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Abstract

Introduction.—While a growing body of research examines individual factors affecting 

the prevalence and management of hypertension among Latinos, less is known about how 

socioecological factors operate to determine health and affect implementation of interventions 

in rural communities.

Method.—We conducted eight focus groups to assess perceived risks and protective factors 

associated with managing hypertension among Latino adults and their family members living in 

two rural/frontier counties in the U.S.–Mexico border region. This analysis is part of a larger 

study, Corazon por la Vida (Heart for Life), which involved multiple data collection strategies 

to evaluate the effectiveness of a primary care and a promotora de salud intervention to manage 

hypertension.

Results.—Of the 49 focus group participants, 70% were female and 30% were male, 39% 

were Spanish-only speakers, and 84% had hypertension. Participants’ ages ranged between 

18 and 75 years, and 63% reported annual incomes below $30,000. Drawing from a social–

ecological framework to analyze focus group data, four major themes and subthemes emerged as 

factors facilitating or inhibiting disease management: (1) individual (emotional burdens, coping 

mechanisms), (2) social relationships (family as a source of support, family as a source of stress), 

(3) health system (trust/mistrust, patient–provider communication), and (4) environment (lack of 

access to safe exercise environment, lack of affordable food).
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Conclusion.—Our findings are relevant to public health practitioners, researchers, and 

policymakers seeking to shift from individual level or single interventions aimed at improving 

treatment-modality adherence to multilevel or multiple interventions for rural Latino communities.
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In the past 30 years, the prevalence rates of hypertension among Latinos have shown 

an upward trend. From 1994 to 2016, hypertension rates in adults of Mexican origin 

increased from 25.0% in women and 26.9% in men to 30.1% in women and 27.9% in 

men (National Center for Health Statistics, 2019). The prevalence of hypertension in Latino 

populations is characterized by low levels of awareness and treatment control as compared 

with other populations (Elfassy et al., 2020; Foti et al., 2019; Hicks et al., 2005). Other 

factors associated with the increased risks for hypertension among Latino adults include 

gender, age, migration/acculturation, and socioeconomic position (Cooper-DeHoff et al., 

2007; Thomas & Allison, 2019). Additionally, Latinos experience other barriers to needed 

care such as the high cost of health care, high rates of uninsurance, immigration status 

(Cristancho et al., 2008; Reininger et al., 2014), language barriers, and discrimination (Elder 

et al., 2009).

The past two decades of research has demonstrated the efficacy of chronic disease self-

management interventions (Barlow et al., 2002; Turnbull et al., 2020). Previous racial 

and ethnic health disparities research has underscored how psychosocial risk factors 

such as social support, social class, hostility, and depression are linked to illness (Syme 

et al., 2019). More recently, studies have examined the potential of coordinated home-

based, community population health, and culturally adaptive interventions for improving 

cardiovascular risk factors in Latinx populations (Langabeer et al., 2018; Mudd-Martin et 

al., 2013; Rocha-Goldberg et al., 2010; Thomas & Allison, 2019). Yet despite the evidence 

for socioecological interventions and calls for research in rural settings (National Academies 

of Sciences, Engineering, and Medicine, 2017), health disparities research has mostly tested 

individual-level interventions in urban settings (Carey et al., 2018; Eakin et al., 2007).

Advancing the science of interventions requires a more dynamic perspective on the role 

of social determinants of health on cardiovascular diseases (Kreatsoulas & Anand, 2010), 

including the effect of social networks and social support in neighborhoods (Agurs-Collins 

et al., 2019; Cristancho et al., 2008). These interventions require innovative approaches that 

incorporate individuals, families, and organizations in ways that capture the experiences 

of Latinx peoples from within their specific and unique social, cultural, and structural 

settings (Baquero & Parra-Medina, 2020; National Academies of Sciences, Engineering, 

and Medicine, 2017). Our article addresses the need to understand the wider range of 

determinants that either improve or worsen chronic conditions among Latinos in the United 

States. Drawing from a larger study comparing the effectiveness of community health 

workers, social support and primary care with primary care only, we analyze eight focus 

groups composed of Latinos living in two rural/frontier counties in the U.S.–Mexico border 

region.
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METHOD

Setting

The intervention study took place in two rural counties in the southern U.S.–Mexico border 

region of New Mexico, which we will refer to by pseudonyms here—Copper County 

and Burg County—in order to protect the confidentiality of these border communities. 

