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ABSTRACT

The primary purpose of this research study, using a correlational and comparative 

descriptive design, was to examine the effects of health beliefs, acculturation, and a 

culturally appropriate Spanish-language audiotaped novella on knowledge o f 

Tuberculosis (TB), and compliance with treatment and medications in Mexican- 

American parents7 of a child with TB infection. A second purpose o f the study was to 

compare the effectiveness of the current standard educational approach provided in a 

clinic setting with the audiotaped teaching intervention on parents’ knowledge of TB and 

treatment compliance. Due to the limited number of subjects obtained (N — 31), the 

research data and analyses are presented as preliminary findings since meaningful 

hypothesis testing would be premature at this time.

Medication compliance in children who need to receive long-term medication 

therapy is a complex problem for health care providers. One of the key factors for 

successful completion of treatment is education (Buck, 1997). Parental education 

regarding TB infection in children is time consuming. Current educational efforts 

involving Mexican-American parents are often ineffective because of language barriers, 

literacy levels, and sociocultural barriers (Chackes & Christ, 1996; Iannotti & Bush, 

1993). Compliance in the pediatric population is dependent on the family’s health belief 

system which includes their beliefs in the susceptibility of the disease, their perception of 

the seriousness o f the illness, and the risks and benefits of the treatment (Litt, & Cuskey, 

1980; Matsui, 1997).
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These health beliefs arise from a family’s culture and ethnicity (Korbin, Brinkley, 

Reebals, & Singh,1997; Moss, 1994). How strongly culture and ethnicity affect health 

beliefs may be related to the level of acculturation of the immigrant family.

The theoretical model that served as the basis for this study was the Children’s 

Health Belief Model (CHBM) (Iannotd & Bush, 1993), which is an adaptation of the 

Health Belief Model (HBM) (Becker, 1974). The CHBM uses a developmental approach 

central to examining compliance behaviors in children. Application of the model to the 

proposed study involved minor adaptations to include the role and acculturation of an 

immigrant family.

Three instruments were used to measure the research variables: the Acculturation 

Rating Scale for Mexican Americans II (ARSMA-II) developed by Cuellar, Arnold, and 

Maldonado (1995), the Tuberculosis Health Belief Questionnaire for Parents, and the 

Knowledge of TB pre and post-test Questionnaires. The Tuberculosis Health Belief 

Questionnaire for Parents, and the Knowledge of TB pre and post-test Questionnaires, 

were developed and previously pilot tested by the researcher.

Data analyses included descriptive statistics, Pearson correlations, Chi square, and 

paired t-tests. Generally, the subjects were found to have a strong Mexican orientation 

and to have low total acculturation scores. Moderately high TB health belief pre-test and 

post-test scores indicated subjects had strong beliefs about TB susceptibility and 

seriousness of the illness. Knowledge of TB was related to total acculturation scores.
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Subjects TB Knowledge scores did not improve significantly after receiving the standard 

educational approach used in the clinic.

Findings are discussed relative to current literature and the Children’s Health 

Belief Model. Methodological issues are discussed and suggestions for use of the 

findings to guide continuing research and parent education policies are offered.
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CHAPTER 1

Introduction 

B ackground In fo rm ation  

The degree to which a patient follows health care advice is of increasing concern 

to health care providers. The trend in health care is to promote more outpatient therapy 

and to give greater responsibility to patients for their own health outcomes. While patient 

compliance, or the degree of adherence to health-related advice, has been well studied in 

adults over the past several decades, it was not until the 1980’s that compliance research 

expanded its focus to examine this complex issue in children (Krasnegor, Epstein, 

Johnson, & Yaffe, 1993).

One of the main problems that health care providers encounter is the complex 

issue of medication compliance in the pediatric population. Medication compliance in 

children involves not only the child, but also the parents and other adult care providers. 

Compliance in the pediatric population is dependent on the family’s health belief system 

which includes their beliefs in the susceptibility of the disease, their perception of the 

seriousness of the illness, and the risks and benefits o f the treatment (Litt & Cuskey,

1980; Matsui, 1997). These health beliefs arise from a family’s culture and ethnicity 

(Korbin, Brinkley, Reebals, & Singh, 1997; Moss, 1994). How strongly culture and 

ethnicity affect health beliefs may be related to how acculturated a recent immigrant 

family may be. “Cultural differences... have implications for the meaning o f compliance 

within a culture, normative expectations regarding compliance, and the likelihood that
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members of that culture will comply” (Iannotti & Bush, 1993, p. 69.) Acculturation is a 

complex phenomenon addressing intercultural interactions through which a person does 

or does not change any or all o f six areas o f psychological functioning: language use, 

cognitive style, personality identity, attitudes, stress, and customs of a majority culture, 

and the degree to which the person retains norms held by their culture of origin (Cuellar, 

Arnold, & Maldonado, 1995; Mendoza, 1984; Padilla, 1980). As members o f a family 

become acculturated, one of the aspects that might change is the meaning and desire to be 

compliant with treatment and medications.

Children who need to receive long term medication therapy pose a particular 

problem for health care providers. While estimates of compliance vary greatly in the 

literature it is believed that children taking long term medication therapy have a 

compliance rate of approximately 70% (Matsui, 1997). This is a difficult statistic to 

measure because long-term compliance is rarely static, but fluctuates over time, varying 

from day to day depending on variables such as stressors in the family, support, and 

severity of symptoms.

There are many factors which influence compliance with taking medications.

One of the key factors for successful treatment is education (Buck, 1997). Families must 

understand the need for treatment, the method of administration, duration o f the therapy, 

and the follow-up required. Health care providers must be willing to ask for and then 

listen to the reasons why patients and families may have problems with the prescribed 

regimen of treatment. These reasons may include particular cultural, religious, personal, 

or social practices (Ianotti & Bush, 1993). Language is often a barrier to proper
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education of families. The Federal Drug Administration (FDA) has recognized the 

importance of patient education as a means to improve patient compliance by setting a 

goal that by the year 2000, 7S% of patients will receive written information on how to 

take their medication and possible adverse effects (Farley, 199S). This goal, while 

worthy, assumes that written information materials will be readily available in the 

patient’s primary language and that the patient and family members can read and 

understand the materials provided.

Tuberculosis (TB) infection in children represents one chronic disease that 

requires long term medication therapy. If untreated it can lead to disability and death 

(McLeod, 1998; Starke, 1998). Furthermore, TB infection represents future active cases 

which ultimately perpetuate the cycle of transmission. TB occurs more frequently in 

culturally diverse populations such as Mexican-Americans (Jackson & McLeod, 1998; 

Ussery, Valway, McKenna, et al. 1996). TB infection is characterized by a positive 

purified protein derivative (PPD) skin test without clinical, radiologic, or laboratory 

evidence of TB. Active TB disease is characterized by a positive PPD and clinical, 

radiologic, and/or laboratory evidence o f the disease. In order to reduce the risk of TB 

infection from progressing to active TB disease, compliance with nine months o f daily 

medication is recommended. However, this is often difficult for fam ilie s  to understand 

and adhere to since infected children are asymptomatic.

The role of the Nurse Practitioner (NP) and other primary care providers of 

children in providing effective patient education is critical to increasing medication and 

treatment compliance by increasing the parents’ knowledge regarding their child’s health,
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in n in g  anrl treatment regimes. Unfortunately, current methods for teaching parents in the 

din ical getting are tim e consum ing  and often ineffective, especially when caring for an 

im m igrant population. Other factors which affect teach ing  in the clinical setting include 

time constraints of the office visit imposed by managed care, lack of translators, low 

literacy levels of patients, and socioeconomic barriers (Chackes & Christ, 1996; Iannotti 

& Bush, 1993).

Purposes o f Study

The primary purpose of the proposed study was to examine the effects of health 

beliefs, acculturation, and a culturally appropriate teaching intervention on knowledge of 

TB, and compliance with treatment and medications in Mexican-American parents’ of a 

child with TB infection. A second purpose o f the proposed study was to compare the 

effectiveness of the current standard educational approach provided in a clinic setting 

with the audiotaped teaching intervention on parents’ knowledge of TB and treatment 

compliance.
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Medication compliance in children who need to receive long-term medication 

therapy is a complex problem for health care providers. One o f the key factors for 

successful completion o f treatment is education (Buck, 1997). Parental education 

regarding TB infection in children is time consuming. Current educational efforts 

involving Mexican-American parents are often ineffective because of language barriers, 

literacy levels, and sociocultural barriers (Chackes & Christ, 1996; Iannotti & Bush, 

1993). Therefore, the problem statement for the proposed study was: The effect of health 

beliefs, acculturation, and a culturally appropriate teaching intervention on knowledge of 

TB and compliance with treatment and medications in Mexican-American parents o f a 

child with TB infection has not been demonstrated.

Research Questions

1. What are the relationships among pre-test health beliefs, acculturation, and 

teaching method on post-test knowledge o f TB in parents of children with TB 

infection?

2. Do pre-test health beliefs, acculturation, and teaching method predict 

compliance with treatment in parents of children with TB infection?

3. What are the relationships among pre-test health beliefs, acculturation, and 

teaching method on compliance with medications in parents of children with 

TB infection?
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4. Are there differences in parent’s knowledge of TB before and after patient 

education using an audiotaped novella?

5. Are there differences in parents’ knowledge of TB before and after patient 

education using the standard educational approach in the clinic?

6. Do parents who received patient education from an audiotaped novella differ 

from parents who received only the standard educational approach in their 

post-test knowledge o f TB?

