in health promotion among Latinos, 

such as medical mistrust.  

Several findings may inform public health practitioners and health promotion efforts. First, 

the finding that the quality (i.e. positive or negative) of family relationships, rather than the 

frequency of communication with family, was most important for well-being suggests that 

frequent family interactions should not be interpreted as strong family support. Second, over 

one-third of the sample was likely to experience high levels of medical mistrust. In particular, 

medical mistrust was high among classes primarily comprised of among foreign-born non-Cuban 

Latinos. This finding highlights the heterogeneity within subgroups of Latinos. In particular, 

observing high levels of medical mistrust among primarily non-Cuban Latinos emphasizes the 

need for clinical providers and researchers to consider the ways that sociopolitical context shapes 

medical mistrust in particular, and barriers to disease management in general. As other scholars 

have noted, the overall U.S. health care system should consider country of origin differences 

among Latinos. 145 Furthermore, efforts to minimize medical mistrust should consider the 

sociopolitical contexts that contribute to medical mistrust and should work with community 

stakeholders to collectively address these issues.145 Third, although the likelihood of loneliness 
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was low across all four social resource classes, it is important to note that data were collected in 

Florida. Historically, Latino populations have been concentrated in Florida, California, Texas, 

and New York.212 Recently, researchers have investigated isolation among Latinos in new-

growth communities, as aging Latinos resettle in the Midwest and Northeast.213 These trends 

point to the need for continued surveillance of social isolation and loneliness among 

geographically and culturally diverse Latinos. Policy makers and future research should consider 

new-growth communities of Latino in southern states and the implications that resettlement will 

have on social resources and, subsequently, health and well-being among Latinos. 

 Finally, results document that socially disadvantaged groups are vulnerable to having few 

positive social resources available to them. As other scholars have noted, the empirically and 

practically distinct social resource typologies and their consistent relationship with health 

highlight the need to tailor health promotion efforts to individuals’ social resource needs rather 

than treating Latinos as having the same needs.194 Given that disease self-management, coping 

with diverse social and health stress, and aging successfully are complex processes, those from 

socially disadvantaged groups are under-resources, and thus vulnerable—to heightened health 

promotion challenges. 
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CHAPTER 5 
STUDY 3: PROFILES OF HEALTH BEHAVIORS AMONG LATINOS: IMPLICATIONS 

FOR DEPRESSIVE SYMPTOMS AND SELF-RATED GENERAL HEALTH 
 
 

Introduction 

Latinos comprise the largest minority group in the United States153 and are an aging 

population. Among Latinos living in the United States, the proportion of those ages 65 and older 

is projected to increase from 8% in 2016 to 21% by 2060.2 This aging population faces numerous 

health conditions that are exacerbated by challenges to chronic disease management, such as 

underutilization of medical services, medical mistrust, and uninsured or underinsured status.45,185 

For instance, relative to non-Hispanic Whites, Latinos fare worse on several indicators of well-

being, such as depressive symptoms115,154 and self-rated health.7 Prior research has highlighted 

numerous social, comorbidity, and stress-related risk factors associated with adverse health 

outcomes among Latinos.10–12,27,214 The high burden of risks and health challenges coalesce to 

undermine Latinos’ well-being.   

Over the past few decades, coping has gained attention for its role in improving health 

outcomes and for its intervention potential.23 Changing health behaviors are one of the many 

ways individuals cope with stressors215 and health behaviors, such as dietary patterns, physical 

activity, and substance abuse, are important determinants of health.216 A basic tenet of the stress 

process model is that stress evokes physical and psychological arousal.217 Individuals engage in 

behaviors, such as alcohol consumption, smoking, eating, or exercising in an effort to reduce 

distress levels.77 However, whether individuals engage in adaptive or maladaptive health 

behaviors to cope with stressors can shape health trajectories over time.77 Consistently engaging 

in maladaptive behaviors can undermine well-being over the life course and exacerbate health 

problems.  
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Investigating health behavior patterning among aging Latinos is critical, given the role of 

behavioral risk factors for morbidity across the life course.218 Health behaviors are part of the 

coping process, as individuals engage in a range of health behaviors to cope with distinct 

stressors across the lifecourse.  Understanding patterns in the health behaviors that Latinos 

engage in, and under what context, can inform tailored intervention efforts among this 

population. Consequently, this study applies the life course framework56,120,121 and stress process 

model43,79,93 to the study of health behavior patterning. The purpose of this study is to identify 

profiles of health behaviors among Latinos and to evaluate the implications of health behavior 

patterns on well-being. To better promote positive coping among Latino adults, it is critical to 

examine complex lifestyle patterning in their natural state rather than exclusively assessing 

isolated health behaviors.  

Background 

Relative to non-Hispanic Whites, Latinos fare worse on several indicators of well-being, such 

as depression and self-rated health.7,154 National estimates suggest that Latinos experience higher 

depression chronicity than non-Hispanic Whites,115,154 with 26% of Latino adults experiencing 

mild, moderate, or severe depression.154 In addition to the high burden of depression Latinos 

face, Latinos also experience higher somatization of psychiatric conditions (e.g. depression, 

anxiety) than non-Hispanic Whites.157 Latinos also face underestimates and under treatment of 

depression partly as a result of lack of health insurance or being underinsured.45 Depression has 

serious implications for adverse health outcomes and for exacerbating health problems, including 

being associated with higher risks of heart disease, stroke, digestive problems, suicidal ideation, 

and all-cause mortality.44,47–49,115 Of all adults with moderate or severe depression, 80% report 

experiencing difficulty with social, work, and home activities because of their depression.46 
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Untreated or mistreated depression is linked with suicidal and homicidal ideations.50 Given that 

the prevalence of depression is under-diagnosed and under treated among racial and ethnic 

minorities and economically disadvantaged populations,45 this study will assess depressive 

symptoms among Latinos. Evaluating depressive symptoms, rather than medically diagnosed 

depression, may minimize the risk of misclassification41 (over-estimating well-being) among this 

population and may better assess distress.  

Assessing self-rated health can provide additional insights into the ways stress exposure 

and pre-existing health conditions shape Latinos’ overall quality of life. Self-rated health is 

widely used to assess general health status in population studies and has a high overall predictive 

validity for mortality among diverse populations.161,162 Relative to non-Hispanic Whites, Latinos 

fare worse on self-ratings of health, and these disparities worsen over time.7 The poorer self-

ratings of health among Latinos suggest a health disadvantage for Latinos’ overall well-being. A 

large proportion of aging Latinos suffer from multiple chronic conditions and diverse other 

forms of stressors. Capturing a global measure of health can be informative of the ways these 

diverse risk factors are broadly shape Latinos’ overall well-being. Consequently, this study will 

assess patterns across two indicators of well-being (depressive symptoms and self-ratings of 

health) to better capture Latinos’ overall well-being.  

Theoretical Framework: An Integrated Life Course and Stress Process Model Approach  

Prior research has emphasized a natural synergy of stress and life course perspectives to 

examine the role of stress exposure on health over the life course.77,104 Numerous scholars have 

emphasized intentional health behaviors as one of the many ways individuals cope with stress 

and other life challenges.99,215 Most often, the stress process model has been applied to personal 

resources and social resources to study how differential psychosocial coping resources shape 
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health trajectories. More recently, Umberson and colleagues presented an integrated stress and 

life course perspective for the study of health behaviors.77 A basic tenet of the stress process 

model is that stress evokes physical and psychological arousal.217 Individuals may engage in 

distinct health behaviors to reduce levels of distress77 and consistently engaging in adaptive, or 

maladaptive, health behaviors can shape trajectories of health over the life course.77 

Consequently, this study integrates the stress process model78,79,93,94 within the life course 

framework56,120,121 and applies these theoretical orientations to (a) identify profiles of health 

behaviors that Latinos draw on to cope with various stress and health challenges and (b) evaluate 

the health implications of these health behavior patterns.  

This study applies several life course principles: the principle of social pathways to recognize 

that health behaviors are socially patterned; linked lives to consider coping as a complex pattern 

that is shaped by relationships with others; and human agency to recognize that individuals have 

agency to cope in unique ways. These distinct coping styles, in turn, have distinct implications 

for the broader coping process. This study examines health behaviors patterns linked with 

distinct social characteristics and distinct domains of stress exposure to assess global and mental 

health outcomes. Ultimately, integrating the life course framework within the stress process 

model provides a lens by which to examine how Latinos develop health behavior patterns and to 

evaluate their linkages with two indicators of well-being (depressive symptoms and self-rated 

general health).  

Health Behaviors and Well-Being   

A large body of literature has examined various mechanisms that shape Latinos’ health. Prior 

research has recognized coping for its role in reducing the adverse health risks of stressors and 

for its intervention potential.23 Coping is defined as conscious, deliberate, action-oriented efforts 
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to control, adapt, and manage the demands created by stressful events that are appraised as being 

taxing.20,23 Health behaviors are one of the many ways individuals cope with stressors.215 For 

instance, when faced with stressors, individuals can engage in a series of behaviors to reduce 

stress and feelings of distress. However, the types of behaviors individuals engage in to cope 

with stressors can work to promote health (e.g. physical activity) or undermine health (e.g. 

smoking). For example, prior research suggests that individuals may use alcohol consumption as 

a way of coping with financial strain.215 Consistently engaging in maladaptive health behaviors 

can undermine well-being or exacerbate health problems. As such, assessing patterns in health 

behaviors is an important aspect of coping and can inform culturally-tailored intervention efforts 

among Latinos.  

Health behaviors refer to a range of personal actions that shape (promote or undermine) 

health, morbidity, and mortality.219 Individuals may draw on health behaviors to cope with the 

psychological arousal (e.g. depression) brought on by stressful events, in an effort to reduce that 

arousal.77,217  

Health behaviors shape health outcomes. In particular, prior research has underscored the 

importance of physical activity, alcohol consumption, smoking, and routine checkups for their 

role in promoting or undermining health. For instance health behaviors, such as physical activity, 

have gained widespread attention for their role in promoting health. A review of cross-sectional 

and longitudinal studies and randomized clinical trials suggests that those engaging in regular 

physical activity fare better on several health outcomes than those who are physically inactive.220 

Even when adjusting for potential confounders, such as socioeconomic status, gender, or alcohol 

consumption, studies have consistently documented that physical activity can exert positive 

mental health benefits.220 Routine checkups are an additional health behavior linked with 
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positive health outcomes. For example, routine checkups aid in disease prevention (primary 

prevention), in early detection of health conditions (secondary prevention) and aid in 

management of health conditions and improving quality of life among those affected by health 

problems, such as diabetes (tertiary prevention).221 Smoking and alcohol consumption are health 

behaviors implicated with adverse health outcomes. For instance, the evidence linking smoking 

to numerous health consequences (e.g. lung cancer, premature morbidity) has been well 

documented for several decades.222 Prior research has also documented the adverse health 

outcomes associated with alcohol consumption. For instance, excessive alcohol consumption is 

linked with premature death and is responsible for 1 in 10 deaths among adults ages 20 -64 

years.223  

Moreover, Latinos experience several risk factors that increase their risk for engaging in 

health behaviors that undermine health. Several risk factors (e.g. disability, medical mistrust, and 

stress exposure) for poor health behaviors have been documented among Latinos. First, Latinos 

with disabilities experience greater activity limitation severity than non-Hispanic Whites.224 

Latinos report coping with disability and chronic pain by reducing physical activity.27 Second, 

routine checkups are critical for health promotion and early detection of health conditions. 