Both communities are ideal sites for understanding the influence of interventions from a 

socioecological lens. Copper County is predominately rural, with a population of 29,514 and 

7.4 persons per square mile; the neighboring Burg County qualifies as a frontier community, 

with a population of 4,894 and 1.4 persons per square mile (U.S. Census Bureau, 2012). 

Once known for their lumber, mining, and agricultural production, both counties now 

experience extremely high poverty rates: unemployment in the region ranges from 8.3% 

in Copper County to 6.6% in Burg County, with neighboring counties having rates of 

unemployment above 20% (U.S. Census Bureau, 2012).

In these rural settings, it is common for residents to drive 2 to 4 hours, through national 

forests and the Chihuahuan Desert Plains, to access supermarkets, health centers, or social 

and cultural activities (Bruna et al., 2014). Rates of uninsured in the study area are 25% 

in Burg County and 20% in Copper County, compared with the statewide rate of 23% 

(U.S. Census Bureau, 2010). The ratio of primary care physicians to population size is 

higher for these two counties than the rest of the nation (1,226:1 vs. 2,596:1; U.S. Census 

Bureau, 2012). Latinos living in Copper County are less likely than non-Latino Whites to 

be physically active (33.8% vs. 12.6%), to have a higher prevalence of high blood pressure 

(29.2% vs. 23.4%) and diabetes (17.1% compared with 3.3%), and to be overweight or 

obese (81% vs. 59%; U.S. Census Bureau, 2012).

Sample

The focus group data are from a larger multilevel chronic disease trial, Corazon por la Vida 

(CPLV, Heart for Life), which involved multiple data collection strategies and measures 

in order to compare the effectiveness of primary care–only versus a promotora-led health 

education curriculum to manage hypertension among Hispanics (Sánchez et al., 2014). The 

study protocol was approved by the Institutional Review Board of the University of New 

Mexico Health Sciences Center (HRRC No. 10–634). We conducted eight focus groups 

(three in Spanish and five in English) that were composed of participants in the CPLV 

intervention (January to June 2013). The purpose of the focus groups was to explore the 

perceptions and experiences of the intervention participants and their families regarding how 

they managed living with hypertension. Questions in the focus group were designed to elicit 

personal, family, and social resources that enable or inhibit lifestyle changes. The focus 

group guides are available in the Supplemental Material.

Participants for the focus groups were recruited from the total sample of patients (115) who 

agreed to participate in the intervention. The intervention group was derived from the larger 

pool of 920 Hispanic hypertension patients actively enrolled with the primary care clinic. 

Of the 128 eligible patients for the intervention, 115 enrolled and 13 dropped the study 

resulting in a final enrollment of 102. Patients for the intervention study were recruited, 
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consented, and enrolled in three waves. To assess the perspectives and experiences of 

participants, we intentionally recruited a smaller sample of individuals into the focus groups 

that were representative of the total sample. For the focus groups, a letter of invitation in 

English and Spanish was distributed to the patients by the medical director and recruited 

by the promotoras de salud. Consent agreement occurred after the affirmative response 

from the invitation letter. Based on feedback from the promotoras who participated in the 

development of the intervention design, it was recommended that family members be invited 

to the focus groups. This is a culturally responsive innovation of the research in order to 

recognize the strong role that familial ties play in disease management and daily lifestyle 

and behavior change.

Of the 49 focus group members, 70% were female (n = 34) and 30% were male (n = 

15), 39% were Spanish-only speakers (n = 19), and 16% were family members (n = 8). 

Members’ ages ranged between 18 and 75 years, and 63% reported annual incomes below 

$30,000. The size of the eight focus groups varied between three and nine participants. This 

allowed for ample time for discussion and assured inclusion of voice across participants (see 

Table 1).