7. Do parents of children with TB infection who received patient education from 

an audiotaped novella differ from parents who received only the standard 

educational approach in their compliance with treatment?

8. Do parents of children with TB infection who received patient education from 

an audiotaped novella differ from parents who received only the standard 

educational approach in their compliance with medication?

Hypotheses

Directional hypotheses for the study were proposed. However, the sample size 

reached was not adequate to allow for meaningful comparative analysis of the 

treatment and control group. Instead the analysis will concentrate on descriptive 

analysis of the variables.

1. The combination of pre-test health beliefs, acculturation, and teaching

method predict post-test knowledge of TB better than any variable alone.
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2. The combination of pre-test health beliefs, acculturation, and teaching 

method predict compliance with treatment better than  any variable alone.

3. The combination of pre-test health beliefs, acculturation, and teaching 

method predict compliance with medications better than any variable 

alone.

4. The parents who received education using the audiotaped novella will 

have higher post-test knowledge scores than pre-test knowledge scores.

5. The parents who received education using the standard educational 

approach will have higher post-test knowledge scores than pre-test 

knowledge scores.

6. The parents who received education using the audiotaped novella will 

have higher post-test knowledge scores than the parents who received 

education using the standard educational approach.

7. The parents who received education using the audiotaped novella will 

have better compliance with treatment scores than the parents who 

received education using the standard educational approach.

8. The parents who received education using the audiotaped novella will 

have better compliance with medication scores than the parents who 

received education using the standard educational approach.
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P tfin itiQ q s p f  T s n a s

Acculturation is a complex phenomenon addressing intercultural interactions 

through which a person does or does not change any or all of six areas of psychological 

functioning: language use, cognitive style, personality identity, attitudes, stress, and 

customs of a majority culture, and the degree to which the person retains norms held by 

their culture of orig in , as measured by total scores on the Acculturation Rating Scale for 

Mexican Americans II (ARSMS-II) (Cuellar, Arnold, & Maldonado, 1995; Mendoza, 

1984).

Child is a male or female under the age of 12 years who is of Mexican-American 

descent as identified by a parent. This child must have a diagnosis of TB infection. This 

age was selected because it is assumed that the parents would still be primarily 

responsible for giving medications regardless o f the culture.

Compliance is the degree to which parents’ follow the prescribed interventions for 

the child. This included compliance with treatment and compliance with medications.

1) Compliance With Medications is the degree to which a parent follows 

directions for giving daily Isoniazid (INH) medication. The percentage of compliance 

was demonstrated by bringing the medications and having a correct pill count at the one- 

month clinic visit.

2) Compliance With Treatment is whether or not the parent returns to the 

clinic with the child for the one-month clinic visit the day of the scheduled appointment, 

needs additional prompting after failing to keep their clinic appointment, or never returns 

for the expected appointment.
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Health Belief is a parent’s perceptions about susceptibility to a disease, the 

seriousness of the illness, and the risks and benefits o f treatment as it is applied to the 

health of their child and as measured by total scores on the Tuberculosis Health Belief 

Questionnaire.

Knowledge o f Tuberculosis Disease and Treatment is a parent’s understanding of 

the disease process and its treatment as measured by pre-and post-test scores on the 

Knowledge Questionnaire.

Parent is the custodian adult responsible for the administration of Tuberculosis 

medications and follow-up clinic visits who self-identifies as Mexican-American, whose 

primary language is Spanish, and who had a child with a diagnosis of TB infection.

T eaching  Intervention in this study is what was provided to the parents in each 

group to educate them about TB. There were two teaching interventions that were used:

1) Audiotaped Novella is a 30-minute social-content soap opera in which 

two Mexican-American neighbors are discussing TB infection, disease and treatment 

regimens for children infected with TB. The script for this audiotape was written by the 

researcher.

2) S tandard  Educational Approach is the usual procedure for informing 

the child' s parents about the diagnosis and management of the disease tuberculosis. In 

some clinics this was verbal information by the health care provider, in other clinics this 

was a written handout, or even a separate appointment with a health educator, or any 

combination of the above. This information may or may not have been given in the 

appropriate language, and may have been with or without a translator.
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TB Infection is a positive PPD as measured by the personnel of the participating 

clinic and a negative chest x-ray as read by a qualified health care provider in the 

participating clinic.

A ssum ptions

This study was based on the following assumptions:

1. “There is an assumption that there is a relationship in people between strong 

identities- either with one’s heritage or the level at which one is accuhurated into the 

American culture- and their beliefs and practices” (Spector, 1996, p. 66).

2. There is an assumption in the US, and therefore for this study, that it takes three 

generations to become folly acculturated into American society, thus the adult 

grandchild of an immigrant is considered folly Americanized (Spector, 1996).

3. '  There is an assumption by health care providers that all immigrants are in the 

process of acculturation and assimilation and that the world view that we share as 

health care providers is commonly shared by our clients” (Spector, 1996, p. 67). 

Therefore it is assumed that the health care providers in this study are functioning in 

this manner and had organized the standard educational approach in the clinic around 

the Western view of medicine.

4. Parents who come to the clinic and report that they have given the medicine correctly 

to their children were assumed to be telling the truth. There was no directly observed 

therapy by the researcher in this study, only a pill count, which did not verify that 

medication had really been given correctly or even given at all.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



11

5. The socioeconomic status of the subjects was sim ilar because they attended one of the 

designated community or public health clinics. These clinics all qualified their 

patients for financial eligibility using the criteria for federal poverty levels and 

Medicaid.

6. Parents were motivated to learn information relevant to the health of their children 

(Moss, 1994). This assumption includes all educational information imparted to 

patients and their parents during clinic visits by health care providers.

7. Translations of materials into Spanish were equivalent because back translation and 

decentering were used to translate the tools and they were then pilot tested and 

corrected for understanding.

8. It is assumed that by conducting this research study in the real life world environment 

of a clinic the study results would be more generalizable.

Theoretical Framework

Introduction

Bush and Iannotti’s (1990) Children’s Health Belief Model (CHBM) which is an 

adaptation of Becker’s (1974) Health Belief Model (HBM) is categorized as a rational 

belief theory and served as the foundation for this study. This model was adapted to 

specifically examine medication compliance in children.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



12

Compliance is a multi-dimensional construct influenced by cultural, 

environmental, and personal processes. Compliance is an aspect of human behavior. 

Leventhall and Cameron (1987) reviewed five major theoretical approaches guiding most 

compliance theory and research. These orientations were: the biomedical model, operant 

behavior and social learning theory, communication approach, self-regulation theory, and 

the rational belief theories. These approaches differ in that they give varying degrees of 

attention to appraisal processes, risk perception, illness cognition, motivation to comply, 

and selection and acquistion of coping behaviors. An overview of the theoretical models 

is presented in Chapter Two.

Health Belief Model 

The HBM is based on the theories of Kurt Lewin (1935) who proposed a 

phenomenological orientation, “that it is the world of the perceiverthat determines what 

he will do and not the physical environment, except as the physical environment comes to 

be represented in the mind of the behaving individual” (Rosenstock, 1974, p. 2). The 

worldview or paradigm as Lewin proposed it is composed of “regions”, some which have 

negative areas, some positive areas, and some neutral areas. Diseases are perceived as 

being a negative force that would motivate the person to move away from a “region” 

while preventive behaviors are seen as the strategies that would help the person avoid 

disease and illness. These “regions” were developed into the “dimensions” of the HBM; 

perceived susceptibility, perceived severity, perceived benefits, perceived barriers, and 

later cues to action. Early researchers using this model worked collaboratively and built
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on each other’s work m aking adaptations to the model. Becker (1974 ) adapted the HBM 

to add “dimensions” that center on the individual’s perception of disease, modifying 

factors related to oneself or the perceived threat, and cues to action which ultimately 

result in the likelihood of preventive health actions (Becker, 1974; Rosenstock, 1974; 

Spector, 1996; see Figure 1 for The Health Belief Model as adapted by Becker). Becker’s 

adapted version of the HBM is the one used most often today.

An individual’s perception of infection and disease is determined by the 

constructs of perceived susceptibility and perceived seriousness o f disease (Becker, 1974; 

Maiman & Becker, 1974; Rosenstock, 1974). Perceived susceptibility is the individual’s 

or fam ily's belief that they will encounter a disease. Estimation of susceptibility by the 

family is considered to be somewhere on a continuum from low to high and directly 

relates to the personal degree of risk assigned for developing any disease (Becker, 1974; 

M aim an & Becker, 1974). Perceived seriousness or severity of contracting a disease are 

the difficulties individuals, as well as families, would expect to occur if  a disease were 

present. Difficulties include not only effects upon health, but also the impact upon the 

fam ily's life, work status, social relationships and commitments. Perceived susceptibility 

and perceived seriousness determine the fam ily's perceived threat o f contracting a 

disease.

Modifying factors affecting the likelihood of taking action against a disease 

include demographic, socioeconomic, and structural variables as well as cues to action 

(Becker, 1974; Maiman & Becker, 1974). Demographic variables include age, sex, race 

and ethnicity. Socioeconomic variables center on personality, social class, peer and
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Figure 1. The Health Belief Model. 
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reference group pressures. Structural variables include knowledge and prior contact with 

a disease like TB infection.

The HBM was revised in 1974 by Becker to include additional dimensions 

influencing the predictability of an individual’s or family’s involvement in a 

recommended health behavior. These additional dimensions included cues to action 

which are transient and include advice from others, media campaigns, reminders from 

healthcare providers and the illness o f other family members and friends (Becker, 1974). 