However, medical mistrust is high among some Latino subgroups.187 Medical mistrust is linked 

with underutilization of health care services185 and lower satisfaction with health care 

services.187–189 Medical mistrust interacts with other documented determinants of medical 

checkups (e.g. underinsured, uninsured)225 to reduce Latinos’ use of health services, including 

routine checkups. Relative to Non-Hispanic Whites and Black Americans, the relationship 

between discrimination and smoking patterns was stronger among Latinos.226 Overall, these 
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patterns suggest that Latinos face several risk factors that may undermine their engagement in 

health promoting behaviors.  

Gaps in the Relationship Between Health Behavior Patterns and Well-Being among 

Latinos 

 A large body of literature has examined the role of health behaviors on overall health and 

well-being. Still, several gaps remain. First, the role of health behaviors within the context of the 

stress process model has been largely overlooked.77 Scholars have underscored health behaviors 

as being beneficial or detrimental to individuals’ health219 and have documented the ways in 

which stressors shape health behaviors.219 However, those drawing from the stress process model 

have largely focused on psychosocial mechanisms (e.g. personal resources, social resources) 

underlying the relationship between status groups, stressors, and health outcomes. Although 

there has been an explicit call for employing an integrated stress and life course perspective for 

the study of health behaviors,77 limited empirical research has been conducted in this area.227,228  

Second, an emerging body of research is using person-centered approaches, such as latent 

class analysis, to evaluate the combined synergistic effect of health behaviors on overall health 

and quality of life. However, Latino-specific studies assessing health behaviors have focused on 

isolated health behaviors and have yet to assess health behavior patterning (clusters, profiles, 

typologies, subgroups). Evaluating single forms of health behaviors obscures the complexity of 

health behaviors and does not consider how individuals engage in a range of both healthy and 

unhealthy behavioral patterns. Overall, this gap in the literature obscures the complex lifestyle 

and health behavior patterning among Latino adults, which minimizes the theoretical 

understanding of health behavior patterning and undermines intervention strategies relevant to 

identifying high-risk groups among this population.  
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Third, although a large body of research has documented the role of social resources for 

individual forms of health behaviors, less is known about the role of social resources for shaping 

health behavior profiles.219,229 Among the few health behavior profiles studies that have been 

conducted, social resources (e.g. family support) have been linked with favorable diabetes 

management strategies.230 However, less is known about the ways distinct social resources shape 

health behavior profiles among Latinos. Identifying which social resources can promote a 

combination of health-promoting health behaviors can inform culturally-tailored intervention 

efforts.  

Fourth, among the limited studies that have employed person-centered approaches, such as 

latent class analysis, to identify profiles of health behaviors, few have assessed health outcomes 

associated with health behavior profiles. The majority of the studies identify profiles of health 

behaviors and identify social characteristics (e.g. social advantage, personal resources) 

associated with latent class membership.230–232 Only a limited number of studies have assessed 

the relationship between health behavior classes and health outcomes. Of the studies that have 

examined linkages between health behavior classes and health outcomes, single health outcomes 

have been assessed independently, such as substance abuse,233 self-rated health,218 and all-cause 

mortality.234 Assessing only one health outcome at a time raises the issue of misclassification 

bias, which can lead to the overestimation of health and well-being.41 As such, using an indicator 

of mental health and global health can provide insight into the overall well-being among Latinos.  

Purpose of the Study  

Given the role of health behaviors for well-being, the present study examines patterns across 

four health behaviors: physical activity, routine checkups, smoking, and alcohol consumption. 

The aims of this study are three-fold: (1) identify profiles of health behaviors (physical activity, 
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routine checkups, smoking, alcohol consumption) among Latinos; (2) determine the social and 

physical health correlates associated with each health behavior profile; and (3) assess well-being 

(depressive symptoms and self-rated general health) across health behavior profiles. Assessing 

health behavior patterning among Latinos can shed light on the distribution of multiple health 

behavior typologies across social groups and can determine well-being across health behavior 

subgroups.   

Methods 

Study Design and Sample  

This study uses data from the “Disabilities” dataset, a community-based study of 

community-dwelling Miami-Dade County adults. This dataset includes extensive measures on 

psychosocial resources, health behaviors, and physical and mental health outcomes among a 

sample of racially and ethnically diverse male and female adults. Wave 1 interviews were 

conducted between the years 2000 to 2001 (n = 2,000). One thousand individuals were screened 

as having activity limitations and 1,000 individuals with no activity limitations were matched on 

age, gender, and race and ethnicity.108 Wave 2 interviews were conducted between the years of 

2003 to 2004 (n = 1,600). Wave 2 was comprised of a representative subsample of 1,600 Wave 1 

participants. Half of Wave 2 participants (n = 800) had a disability and half (n = 800) did not. All 

interviews were computer assisted and administered in participants’ preferred language (English 

or Spanish).108 Interviewers obtained informed consent prior to commencing each interview. 

Additional details on the Disabilities dataset have been described elsewhere.108 

The Disabilities dataset consists of a representative sample of the Miami-Dade County 

population. Participants were sampled so as to achieve equal representation (25% each) of 

Cuban, Non-Cuban Latino, Black, and non-Hispanic White racial and ethnic groups.108 The 
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focus of the study was on physical limitations. Individuals were excluded from the study if their 

limitations stemmed from social, psychological, or cognitive causes or if they had Alzheimer’s 

disease or dementia, or visual, auditory, or speaking impairments.108 To examine patterns of 

coping resources among Latinos, data for this study are restricted to Latinos only (n = 609). Half 

of the sample was born in Cuba (48%), followed by the United States (11%), Colombia (9%), 

Puerto Rico (6%), Nicaragua (4%), Dominican Republic (4%), Guatemala (1%), El Salvador 

(1%), and Mexico (1%). About 15% of the sample was born in a Latin American country outside 

of those listed here. 

Measures 

Health Outcomes 

Depressive Symptoms. Depressive symptoms were measured using the 20-item Center 

for Epidemiologic Studies Depression (CES-D) scale (α = 0.879), which asks questions related to 

depressed mood, appetite loss, sleep disturbance, and feelings of guilt and worthlessness in the 

last month.123 Response options were (0) Not at all, (1) Occasionally, (2) Frequently, and (3) 

Almost all the time. Positive items were reverse coded. The possible range of scores is 0 - 60, 

with higher scores indicating more depressive symptoms.  

Self-rated General Health. Self-rated general health was measured using a four-item 

scale from the RAND 36-Item Health Survey, General Health Subscale.124,125 Participants were 

asked (a) “You seem to get sick a little easier than other people (reverse coded); (b) “You are as 

healthy as anybody you know”; (c) “You expect your health to get worse (reverse coded)”; and 

(d) “In general, your health is excellent”.51 Response options were (0) Definitely true, (1) Mostly 

true, (2) Don’t know, (3) Mostly false, and (4) Definitely false. Two items were reverse coded. 
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Scores were summed and averaged. The possible range of scores is 0 – 4, with higher scores 

indicating worse self-rated general health.  

Health Behaviors  

Physical Activity. Physical activity was measured using federal guidelines from the U.S. 

Department of Health and Human Services, which state that individuals who engage in at least 

150 minutes of moderate activity or 75 minutes of vigorous activity per week are “physically 

active,” whereas those individuals who engage in fewer than 75 minutes of vigorous activity in a 

week are “physically inactive.”204 Physical activity was dichotomized as (0) Inactive and (1) 

Active.  For the purpose of the LCA, the variables remained dichotomized (1 = Inactive, 2 = 

Active).   

Routine Checkup. To assess whether participants had obtained a routine checkup in the 

past 12 months, participants were asked: “In any of your visits to a healthcare provider in the 

past 12 months, did you get a routine checkup?” Response options were (0) No and (1) Yes. For 

the purpose of the LCA, the variables remained dichotomized (1 = No routine checkup, 2 = 

Routine checkup).   

Alcohol. To measure alcohol consumption behavior, participants were asked if they had 

ever consumed “alcoholic beverages, including beer, wine, wine coolers, and hard liquor like 

vodka, gin or whiskey.” Response options were dichotomized (0 = No, 1 = Yes).  For the 

purpose of the LCA, the variables remained dichotomized (1 = Non-drinker, 2 = Drinker).   

Smoking. To measure smoking behavior, participants were asked, “Are you a current 

smoker, ex-smoker, or have you never been a smoker?” Responses were (0) Never, (1) Current, 

and (2) Ex-smoker. For the purpose of the LCA, responses were recoded as (1) Non-smoker 

(Never, Ex-smoker), (2) Smoker (Current). 
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Social Resources 

Positive Family Support. Positive family support was measured using an eight-item (α = 

0.881) version of the Provisions of Social Relations scale.197,198 The scale includes statements, 

such as “Your family often lets you know that they think you are a worthwhile person.” 

Response options were (0) Not at all true, (1) Somewhat true, (2) Moderately true, and (3) Very 

true.  The possible range of scores is 0 – 24. Higher scores indicate a higher presence of positive 

family support.  

Family Pride. Family pride was measured using a six-item family pride scale (α = 0.921). 

The scale was adapted from the work of Olson and colleagues199 and has been shown to be 

reliable among diverse Latino subgroups in various contexts.200–203 Participants were provided 

with statements, such as “You share similar values and beliefs as a family” and “You are proud 

of your family.” Response options were (0) Strongly disagree, (1) Disagree, (2) Agree, and (3) 

Strongly agree. The possible range of scores is 0 to 18, with higher scores indicating a higher 

presence of family pride.  

Friend Social Support. Friend social support was measured using an eight-item (α = 

0.955) modified and shortened version of the Provisions of Social Relations scale.197 Participants 

were provided with eight statements, such as “You have friends who would always take the time 

to talk over your problems, should you want to.” Response options were (0) Not at all true, (1) 

Somewhat true, (2) Moderately true, and (3) Very true. The possible range of scores is 0 – 32, 

with higher scores indicating higher levels of social support from friends.  

Family Negative Support was assessed using an eight-item (α = 0.830) modified and 

shortened version of the Provisions of Social Relations scale.197 Participants were provided with 

statements, such as “Your family is always telling you what to do and how to act” and “Your 
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family is often critical of you.”  Response options were (0) Not at all true, (1) Somewhat true, (2) 

Moderately true, and (3) Very true. The possible range of scores is 0 - 24, with higher scores 

indicating a higher presence of family negative support.  

Medical Mistrust was measured using a three-item scale (α = 0.902). Participants were 

asked how they feel about the people who provide their medical treatment and about the 

treatment itself. Example statements were, “I worry that my doctor does not tell me the full range 

of options for my treatment” and “I worry that my doctor will put cost considerations above the 

care I need.” Response options were (0) Strongly disagree, (1) Mildly disagree, (2) Neither agree 

nor disagree (3) Mildly agree, and (4) Strongly agree. Scores were summed, with the possible 

range of scores being 0 – 12. Higher scores indicate a higher presence of medical mistrust.  

Loneliness was assessed using three items (α = 0.658), such as “During the past few 

months, about how often have you felt lonely?” and “During the past few months, when you felt 

lonely, how lonely did you feel?” Items were summed with the possible range of scores being 0 - 

9. Higher scores indicate higher levels of loneliness.  

Stress Exposure 

Seven domains of stress exposure were assessed: chronic stress, recent life events, major 

life events (trauma), daily discrimination, major discrimination, neighborhood stress, and total 

stress.  

Chronic Stress. Chronic stress was measured using Wheaton’s (1994) scale.130 The scale 

was adapted to better capture stressors middle-aged and older adults are likely to face.71 Chronic 

stress was assessed using 36 items relating to general experiences, relationships, and general 

strain. Example items include, “There is too much pressure put on you to be like other people.” 