Analysis

Our conceptual framework informing our data analysis draws from the social–ecological 

model (SEM) that examines the multiple influences and interrelationships between personal 

and environmental factors that influence the management of chronic conditions (Stokols, 

1996). First introduced by Bronfenbrenner (1977), the SEM provides a way to conceptualize 

a wide array of determinants that influence chronic conditions and inform multilevel 

interventions aimed at reducing health disparities (Bronfenbrenner, 1977). We adapted the 

SEM to include four levels to guide our data analysis: (1) Intrapersonal: Individual-level 

factors that inform or guide, generally attitudes, behaviors, knowledge, personal practices, 

and skills; (2) Interpersonal: The influence of and interaction between family, peers, friends, 

and close social networks; (3) Organizational/community: Programs or services; settings, 

for example, health care organizations, schools, workplaces, and churches; and (4) Built 
environment: The greater physical and social environment, including, for example, elements 

of the infrastructure such as streets, open spaces, and food deserts. Using the SEM as a 

framework for our analysis, we examine the interplay between the intra- to interpersonal 

behaviors with organizational/community and the larger built environment (McLeroy et al., 

1998).

Focus groups conducted in English were recorded, transcribed, and reviewed by members 

of the research team for accuracy. Focus groups conducted in Spanish were transcribed, 

translated into English by a professional transcription company, and reviewed by bilingual 

members of the research team for accuracy. All files were saved in NVivo (QSR 

International, 2020) for team coding and analysis. Qualitative data analysis followed 

procedures outlined by Ryan and Bernard (2000) where researchers identified themes, built 

codebooks, marked texts, and applied to models. A preliminary code book of likely major 

themes was developed and later expanded to include subthemes that emerged from the focus 
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groups and the coding process (Corbin & Strauss, 1990; Rubin & Rubin, 1995; Silverman, 

1993).

Three team members independently coded all transcripts based on the preliminary 

codebook. Team members then adopted thematic content analysis in an iterative process 

(Green & Thorogood, 2013). Coding differences were discussed and reconciled in regular 

group discussions. Relevant quotes were grouped together, which allowed team members to 

develop interpretive memos and reports (Saldaña, 2012) for an understanding of personal to 

environmental perspectives of hypertension management.

RESULTS

Several major themes emerged from our analysis as summarized in Table 2 that reflect 

the socioecological determinants and exemplary quotes from more downstream individual 

behaviors to midstream family and social relationships to the more upstream health system 

and environmental conditions.

Individual Behaviors—Two subthemes emerged from both intervention participants 

and their family members across focus group data regarding individual behaviors that 
inhibited or supported how they managed their hypertension: emotional burdens and coping 

mechanisms.

Emotional Burdens.: Intervention participants expressed the need to balance their emotions 

in response to learning about their diagnosis and/or interrelated life events, such as the 

impact that death or loss of a family member had on how they coped with their own 

health. These burdens included stressors such as feelings of sadness, depression, or fear. For 

instance, a participant shared, “When I found out I had high blood pressure I got depressed” 

and family members of participants in the study explained,

He becomes very sad, he just wants to go sleep … he’s depressed. … When people 

are depressed they say, I don’t want to do this.

While the participant above recognized her own loss and stress, others explained that stress 

resulting from death of family members was initially recognized by their health provider. 

For example, another individual stated,

You know, being stressed out, I know because I’ve been there. My grandma just 

passed away in January and we—me and my mom—took care of her 24/7, and 

that’s where mine came from. And I went to the doctor because I have headaches 

and finally he’s like, “You are stressed out.”

Coping Mechanisms.

To address emotional burdens, intervention participants used a spectrum of coping 

mechanisms that helped them manage their hypertension and the associated emotions and 

stress. One woman explained that when she felt scared or stressed, she would go to her 

room and cry, while others said they would “lay down until they found the strength” to 

acknowledge the situation at hand. In contrast, other participants expressed that when they 

did not feel well, they exercised to relieve stress. As one individual explained,
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It is important to get out and just enjoying something that you really like to do 

[instead of] be[ing] at home all the time and worry about your kids, worry about 

your husband …

Other focus group participants relied on faith and spirituality as a coping mechanism. They 

talked about how being in nature, having a spiritual life, and giving to others helped them 

manage their health. One woman shared,

Some places you can go to clear your mind in the community, the church for 

example. The church, and going to visit a sick one, you go to visit people in jail, go 

to the hospitals. This is very big, because what you give you receive.