These dimensions also included environmental stimuli (e.g. fliers, pamphlets, 

radio/television informational spots, and posters). Today, these cues to action would 

include communications such as telephone reminder systems and voice mail. Implicit in 

knowledge attainment from cues to action, however, are the norms and pressures of one’s 

cultural orientation (Iannotti & Bush, 1993; Rubel & Garro, 1992). In addition, 

considerations regarding the impact of modifying factors such as prior experiences, social 

support and demographic variables (ethnicity, sex, and age) were added to the HBM 

(Becker, Drachman, & Kirscht, 1974).

Likelihood of action against a disease is determined by the perceived benefits of 

preventive action minus perceived barriers (Becker, 1974). Effectiveness of preventive 

actions, as well as perceived chances o f recovery has an impact on perceived benefits of 

action. Barriers to care include cost, inconvenience, unpleasantness, pain and degree of 

life change. These perceived or real barriers may have an impact on the fam ily's 

willingness to engage in preventive actions associated with a disease (Rubel & Garro, 

1992).
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Children’s Health Belief Model

The Children’s Health Belief Model (CHBM) is Bush and Iannotti’s (1990) 

adaptation o f the HBM (Becker, 1974) to include developmental processes central to 

compliance in children. ‘Developmental processes that influence compliance include 

memory, perception of time, understanding of causality and consequences, and the social 

and physiological changes that accompany stages of development, particularly 

adolescence. Age, or developmental stage, is a crude measure of processes that change 

throughout the life span” (Iannotti & Bush, 1993, p.60). The CHBM places children’s 

health behavior within its personal and social context, and allows for the individual’s age 

and developmental level to be considered in the model. “A good developmental model 

reflects changing personal, social, and environmental influences and is applicable across 

the life span” (Iannotti & Bush, 1993, p. 70; see Figure 2 for The Children’s Health 

Belief Model).

The CHBM supports the proposed research in several ways. This model was 

developed specifically to examine compliance with medication use in children, which 

was the focus of this proposed study. This model includes modifying factors such as the 

demographic characteristics of age, sex, and socioeconomic status. The CHBM also 

emphasizes the importance of cognitive processes of both parents and child as critical to 

compliance success. “Essential to compliance behavior is whether the patient, regardless 

of age, remembers to perform the prescribed behavior” (Iannotti & Bush, 1993, p. 70). 

Many children skip their dose of medicine because they forget or their parents have 

forgotten to give the medicine. The factors recognized in the model as affecting
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cognitive processes include the health locus of control which can be the parent, the child, 

or both; self-esteem, health risk taking behavior which again may apply to the child, the 

parent, or both, and finally  medicine knowledge. It is not uncommon for pediatric 

patients and their parents to misunderstand their prescription or treatment plan and fail to 

ask the primary care provider questions that would clear up the misunderstandings 

(Iannotti & Bush, 1993).

Enabling factors in the CHBM include the frequency of healthcare visits, illness 

frequency, and autonomy. One of the problems with TB infection in children is the fact 

that children are asymptomatic, therefore, many clinics dealing with these children have 

them return frequently for re-check visits. Environmental factors that have not been 

included in the HBM model were added to the CHBM. These factors include the primary 

caretaker’s motivations for the child, perceived threat of illness, perceived benefit of the 

medicine for the child, and expected child’s medicine use. Knowledge of TB infection, 

disease, and treatment regimens assists the family to judge perceived susceptibility and 

severity of TB infection (Rubel & Garro, 1992).

Application of CH B M  to  this study

This research study introduced a cultural and language appropriate audiotape 

using a novella format to educate parents in an attempt to positively influence the 

essential component of compliance behavior. The audiotape was directed to the parents 

because the age and cultural background of the children in the study presumed that the 

main health locus of control would be with the primary caretaker.
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Cultural relevance of the script o f the Spanish-language novella reflects the 

CHBM’s readiness factors of motivations, perceived illness threat and perceived benefit 

of medicines by discussing the consequences of being infected with TB. By measuring 

com p lian ce  with treatment and medicine use, the effectiveness of the culturally 

appropriate teaching intervention on expected actions in Mexican-American parents 

m ig h t be demonstrated. Figure 3 presents an application of the Children’s Health Belief 

Model to the current research study.

In this application of the CHBM to the current research, acculturation is the main 

component under environmental factors that modify behavior. The degree of 

acculturation and how it might affect compliance was explored. Caretakers’ knowledge 

of medication and treatment are elements in the cognitive/affective area o f the model. 

Motivations, the perceived illness threat, which includes perceived vulnerability and 

perceived severity of the disease for the child and the family, and the perceived benefits 

of the medicines, are all components o f a family’s health beliefs. The behavior outcomes 

in this study, consistent with the CHBM, are actual compliance with treatment and actual 

medicine use as a behavior factor o f the CHBM.

S ign ificance

Nursing Practice

TB in a child is a sentinel event within a community. Children who are infected 

with TB are asymptomatic, therefore it is difficult for parents to understand why there is a 

need to treat children, especially for such a long time. Providing culturally appropriate 

parental education regarding TB infection and treatment regimens for Mexican-American
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Figure 3. The Children’s Health Belief Model as applied to compliance with treatment and medicine use.
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children are time consuming for the NP or other primary care provider in the clinic or 

office setting. However, parental understand ing  and compliance with treatment principles 

are crucial if  disseminated TB is going to be prevented by having the child take nine 

months of medicine (McLeod, 1998). An additional benefit o f treatment compliance is 

the interruption of the perpetuating cycle of TB, and increased incidences of drug 

resistant TB within the community as a whole (Ailinger & Dear, 1998).

Patient education is one of the most important aspects of the care provided by 

nurses (Moss, 1994; Padberg & Padberg, 1990). A significant portion of the N P's 

practice is spent educating patients regarding disease prevention and medication 

compliance (Mason, Cohen, O ' Donnell, Baxter & Chase, 1997; Smithing & Wiley,

1996). This is especially true in attempting to educate parents about the importance of 

nine months of medication for a child with asymptomatic TB infection (Jackson & 

McLeod, 1998). In addition, the time constraints that m anaged  care has imposed on 

patient encounters have required NPs to find cost-effective patient educational tools 

(Chachkes & Christ, 1996; Mason, Cohen, O ' Donnell, Baxter, & Chase, 1997).

Numerous barriers to patient education and compliance with treatment regimens 

exist in culturally diverse populations (CDC, 1994; Chackes & Christ, 1996; Iannotti & 

Bush, 1993). The most obvious barrier for most Mexican-American fam ilies is language 

(Spector, 1996). Often, oral instructions, that may not be linguistically accurate, are given 

through a  translator (McLeod, 1996). Concerns regarding issues associated with daily 

living, such as transportation and ability to obtain medication refills, often interfere with 

chronic disease management. Furthermore, the low literacy level among many of the
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clinics’ Mexican-American population significantly interferes with educational efforts 

provided in writing (Barnes, 1992).

Culture and ethnicity are important influences upon how families perceive health 

and illness (Korbin, Brinkley, Reebals, & Singh, 1997; Moss, 1994). They have an 

impact on the measures families will take when needing to m aintain  or undergo actions 

w ith  which to restore health (Allison, 1997). Cultural beliefs and practices need to be 

incorporated into health education materials in order to enhance factors associated with 

patient and family compliance with treatment regimens (CDC, 1994; Chackes & Christ, 

1996; Rubel & Garro, 1992).

Therefore, this study was proposed to measure the effects o f health beliefs, 

acculturation and a culturally appropriate, Spanish-language, audiotaped novella for 

Mexican-American parents of a child with TB infection on knowledge of TB disease and 

treatment. Efficacy of the Spanish language audiotaped novella on compliance with 

treatment and medications were also to be explored. Due to the sm all sample size and 

lack of data for the experimental group it was not possible to measure the effects of 

health beliefs, acculturation, and a culturally appropriate Spanish language audiotaped 

novella on knowledge o f TB or compliance with treatment and medications. Data 

collection will continue in the future until an adequate sample size is reached for 

statistical analysis. In the future if this audiotape is found to be effective as a tool to teach 

patients and improve compliance, then it has the potential to greatly affect nursing 

practice in today’s health care environment where inexpensive, fast, and effective tools 

are sought by organizations and managed care companies.
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N ursing  Education

Any research that changes nursing  practice will have an affect on nursing 

education. Nursing education is about teaching the practice of nursing. “Nursing 

curricula are built for the express purpose o f educating people who can promote optimal 

health and are therefore organized around central health problems and goals” (Bevis, 

1989, p. 56). It is the responsibility o f nurse educators to stay up-to-date with the latest 

research findings and to assist student and novice nurses to apply nursing research to the 

practice setting. This is especially important for educators of advanced practice nurses.

This research study may have an impact on nursing education in several ways. 

Nurse educators in the academic setting will have additional nursing knowledge to impart 

about the affects o f acculturation and health beliefs on knowledge. They will also be able 

to discuss alternative teaching tools to use in today’s culturally diverse world. This 

information may also be applicable to the way nursing students from other cultures learn. 

Nurse educators in the practice setting will have additional information about alternative 

methods to teach patients from Mexico.

Nursing Science

“Nursing has always been viewed as a practice discipline. Perhaps its greatest 

achievement in the past three decades is the beginning acceptance of the idea that its 

practice is based primarily on its own unique body o f knowledge that is scientifically 

derived” (Leddy & Pepper, 1989, p. 115). Nursing depends on the specific knowledge of 

human behavior in health and illness. This research study examined the human behaviors 

around compliance with medication and treatment in families with children who have TB
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infection and who are Mexican-American. The information from this study will expand 

nursing knowledge and will therefore be significant for nursing science and nursing

research.