Participants were asked the extent to which each item is true. Responses were coded as (0) Not 
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true, (1) Somewhat true, and (2) Very true. Responses to all variables were summed. The range 

of possible scores was between 0 - 72, with higher scores indicating higher levels of chronic 

stress.  

Recent Life Events. Recent life events were measured with a 32-item index that asked 

participants if they had experienced a range of serious accidents, deaths, or financial crises in the 

past 12 months.71 Example items include, “Did someone have a major financial crisis?” 

Responses to all 32 dichotomous (0 = No, 1 = Yes) items were summed, with the possible range 

of scores being 0 - 32.  

Major Life Events (Trauma). Trauma was assessed using 44 items that asked 

respondents whether they had experienced major life events—or trauma—in one’s lifetime (0 = 

No, 1 = Yes). An example item includes, “Did your father or mother not have a job for a long 

time when they wanted to be working?” Response options were summed, with the range of 

possible scores being 0 - 44.   

Major and Everyday Discrimination. Major discrimination and daily discrimination 

were assessed using the Major Discrimination Scale.131 Major discrimination was assessed using 

seven items. Participants were asked if they had ever faced discriminatory events related to 

employment, education, or housing (0 = No, 1 = Yes). Example items include, “Have you ever 

been unfairly treated by the police (e.g. stopped, searched, questioned, physically threatened, or 

abused)?” The possible range of scores was zero to seven. Everyday or daily discrimination was 

measured using nine items (α = 0.864) that include statements, such as “You are treated with less 

courtesy than other people.” Response categories were (0) Never, (1) Rarely, (2) Sometimes, (3) 

Often, and (4) Almost always. Response options were summed, with the possible range of scores 

being 0 - 36.  
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Neighborhood Stressors: Fear of Crime. Neighborhood stressors were measured using 

10 items regarding the extent to which individuals were concerned about becoming a victim of 

crime. Example statements include, “Having someone break into your house and take your 

personal belongings while you are away.” Response categories were (0) Not at all afraid, (1) 

Mildly afraid, (2) Moderately afraid, and (3) Very afraid. The possible range of scores is 0 - 30, 

with higher scores indicating higher levels of fear of neighborhood crime.  

Total Stress. To measure total stress, each stress dimension was standardized using z-

scores and summed.  Scores below zero indicate below average stress exposure while scores 

above zero indicate higher than average stress exposure. The range was –3.80 to 18.30.  

Physical Health Status  

Pain. Participants who reported that they experienced pain were asked about the 

frequency and intensity of the pain. Those who indicated they did not having bodily pain were 

not asked questions about pain intensity or pain frequency and received “No pain” and “Never,” 

respectively, as responses.  

Pain Frequency. Pain frequency was assessed by asking, “How often during the past 

four weeks have you had pain or discomfort?” Responses were (0) Never, (1) A few times, (2) 

Often, and (3) Everyday or almost everyday.  

Pain Intensity. Pain intensity was assessed using one item: “On average, how bad has 

your bodily pain been during the past four weeks?” Responses were (0) No pain, (1) Mild pain, 

(2) Moderate pain, and (3) Severe pain.  

Pain Severity. Pain severity was obtained by crossing pain frequency and pain intensity 

with each other.  
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Activity Limitation. Activity limitation was assessed using one item: “Do you have a 

physical or health problem that limits or interferes with the amount or kind of day to day work or 

recreational activities you can engage in?” Response options were (0) No and (1) Yes. 

Participants who indicated they had an activity limitation were asked about the intensity and 

frequency of the activity limitation.  

Activity Limitation Frequency. To assess activity limitation frequency, participants were 

asked, “How often does this condition interfere with or limit your usual activities?” Responses 

were (0) Never, (1) Rarely or not very often, (2) Sometimes, (3) Often, and (4) All the time. 

Participants who reported not experiencing activity limitation were not asked this question and 

the response was recorded as (0) Never.  

Activity Limitation Intensity. Activity limitation intensity was assessed using a single 

item that asked, “How much does this condition limit your activities, considering what your 

activities would be if you did not have the condition?” Responses were (0) Not at all, able-

bodied, (1) Not very much, (2) Somewhat, and (3) Very much. Participants who reported not 

experiencing activity limitation were not asked this question and the response was recorded as 

(0) Not at all, able-bodied.  

Disability. Participants who were identified as having a disability in the screening process 

were asked, “Earlier someone in your household [or the respondent] told us that you had a 

condition or physical health problem that limits the kind or amount of activity that you can carry 

out (such as work, housework, school, recreation, shopping, or participation in social or 

community activities). I just want to confirm with you now whether that is correct.” Participants 

who confirmed having a disability were coded as (1) Yes. All other responses were coded as (0) 

No.  



	

121 
 

Diabetes. To assess whether participants had been diagnosed with diabetes by a 

physician, participants were asked two questions, “In the past two years, have you had diabetes?” 

and “Was this health problem diagnosed by a physician?” Participants who responded yes to 

both questions were coded as (1) Yes. All other responses were coded as (0) No.  

Arthritis. To assess whether a physician had diagnosed participants with arthritis, 

participants were asked two questions: “In the past two years, have you had arthritis?” and “Was 

this health problem diagnosed by a physician?” Participants who responded that a physician had 

diagnosed them with arthritis were coded as (1) Yes. All other responses were coded as (0) No.  

Health Insurance. One item was used to assess whether participants had health 

insurance: “Do you currently have health insurance?” Response options were (0) No, and (1) 

Yes.  

Difficulty Meeting Medical Expenses. To capture whether respondents had difficulty 

meeting medical expenses, participants were asked, “When you think of your financial situation 

overall, how difficult is it for you to meet the following needs: Medical Expenses?” Responses 

were (0) Not at all difficulty, (1) Somewhat difficult, (2) Very difficult.  

Sociodemographic Factors  

Gender was dichotomized as (0) Male and (1) Female.  

Marital Status was categorized as (0) Married, (1)  Never Married, and (2) Formerly 

Married. 

Parental status was measured using one item: “Do you have children?” Response options 

were (0) No and (1) Yes.  

Socioeconomic Status was calculated based on the composite scores of three equally-

weighted items: occupational prestige, household income of each participant, and education.132 
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To minimize issues with missing data, scores for each of the three SES dimensions were 

standardized, summed, and divided by the number of dimensions on which the data were 

available.71  

Language preference was assessed using one item: “What language do you prefer to 

speak?” Responses were (0) English most or all the time, (1) Spanish and English equally, (2) 

Spanish most or all of the time.  

Country of Birth and Years in the U.S. was captured in a single variable to minimize 

issues with multicollinearity in the regression analyses. Country of birth was assessed using one 

item: “Where were you born?” Responses were (1) U.S., (2) Cuba, (3) Columbia, (4) Mexico, (5) 

Dominican Republic, (6) Nicaragua, (7) Puerto Rico, (8) Guatemala, (9) El Salvador, and (10) 

Other. Country of birth was collapsed into three categories: (0) U.S., (1) Cuba, and (3) Other 

Latin American Country. Years in the U.S. was measured with one item: “How many years have 

you been living in the United States?” Response options were categorized as (0) one to 10 years, 

(1) 11 – 72, and (3) U.S.-born. To combine the country of birth and years in the U.S. variable, 

five categories were developed: (0) U.S.-born, (1) Cuba (1 – 10 years living in the U.S.), (2) 

Cuba (11 or more years living in the U.S.), (3) Other Latin American Country (1 – 10 years 

living in the U.S.), (4) Other Latin American Country (11 or more years living in the U.S.).  

Age. Age was measured continuously. Age ranged from 18 to 94 years.  

Analytic Strategy 

The present analysis was conducted in four steps. First, univariate statistics were 

examined to present the social and health characteristics of the sample (see Table 5.1). Second, 

latent class analysis was used to identify homogenous, mutually exclusive classes based on 

patterns across four health behaviors: physical activity, routine checkups, smoking, and drinking 
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(see Table 5.2). LCA was used to test two-class, three-class, four-class, and five-class models. 

The Akaike information criterion (AIC) and the Bayesian information criterion (BIC) are widely 

accepted methods for model comparison in LCA.235 As such, AIC and BIC criteria were used to 

compare competing models, examine the relative balance of model fit and parsimony, and 

identify the best-fit model. Using the best-fit model, the probability of endorsing each health 

behavior was depicted in Figure 5.1. Third, the social and physical health characteristics 

associated with membership across the health behavior classes were examined (see Table 5.3). 

Chi-square tests were performed for categorical social and health characteristics, while one-way 

analysis of variance (ANOVA) tests were performed for continuous social and health 

characteristics. Fourth, multivariate linear regression was used to assess (a) depressive symptoms 

and (b) self-rated general health across the health behavior classes (see Figure 5.2), while 

controlling for demographic characteristics (gender, marital status, socioeconomic status, age, 

country of birth and years living in the U.S., and language preference), healthcare cost (health 

insurance status and difficulty paying medical expenses), and social resources (positive family 

support, family negative support, and medical mistrust). The covariates included in the 

regression models were data and theory driven. In particular, covariates were determined by 

significant social and health differences observed in Table 5.3 and based on prior research 

highlighting the role of demographic,219,225 healthcare costs,225 and social resources219 on 

depressive symptoms and self-rated health.  

Results 

Participants’ social and health characteristics are presented in Table 5.1. The majority of 

participants are foreign-born (90%), with half born in Cuba (50%). The majority of the sample 

has been living in the U.S. for over ten years (82%). The sample consists of a comparable 



	

124 
 

distribution of men (47%) and women (53%) with an average age of 57 years. Furthermore, 

74% of participants are 45 years of age or older, highlighting the utility of these data for 

examining patterns in health behaviors and the management of stressors and health challenges 

among midlife and older Latinos. Overall, 23% of the participants in the sample have a 

disability, 12% have been diagnosed with diabetes, and 30% have been diagnosed with arthritis.  

Table 5.1  
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Percent Mean (SD)
Self-rated General Health [0,4] 1.23 (0.94)
Depressive Symptoms [0,48] 15.68 (8.88)
Stress Exposure

Chronic Stress [0, 47] 4.77 (6.02)
Recent Life Events [0, 8] 0.84 (1.38)
Major Life Events [0, 7] 1.02 (1.25)
Daily Discrimination [0, 8] 3.36	(4.76)
Major Discrmination [0, 6] 0.46 (0.95)
Neighborhood Stressors [0, 30] 11.03 (10.86)
Total Stress Exposure [-3.80, 18.30] 0.96 (3.77)

Pain Frequency
Never 64.37
A Few Times 15.11
Often 10.34
Everyday or Almost Everyday 10.18

Pain Intensity
No Pain 64.37
Mild Pain 8.05
Moderate Pain 13.96
Severe Pain 13.63

Pain Severity [0, 9] 1.53 (2.64)
Activity Limitaton Frequency

Never, Able-bodied 68.64
Rarely or Not Very Often 2.46
Sometimes 6.08
Often 12.48
All the Time 10.34

Activity Limitation Intensity 
Not At All, Able-bodied 68.64
Not Very Much 3.94
Somewhat 13.46
Very Much 13.96

Disability
      Yes 23.15
      No 76.85
Diabetes
      Yes 11.49
      No 88.51
Arthritis
      Yes 29.72
      No 70.28

Sample Characteristics, Disabilities Dataset, 2000-2001
All (N=609)
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Health Insurance
      Yes 76.14
      No 23.86
Difficulty Meeting Medical Expenses
     Not At All Difficult 60.00
     Somewhat Difficult 23.41

  Very Difficult 16.59
Positive Family Support [0, 24] 19.99 (5.19)
Family Pride [0, 18] 14.75	(3.66)
Friend Social Support [0, 24] 16.53 (7.31)
Family Negative Support [0, 24] 5.83 (5.74)
Medical Mistrust [0, 12] 4.44 (4.53)
Loneliness [0, 9] 4.24 (1.74)
Gender
     Female 53.20
     Male 46.80
Marital Status
     Married 50.08
     Formerly Married 36.95

 Never Married 12.97
Parental Status
      Yes 80.30
      No 19.70
Socioeconomic Status (SES)

Low SES 39.24
Moderate SES 30.21
High SES 30.54

Language Preference
English Most or All of the Time 65.52
Spanish and English Equally 18.23
Spanish Most or All of the Time 16.26

Years in the U.S.and Country of Birth
   1 - 10 years (Cuba) 8.87
  11+ years (Cuba) 41.38
  1 - 10 years (Other Latino American Country) 9.36
 11+ years (Other Latino American Country) 30.54
 U.S.-born 9.85

Age [18, 94] 56.62 (16.83)
Note. Variable ranges included in brackets. To assess total stress, each stress 
dimension was standardized using z-scores and summed. Scores below zero 
indicate below average stress exposure while scores above zero indicate 
higher than average stress exposure.               
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Health Behavior Classes 

To identify mutually exclusive and empirically distinct classes of health behaviors, two, 

three, four, and five-class LCA models were tested. AIC and BIC criteria were used to examine 

the relative balance of model fit and parsimony and to select the final model (see Table 5.2).  