Others expressed similar relationships with faith:

I also feel that if you have some kind of faith that you can cling on to, that helps. 

That helps a lot. Knowing there is some superpower over there that might listen to 

you … and there’s many little things we can do.

Social Relationships

The notion of self-management was clearly one dimension of how participants described 

hypertension management. However, an even more noteworthy theme in hypertension 

management was the role of family (as a support and stressor) and the influence of culture in 

managing their hypertension.

Family as a Social Support.

Most of the participants in both the individual and family focus groups viewed their families 

as sources of support. For instance, one female participant stated,

The only thing I can say is, my family keeps me going. My grandkids, and my kids, 

because they have me going here, there, do this, do that. That’s what helps me.

Focus group participants in the intervention reported that through participation in the CPLV, 

behavioral changes such as choosing and preparing healthier food expanded not only beyond 

their group or family but also to their extended family members. One individual in a 

postintervention family focus group explained,

My aunt, she started buying, like, the whole wheat stuff and I started doing it too. 

And my mom, she also has the same, the high blood pressure problem … and my 

mom has also started, like, buying the whole wheats, and my aunt has helped her, 

like, with the labels. So I’ve changed my cooking too because of my aunt. Because 

sometimes I’ll take her food or, ‘cuz most of the time she’s alone.

Family members offered other kinds of social support, including the sharing of child care 

and household duties so that participants could exercise. One family member stated,

We support each other by exercising … when she, goes to exercise I’ll watch her 

mom and the kids. We exercise. We split the housework, cooking, doing the dishes, 

the laundry. It takes pressure off her.
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Family as a Source of Stress.

Other participants, women in particular, acknowledged that while families can be supportive, 

they are also sources of stress. They expressed that they carried the burden of managing 

household duties and regularly identified these traditional gender roles as burdens in 

managing either their own or their family member’s hypertension. Women spoke about 

“family as a stressor,” for instance, one woman explained,

I think it’s just that the women are really the ones that carry the burden in the 

household, their children, their parents, their grandchildren, you know? The bills.

Another participant expanded on this to show the burden of being isolated in the home due 

to child care and chores:

I need to leave. I need to go, by myself. But there’s no way I can go anywhere, but 

there is my boy that’s 14 years old that will always be with me. I’m going to need 

to play a day, to where it’s going to be my husband and I, for a weekend out. I’m 

constantly doing something, all day long, seven days a week, nonstop.

Traditional Food Practices.

Many individuals in the family focus group discussed the influence of cultural practices and 

expectation to prepare traditional foods as challenges. For example, individuals in a family 

focus group discussed the resiliency of traditional cooking methods for Latino foods. A 

family member explained,

I think the hard part is the traditional, you know, what our families have shown us 

and stuff ‘cuz, I mean it’s hard for me because my boyfriend, he works in the mine 

and, like, I have to make him, like, finger foods because he drives the haul trucks. 

… And you know I use hamburger meat and I try to drain the grease and everything 

out it, but I mean I still have to put the salt in it. I mean the tacos, the flautas, or 

tostadas. I think it’s harder to try something different because I’m so used to the 

traditional stuff we have in our families.

While traditional food practices posed challenges for some, there is indication that food 

substitutions were also welcome in postintervention participants as long as the taste of 

traditional foods was not dramatically changed. As one participant explained,

[The promotora] told us to use this oil, like if I see her [my spouse] going to get the 

other oil I tell her, “No, get the one you need to use.”

Health System

Patients and family members repeatedly described the nature of their relationship and 

interactions with their primary care doctor. Two salient issues emerged in the focus groups: 

trust/mistrust and quality of patient–provider communication.

Trust/Mistrust.