Nursing Research

Nursing theory is bom from nursing practice. Nursing practice is relevant to 

theory and both are critical to nursing research. Nurses need to conduct practice oriented, 

outcome based nursing research so as to provide validation for the clinical effectiveness 

of nursing practice. This study was one such outcome based nursing research study. It 

evolved from clinical observations and problems posed by patients in this researcher’s 

clinical practice. The findings from this study will expand the knowledge of nursing, 

validate nursing practice, and stimulate further research.
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CHAPTER TWO 

Literature Review

Introduction

Medication and treatment compliance are complex issues in the pediatric 

population. They involve not only the patient, but also parents and other care providers. 

Compliance is dependent on the family’s health belief system: their beliefs in 

susceptibility to disease, their perception of disease severity, and their understanding of 

the benefits of treatment. The type of illness being treated also plays a role in 

determining compliance in children. Issues to be addressed when children are taking 

medications over a long period of time, as is the case when a child is being treated for TB 

infection, are quite different from the issues that need to be addressed in a child taking 

short-term therapy. Therefore, the focus of this literature review will be compliance 

models including the CHBM, acculturation, instructional methods to teach parents about 

TB, Tuberculosis, and back translation theory for developing tools in other languages.

Compliance Models

A review of the literature revealed five major theoretical approaches guiding most 

compliance theory and research involving adults and children. These approaches include: 

the biomedical model, operant behavior and social learning theory, com m unica tion  

approach, self-regulation system theory, and the rational belief theory which was chosen 

for this research study.
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Biomedical Perspective

The biomedical perspective is described as the cultural perspective of illness in 

Western society. This paradigm explains disease as resulting from biomedical 

malfunctions caused by a natural breakdown of the body’s process, genetic factors, or the 

invasion o f foreign agents such as viruses and bacteria.

The patient in this paradigm is an adult who is viewed as the recipient of 

treatment p lans that are to be followed. Failure to comply with treatment is understood in 

terms of personality or behavior problems of the patient. There is little or no emphasis 

given to the patient’s understanding of the treatment plan. Leventhal and Cameron 

(1987) reported that, although there have been many contributions to the compliance 

literature that use this model, it has severe lim itatio n s  First, it ignores psychological 

processes underlying a patient’s compliance for different types of medical problems. 

Second, i t  assumes that non-compliance is always the fault of the patient. Finally, this 

model does not address issues such as access to care, and the influence of 

patient/provider interactions and how they might affect compliance.

Operant and Social r ^ a m in p  M odels

Behavior models addressing compliance research shift from a focus on the 

individual characteristics of the patient to the behaviors needed for compliance.

Attention to stimuli or cues that elicit behavior, rewards which reinforce the behavior, 

and the gradual shaping or patterning of behavior are the basic dimensions of these
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models. The concepts o f self-efficacy, modeling, and vicarious learning were borrowed 

from Bandura’s Social Learning Theory (Bandura, 1971, 1977) and applied to 

compliance research.

The patient in this model or paradigm is an adult who is seen as in control of the 

behaviors needed for compliance. The m ain flaw in these theories is the narrow view and 

the failure of the patient to maintain long term changes associated with the use of 

behavior techniques to increase compliance. Once the reinforcers are removed, high 

relapse rates occur. This has been found to be true with many of the problems addressed 

with these theories including smoking cessation, alcohol use, and weight loss.

C om m unication  Models

Communication models conceptualize health behaviors primarily in terms of a 

patient seeking advice and treatment from an expert. The expert generates the 

information on specific goals and develops a treatment plan as a way to reach these goals. 

The patient’s belief in the message and level o f comprehension of the treatment plan 

influence compliance. The clarity and specificity o f the treatment plan is as important as 

the information used in describing the health threat (Leventhal & Cameron, 1987).

The patient in this model is an adult individual who first recognizes that there is a 

problem and then goes to seek advice. Many patients avoid seeking advice when they are 

afraid of the diagnosis. Another flaw in these models is the effect of culture, religion, 

literacy, and primary language on the communication between the expert and the patient 

and how this might influence compliance.
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Self-Regulation System Theory

Compliance behavior according to these models depends on an individual’s 

cognitive understanding o f current health status and of the goal state, plans for changing 

the current state, and the techniques or rules for appraising processes. In a self-regulative 

model, Leventhal and Cameron (1987) identify three stages of adaptation to a health 

condition. They are 1) cognitive representation of a health threat which include possible 

causes, symptoms, and perceptions regarding the progression of the illness, 2) the coping 

stage during which the individual formulates a plan o f health actions, and 3) the appraisal 

stage during which the individual utilizes specific criteria to measure the success of 

his/her own coping actions (p. 127). Communication failures during any o f the three 

stages of representation, coping, or appraisal between the patient and the health care 

provider can lead to non-compliance.

Patients in these models are adults who have the ability and are willing to self- 

regulate their behavior in order to maintain or obtain a healthy state. One o f the problems 

with this model is that the patient and provider must share the same view of the illness, 

and therefore communication is key. One of the contributions of this model has been to 

establish the fact that symptoms play a powerful role in generating responses or actions 

which direct health and illness behaviors. In addition, beliefs about symptoms and/or 

other illness attributes can lead to responses or actions leading to different coping 

strategies in individuals from different cultures.
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The principal criticism of self-regulative models centers on the relatively little 

research available using these models. They are difficult to use due to their complex 

character and the lack o f standardized instruments (Leventhal & Cameron, 1987).

Rational Belief Theory and Models

Rational belief models assume that an objective, logical thought process 

determines human behavior. They view the patient as an adult who is capable o f making 

decisions to refuse specific recommendations or treatment plans based on a cost-benefit 

computation. Individuals, according to this model, will modify their behavior to preserve 

their health once they are given the appropriate information on consequences of various 

health risks and the benefits of recommended health behaviors. Insufficient knowledge 

regarding potential hazards of not engaging in, or the benefits from engaging in health 

behaviors results in non-compliance.

One example o f the rational belief approach is the Theory of Reasoned Action 

developed by Fishbein and Ajzen (1975). These authors argued that perceived social 

norms also play a role in determining motivation for behavior. The weakness in this 

model is that it focuses only on the norms regarding the acceptability o f performing an 

action, such as a health behavior, while ignoring the role o f social beliefs regarding health 

threat.

There are two better known examples of models that use rational belief theory to 

examine compliance behaviors. The first is Pender’s Health Promotion Model which has 

been used as the theoretical basis for many nursing research studies that examine 

compliance with health promotion behaviors (Pender, 1987). The second and most
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widely used o f the rational belief models is the Health Belief Model (HBM), whose 

development began in the early 1950’s by Rosenstock, Hochbaum, Leventhal and 

Kegeles, a group of social psychologists who were looking for a way to explain why 

some people take actions to avoid illness, while others fail to take protective actions to 

prevent illness (Hochbaum, 1958). These researchers attempted to explain why people 

did not seek care to prevent illness even when the care was free or offered for only a 

nominal fee. These services at the time included screening for TB, Pap smears, and other 

services offered by the public health department. The early researchers developing the 

HBM worked cooperatively to develop theory that would include a heavy component of 

motivation and the perceptual world of the behaving individual (Rosenstock, 1974).

The Health Belief Model has been widely used as the theoretical model in 

research studies and has been adapted over the years as these research findings have 

modified the theory. The HBM was adapted by Becker (1974) to explain why patients 

followed or failed to follow prescribed medical regimens. Bush and Ianotti (1990) 

extended Becker’s (1974) work to explain children’s expected medicine use for five 

common health problems. The Children’s Health Belief Model (CHBM), serves as the 

theoretical basis for this proposed research study.

Prevention, or health protecting behavior, is the focus of this research study.

When exploring theoretical frameworks it is important to understand the differences 

between health promotion and illness prevention. These terms are often used 

interchangeably, but there are differences in the motivational mechanisms and goals 

between these two concepts. Pender (1987) whose focus is on health promotion, states
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th a t health promotion is not disease or health-problem-specific; whereas illness 

prevention is disease specific. Second, health promotion is ‘approach’ behavior, while 

illness  prevention is ‘avoidance’ behavior. Third, health promotion seeks to expand 

positive potential for health, while illness prevention or health protection seeks to thwart 

the occurrence of pathogenic insults to health and well-being (p.5). “Prevention is a 

defensive posture or set of actions that ward off specific illness conditions or their 

sequelae that threaten the quality of life or longevity” (Pender, 1987, p. 38). There are 

three levels of prevention.

Primary prevention (appropriate in the stage of susceptibility) is 

prevention of disease by altering susceptibility or reducing exposure for 

susceptible individuals; secondary prevention (applied in early disease, i.e. 

pre-clinical and clinical stages) is the early detection and treatment of 

disease; tertiary prevention (appropriate in the stage of advanced disease 

or disability) is the alleviation of disability resulting from disease and 

attempts to restore effective functioning (Mausner & Bahn, 1974, p.9).

This research study is examining the effects of an educational tool on the 

motivational behaviors of Mexican-American parents of children who are already 

infected with TB. The focus o f this study is not only prevention or health protection but 

also secondary prevention. Therefore, Bush and Iannotti’s CHBM (1990) which focuses 

on illness prevention in children, is more appropriate for this proposed study than 

Pender’s (1987) Model, which concerns health promotion.
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Secondary prevention represents the first line o f defense against active disease 

and has been recognized by the medical community as the principal way to combat the 

future TB epidemic facing the U.S. “On a community basis, early treatment of persons 

with possible infectious diseases may protect others from acquiring infection and thus 

provides at once secondary prevention for the infected individual and primary prevention 

for any potential contacts” (Mausner & Bahn, 1974, p. 10). Secondary prevention often 

focuses on the individual, but it is important that such efforts be extended to families and 

children. Over the last several decades, behavior oriented scientists, including nurses, 

have investigated the reasons why people engage in preventative or health protecting 

behavior. The Health Belief Model has been the dominant paradigm used to describe 

why people engage in these behaviors (Dunbar-Jacob, Dunning, & Dwyer, 1993). 