Table 5.2  

Two-Class	Model Three-Class	Model Four-Class	Model Five-Class	Model
AIC 36.43 31.67 38.76 48.26
BIC 76.46 93.93 123.26 154.99
Adjusted	BIC 47.88 49.48 62.94 78.80

Health Behaviors: Latent Class Analysis Model Comparison

 

 

Relative to the three-class model (AIC = 31.67, BIC = 93.93, adjusted BIC = 49.48), 

four-class model (AIC = 38.76, BIC = 123.26, adjusted BIC = 62.94), and five-class model (AIC 

= 48.26, BIC = 154.99, adjusted BIC = 78.80), adjusted and unadjusted BIC indicators suggest 

the two-class model (AIC = 36.43, BIC = 76.46, adjusted BIC = 47.88) was the best-fit model. 

Although AIC values were similar for the two-class and three-class model, BIC has been found 

to perform slightly better than AIC.236 As such, the two-class model was used to profile health 

behavior patterns. In the two-class model, 72% (n = 440) of participants were in Class 1 and 18% 

(n = 169) or participants were in Class 2. Figure 5.1 depicts the probability of endorsing each 

health behavior within each of the two classes.  
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Figure 5.1 Probability of High Health Behaviors across Classes 

 

Class 1: Drinkers with High Physical Activity and Routine Checkups. Members of 

Class 1 had a high probability of endorsing being physically active (96%), having a routine 

checkup in the past 12 months (81%), and having consumed alcohol in their lifetime (90%). 

Members of Class 1 had a low likelihood of currently smoking (20%).  

Class 2: Non-drinkers with High Physical Activity and Moderate Routine Checkups 

Members of Class 2 had a high likelihood of endorsing being physically active (89%) and a low 

likelihood of smoking currently (5%) and drinking in their lifetime (10%). Members of Class 2 

had an equal probability (52%) of having or not having a routine checkup in the past 12 months.  

Overall, the likelihood of being physically active was high among both classes and the 

likelihood of being a current smoker was low among both classes. Class 1 and Class 2 varied on 

two health behaviors: routine checkups and drinking. More specifically, members of Class 1 

were likely to have a routine checkup in the past 12 months, whereas members of Class 2 had an 

equal probability of having or not having a routine checkup in the past 12 months. Members of 
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Class 1 were likely to have consumed alcohol in their lifetime (drinkers), whereas members of 

Class 2 had a low likelihood of ever drinking (non-drinkers).  

Social and Health Characteristics across Health Behavior Classes  

Table 5.3 presents the distribution of participants’ social and health characteristics for each of 

the health behavior classes. There were significant differences across health behavior classes on 

six of the seven dimensions of stress exposure, three social resources (positive family support, 

family negative support, and medical mistrust), healthcare costs (health insurance and difficulty 

meeting medical expenses), and most sociodemographic characteristics (gender, marital status, 

socioeconomic status, country of birth and years in the U.S., language preference, and age). 

Interestingly, there were no differences in physical health conditions (pain and activity limitation 

dimensions, disability, diabetes, or arthritis) between members of Class 1 and Class 2. 

Supplemental analyses (see Appendix B) suggest there were no differences in personal resources 

(spiritual coping, divine fate, mastery, or self-esteem) or faith-based indicators (e.g. belonging to 

a church, church attendance) between members of Class 1 and Class 2.  

Overall, members of Class 1 had significantly higher stress exposure than members of Class 

2 on all stress exposure domains except neighborhood fear of crime. Socioeconomic status varied 

between health behavior classes, p < 0.001. Members of Class 1 comprised a larger proportion of 

those belonging to the high SES strata (35%). Furthermore, those in Class 1 were also more 

likely to have health insurance (p = 0.001) and were less likely to experience difficulty meeting 

medical expenses (p = 0.010) than members of Class 2.  

The distribution of three social resources varied significantly between Class 1 and Class 2. 

Relative to Class 2, members of Class 1 experienced higher levels of positive family support and 

lower levels of family negative support and medical mistrust.  
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Table 5.3  

Social and Health Characteristics by Health Behavior Class (N = 609)

p-value
Percent Mean (SD) Percent Mean (SD)

Self-rated General Health [0,4] 1.15 (0.92) 1.44	(0.94) p	=	0.005
Depressive Symptoms [0,48] 16.21 (8.63) 14.29	(9.38) p	=	0.017
Stress Exposure

Chronic Stress [0, 47] 5.42 (6.15) 3.07	(5.31) p	<	0.001
Recent Life Events [0, 8] 0.96 (1.41) 0.54	(1.26) p	=	0.001
Major Life Events [0, 7] 1.19 (1.30) 0.59	(0.99) p	<	0.001
Daily Discrimination [0, 8] 3.94	(4.75) 1.85	(4.44) p	<	0.001
Major Discrmination [0, 6] 0.53 (1.00) 0.25	(0.78) p	=	0.001
Neighborhood Stressors [0, 30] 11.34 (10.76) 10.22	(11.11) p	=	0.255
Total Stress Exposure [-3.80, 18.30] 1.55 (3.72) -0.57	(3.46) p	<	0.001

Pain Frequency p	=	0.137
Never 62.50 69.23
A Few Times 16.82 10.64
Often 11.14 8.28
Everyday or Almost Everyday 9.55 11.83

Pain Intensity p	=	0.233
No Pain 62.50 69.23
Mild Pain 8.18 7.69
Moderate Pain 15.68 9.47
Severe Pain 13.64 13.61

Pain Severity [0, 9] 1.56 (2.62) 1.45 (2.69) p	=	0.634
Activity Limitaton Frequency p	=	0.312

Never, Able-bodied 68.86 68.05
Rarely or Not Very Often 2.95 1.18
Sometimes 6.82 4.14
Often 11.36 15.38
All the Time 10.00 11.24

Activity Limitation Intensity p	=	0.090
Not At All, Able-bodied 68.86 68.05
Not Very Much 4.77 1.78
Somewhat 14.09 11.83
Very Much 12.27 18.34

Disability p	=	0.406
      Yes 22.27 25.44
      No 77.73 74.56
Diabetes p	=	0.209
      Yes 12.50 8.88
      No 87.50 91.12
Arthritis p	=	0.217
      Yes 31.14 26.04
      No 68.86 73.96

Class 1: Drinkers with High 
Physical Activity and Routine 

Checkups (n = 440)

Class 2: Non-drinkers with High 
Physical Activity and Mixed 
Routine Checkups (n = 169)
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Health Insurance p	=	0.001
      Yes 76.14 63.31
      No 23.86 36.69
Difficulty Meeting Medical Expenses p	=	0.010
     Not At All Difficult 60.00 47.34
     Somewhat Difficult 23.41 27.22

  Very Difficult 16.59 25.44
Prayer p	=	0.093
    Less Than Once a Week 8.36 16.19
    Once a Week 8.00 8.57

 Several Times a Week 18.18 23.81
 Once a Day 24.36 20.00
 Several Times a Day 41.09 31.43

Positive Family Support [0, 24] 20.25 (4.94) 19.32	(5.76) p	=	0.047
Family Pride [0, 18] 14.88	(3.64) 14.43	(3.70) p	=	0.177
Friend Social Support [0, 24] 16.88 (7.30) 15.62	(7.33) p	=	0.057
Family Negative Support [0, 24] 5.53 (5.62) 6.62	(6.00) p	=	0.036
Medical Mistrust [0, 12] 4.15 (4.61) 5.18	(4.23) p	=	0.012
Loneliness [0, 9] 4.30 (1.67) 4.07	(1.92) p	=	0.132
Gender p	<	0.001
     Female 47.05 69.23
     Male 52.95 30.77
Marital Status p	<	0.001
     Married 52.5 43.79
     Formerly Married 32.27 49.11

 Never Married 15.23 7.10
Parental Status p	=	0.767
      Yes 80.00 81.07
      No 20.00 18.93
Socioeconomic Status (SES) p	<	0.001

Low SES 35.45 49.11
Moderate SES 29.55 31.95
High SES 35.00 18.93

Language Preference p	=	0.003
English Most or All of the Time 61.59 75.74
Spanish and English Equally 19.55 14.79
Spanish Most or All of the Time 18.86 9.47

Years in the U.S.and Country of Birth p	=	0.029
   1 - 10 years (Cuba) 7.50 12.43
  11+ years (Cuba) 40.68 43.20
  1 - 10 years (Other Latino American Country) 8.41 11.83
 11+ years (Other Latino American Country) 31.82 27.22
 U.S.-born 11.59 5.33

Age [18, 94] 55.30 (16.91) 60.05 (16.18) p	=	0.002
Note. Variable ranges included in brackets. To assess total stress, each stress dimension was standardized using z-scores and summed. 
Scores below zero indicate below average stress exposure while scores above zero indicate higher than average stress exposure.               
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There were significant demographic differences between the two health behavior classes on 

most sociodemographic characteristics. For instance, in Class 1 there were somewhat more men 

than women while in Class 2 69% were female. Members of Class 1 (M = 55.30, SD = 16.91) 

were also younger than member of Class 2 (M = 60.05, SD = 16.18), p = 0.002.  

Overall, patterns in social and health characteristics suggest that members of Class 2 are 

socially disadvantaged, relative to members of Class 1. Approximately 49% of those in Class 2 

are from low socioeconomic strata and 53% find it somewhat or very difficult to pay for medical 

expenses. Although 95% of Class 2 members are foreign-born, members of Class 2 comprise the 

largest proportion of individuals who prefer to speak English most or all of the time (76%). 

Moreover, members of Class 2 experience higher levels of family negative support and medical 

mistrust than members of Class 1. Despite being disadvantaged across several social indicators, 

members of Class 2 experience lower levels of stress exposure than members of Class 1. Overall, 

patterns in social and health characteristics suggest that each health behavior class is correlated 

with unique patterns in risks (e.g. stress exposure, medical mistrust) and social advantage or 

disadvantage.  