Participants identified trust as fundamental to the quality of the communication they have 

with their primary care provider. Several described their perception and experiences around 
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not being able to trust “doctors” in general. A family member expressed her concern for her 

mother and her mother’s reaction to her doctor:

There are so many people sick that it’s like the doctors were experimenting with 

us. Like, not long ago she felt bad so she started taking her medicine and then she 

began to vomit and tremble and she talked to the doctor, and he said, “You don’t 

have to have that …” Then she said, “But I have it, what should I do?” She doesn’t 

want anything else to do with doctors. She says, “No, what are they going to do for 

me?”

The lack of trust was discussed more often among the Spanish-speaking patients, many of 

whom had previous experience with the Mexican health care system. There was a sentiment 

among participants that doctors in the United States do not consider their work a vocation to 

humanity like they do in Mexico, which creates mistrust. For instance, one Spanish-speaking 

female shared,

What I would like is [for] the doctors to be more humanist, that they could be 

doctors, any profession with vocation is very beautiful and very decent, a doctor 

without vocation doesn’t work. Well, I trust Dr. Gonzales because she has been 

so human, she does talk to you, she asks you what happens to you, how you feel, 

and she puts a special attention on me that I have never received. I would like that 

because now there are so many contradictions with the U.S. doctors.

Quality of Patient–Provider Communication.

Trust was described in terms of the perceived quality of the communication that the patient 

had with their doctor. Participants felt it was important that their provider relate to them 

personally and help educate them on their condition. Participants also expressed that as 

patients they want to feel understood and listened to by their provider. For instance, 

one family member described her and her husband’s experience with their primary care 

physician and the importance of having an advocate to help negotiate their treatment 

options:

We get good attention from our primary care person. I ask questions, and … she 

says, “Well, I’m going to do this,” or “No, I don’t think so,” or “Why are you 

doing it?” But a lot of people are afraid to communicate with their doctor. And I 

always tell everybody, take somebody else with you to your appointment, because 

you don’t hear everything that they’re telling you.

Environment

Participants expressed several environmental and policy factors that negatively affected their 

ability to manage their hypertension. Of central concern were a lack of safe facilities and the 

lack of affordable high-quality foods.
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Lack of Access to a Safe Exercise Environment.

Many individuals in the focus group were in agreement that the frontier landscape did not 

provide opportunities for safe physical activity, an ongoing need in the desert region (Bruna 

et al., 2014), particularly for adults with mobility concerns. As one individual explained,

We don’t have a place to walk here, you know. Most communities have a park 

where people gather and they can walk; we don’t … there needs to be something 

like more, more secure for older people. Something that if you don’t feel good you 

can go and you can hold on to, and we don’t have that here … and whenever you 

start mixing the kids and the elderly, you never know when a kid’s going to run by 

[and knock you down].

Lack of Affordable Food.

The lack of affordable high-quality supermarkets in the region was a major concern among 

participants. As explained by one woman,

Not only that, but the prices have doubled in the last year, the olive oil. The reason I 

buy the vegetable oil is because I buy the big one and then it’s like $5.98 and olive 

oil is a couple dollars more and I’m like, “Oh no, well this one’s cheaper.” The 

fruits and vegetables have gone up in price too. Because I buy my girls vegetables 

through sale. The strawberries were like $1.98 the other day at Walmart, and then I 

came here and they were like $2 something each.

DISCUSSION

Our findings highlight the experiences of Latinos living with hypertension across 

multiple social–ecological levels. While a growing body of research has demonstrated the 

effectiveness of chronic disease management, less is known about the efficacy of multilevel 

approaches (Liao et al., 2016). Thus, there remains the need to understand how social 

factors, including communication with providers and family relationships, play a critical role 

in how patients manage their high blood pressure and overall health. Health care providers 

may need to consider incorporating a culture-centered approach that would include an 

understanding of how patients handle fears and practice their spiritual beliefs (Heuman et 

al., 2013; Koerner et al., 2013).

One theme emerging from research on U.S. Latinos that supports our findings is the 

importance of family or familismo. Familismo describes “feelings of loyalty, reciprocity, 

and solidarity towards members of the family” (Sabogal et al., 1987, p. 398), and the notion 

of the family as an extension of self. A commitment and dedication to one’s family is seen 

as protective against risk behaviors for Latinos (Elder et al., 2009). In a diabetes study with 

Latino participants from a rural West Texas community, Heuman et al. (2013) identified a 

three-tiered set of risk factors for diabetes: heredity, preferences for unhealthy, culturally 

based foods, and temptations from U.S. mainstream fast-food culture.