Therefore, it is appropriate for the proposed study to use an adapted version of the HBM, 

the CHBM, as the theoretical model since the focus of the proposed study deals with 

secondary prevention.

Health Belief Model

The Health Belief Model (HBM) is the most widely used o f the rational belief 

models. The HBM evolved in the 1950’s from a desire by a group of investigators in the 

Public Health Service to understand why patients were noncompliant with their medical 

regimens. Some of the early research focused on understanding why patients were not 

compliant with tuberculosis (TB) illness prevention health behaviors such as chest 

radiographs. “The theory and the development of the model grew sim u ltaneously with 

the solution of practical problems” (Rosenstock, 1974, p. 1).
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The HBM centers on the individual's perception of disease, modifying factors 

related to oneself or the perceived threat and cues to action which ultimately leads to 

preventive health actions (Becker, 1974). In order to perceive susceptibility to any 

particular disease, one must have knowledge (Richards, 1997). In order to gain 

knowledge, educational methods must be tailored to meet the needs of the learner (Moss, 

1994; Padberg & Padberg, 1990). Including cultural health beliefs in educational 

programs will contribute to the understanding of the material by the adult learner and 

may assist in increasing compliance with treatment regimens (Anderson, 1995; CDC, 

1994; Ormrod, 1995).

The patient in the HBM is usually an adult, although the model has been applied 

to research with children. While the HBM has been found to have predictive value for 

some preventative and short-term health actions, several methodological problems have 

appeared consistently in the research literature. These problems include: operational 

definitions that vary greatly from one study to another, and the use of only one or two 

variables to measure one of the concepts like modifying factors. The concepts 

themselves have often been operationalized at a very basic level so the use of complex 

statistical analysis has been m inim al in many of the studies.

Lastly, instruments utilized for data collection in past research have not always 

been tested for validity and reliability (Champion, 1984). Another criticism o f the HBM 

is the fact that it still fails to take into account adequately the central role of personal, 

family, community, and environmental factors and pressures. Lastly, rational belief 

models, including the HBM, are criticized because they fail to consider an individual’s
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coping strategies in their calculation of health behavior. These models focus exclusively 

on conscious decisions, while ignoring many of the automatic and unconscious behaviors 

that people engage in every day (Leventhal & Cameron, 1987). More recent adaptations 

of the HBM (Becker, 1974) have attempted to answer some of these shortcomings. The 

model being used for the proposed research study, The Children’s Health Belief Model, 

has taken into account the central role of personal, family, community, and 

environmental factors and pressures, and uses a developmental approach.

The Children’s Health Belief Model

The Children’s Health Belief Model (CHBM) was adapted from the Health Belief 

Model by Bush and Iannotti (1985, 1988, 1990; Iannotti & Bush, 1993) as a way to look 

at the developmental processes central to compliance when children are the patients. 

Compliance with treatment in children must include the family and other primary adult 

caretakers. It must take into account the developmental level of the child. Environmental 

factors that included the family or caretaker’s motivations for the child, perceived illness 

threat for the child, perceived benefit of taking the medicines prescribed, and how 

difficult it would be to give the medicines to the child were included as modifying factors 

in this new model. Other modifying factors included are health locus of control (the 

child, the parent, both, or none), the self-esteem of the parent and the child, health risk 

taking behaviors, and knowledge of the treatment and medicine needed to be com plian t 

Also added were factors that might be seen as enabling  These include visits to the health 

care provider, the illness frequency, and autonomy of the child.
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The CHBM was originally hypothesized and evaluated to increase understanding 

of how children acquire health beliefs, and to identify personal and environmental factors 

that predispose children to expect treatment for common health problems (Bush & 

Iannotti, 1990). This model was designed to reflect the need for a developmental 

perspective and to recognize the influence of the child’s primary caretaker.

The CHBM was initially developed on the sample o f420 elementary 

school-children. The children were individually interviewed to assess 

modifying, readiness, and behavior factors including health beliefs and 

attitudes, previous illness experiences, and expectations to take action in 

response to minor health problems (Iannotti & Bush, 1993, p. 70).

The model was expanded to include additional modifying factors such as parental 

influences and was then retested.

“Two hypotheses were posed: 1) CHBM variables predict children’s expectations 

to take medicines and 2) Caretaker health beliefs and expectations increase the ability o f 

the CHBM to explain children’s states of readiness and expectations to take medicines” 

(Bush & Iannotti, 1990, p. 71). The hypotheses were tested in two steps. All of the 

variables in the hypothesized CHBM except for the caretaker variables were subjected to 

regression analysis to predict children’s expected medicine use. This was repeated with 

the caretaker variables, and the equations were compared. Causal pathways were 

hypothesized in the CHBM and the model was subjected to path analysis and tested for 

goodness of fit.
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A total sample o f300 elementary school children and 270 o f their primary 

caretakers (93% mothers) was used to select a stratified sample on the basis of grade, sex, 

and socioeconomic status (SES), the latter determined by the average household income 

in the child’s elementary school census tract The average age of the children was 10.7 

years, and the range was 8.0 to 14.7 years (Bush & Iannotti, 1990). Each student was 

then interviewed privately by trained interviewers of the same race. No earlier than two 

weeks following the child’s interview, the child’s primary caretaker, as identified by the 

child, was interviewed by telephone. A 10% random sample of coded questionnaires 

stratified by the interviewers was recoded and intercoder reliability over both instruments 

was 94.6% (Bush & Iannotti, 1990).

Both hypotheses were confirmed upon statistical analysis. The results of this 

study indicated that the CHBM has utility for predicting children’s expectations of 

treatment for common childhood health problems (Bush & Iannotti, 1990). Suggestions 

for further research included studies to determine whether the model is applicable to 

other expected illness behaviors of children, whether the model generalizes to injury or 

other health problems, and whether expected medication use predicts actual use in 

childhood or in later years (Bush & Iannotti, 1990). An extensive review of the literature 

and a query o f the developer of the CHBM did not reveal any additional published 

research using the model (R.J. Iannotti, e-mail communication, July 19, 1999). The 

proposed research study was an application of this model to a specific health problem and 

examined compliance with treatment and medications.
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C om pliance

Background

For more than 20 years, the term compliance has been used to describe the extent 

to which a patient's behavior coincides with prescribed treatment regimens (Sacket, 

1974). Use of the term compliance has met with semantic controversy because of the 

implied passive role o f the patient in an authoritarian relationship with a healthcare 

provider (Karoly, 1993; Liptak, 1996). The term adherence is often preferred because it 

implies a patient-provider partnership and shared responsibility for treatment outcomes 

(CDC, 1994). Nevertheless, in order to understand the literature regarding compliance 

one must first understand the construct.

Research has shown compliance to be a complex behavior with many 

determinants (CDC, 1994; Haynes, Wang, & Gomes, 1987). These determinants include 

factors related to patient demographics, the disease, the therapeutic regimen, the patient- 

provider interaction and sociobehavioral issues (Liptak, 1996). Determinants specific to 

the pediatric population include the developmental stage of the child, the child-parent 

dyad, and the family context including their cultural health beliefs (Anderson & Coyne, 

1993; Dunbar, Dunning & Dwyer, 1993; Iannotti & Bush, 1993).

Measurement of Compliance

Measurement of compliance is accomplished by direct and indirect measures. 

Direct measures include biologic assays for drugs or metabolites in urine or blood and 

directly observed therapy (DOT). DOT involves the direct observation of a patient taking 

each dose of their TB medication by public health personnel for at least two months of
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the prescribed treatment regimen (Ginsberg, 1998). Whereas biologic assays for drugs are 

more appropriate for the clinical research setting, DOT is only used in California for 

patients with active TB disease (Gostin, 1993). Indirect measures include response to 

therapy, interviews, appointment keeping, refilling o f prescriptions, pill counts, 

medication monitors and judgment of the provider (CDC, 1994). All of the indirect 

measures have weaknesses. However, the pill count is considered moderately reliable 

despite a tendency for overestimation of compliance (Creer, 1993; Haynes, 1974; 

Rodewald & Pichichero, 1993).

Despite the difficulties associated with its estimation, compliance has been used 

as an outcome measure for a variety of research and health education programs for more 

than 25 years (DiMatteo, 1994; Richards, 1997). A meta-analysis of the compliance 

research in the pediatric population between 1970 and 1989 revealed over 90 published 

studies in which compliance was measured by indirect and direct methods (Dunbar, 

Dunning & Dwyer, 1993). Trends in the focus o f pediatric compliance research evolved 

from an interest in treatment regimens associated with acute illness to that o f chronic 

illness. During the 1970s most studies focused on adherence to antibiotics in association 

with an acute illness such as otitis media. Other acute illness studies included pharyngitis, 

dental problems and outpatient surgery. During the 1980s, close to 70 % of the studies 

centered on compliance in chronic illness with the following diseases being studied in 

descending order: diabetes, asthma, epilepsy, and lastly, juvenile arthritis. The few 

studies regarding prevention behaviors research, done in the late 1970s and again in the 

late 1980s, centered on immunizations, use of contraception, and prevention o f colds,
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sexually transmitted diseases and gastrointestinal infections. The meta-analysis 

demonstrated a positive relationship between interventions involving either the child or 

parent and their outcome effect on child health behaviors. No studies regarding TB 

treatment compliance were used in the meta-analysis (Dunbar, Dunning & Dwyer, 1993).