Depressive Symptoms and Perceived General Health across Health Behavior Classes 

Figure 5.2a presents results from the multivariate linear regression models and depicts the 

mean depressive symptom scores for each of the health behavior classes. Controlling for 

demographic characteristics (gender, marital status, socioeconomic status, age, country of birth 

and years living in the U.S., and language preference), healthcare access (health insurance status 

and difficulty paying medical expenses), and social resources (positive family support, family 

negative support, and medical mistrust), those in Class 1 (M = 21.99) had more depressive 

symptoms than those in Class 2 (M = 20.17, p < 0.001). Supplemental analyses (see Appendix C) 
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controlling only for demographic characteristics (gender, marital status, socioeconomic status, 

age, country of birth and years living in the U.S., and language preference) reveal the same 

pattern: those in Class 1 fare worse on depressive symptoms (M = 16.46) than those in Class 2 

(M = 16.05), p < 0.001.  

Figure 5.2. Mean Depressive Symptom Scores and Self-Rated General Health Scores across 

Health Behavior Classes 

 

Figure 5.2b presents results from the multivariate linear regression models and depicts 

the mean self-rated general health scores for each of the health behavior classes. Controlling for 

demographic characteristics (gender, marital status, socioeconomic status, age, country of birth 

and years living in the U.S., and language preference), healthcare access (health insurance status 

and difficulty paying medical expenses), and social resources (positive family support, family 

negative support, and medical mistrust), there were significant differences in self-rated general 
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health between Class 1 (M = 0.50) and Class 2 (M = 1.24), p = 0.050. Supplemental analyses (see 

Table 5.3) controlling only for demographic characteristics (gender, marital status, 

socioeconomic status, age, country of birth and years living in the U.S., and language preference) 

suggest Class 1 members (M = 0.50) have significantly better self-rated health than Class 2 

members (M = 1.19), p = 0.020. Comparing the reduced model and full regression model suggest 

that incorporating healthcare cost and social resources as covariates attenuates the healthcare cost 

and social resource advantages experienced by Class 1 members.  

Figure 5.3. Mean Depressive Symptom Scores and Self-Rated General Health Scores across 

Health Behavior Classes 

 

Overall, results from the multivariate linear regressions consistently suggest that 

members of Class 1 have significantly higher depressive symptom scores than members of Class 

2. On the other hand, when controlling for demographic characteristics only, members of Class 1 

have significantly better self-rated general health scores than members of Class 1. Once 

healthcare cost and social resources are adjusted for, the pattern remains but becomes only 
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marginally significant. These results underscore the distinct role of healthcare costs and social 

resources for depressive symptoms and self-rated general health. Additionally, these results 

underscore the role of stress exposure on depressive symptoms, above and beyond demographic, 

healthcare cost, and social resources.  

Discussion 

Health behaviors are one of the many ways individuals cope with stressors.215 When 

stressed, individuals may engage in health behaviors, such as smoking, drinking, eating, or 

exercising, to reduce feelings of distress. However, some health behavior patterns can promote 

health (e.g. physical activity) and others can undermine health (e.g. smoking). Consistently 

engaging in adaptive or maladaptive health behavior patterns can shape health trajectories across 

the life course and can exacerbate health problems. As such, examining health behavior patterns 

is an important aspect of understanding individuals coping and self-management processes. 

Assessing health behavior patterns among Latinos can identify the heterogeneity of coping 

among Latinos and can inform culturally-tailored health promotion efforts, such as intervention 

programs. The present study sought to (1) identify profiles of health behaviors (2) determine the 

social and physical health correlates associated with each health behavior profile; and (3) 

evaluate well-being (depressive symptoms and self-rated general health) across health behavior 

profiles. 

Health Behavior Profiles: Social and Health Correlates 

Two health behavior classes were identified. Class 1 was characterized by having a high 

probability of being physically active, engaging in routine checkups, and having consumed 

alcohol in their lifetime; they had a low probability of currently smoking. Class 2 was 

characterized by also having a high probability of being physically active. They had an equal 
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probability of engaging or not engaging in routine checkups, and a lower probability of currently 

smoking or consuming alcohol in their lifetime. The few studies that have used person-centered 

approaches to identify health behavior profiles have commonly observed between two to four 

mutually exclusive health behavior profiles, depending on the sample size and number of health 

behaviors considered in the latent class analysis.218,232,234 Prior health behavior classes have been 

described as “healthier” and “less healthy” classes218 or “healthy” and “unhealthy” groups232 or 

not named.234 As such, observing two health behavior classes is consistent with prior literature, 

particularly in cases where four health behaviors are observed.218 Although the number of classes 

is consistent with prior literature, the classes observed in this study are more nuanced. Each 

health behavior profile observed in the study had a mixture of health behaviors that promote or 

undermine health.   

 Two health behaviors (physical activity and smoking) did not distinguish the health 

behavior classes from one another. In other words, the likelihood of engaging in these health 

behaviors was the same across the full sample. Physical activity was high among the full sample, 

which is surprising given that recent estimates from the CDC suggest that over 30% of Latinos in 

Florida are physically inactive.237 Moreover, data for this study come from the Disabilities 

dataset and the sample is primarily comprised of older Latino adults, both of which may hinder 

physical activity engagement. Nevertheless, the physical health patterns among this sample may 

explain the high likelihood of physical activity that was observed. For instance, less than one-

fourth of the sample has a disability, and the majority of the sample does not experience activity 

limitation or pain, which are well-documented risk factors for physical inactivity.224,238  

While the likelihood of being physically active was high among both health behavior 

classes, the likelihood of smoking was low among both health behavior classes. The prevalence 
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of cigarette smoking among Latinos in the United States is lower than all other racial and ethnic 

groups, with the exception of Asian-Americans and the likelihood of smoking among foreign-

born Latinos is lower than U.S.-born Latinos.239 Given the composition of our sample—

primarily older and foreign-born Latinos—findings from this study do not diverge from cigarette 

smoking trends among this population.  

Two health behaviors (routine checkups and drinking) distinguished the health behavior 

classes from one another. Overall, likelihood of routine checkups varied by socioeconomic 

status, social support, and medical mistrust patterns. For instance, the likelihood of routine 

checkups in the past 12 months was high among the financially advantaged class with strong 

family support resources (Class 1), which is consistent with prior research.225 Members of Class 

2 had mixed patterns in routine checkups, such that only 52% had a high likelihood of engaging 

in routine checkups. The variance likelihood of having a routine checkup can stem from several 

factors specific to Class 2. For instance, members of Class 2 were characterized by being 

financially disadvantaged, with half belonging to the low socioeconomic strata and 53% 

indicating meeting medical expenses was very or somewhat difficult. Moreover, members of 

Class 2 reported higher levels of family negative support and medical mistrust than members of 

Class 1. Financial disadvantage, lack of health insurance, low social support, and medical 

mistrust are risk factors for not having a routine checkup185,225 and may be coalescing to reduce 

the likelihood of routine checkups among members of Class 2. Overall, the high levels of these 

financial status, health insurance, social support, and medical mistrust risk factors among 

members of Class 2 may explain their patterns in routine checkups.  

Lastly, the probability of lifetime alcohol consumption was high among members of 

Class 1 and low among members of Class 2. Class 1 is comprised equally of men and women, 
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whereas Class 2 is comprised of more women (69%) than men (31%). A large body of literature 

has documented gender differences in alcohol consumption.240 Although the gap is narrowing, 

men have generally consumed more alcohol than women.240 As such, gender differences across 

the health behavior classes may contribute to the alcohol consumption patterns observed. 

Supplemental analyses suggest there were no differences in faith-based activities (e.g. church 

attendance, church belongingness). These findings reduce the likelihood of spirituality or 

religion contributing to the differences in alcohol consumption across the classes.  

Health Behaviors, Depressive Symptoms, and Self-rated General Health 

 Patterns in depressive symptoms across the health behavior classes consistently suggest that 

members of Class 1 have significantly more depressive symptoms than members of Class 2. The 

unadjusted depressive symptom scores first indicated this pattern and the pattern remained 

consistent, regardless of whether the analysis controlled for demographic characteristics only or 

controlled for demographic characteristics, healthcare costs, and social resources. Relative to 

Class 2, members of Class 1 are advantaged across numerous social indicators (e.g. 

socioeconomic status, healthcare costs, strong social resources) that are linked with favorable 

health outcomes. However, members of Class 1 experienced higher stress exposure than 

members of Class 2 on six of the seven domains of stress exposure. As such, findings suggest 

that even strong family resources and financial advantage cannot fully protect against the 

negative impact of stress exposure on mental health. To date, the majority of studies that have 

identified health behavior profiles using similar health behaviors assessed in the present study 

have not evaluated the relationship between health behavior profiles and depressive 

symptoms.230,231 The limited research impedes direct comparisons with prior research assessing 

the relationship between health behavior profiles and depressive symptoms. However, trends 
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between the health behaviors specific to classes emerged. Members of Class 1 were more likely 

to be drinkers and engage in routine checkups, relative to Class 1. Drinking is one way 

individuals cope with stressors. As such, results may be indicating how the high levels of stress 

exposure among members in Class 1 are correlated with a high likelihood of alcohol 

consumption in their lifetime, and—in turn—are associated with higher depressive symptom 

scores. In future studies, capturing the quantity of alcohol consumed (e.g. heavy drinking) can 

clarify the nuances between drinking behaviors and depressive symptoms.  

Patterns in self-rated general health across the health behavior classes suggest that members of 

Class 1 have better self-rated general health than members of Class 2. The statistical significance 

in self-rated general health differences becomes attenuated with a p=.05 after the inclusion of 

well-documented demographic, healthcare cost, and social resources as covariates. These 

findings suggest that the favorable self-rated general health outcomes observed by Class 1 partly 

stem from their advantaged status (e.g. socioeconomic status, family strain) compared to Class 2. 

Prior research on health behavior patterns suggests that members of the healthier class had better 

self-rated health scores than those in the less healthy class.218 The health behavior profiles 

identified in this dissertation study used different health behaviors to identify latent classes and 

health behavior profiles were not dichotomized as a healthier and less healthy class. These 

differences restrict direct comparisons between prior research assessing health behavior profiles 

and self-rated health.  

 As a result of assessing both depressive symptoms and self-rated general health, findings 

from this study suggest that health behavior classes were differentially associated with mental 

and global health outcomes. Class 1 members experienced worse depressive symptom scores but 

better self-rated general health scores than those in Class 2. Findings from this study also 
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underscore stress exposure as more detrimental for mental health than global health. Once the 

effect of sociodemographic, health care costs, and social resources were accounted for, there 

were no differences in self-rated general health between the two health behavior classes. 

However, the differences in depressive symptoms remained, emphasizing the independent role of 

stress exposure for psychological distress, consistent with prior research. For instance, prior 

research has documented the deleterious role of stress exposure for depressive symptoms36,241 

and the negative association and positive association of social resources for self-rated health.242 

Limitations  

 Findings from this study should be considered in light of several limitations. First, data 

for this study come from a regional sample of Latinos in Florida, which limits the 

generalizability of the findings to other populations and regions. Nevertheless, this is one of the 

first studies to employ latent class analysis to identify patterns in health behaviors among 

Latinos. As such, this is an important first step in assessing the distribution of health behavior 

patterns among a regional sample of Latinos. Future studies should examine health behavior 

profiles across diverse regions, to capture the heterogeneity of the Latino population in the 

United States and to better inform targeted health promotion efforts. Second, this study uses 

cross-sectional data, which introduces temporal ambiguity and limits any claims on causality 

between social and health characteristics, health behavior profiles, and well-being. To date, 

studies that have employed latent class analysis to the study of health behaviors have used cross-

sectional data,218,231,234 which is an important first step for revealing health behavior patterns 

rather than isolated health behaviors. Future research should use longitudinal data and latent 

transition analysis to assess the distribution of health behavior patterning among Latinos and to 

assess how these health behavior patterns change across the life course.  
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Third, there are limitations to the some of the health behaviors assessed. For instance, 

smoking was dichotomized as those who are current smokers and those who are not. Future 

research should quantify smoking behavior by measuring the number of cigarettes smoked per 

day and/or the duration (in years) of smoking over the life course. Similarly, in this study, 

alcohol consumption was dichotomized as those who have consumed any alcohol in their 

lifetime and those who have not. Although prior research has documented differences between 

those who are never drinkers and those who are drinkers, assessing diverse subgroups of drinkers 

(e.g. social drinkers, heavy drinkers, alcohol dependence) would shed light on the ways distinct 

drinking patterns are related to other health behaviors. Despite these limitations, this study 

assesses multiple health behaviors to capture a range of health behavior patterning. Moreover, 

this is the first study to consider routine checkups in health behavior profiles, which is 

particularly salient to be better understand how these patterns relate to the broader management 

of stressors and chronic health conditions.  