We also found a counter theme suggesting that non-supportive family members can affect 

individual mental and physical health (Repetti et al., 2002). For Latinos, even within the 

concept of familismo, the caregiving role can prove to be stressful, difficult, and lonely 
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(Gelman, 2014). Recent studies emphasize the burden placed on Latinas in caring for the 

health of family members and how this inhibits their ability to pursue personal interests, 

be physically active, or participate in health-promoting behaviors (D’Alonzo & Saimbert, 

2013). Latinas as caregivers often lack the support they require (either from family members 

or social networks and institutions) to engage in physical activities that could promote their 

own health. Our data indicated that families may not always be key or sole sources of 

support and interventions must address broader political–economic realities in the home.

Unique from other research on chronic disease management, this study underscores the 

role of geography on disparities in health and health care. Latinos living in rural areas 

of the nation face unique challenges in addition to lack of access to transportation, 

affordable healthy foods, and costly medications (Garcia et al., 2017). The major themes 

were reflective of the interconnected factors determining a holistic state of health and their 

“shared community and cultural” context in the rural border region of the United States. 

As of yet, rural/frontier interventions remain somewhat underexplored in the published 

intervention literature (Golden & Earp, 2012).

One limitation to the analysis is that we were unable to follow up with the focus group 

participants to share the results with them and garner their input to develop adaptations for 

future interventions. Second, we did not assess differences in experiences and attitudes 

as part of a pre-/postimplementation evaluation, which may have provided a different 

perspective on influences at multiple levels. In addition, higher female participation is a 

limitation that may have influenced the findings. However, given the dearth of information 

on interventions conducted with rural/frontier/border Latino communities, our findings can 

contribute to future multilevel intervention research.

Regardless, our focus group data illustrated a central tenet of the social–ecological 

framework: the interdependence between the immediate and more distant contexts of 

people’s lives (McLeroy et al., 1998; Stokols, 1996). These interdependencies make it clear 

that interventions must move beyond the personal behavior change modalities to include 

interventions at the family, community, organizational, environmental, and policy levels 

(Golden & Earp, 2012; Painter et al., 2008).
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TABLE 1

Focus Groups (N = 8) Participant Demographics

Individual characteristics n %

Participant sex

 Male 15 30.61

 Female 34 69.39

Language

 English 30 61.22

 Spanish only 19 38.78

Income ($)

 0–10,000 10 20.41

 11,000–20,000 11 22.45

 21,000–30,000 10 20.41

 31,000+ 7 14.29

 No answer 11 22.45
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TABLE 2

Socioecological Determinants of Hypertension Management Among Latinos Living in the U.S.–Mexico 

Border Region

Theme Subtheme Sample quotes

Lack of safe exercise 
environments

We don’t have a place to walk here, you know. Most communities have a park where people 
gather and they can walk; we don’t.

Lack of affordable 
food

The prices have doubled in the last year, the olive oil. The reason I buy the vegetable oil is 
because I buy the big one and then it’s like $5.98 and olive oil is a couple dollars more … 
The fruits and vegetables have gone up in price too.

Well, yes, sometimes you have with what to buy but sometimes it becomes difficult to buy 
in large quantities, because the vegetables are expensive, all vegetables are very expensive.

Trust/mistrust What I would like is the doctors to be more humanist, that they could be doctors for 
vocation, any profession with vocation is very beautiful and very decent, a doctor without 
vocation doesn’t work. Well, I trust my doctor because she has been so human, so pretty, she 
explains, she asks, she does talk to you, she asks you what happens to you, how do you feel, 
and she puts a special attention on me that I have never received.

My doctor told me I’m supposed to take it twice a day, but I only take it once a day ‘cuz I’m 
kind of afraid of the pill. It seems to me like they control me instead of me in control of the 
pill [laughter]. But I suppose I’m doing okay now. I’m still taking my pills every day.