Compliance with medications prescribed over a long period of time is the goal of 

TB educational efforts. However, studies have shown treatment noncompliance rates for 

both adults and children with a variety of medical conditions range from 38 % for short

term treatments to 43 % for long-term regimens (DiMatteo, 1994; Fishman, 1995; 

Horwitz & Horwitz, 1993; Liptak, 1996). Other studies, both classic and more recent, 

have shown up to 50 % of fam ilies  do not adequately adhere to medical regimens 

prescribed for a wide variety of pediatric problems (Hefer, et aL, 1997; Mattar, Markello 

& Yaffe, 1975).

Reasons for poor compliance with TB treatment regimens varied among the 

different populations studied. Foreign bom immigrants and refugees feared the infection 

may result in legal action, such as deportation, against them when they picked up 

medication refills (CDC, 1994). Some moved out of the area and some often returned to 

their country of origin before being adequately treated for their infection (Cummings, 

Mohle-Boetani, Royce, & Chin, 1998; McLeod, 1998). Many believed they were immune 

to TB because of prior BCG (Bacille Calmette Guerin) vaccination as a child in Mexico 

(Poss, 1998). Vulnerable persons may have assessed the risk of developing disseminated 

TB as a very low priority when compared to the demands of day-to-day existence 

(Kitazawa, 1995). Some feared possible loss of job because of the amount of time off
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work needed for follow up clinic visits. Patients from diverse cultures may feel 

discriminated against. Others may believe having TB carries with it a social stigma or 

they may have cultural health beliefs about health and treatment o f disease that interferes 

with TB treatment regimens (Rubel & Garro, 1992).

Research Findings

A descriptive survey by Ailinger and Dear (1998) examined the relationship 

between medication adherence and appointment keeping with demographic, medication 

side effects, and self-assessed health status of adult Hispanic patients with TB. A 

convenience sample of 65 subjects was utilized. Data collection methods, including 

retrospective chart reviews and personal interviews were appropriate for the study’s 

design the purpose of which was to examine the relationships between variables and the 

differences between groups.

Ailinger and Dear (1998) found medication adherence dropped from 89 % the 

first month o f treatment to 65 % the sixth month. However, no significant differences in 

adherence by gender (t (62) =-1.19, p = .238) of respondents was found. No significant 

relationship between age (r = .07, j> = .588) or education (r = .22, j> = .126) and adherence 

was identified. Nor was a relationship regarding the presence or absence of social support 

[ L= (52) = 0.33, p = .741], medication side effects [ L= (62) = -1.45, g = .151], or self

assessed good health [f_= (56) = 0.00, g = .999}and adherence found. However, analysis 

of demographic factors showed a significant relationship between education and 

medication adherence (r = .307, g = .034). Follow up appointment keeping by subjects
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with healthcare providers dropped from 81 % at the initial appointment to 60 % at the end 

of 6 months.

While the study was interesting with respect to the determinants selected by 

researchers, several issues were identified which preclude its generalizability. Limitations 

include the restricted sample (adults with TB), the small sample size (n -  65), and lack of 

power analysis, the measurements o f self-reported medication adherence, and the failure 

to address threats to internal and external validity of the study.

Of special interest are the recommendations made by this study. A teaching 

program that is culturally appropriate and that involves the family members is 

recommended. A review of the motivating factors including fear of the disease, 

contagiousness o f the disease, and priority setting need to be included.

Cohen's (1997) review of worldwide TB adherence research found numerous 

studies regarding the relationship among determinants such as patient characteristics, 

family context, motivation, education and combination strategies. No specific 

determinant was identified as being consistently better than another in assuring 

compliance with TB treatment regimens. However, education involving the use of 

incentives, enablers such as social support and cultural health beliefs were found to 

contribute to moderate improvement in adherence. Unfortunately, Hainsworth (1997) 

found an equal number of studies have shown increased knowledge does not necessarily 

equal action.

According to the HBM, compliance is partially determined by the patient’s beliefs 

regarding the perceived level of threat of TB. Perceptions regarding the severity of TB
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and their own vulnerability are also factors. Positive motivators include the elimination of 

disease, and better health in the future. If cues to action in an asymptomatic disease such 

as the case of TB infection are to be meaningful, instructional methods must be tailored 

to meet the needs o f culturally diverse patients (Liptak, 1996).

Acculturation

Background

Acculturation is a complex phenomenon addressing intercultural interactions 

through which a person does or does not change any or all of six areas of psychological 

functioning: language use, cognitive style, personality identity, attitudes, stress, and 

customs of a majority culture, and the degree to which the person retains the norms held 

by their culture o f origin (Cuellar, Arnold, & Maldonado, 1995; Mendoza, 1984). For 

many years this phenomenon was viewed as a one-way process or uni-level adjustment 

process whereby, as a result of sociocultural interactions a person acquired or was 

assimilated into a new culture (Mendoza, 1984). It was assumed that as a person 

acquired a new culture they “lost” their old culture. It was also assumed that by 

measuring a single variable such as language acquisition one would know the level of 

acculturation. More recent research has demonstrated that acculturation is actually a 

multi-dimensional process where individuals might take on different aspects of the new 

culture such as language and foods while keeping cultural preferences in the areas of 

friendship, values, marriage partner preferences, and health beliefs (Cuellar, Arnold, & 

Maldonado, 1995; Mendoza, 1984; Padilla, 1980). Understanding how a person is
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proceeding through the process of acculturation might assist health care providers 

provide more appropriate information regarding diseases and treatments, and assist in 

understanding why patients are non-compliant with treatment and medications. The 

literature on acculturation was narrowed to research that specifically dealt with Mexican 

Americans and their culture, and/or the disease TB which is specifically being examined 

in the proposed study.

Influence of Acculturation on Health Beliefs

Cultural values, health beliefs, and behaviors are variables which can have a 

positive, negative or mixed impact on patient education (Gordon, 1994; Kitchie, 1997; 

Rivera & Rogers-Adkinson, 1997). The cultural origins of Hispanics in the US are 

Mexico, Puerto Rico, Dominican Republic, Cuba, Central and other Latin American 

countries (Marin & Marin, 1991; Nickens, 1997). Of the 28 million persons o f Hispanic 

origin estimated by the US Census Bureau for 1996, 63 % were from Mexico (1998). 

“The term ‘Hispanic’ is used by the US Census Bureau as an ethnic label and not to 

denote a race because Hispanics belong to all human races (White as well as Black, 

Asian, and indigenous Native American)” (Marin & Marin, 1991, p. 2). The term 

Hispanic is not used consistently in the literature and other labels that can be found 

include Latino, Raza, Spanish-speaking, and Chicano. This researcher has utilized the 

terminology adopted by the authors when discussing the available research in the 

literature. This proposal uses the term “Hispanic”. When conducting research on a 

particular ethnic group it is important to identify those characteristics that should be 

considered to define group membership.
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These characteristics can be shared language, surnames, type o f 

ancestors, national origin, or religious traditions and practices. National 

origin or ancestry seems to be a better criterion to establish group 

membership when identifying Hispanics because other criteria are not 

inclusive enough: Not all Hispanics speak Spanish; Spanish surnames are 

often shared by the Portuguese, French, Filipinos, and Italians; not all 

Hispanics descend from one identical ancestral tradition, be it European or 

Native American; and not all Hispanics are Roman Catholics or were 

raised as Roman Catholics. Given these possible criteria for defining 

ethnicity, it seems safe to argue that national origin (either personal or 

ancestral) is the element that best defines Hispanics in the United States 

(Marin & Marin, 1991, p. 19).

This research study will be examining Hispanics who identify themselves 

as having come from Mexico or who have ancestors who came from Mexico.

This ethnic group often considers themselves as Mexican-American depending on 

how acculturated they are into American society.

Cultural values and health beliefs are richly woven into the lives of Hispanics 

(Adams, Briones, & Rentfro, 1992; Rivera & Rogers-Adkinson, 1997). Most importantly 

is the belief in the oneness o f the physical, mental and spiritual being. This belief further 

infuses the strong family ties, loyalty and reciprocity with members of the larger 

extended family. Social orientation is collective in nature with a marked interdependence 

between family members. There is also an emphasis on conformity and cooperation
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rather than competition. The structure o f the family is patriarchal. Personal relationships, 

politeness and respect are also important. Deference to authority figures is known to have 

an impact on communication: verbal expressions are limited and avoidance of eye contact 

may be seen. The concept of time is relaxed with an emphasis on the present. Punctuality 

is not important and goals are immediate and short term.

Hispanic cultural health and illness beliefs are rooted in the sixteenth century 

Spanish medical or humoral knowledge as well as American Indian beliefs (Yee & 

Weaver, 1994). The health culture of patients is their understand ing  of the nature of 

health and illness, its cause and what that means to those individuals (Rub el & Garro, 

1992). Illness is frequently attributed to non-biomedical etiologies. Causes of illnesses 

are believed to be result of the body's unbalance, dislocation of parts o f the body, 

magical or supernatural causes outside o f the body, strong emotional states or envy 

(Spector, 1996). Folk healers and magicoreligious practices are commonly used in order 

to rid oneself o f an illness including symptoms of TB. Treatment strategies include herbs, 

teas, spiritual cleansing and religious rituals (Gordon, 1994). Prevention strategies are 

accomplished through spiritual means or herbal remedies. Some of these beliefs and 

practices were found in two recent qualitative studies regard ing  Hispanics and their 

explanatory models of TB.