Fourth, social desirability may bias health behavior reporting. Social desirability refers to the 

tendency of participants reporting their behaviors in a fashion that would project them in a 

favorable light. Social desirability has been found to bias self-reports of physical activity levels, 

for instance.243 Despite the potential for this bias, it is important to note that the potential for 

social desirability bias affects numerous self-reports. However, it is critical to continue assessing 

health behaviors for health promotion and disease prevention.  

Implications for Practice 

 Results from this study have several implications for public health practice. In particular, 

results suggest that routine checkups, medical mistrust, social support resources, and smoking 

behavior are the factors that should be targets of intervention. Results from the latent class 
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analysis suggest that routine checkups and alcohol consumption distinguish the two health 

behavior classes. Moreover, relative to Class 1, there was a correlation between lower likelihood 

of routine checkups and (a) high levels of medical mistrust and (b) low levels of social support. 

These patterns underscore prior literature regarding the interconnectedness of medical mistrust, 

social support, and routine checkups.185,219,225 These findings also underscore the nature of health 

behaviors, such that quality of life and well-being are influenced by multiple health behaviors. 

As a result, intervention efforts should target health behaviors simultaneously.  

Although the likelihood of smoking was low among the full sample, it is important to note 

that this sample is primarily comprised of older foreign-born Latino adults. The prevalence of 

foreign-born Latino adults is lower than U.S.-born Latinos and other racial and ethnic groups. 

Moreover, electronic cigarette use (vaping) is a growing public health concern in the U.S. and 

worldwide. Vaping has been identified as an epidemic, primarily among youth.244 Given the 

relatively recent surge in vaping and its linkages with adverse health outcomes (e.g. severe 

pulmonary disease), public health professionals, clinical teams, and researchers will need to 

work together to identify the health consequences posed by tobacco products and to develop 

strategies to mitigate the prevalence and negative outcomes of diverse forms of tobacco 

products.245 

Implications for Theory  

 Findings from this study have several implications for the study of health behaviors. 

First, results highlight the utility of employing latent class analysis to the study of health 

behaviors. As other scholars have noted, the protective effects of healthy lifestyles for disease 

prevention are well documented, but the underlying combinations of health behaviors are less 

well understood.218 Coping is a complex behavior113 and individuals engage in a diverse range of 
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health promoting and health harming behaviors. Employing person-centered approaches, such as 

latent class analysis, is an effective method of data reduction230 as it facilitates observing health 

behavior combinations and assessing predictors and health consequences of these health 

behavior combinations. By employing latent class analysis to the study of health behaviors 

among Latino adults, two health behaviors emerged as potential intervention targets (routine 

checkups and alcohol consumption). Moreover, several social conditions (e.g. socioeconomic 

advantage, family social support, medical mistrust) were differentially associated with routine 

checkups, underscoring their significance.  

These findings underscore the utility of integrating the life course perspective and stress 

process model to examine patterns in social and health characteristics, health behavior profiles, 

and well-being among Latinos. The role of health behaviors within the context of the stress 

process model has been largely overlooked. Results from this study underscore the importance of 

linked lives, social resources, and social pathways for identifying health behavior patterning. 

Patterns across social characteristics and social resources highlight the role of distinct trajectories 

for health behaviors, particularly routine checkups. To add, results from the multivariate 

regressions highlight the role of social resources in buffering the negative impact of stressors on 

well-being. Ultimately, this finding underscores the principle of linked lives, as social resources 

protect against depressive symptoms. Despite the protective role of social advantage and social 

resources in mitigating depressive symptoms, those with the highest levels of stress exposure still 

experienced the most depressive symptoms. As such, it is critical to continue identifying the 

most effective ways to mitigate the adverse effects of stress exposure on health. Health behaviors 

are one of the many ways individuals cope.77,215 As such, theoretical approaches, such as the 
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stress and life course perspectives, provide a useful lens for the study of health behaviors 

patterns.  

Moreover, this is one of the first studies to employ latent class analysis to the study of health 

behavior patterning among Latino adults. Prior research has employed latent class analysis to 

identify patterns in e-cigarette smoking among a sample of Latino, Black, and White 

adolescents,246 to assess acculturation among Latino adults247 and to assess family conflict 

profiles among Latino adults.233 As such, this is the first study to assess diverse health behaviors 

among Latino adults. Findings from this study extend our understanding of the relationship 

between social risks/assets, health behavior patterning, and well-being by documenting the social 

and health correlates of distinct health behavior patterns and by assessing well-being.  

Future Research  

Overall, there is a paucity of research using person-centered approaches, such as latent class 

analysis, to identify subgroups (profiles, clusters) of health behaviors. Prior research on health 

behavior patterning has used cross-sectional studies to assess health behavior patterns. 

Replication of findings is an important next step. Prior research has commonly observed between 

two to four mutually exclusive health behavior profiles. However, heterogeneity in the number 

of classes observed may be a function of several factors, such as the number of health behaviors 

included in the latent class analysis, sample size, and the population studied. For instance, Laska 

and colleagues employed latent class analysis and observed four health behavior classes for both 

men and women. However, the greater number of classes may be due to assessing patterns across 

ten health behavior indicators among a large sample.231 Taken together, these patterns suggest 

the need for replication. Further, findings are mixed regarding the role of personal resources for 

health. Prior research has found that personal resources, like self-efficacy, predict latent class 
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membership.230 However, supplemental analyses in the present study suggest there were no 

differences in the distribution of personal resources across latent class membership.  

Although the need for examining the implications of multiple health behaviors, rather than 

isolated health behaviors, has been emphasized, few studies have done so, particularly among 

racial and ethnic groups. Prior research has documented distinct patterns in coping, personal 

resources, and social resources across racial and ethnic groups. As such, there are good grounds 

to suspect, and therefore assess, whether health behavior patterns vary across racial and ethnic 

groups.  

Employing person-centered approaches using longitudinal data and among racial and ethnic 

groups are important next steps for the study of health behaviors. For instance, latent transition 

analysis is a person-centered methodological approach used to assess how latent classes change 

over time.248 For the study of health behaviors, it is important to recognize that health behaviors 

are not stagnant; instead, they fluctuate throughout the life course. As such, latent transition 

analysis can be a useful tool to assess how individuals’ health behavior patterns change over 

time.  
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CHAPTER 6 
DISCUSSION 

 
Latinos are the largest minority group in the United States.153 Relative to non-Hispanic 

Whites, Latinos fare poorly on indicators of well-being, such as depressive symptoms115,154 and 

self-rated health.7 Moreover, Latinos face a range of challenges (e.g. multiple chronic conditions, 

uninsured or underinsured status, underutilization of medical health services, and medical 

mistrust) that undermine their ability to successfully manage health- and stress-related 

challenges.3,4,45 As such, identifying the ways that Latinos draw on coping resources to deal with 

stress and health challenges across the life course may be just as important as identifying risk 

factors that contribute to poor health.  

Although prior coping research has examined the role of psychosocial and behavioral 

resources on health, most studies have focused on the role of one coping resource at a time. 

Recently, there has been a call to examine three distinct types of resources—personal, social, and 

behavioral99 –and to observe these coping resources in their naturally occurring complex 

states.182 It is critical to understand how patterns across these distinct types of resources shape 

health trajectories. Moreover, to better promote positive coping and maximize health among 

Latinos, it is critical to understand the types of personal, social, and behavioral coping tools that 

Latinos use to respond to hardships. 

The overarching purpose of this dissertation was to understand the modifiable factors that 

improve quality of life among Latinos. Specifically, this dissertation study aimed to identify 

patterns in personal coping resources, social coping resources, and health behaviors, 

respectively, among Latinos and to identify the characteristics and well-being of Latinos 

associated with these coping profiles. Latent class analysis was employed to identify profiles of 

coping resources among Latinos, explore the social and health factors that shape the 
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development of these profiles, and assess how these profiles relate to well-being. The aims for 

each dissertation study was three-fold: (1) identify coping profiles among a sample of Latino 

adults, (2) examine the social and health correlates associated with each coping profile, and (3) 

evaluate two indicators of well-being (depressive symptoms and self-rated general health) across 

each coping profile. Study 1 identified coping profiles using six indicators of personal coping 

resources: spiritual coping, divine fate, ethnic centrality, ethnic identity, mastery, and self-

esteem. Study 2 identified coping profiles using seven indicators of social coping resources: 

positive family support, family pride, family interaction, friend social support, family negative 

support, medical mistrust, and loneliness. Study 3 identified coping profiles based on patterns 

across four health behaviors: physical activity, routine checkups, smoking, and alcohol 

consumption. By having each dissertation study focus on patterns of personal resources, social 

resources, and health behaviors, respectively, this dissertation was able to uniquely capture latent 

subgroups across each coping resource type. Thus, the three studies work in concert to 

disentangle the relationship between distinct coping profiles and well-being. Several notable 

findings within and across the three dissertation studies emerged.  

Profiles of Personal Resources, Social Resources, and Health Behaviors  

Each study revealed unique patterns in the distribution of personal resources, social 

resources, and health behaviors. Based on patterns across six indicators of personal resources, 

Study 1 revealed four latent personal resource coping profiles. There were interesting patterns in 

the distribution of the two indicators of spirituality (spirituality and divine fate), the two 

indicators of ethnic identity (ethnic connectedness and ethnic centrality) and the two indicators 

of personal control (mastery and self-esteem). For instance, the two indicators of spirituality 

were present at steady levels across the four resource profiles. The two indicators of ethnic 
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identity varied within and across the resource profiles, underscoring the two constructs as 

independent from one another. Finally, the two indicators of personal control varied across the 

profiles, but were similar within classes, suggesting independence of the two constructs. Taken 

together, these findings extend the knowledge base of personal resources in three ways. First, 

prior research has documented the centrality of spiritual coping among Latinos.21,31,249 Findings 

from this study are consistent with prior research, as they document spiritual coping resources as 

relatively high and stable among the profiles in this sample of Latinos. Second, results provide 

evidence for measuring distinct dimensions of ethnic identity and moving away from viewing 

ethnic identity as a single construct. Third, findings from this study underscore the possible 

interdependence of mastery and self-esteem. Among this sample, mastery and self-esteem were 

present at similar levels within the latent classes, such that both were high or both were low 

within the latent classes. To our knowledge, this is the first study to identify profiles of personal 

coping resources among Latinos. By applying latent class analysis to the study of personal 

coping resources, results underscore how personal resources are socially patterned among 

Latinos. In particular, results highlight how personal resource domains are nuanced, such that 

some personal resources are independent from one another (ethnic connectedness and ethnic 

centrality) and others covary (mastery and self-esteem).  