Quality of 
patient–provider 
communication

But a lot of people are afraid to communicate with their doctor or they don’t hear anything 
else. So. And I always tell everybody, “Take somebody else with you to your appointment, 
because you don’t hear everything that they’re telling you.”

When I’ve gone sometimes to the doctor when they try, I know they’re busy. They try and 
scoot you out the door and not answer all the fully questions that you need to be answered.

There’s no dialogue. It’s just “What do you have? What is your pain? Or what do you have? 
The ears, the nose or the eyes? Or this or the other …” and there, nothing …

(No hay un diálogo. Éste … ¿qué tienes? ¿Qué te duele? O ¿qué tienes? O los oídos, la 
nariz, con los ojos, o esto o lo otro … y de allí nada ni …)

Family as a social 
support

The only thing I can say is, my family keeps me going. My grandkids and my kids, because 
they have me going here, there, do this, do that. That’s what helps me.

But uh, then I met my wife now, and she helped me out a lot. That is one of my biggest 
inner strengths is my wife. 42 years she stuck with me.

Well, we exercise. We split the housework, cooking, doing the dishes, laundry, takes 
pressure off her to have this or that done. Get home in the evening, might do the laundry or 
I might fix the meal, do the dishes, days off I change sheets, make beds. It just lessens the 
workload on her, it makes it easier.

Family as a source of 
stress

A lot of the families don’t know how to help you. I mean, they’re in the same, same you 
know, they’re in the same boat that we’re in. You know?

I said [to my brothers and sisters], “Well, can’t you understand that this is a problem? A pill 
isn’t going to take care of it, you need to help bring her stress factors down, don’t call her 
and give her the woe-is-me I don’t have the money for this, or I don’t do this, or call and tell 
her, ‘I’m mad at my kids because they didn’t do this or that,’ or ‘So-and-so is saying’”—I 
tell them, “She’s far away enough, just call and say, ‘Mom, how are you?’ Don’t put any 
more weight.

Cultural traditions I think the hard part is the traditional, you know, what our families have shown us and stuff, 
I mean it’s just hard. I mean the tacos, the flautas, or tostadas. So all that, you know, and I 
mean, I’m so used to doing that, I don’t know. I mean I think it’s harder to try something 
different because I’m so used to the traditional stuff we have in our families.

And then, like I’ve changed a lot of what I eat, but I still need to know the right way to 
cook. Because it’s very hard to have my family and they want to eat what I make, and that’s 
what makes it hard for me to you know. A lot of times, it’s a lot of fat. And that’s not good 
for the family. Yeah.
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Theme Subtheme Sample quotes

Emotional burdens You know, being stressed out, I know because I’ve been there. My grandma just passed … 
and we—me and my mom—took care of her 24/7.… And I went to the doctor because I 
have headaches, headaches, and more headaches.

And I see that it’s a sadness … and in the afternoon it’s the same and I am sorry because I 
am so foolish because I don’t accept … that I only accept God’s will that I am human, and I 
tell you that one mourns one’s parents, one’s husband, hey, but mourning a son … no, there 
is no pain.… No, there is no bigger pain.

See, that’s the way I think. If you’re going to dwell on something, it’s going to happen to 
you. And if you think negatively instead of so positive about what your health is, you’re 
going to, you’re going to get your health down. And I don’t think like that. I try and think 
positive thoughts.

I also feel that if you have some kind of faith that you can cling on to, that helps. That 
helps a lot. Knowing there is some superpower over there that might listen to you. Just deep 
breathing, and exercises, breathing exercises, and there’s many little things we can do.

Coping mechanisms I think um, exercise itself will help relieve your stress. And it’s—not only your faith, but 
exercise, getting out. Not um, being at home all the time and worrying about your kids, 
worrying about your husband, worrying about the things at home, like getting out and just 
enjoying something that you really like to do.

And so finally I calm myself down. Or I’ll take a long walk. And uh, if I need to go without 
him, just to work it out. And I come back, and I feel relieved. And if I’m driving or I’m 
walking, I’m praying, I’m talking to my dear lord, get me out of this, I’m okay.
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