Research Findings

Ailinger and Dear (1997), in a qualitative study elucidated the meaning of TB 

infection for 65 adult Latino immigrants being treated for TB infection in a large health 

department. Interview methods were completely described and appropriate for the
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qualitative design of the study. Data analysis o f responses included coding and 

identification o f three themes: beliefs about cause o f TB infection, fears about infection, 

and treatm en t expectations. Half of the subjects did not know the cause of their infection, 

27 % related it to a contagion such as breathing air or from drinking from the same 

co ntaine r  of an infected person. The remainder attributed it to lack of self-care, poor 

conditions in their country o f origin, failure to obtain BCG vaccination, particular blood 

types, or an imbalance o f hot and cold. Several subjects reported a positive PPD was 

indicative of a skin infection. Fears regarding having TB infection ranged from no fears 

at all to fears of the potential development of active TB disease, impaired ability to work, 

to infecting others especially children and family members, fears of dying, and 

restrictions of work schedule. However, the most important finding to researchers was the 

expectation that treatment would stop the progression of TB infection and would prevent 

others from contracting TB.

Poss' (1998) qualitative study resulted in a slightly different explanatory model 

for TB in Mexican migrant farm workers. Data collection methods consisted of detailed 

interviews with 26 migrant farm workers in western New York using open-ended 

questions. Detailed explanations regarding consent, interview format, and schedules were 

provided. Adequate data analysis resulted in nine well-defined and saturated categories: 

TB etiology and transmission, sources of information, seriousness, susceptibility, 

symptoms, PPD significance, social significance of TB, BCG vaccination, and finally, 

treatment.
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Findings regarding explanations for the nine categories were well described (Poss, 

1998). Many of the subjects identified the etiology o f TB as a tiny organism, bacteria, 

vims or a little anim al Transmission of TB was thought to occur as a result of drinking 

contaminated milk, sharing utensils, sexual relationships, or being susceptible as a result 

of a weakened condition such as anemia. Acknowledgment of similarities between some 

subject's beliefs and the biomedical model o f TB was ascribed to prior attendance at a 

TB educational program. Other sources of information about TB included other workers, 

family members, friends, and healthcare providers. Many of the subjects knew someone 

with TB, being treated for TB or someone who had died of disseminated disease. As a 

result, m any believed TB to be a serious infection and the importance of early treatment. 

Whereas most subjects felt they were susceptible to TB, two felt they were im m une 

because they did not smoke cigarettes. Prevention methods were described as caring for 

oneself, having a clean house, and avoiding chemicals. Several felt there was nothing that 

could be done. Symptoms of TB disease was for the most part correctly identified as 

weight loss, cough, fever and fatigue. The significance of PPD was attributed to a variety 

of explanations with several accurate interpretations. Over two thirds of the subjects 

agreed that if diagnosed with TB they would seek treatment by a healthcare provider. 

Understanding regarding duration of treatment regimens varied from one or two months 

to the rest of their lives. Subjects however, were mixed as to the social significance of 

TB: some felt comfortable discussing TB with family or friends while others would not. 

Interesting misconceptions regarding BCG vaccination were also revealed. Most subjects 

knew whether or not they had received the vaccine. However, some believed it provided
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lifelong im m unity  aga in st  TB while others thought it would protect them against other 

diseases such as infantile paralysis, chicken pox, small pox, and bronchitis.

Griffth and Villavicencio (1985) looked at the relationships among acculturation, 

sociodemographic characteristics and social supports in Mexican American adults. A 

sample o f259 (N-259) Mexican American adults living in Southern California were 

selected using multi-stage, random-digit telephone sampling method. A survey 

questionnaire was used which was part of a larger research investigation. This instrument 

had four sections that were used for this study: screening/introduction; 

demographic/acculturation; psychological distress; and social supports. Reliability of the 

research instrument had been established by two large epidemiologic surveys conducted 

in earlier. Cronbach’s alpha coefficients for the scales were similar to data obtained from 

the earlier studies and were reported as Anxiety Scale, .77; Psychosocial Dysfunction 

Scale, .91, and Depression Scales, .85. The internal consistency of the Anxiety and 

Depression scales within the Spanish speaking only sub-group were similar to the 

English-speaking-only subgroup at .80 and .84 respectively (Griffih & Villavicencio,

1985, p.79). These scores indicate the tool was reliable. The items on the scales are 

reported as having been taken from valid and reliable measures of psychiatric impairment 

but no other information about the validity was shared.

The researchers do report that research instruments that were not already 

translated into Spanish were translated and back translated by two bilingual/bicultural 

Ph.D. psychologists. They compared the two questionnaires item by item and corrected 

any discrepancies. While a specific method for translating the tool was not mentioned it
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is a strength o f this study that the method for translating the research instruments was 

mentioned at all.

The study found that acculturation and several sociodemographic characteristics 

bore significant relationships with social support variables. To ascertain the amount of 

variance acculturation and specific sociodemographic factors uniquely contributed to the 

network variables, hierarchical multiple regressions were performed in which the 

network variables served as the criterion variables, and sociodemographic variables 

served as predictors (Griffth & Villavicencio, 1985, p.85). The results of the regressions 

were reported in a table. Income added a significant proportion of variance to network 

size (R Added = .028, F_(l,200) = 5.72, g <05). Respondents of lower income and who 

had reported marital problems were less likely to call on the extended family for help 

(respectively, b_= .205, F (1,200) = 5.84, j> <05 and b = -.175, F_(l,200) = 5.02, j><05). 

More educated respondents more often depended on friends and neighbors for support 

than the less educated (Grifith & Villavicencio, 1985, p.87).

The last aspect of the study was the assessment o f the relationship between 

personal distress and reliance on specific support provided for subgroups of Mexican 

Americans who differed in acculturation. Additional hierarchical multiple regressions 

were conducted. Main effects of sociodemographic and network characteristics were first 

entered to predict personal distress, and then, interactions between acculturation and the 

number of primary kin, extended kin, and friends and neighbors named as support 

providers. The only significant interaction reported was interview-taken-in-Spanish and 

the number o f friends and neighbors named as support providers (b = 176, F (1,207) =
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5.20, p < .05). This data seems to suggest that although acculturation shows significant 

relationship to social networking, these relationships result from the covariation of 

acculturation and sociodemographic characteristics. The hypothesis that as Mexican 

Americans become more acculturated, the support groups will more resemble those of 

Anglo-Americans was supported. The researchers state that although the results seem to 

indicate that less acculturated Mexican Americans undergo psychological distress they 

seek out more support from friends and relatives. This finding is different from what 

other studies have demonstrated and an alternative explanation is given. Griffth & 

Villavicencio (1985) state that it is possible that the results demonstrated the increased 

importance of friends and neighbors providing social support for more acculturated 

Mexican Americans.

This research study supports the importance of acculturation as a variable in 

research studies that are exam ining how Mexican Americans seek support for problems, 

including health problems. This research also emphasizes the importance of considering 

the significant role friends and family play in the life of Mexican Americans, and how 

this might affect any research conducted on this population. A weakness of this study is 

the lack of an explanation of how acculturation was measured and if this was measured 

using a single variable like language or multiple variables.

Instructional M ethods

In order to perceive susceptibility to TB, one must possess knowledge of the 

disease. Information is essential for acquisition of knowledge. Historically, parental
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education has consisted of oral and written instructions. Unfortunately, there is often a 

large discrepancy between the information provided and the comprehension level of 

patients (Liptak, 1996). Reasons for discrepancy in patient understanding are related to a 

variety of factors. These factors include the readability of written materials for patients 

with low literacy, the instructional method or manner of presentation, the learning style 

and motivation of the patient, as well as the cultural relevance of the materials to patients 

beliefs (Anderson, 1995; Bastable, 1997; Dollahite, Thompson & McNew, 1996; Kitchie, 

1997; Richards, 1997). The six assumptions of androgogy provide a framework in which 

to design instructional materials for adult learners, which include Mexican-American 

parents (Hanson & Fisher, 1998; Moss, 1994; Padberg & Padberg, 1990). As outlined by 

Knowles (1990. p. 57-63) they are:

1. Before undertaking learning, adults need to know why the subject is 

important.

2. Adults' self-concept revolves around being responsible for their own 

lives and subsequent decisions.

3. Adults enter into educational activities with a greater volume and 

different quality o f experiences than children.

4. Adults are ready to learn things they need to know in order to cope 

effectively with real-life situations.

5. Adults are task- or problem-centered in their orientation to learning.

6. The most potent motivators for adults are internal pressures like job
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satisfaction, self-esteem, and quality of life, and these motivators can be 

blocked by such barriers as negative self-concept, time constraints, and 

programs that violate the principles of adult learning.

Audio T aped Instruction

Audio technology as a means o f providing patient education in a culturally 

diverse population is becoming a preferred format for a variety o f reasons (Hainsworth, 

1997). Audio technology refers to the use of audiotapes, videotapes, radio, television, and 

computers for patient education. Groups, who are hearing, visual, or linguistically 

challenged, including patients with low literacy levels, have benefited from the use of 

audio technology. It has also been found to be an excellent medium for providing 

instruction in psychomotor skills. Audio technology, as with, any medium, has its 

disadvantages such as static content, accessibility to required equipment, and the expense 

of some types of audiotapes. Nevertheless, once produced, use o f audiotapes has been 

found to be a cost-effective means of providing health information (Mishra & Conner, 

1996).