Study 2 identified four mutually exclusive latent classes based on patterns across seven 

indicators of social resources. Interestingly, family interactions were high among all four classes, 

which diverges from prior research. Other studies using person-centered approaches to observe 

social resource patterning have typically identified one family-oriented class.182,183,194,196 The 

divergent findings may stem from the population studied. For instance, prior research has 

primarily been conducted with samples of older adults in Europe,194 Israel,183 and Japan.196 
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Those in the United States have primarily examined social resource typologies among aging non-

Latino populations.182,195,196 In addition, a large body of literature across distinct fields (e.g. 

anthropology, public health, sociology) has documented the centrality of family among—but not 

limited to—Latinos. 165,168,172 As such, findings from this study may illustrate differences in 

social relationships across different populations. Moreover, although family interactions were 

frequent across all resource classes, the quality of family relations (e.g. positive family support, 

family pride, negative relationships) varied. Medical mistrust and friend social support—two 

indicators of lack of social resources—varied across the classes. Social and health characteristics 

are discussed in the following section and shed light on factors related to patterns in family 

relationships, medical mistrust, and friend social support.  

Study 3 identified two health behavior classes using patterns across four indicators of 

health behaviors. The two classes were distinguished by two health behaviors: routine checkups 

within the past 12 months and lifetime alcohol consumption. These findings are partially 

consistent with prior research. For instance, prior research has observed between two to four 

latent classes of health behaviors. The variability in number of classes identified in prior research 

may stem from differences in the types of health behaviors observed (e.g. physical activity, 

dietary patterns, substance (ab)use, and sleep hygiene), the number of health behaviors 

measured, and the sample size for each study. For instance, studies with larger sample sizes and 

with ten health behaviors observed four distinct health behavior classes for men and women 

each. On the other hand, studies that have used fewer health behaviors (e.g. four to seven) to 

profile health behavior patterns observed two latent classes.218,232,234 To date, this is the only 

study among Latinos to study health behavior patterns across a diverse range (e.g. physical 

activity, primary care, smoking, and alcohol consumption) of health behaviors. Future studies 
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should consider the inclusion of dietary patterns, medication adherence, and sleep hygiene to 

capture a larger range of health behaviors associated with health outcomes.  

Despite the theoretical and empirical evidence highlighting the importance of assessing 

psychosocial and behavioral coping resources in their naturally occurring complex state, the 

research using person-centered approaches for the study of coping resources is scant. Overall, 

patterns across the three studies underscore how personal coping resources, social coping 

resources, and health behavior patterns among Latinos vary in distinct ways and, thus, provide 

evidence for the heterogeneity in coping among Latinos.  

Patterns in Social and Health Characteristics across Coping Profiles  

There were interesting findings across the three studies on the relationship between 

coping profiles and social and health characteristics. First, socially disadvantaged groups had 

lower levels of psychosocial resources than socially advantaged groups, consistent with prior 

research that social disadvantage confers fewer psychosocial resources.34 Results from this study 

suggest that the two indicators of personal control—mastery and self-esteem—are lower among 

socially disadvantaged groups. On the other hand, personal and social resource profiles 

characterized by high levels of resources were correlated with socially advantaged members. 

Findings from this study are consistent with prior research documenting the relationship between 

distinct psychosocial resources and health and extend research by documenting similar patterns 

across profiles of psychosocial resources.  

Second, some resource profiles were stable across social advantage/disadvantage. These 

were spiritual coping, divine fate, family interactions, loneliness, physical activity, and smoking. 

For instance, spiritual coping was high among all classes, suggesting that spiritual coping 

remains constant in this population of Latinos, despite social disadvantage. Prior research among 
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Latinos underscores spiritual coping as a tool that diverse (e.g. across distinct socioeconomic 

strata and country of origin) Latino groups draw on to cope with various challenges.21,27,35 These 

findings suggest that health promotion efforts aimed at promoting or reducing these psychosocial 

and health behaviors are applicable broadly, across socially advantaged and disadvantaged 

groups.    

Third, personal resources are stable across the life course, whereas social resources and 

health behaviors vary by age. The distribution of age varied across social resource and health 

behavior profiles. However, there were no differences in the distribution of age across personal 

resource profiles. These findings lend support to personal resources as being relatively stable 

across the life course,23 and lend support to social resources and health behaviors as varying 

across the life course.77,250,251 Prior research has documented distinct ways that social resources 

and health behaviors vary across the life course.77,250,251 Overall, these patterns suggest that 

health promotion efforts targeting social resources and health behaviors should be tailored to 

individuals’ stage within the life course (e.g. adolescent, older adults). 

Taken together, results across the three studies extend the coping research by 

disentangling the ways that personal resources, social resources, and health behaviors are 

distributed across social advantage/disadvantage and age. The differences across resource 

profiles underscore nuances across the resource profiles and inform health promotion efforts.  

Personal and Social Resources Profiles and Well-Being  

Findings from Study 1 and Study 2 suggest that classes with fewer personal (Class 3) and 

social coping resources (Class 4) had the most depressive symptoms, controlling for factors such 

as demographic characteristics and physical health problems. In particular, classes with high 

levels of mastery and self-esteem (Class 1 and Class 2) had significantly fewer depressive 
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symptoms than classes with low levels of mastery and self-esteem (Class 3 and Class 4). Patterns 

in social resources and depressive symptoms presented in Study 2 suggest that classes with the 

fewest positive social resources (e.g. positive family support, family pride, friend social support) 

and the highest levels of strained family relationships and medical mistrust (Class 3) had the 

most depressive symptoms. These findings suggest that groups with the fewest social resources 

are vulnerable to more depressive symptoms, relative to their well-resourced counterparts. 

Overall, these patterns are consistent with prior research. For instance, past studies among non-

Latino populations has documented that improving personal control resources, such as mastery 

and self-esteem, are the best candidates for improving mental health outcomes.151,152 Findings 

from this study bolster prior research by (1) documenting similar trends among Latinos and (2) 

by employing latent class analysis to reveal the interrelatedness of particular coping resources, 

such as mastery and self-esteem. In other words, findings suggest that mastery and self-esteem 

are present at similar levels in each class: if one personal control indicator is low, the other 

personal control indicator is likely low as well. As such, mental health promotion efforts should 

allocate joint efforts toward increasing mastery and self-esteem.  

The relationship between personal resource profiles and self-ratings of general health was 

distinct from the relationship between social resource profiles and self-ratings of general health. 

In particular, results from Study 1 suggest that those with the fewest personal coping resources 

had significantly better self-ratings of general health, relative to all other classes. On the other 

hand, results from Study 2 suggest that those with the fewest social coping resources had 

significantly poorer self-ratings of general health, relatively to well-resource classes.  

The differing results across the two studies may suggest that both personal and social 

coping resources are negatively associated with depressive symptoms, but are differentially 
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associated with global measures of health. Prior research has documented psychosocial resources 

as having distinct effects on self-rated health.252  

Health Behaviors and Well-Being  

Relative to the psychosocial resource profiles, the relationship between health behavior 

profiles and well-being was less clear. Unlike Study 1 and Study 2, results from Study 3 did not 

clearly identify particular health behavior profiles associated with better overall well-being. In 

particular, two health behavior classes were identified. Class 1 was comprised of drinkers with 

high physical activity and routine checkups and was linked with better self-rated general health, 

yet more depressive symptoms, relative to Class 2. Class 2 was comprised of non-drinkers with 

high physical activity and mixed routine checkups and was linked with fewer depressive 

symptoms, but worse self-rated general health, relative to Class 1. As such, no particular health 

behavior profile fared better than the other on both indicators of well-being.  

The unclear relationship between the health behavior profiles and well-being may arise 

from the latent class analysis results. For instance, health behaviors are inherently different from 

psychosocial resources and the nature of the health behaviors assessed contributes to the 

challenges in parsing out their relationship with well-being, relative to the psychosocial 

resources assessed in Study 1 and Study 2. Moreover, only two (routine checkups and lifetime 

drinking) of the four health behaviors distinguished the two health behavior profiles from one 

another. Future research should identify health behavior profiles using a broad range of health 

behaviors, such as physical activity, dietary patterns, sleep hygiene, healthcare utilization, 

medication adherence, risky drinking, smoking patterns, and substance abuse.  

Findings from this dissertation and prior research highlight health behaviors as variable 

across the life course. As such, future research aimed at identifying health behavior patterns 
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should consider the role of age and age cohorts in determining analytic samples. The Disabilities 

dataset has a plethora of psychosocial resources, lending itself as a strong dataset to answer 

questions related to psychosocial resources and health. However, future research on health 

behavior patterns should work to use existing datasets or collect data on extensive measures of 

health behaviors. Using latent transition analysis with longitudinal data would uniquely capture 

how health behavior patterns change across time. Although this study yielded somewhat unclear 

results with respect to the relationship between health behavior profiles and well-being, this 

study was an important first step in identifying health behavior profiles among Latinos. To date, 

few studies have applied person-centered approaches to the study of health behaviors and fewer 

studies have done so among Latinos. Moreover, no studies have considered the role of routine 

checkups in these studies. Given the importance of healthcare utilization for health promotion, 

future studies should consider disease management behaviors (e.g. routine checkups, medication 

adherence) in addition to lifestyle behaviors (e.g. physical activity, sleep hygiene). Furthermore, 

prior research has identified social and health correlates associated with health behavior patterns 

or has linked health behavior patterns with one health outcome (e.g. mortality).234 This study 

observed two indicators of well-being: depressive symptoms and self-rated general health. 

Although the findings from this study did not yield a simple answer with regard to health 

behaviors and well-being, results from this study underscore the complexity of health behavior 

patterns for individuals’ well-being and suggest that health behaviors may differentially shape 

mental and global health outcomes.   

Study Limitations  

Findings from this study should be considered in light of several limitations. First, data 

from this study come from a regional sample of community-dwelling Miami Dade County 
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residents. As such, findings are not generalizable to all Latino subgroups in the U.S. Moreover, 

the sample is comprised of primarily middle and older Cuban Latinos. Future studies should 

replicate these findings using a nationally representative sample of Latinos or through several 

regional samples of Latinos to better capture the heterogeneity as well as similar patterns among 

Latino subgroups in the United States. Although this dissertation study draws on a regional 

sample, it is one of the first studies to identify psychosocial and behavioral profiles among 

Latinos in the United States. Findings from this study are an important step in identifying how to 

promote positive coping among Latinos. For instance, findings suggest under-resourced groups 

have lower levels of well-being than their well-resourced counterparts. Financially 

disadvantaged and foreign-born non-Cuban Latinos are more likely to report high medical 

mistrust than other Latino subgroups. These findings can inform health promotion efforts in 

Florida and provide grounds for future research in this area across the United States.  

Second, this dissertation draws on cross-sectional data, which introduces temporal 

ambiguity, as temporal sequencing of variables cannot be ascertained. Consistent with other 

studies using latent class analysis to observe health differences across coping profiles, this study 

relies primarily on a correlational approach. Future research should draw on longitudinal studies 

to circumvent biases and limitations related to using cross-sectional data. The fluid nature of 

social coping resources and health behaviors across the life course lend themselves to 

longitudinal approach. In particular, future research can assess how social coping profiles and 

health behavior profiles are socially patterned across distinct stages in the life course. Despite the 

limitation of using cross-sectional data, this study is an important contribution to the study of 

coping, psychosocial resources, health behaviors, and well-being. This study used a diverse 

range of psychosocial and health behavior measures to identify the tools Latinos draw on to 
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cope. Moreover, this study connected the coping profiles to individuals’ characteristics in an 

effort to identify how coping profiles are shaped by social and health conditions. Finally, this 

study assessed how each coping profile was linked with differential patterns in well-being.  

Third, this dissertation study relied on self-reported measures. Self-reported measures, 

such a lifetime drinking, may be affected by recall bias.253 Moreover, some self-reported 

measures, such as self-ratings of health, vary by language of interview.147 Other self-reported 

measures, such as health behaviors, have been linked with social desirability bias.243 

Nonetheless, self-reported measures are widely used in the coping literature. In addition to using 

self-reported measures, this study assessed a diverse, yet limited, range of health behaviors. For 

instance, smoking behavior was dichotomized as currently smoking or not, while alcohol 

consumption patterns were dichotomized as drinkers and non-drinkers (lifetime abstainers). 

Future research using self-reported measures should assess number of cigarettes smoked across 

distinct time frames (e.g. day or year) and the quantity of alcohol currently consumed. Capturing 

the quantity of exposure to alcohol and nicotine and the frequency of exposure can provide 

additional unique insights into the conditions and extent individuals engage in these health 

behaviors. To minimize limitations regarding self-reported data, future studies should collect 

biomarkers, such as allostatic load. The use of biomarkers can uniquely assess the relationship 

between coping profiles and wear and tear on the body.   

Implications for Research  

This dissertation extends the knowledge base of coping resources among Latinos by 

empirically identifying mutually exclusive subgroups of individuals who share similar personal 

resources, social resources, and health behaviors patterns. Applying LCA to coping research 
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enables capturing a complex range of coping tools and enriches our theoretical understanding of 

the underpinnings of the latent coping construct. 

By assessing well-being across profiles of personal resources, social resources, and health 

behaviors, respectively, several findings that extend the coping research emerged. First, findings 

from this dissertation identify the ways distinct resources differentially shape well-being. In 

particular, results bolster prior research documenting the relationship between personal control 

resources (e.g. mastery and self-esteem) and well-being and suggest that, relative to indicators of 

spiritual coping and ethnic identity, personal control resources are key drivers in shaping 

depressive symptoms. Second, by assessing distinct dimensions of social resources, the quality 

of relationships with family, rather than the frequency of contact, is linked with favorable well-

being, while negative family interactions and medical mistrust are linked with low levels of well-

being. Third, the relationship between health behavior profiles and well-being remains 

understudied among Latinos. Results from this dissertation suggest health behavior patterning 

may differentially shape depressive symptoms and self-ratings of general health.  

Despite a large body of research dedicated to understanding the coping process and the 

distribution of coping resources, the majority of research has been conducted in silos, focusing 

exclusively on one domain of coping resources (e.g. social resources) or assessing the role of a 

single coping resource (e.g. spiritual coping) on health and well-being. Among non-Latino 

populations, there is a paucity of research that examines psychosocial resources and health 

behavior patterns in their naturally occurring complex states. Among Latinos, the studies are 

even more scarce. For these reasons, the application of person-centered approaches (e.g. latent 

class analysis, latent profile analysis, cluster analysis) are emerging as methodological 

approaches that lend themselves to the study of complex phenomena, such as coping resources. 
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To move beyond correlational studies, longitudinal studies with extensive data on psychosocial 

resources, health behaviors, coping, health, and social conditions must be collected nationally. 

To date, studies using latent class analysis for the study of psychosocial resources and health 

behaviors have used cross-sectional data. However, longitudinal data would allow for assessing 

bi-directional relationships between coping resources and well-being and would permit causal 

inferences to be made.  

This dissertation integrated the stress process model within the life course perspective to 

identify coping resource patterns and link these patterns to well-being. Although the coping 

process can vary based on personal attributes, beliefs, and actions, results from this dissertation 

underscore the social patterning of psychosocial and health behavior patterning. Connecting 

personal resource and social resource profiles with social characteristics supports the life 

course perspective’s concept of social pathways. Specifically, socially advantaged groups had 

more psychosocial resources to draw on and had favorable well-being outcomes. On the other 

hand, socially disadvantaged groups had lower levels of psychosocial resources to draw on in the 

coping process and experienced lower levels of well-being than their well-resourced 

counterparts. Prior research suggests social disadvantage confers fewer psychosocial resources. 

This study extends prior research by providing evidence of the interrelatedness, or clustering, of 

some personal resources and social resources. For instance, positive family resources cluster 

together and personal control resources cluster together. Other resources, such as ethnic identity 

dimensions, are independent of one another. These findings bolster evidence for the 

measurement of distinct dimensions of ethnic identity. The present study also underscores the 

role of age in the study of coping resources. Personal resources remain relatively stable across 
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the life course, while social resources and health behaviors vary across the life course. Future 

research should explicitly assess patterns in coping resources across distinct age cohorts.  

Findings from this dissertation also emphasize the principle of linked lives. Those with 

high levels of positive family relations (e.g. positive family support, family pride, family 

interaction) fared significantly better on well-being than those with high levels of negative social 

relations (e.g. family negative support, medical mistrust). Further, those with high social 

resources were more likely to be in profiles with high routine checkups than those with lower 

levels of social resources. These findings illustrate the association between social resources and 

health behaviors and well-being and illustrate the protective role of social resources for health 

promotion.  

A large number of studies have applied the stress process model to the study of personal 

resources and social resources; fewer studies have applied the stress process model to the study 

of health behaviors. Results from this dissertation suggest personal resource profiles and social 

resource profiles follow the same general pattern: those with higher psychosocial resources tend 

to have better more higher levels of well-being. However, patterns for health behaviors yielded 

an unexpected finding: although family resources and higher socioeconomic status are associated 

with favorable health outcomes, results from Study 3 suggest that even high levels of family 

resources and high socioeconomic status is not enough to fully protect against the negative 

impact of stress exposure on depressive symptoms. These findings underscore the need to 

continue exploring the best candidates for intervention, to ultimately promote positive coping 

among aging, high risk, and under-resourced groups.  

Implications for Policy and Practice  
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Findings from this dissertation have policy-level and local-level implications. First, 

healthcare costs were associated with a lower likelihood of routine checkups. Routine checkups 

are necessary to promote the self-management of chronic conditions. As such, policymakers 

focusing on minimizing health disparities among Latinos should work to reduce healthcare costs 

and would increase individuals’ likelihood of engaging with medical provides. Reducing 

healthcare costs would promote healthcare utilization and the successful management of health 

conditions, and would ultimately promote successful aging through primary, secondary, and 

tertiary prevention. Second, efforts should be aimed at increasing trust in the healthcare system. 

Prior research suggests medical mistrust is a challenge among Latinos and results from this study 

indicate that medical mistrust is particularly high among foreign-born non-Cuban Latinos and 

those from low socioeconomic strata. As such, efforts to increase trust in the healthcare system, 

medical providers, and treatment should consider those most vulnerable to medical mistrust. 

Third, resources should be allocated at the community-level, to work in concert with macro-level 

systems in place. Findings from this study underscore expenses related to healthcare as one key 

factor shaping routine checkups and identify groups at risk for being under-resourced. Policies at 

the federal and state level can work to allocate funding and resources to these groups. Given the 

high levels of medical mistrust observed among Latinos in prior research and among subgroups 

of Latinos in this study, it is critical to work with trusted community-based agencies to increase 

access to health promotion resources among vulnerable groups. Community-based resources can 

work to promote strategies for successfully coping with stressors and chronic diseases and to 

support health promotion efforts. For instance, community clinics and community-based 

organizations can work to link vulnerable groups (e.g. under-resourced individuals and socially 

disadvantaged groups) to health-promoting services and resources. 
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Moreover, health disparities efforts among Latinos should consider tailoring interventions 

in several ways. First, interventions should work to promote multiple psychosocial resource and 

health-promoting behaviors simultaneously, given that multiple coping resources, rather than 

isolated coping resources, are naturally occurring. Second, to successfully promote positive 

coping, intervention efforts must consider individuals’ social networks, as the coping process is 

complex and involves intrapersonal and interpersonal resources. Third, to promote well-being, 

intervention efforts should place particular focus on promoting mastery, self-esteem, and strong 

social networks. Moreover, frequency of family interaction should not be interpreted as a proxy 

for social support. Findings from this study point to cultural differences in social resources and 

underscore the quality of social relations for well-being.  
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APPENDIX A 

Personal Resources and Faith-Based Measures Used in Study 3 

Supplemental Analyses 

Personal Coping Resources 

Spiritual Coping. Spiritual coping was assessed using one item that asked, “How 

often do you turn to religion or your spiritual beliefs to help you deal with your daily 

problems?” Response options were (0) Never, (1) Rarely, (2) Sometimes, (3) Often, and 

(4) Always.  

 Divine Fate. Divine fate was measured using seven items (α = 0.889) that 

included statements, such as “God has a specific plan for my life.” Response options 

ranged from (0) Strongly disagree to (3) Strongly agree. Items were summed so that 

higher scores indicate higher levels of divine fate.  

Mastery. Mastery was assessed using a seven-item scale (α = 0.749).97 

Participants were asked to identify the degree to which they agreed or disagreed to 

statements, such as “You have little control over the things that happen to you.” Response 

options were (0) Strongly agree, (1) Mildly agree, (2) Neither agree nor disagree (3) 

Mildly disagree, and (4) Strongly disagree. Positive items were reverse coded. Items were 

summed so that higher scores indicate higher levels of mastery. The possible range of 

scores is 0 - 28.  

 Self-esteem. Self-esteem was measured using a six-item (α = 0.808) subset of 

Rosenberg’s (1979) measure.71,129 Participants were asked to respond with the degree to 

which they agreed or disagreed to statements, such as “On the whole, you are satisfied 

with yourself.” Response options were (0) Strongly disagree, (1) Mildly disagree, (2) 
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Neither agree nor disagree (3) Mildly agree, and (4) Strongly agree. One negative item 

(All in all, you are inclined to feel that you are a failure) was reverse-coded. The possible 

range of scores is 0 - 24, with higher scores indicating a higher presence of self-esteem.  

Faith-based Indicators 

Church Belongingness. To assess whether participants belonged to a church or 

place of worship, participants were asked, “Do you belong to a church, temple, 

synagogue, or mosque?” Response options were (0) No, (1) Yes, (2) Used to belong.  

Church Attendance. To assess church attendance frequency, participants were 

asked, “Which of the following best describes how often you attend services at a 

church/temple/synagogue/mosque?” Response options were (0) Never, (1) Several times 

a year, (2) At least once a month, (3) Nearly every week, and (4) Every week or more.  
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APPENDIX B 

Personal Resources and Faith-Based Indicators across Health Behavior 

Classes Used in Study 3 Supplemental Analyses  

 

 
Appendix B. Personal Resources and Faith-Based Indicators by Health Behavior Class (N = 609)

p-value
Percent Mean (SD) Percent Mean (SD)

Spiritual Coping p = 0.896
    Never 9.09 8.88
    Rarely or Sometimes 30.00 31.95

Often or Always 60.91 59.17
Divine Fate [0 - 21] 15.25 (4.73) 14.78 (4.51) p = 0.272
Mastery [0, 28] 17.40 (6.17) 16.49 (5.27) p = 0.094
Self-esteem [0, 24] 21.00 (3.88) 20.41 (4.55) p = 0.109
Church Belongingness p = 0.129
    Yes 51.36 55.03
    No 35.00 37.28

Used to Belong 13.64 7.69
Church Attendance p = 0.570
    Never 17.50 13.61
    Several Times a Year 35.45 33.73

At Least Once a Month 22.27 27.22
Nearly Every Week 10.68 12.43
Every Week or More 14.09 13.02

Note. Variable ranges included in brackets.

Class 1: Drinkers with High 
Physical Activity and 

Routine Checkups (n = 
440)

Class 2: Non-drinkers with 
High Physical Activity and 
Mixed Routine Checkups 

(n = 169)
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