The direct affect of parents on children’s compliance with medical treatment is 

well accepted (Iannotti & Bush, 1992, 1993). The audiotaped novella empowers parents 

by respecting the learner’s previous experiences while providing new information using a 

methodology that enhances prospective memory, and accounts for the importance of 

social context (Ianotti & Bush, 1993). Furthermore, it allows listeners to control the time 

in which the tape is played which allows listeners to be ready to learn. This is especially
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important when their lives are full of stressors associated with activities of daily living. 

However, for the audiotaped novella to be successful, cultural health beliefs must be 

incorporated if truly meaningful patient education is going to occur (Chachkes & Christ, 

1996; Ormrod, 199S). Using a story or novella format for the audiotape allows factual 

information to be imparted in a more informal^ interesting and culturally appropriate way. 

The novella format also provides a vehicle for providing instructions regarding 

medications and treatment regimens using concrete language that both parents and 

children can understand. It allows for questions to be answered, misunderstandings to be 

cleared up at the next visit, and can be played over and over when the parent or child is 

not so anxious so memory is improved. “Age and intelligence do not systematically relate 

to recall, and the use of reinforcement, memory aids, and rehearsal that has provided 

some success for increased compliance in adults may work in children as well” (Iannotti 

& Bush, 1993, p. 61).

Research Findings

Freire (1970) noted that learning often occurs in dialogue. Novellas, while 

frequently used in other countries to convey health education messages, are just being 

recognized in the US as an effective educational tool in low-literacy, culturally diverse 

populations (Wang & Burris, 1994). Two recent studies in the public health literature 

illustrate the effective use of novellas in the Hispanic population. Mishra and Conner

(1996) successfully used two formats to affect HIV-related attitudes, knowledge and 

behaviors in a migrant-camp population. Lalonde, Rabinowitz, Shefsky, and Washienko
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(1997) used three novella formats to affect Hispanic youth attitudes, behavioral 

intentions, and parent-youth communication regarding alcohol use.

The study by Mishra and Conner (1996) utilized an educational novella produced 

in two formats: a photo story book and a radio show. The primary focus o f the program 

was to affect behaviors associated with HIV prevention, such as condom use, with some 

reference to sexual abstinence and needle sharing. Descriptions of the novella formats 

and themes were provided. The design of the study was quasi-experimental with random 

assignment of matched and paired study sites. The data collection method, based on 

quota sampling was adequate. The study began with ISO eligible subjects but ended with 

a cohort of 89 due to factors related to the migratory nature of the population. Subjects 

were paid to participate.

Complete data was available from 52 subjects in the experimental group and from 

37 subjects in the control group (Mishra &Conner, 1996). Data collection methods 

consisted of surveys administered by trained interviewers. A pilot test of the data 

collection method found the format to be effective in subjects with low-literacy but able 

to understand spoken words and selected icons.

Prior to implementation of the novella intervention, a pretest measuring HIV- 

related attitudes, knowledge and behavioral items was administered to both groups. After 

administering the pretest, the photo novella was distributed to the experimental group. 

Radios and broadcast information was also distributed in order to eliminate the barrier of 

not being able to listen to the radio novella which ran over a three week-period (Mishra & 

Conner, 1996).
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A  post-test regarding HIV-related attitudes, knowledge and behavioral items was 

administered to both groups one month after the pre-test Most o f the participants did not 

hear all o f the broadcasts on the radio. Therefore the study results are from participants 

who saw only the photo novella. After completion of the post-test, subjects in a structured 

focus group disclosed feelings about the photo novella format. They found it easy to 

relate to the photo novellas format, the story to be engaging, and to have understood the 

HIV transmission and prevention strategies presented. The results demonstrated a modest 

increase in knowledge (Mishra & Conner, 1996).

Protection of subjects was demonstrated by acknowledgment of Institutional

Review Board approval for the research protocol. Significance levels of the data were

reported at the p<05 and p<001 level. The photo novella intervention was found to be an

effective means to change HIV-related knowledge, attitudes and behaviors. Knowledge

scores about the transmission, severity and external signs of HIV increased significantly

in the experimental group. During the study period, significantly more subjects in the

intervention group reported condom use: 51 % compared to 24.3 % in the control group.

It was also found that 100 % of the subjects who changed their behavior in comparison to

66.7 % o f those who did not, believed they could prevent HIV infection with condom use
*

(Mishra & Conner, 1996).

Findings regarding amount of exposure to the educational program were 

significant. A large majority, 81 and 68 % of the subjects reported reviewing the photo 

novella. Validation measures o f readability and comprehension o f the photo novella 

revealed 68 % of the experimental group correctly identified all three out of three
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messages with an additional 26 % correctly identifying two of the three frames tested 

(Mishra & Conner, 1996). The radio novella met with the barrier o f inconvenient 

broadcast times. Despite having had radios supplied to the experimental group, their work 

patterns precluded the ability to listen to the broadcasts at the same time every day. Only 

8 % of the subjects were able to listen to the 15 broadcasts therefore the study reflected 

only the photo novella as an instructional tool.

Lalonde, Rabinowitz, Shefsky and Washienko’s (1997) descriptive study involved 

the development, implementation and evaluation of a television novella, radio novella, 

and photo novella on Hispanic youth attitudes and parent-youth communication regarding 

alcohol. Extensive involvement of Hispanic community leaders, police, church and 

school officials in the development of the novella was described. In comparison to 

Mishra and Conner's (1996) small sample size, a significantly larger, more stable 

population was utilized. The study population was the Hispanic community o f a city in 

the state of Washington.

Implementation of the novella consisted of blanketing the community with 

extensive advertising including television, radio, posters, T-shirts, and baseball caps. An 

official kick-off coincided with a much-celebrated cultural event, Cinco de Mayo. Data 

collection methods consisted of random street interviews, radio listener comments, self- 

reported surveys, and group meetings within the community. Unfortunately, no control 

group was utilized because of the extensive publicity of the intervention within the 

community. Weakness associated with the validity of the data from the random street 

interviews, radio listener comments and the group meetings reg a rd in g  the effectiveness of
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the novella were addressed. However, valid data from a total o f642 Hispanic middle and 

high school students was obtained in order to evaluate the different novella formats 

(Lalonde, Rabinowitz, Shefsky & Washienko, 1997).

Findings from the random street interviews attempted to gauge the number of 

citizens who viewed the television novella or heard the radio novella. Of those who saw 

or heard the novellas, 99 % felt they would be effective but did not specify how. 

Evaluation of the novellas on a six-point scale demonstrated a 56 % approval rating; 34 

% rated it between a 4 and a 5 (Lalonde, Rabinowitz, Shefsky & Washienko, 1997).

A significant, but small, improvement in the Hispanic youth attitudes and 

behavioral intentions related to alcohol was found by means of the student surveys 

(Lalonde, Rabinowitz, Shefsky & Washienko, 1997). Even with limited exposure, the 

novellas positively affected youth alcohol attitudes among females and the behavioral 

intentions regarding alcohol use of both female and male students. However, willingness 

to talk to a family member was not changed if a previous problem with alcohol existed. 

Findings from the student surveys were reported at a p = .04 level.

Despite the identified weaknesses of these novella studies, their contribution to 

the growing body of literature supporting the effective use of novellas among the 

Hispanic population is groundbreaking. An extensive search of nursing, public health and 

medical literature revealed no previous studies regarding the use of an audiotaped novella 

to affect compliance o f TB treatment regimens. By incorporating cultural health beliefs 

into the theme of the proposed TB audiotaped novella, it may be more effective in
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changing  the compliance behaviors of the Mexican-American parents who have a child 

with TB infection.

Tuberculosis

Prevalence

Tuberculosis, an ancient disease, kills more people than any other infectious 

disease throughout the world (McDonald & Reichman, 1998). The World Health 

Organization (WHO) estimated that there would be 90 million new cases of tuberculosis 

world wide in the 1990's with 30 million deaths (Ravigiione, Snider, & Kochi, 1995). 

Presently, one in three persons worldwide is infected with TB. There are approximately 

three million deaths reported annually, and seven to eight million new cases of active TB 

diagnosed each year (Ginsberg, 1998; Nakajima, H., 1993). These facts seem 

incomprehensible given the ability to prevent and cure most TB disease with the 

currently available, inexpensive, and relatively nontoxic drugs at our disposal (American 

Academy of Pediatrics [AAP], 1997; see Table 1 for Commonly Used Drugs for the 

Treatment of TB in Infants, Children, and Adolescents).
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Table 1

C om m only  Used Drugs fo r  T rea tm e n t of TB in Infants Children and Adolescents

Drugs Dosage/form
Daily dose, 
mg/kg/day

Twice/week
dose

Maximum
mg/kg/dose

Adverse
reactions

Isoniazid Scored tabs- 
(INH) 100 & 300 mg

10-15 20-30 Daily,

2x/week, 
900 mg

Mild hepatic enzyme 
elevation, "hepatitis, 
peripheral neuritis, 
Hypersensitivity

Ethambutol 100 & 
400 mg 
Tabs

15-25 50 2-5 g Optic neuritis 
(usually reversible), 
decreased visual 
acuity, decreased 
red-green color 
discrimination, GI 
disturbances, hyper
sensitivity

Pyrazinamide 500 mg
Scored Tabs

20-40 50 2 g Hepatotoxicity,
hyperuricemia

Rifampin Capsules- 10-20 
150 & 300, 
mg., Syrup- 
formulated 
from caps

10-20 600 mg Orange discoloration 
of secretions/urine 
staining contact 
lenses, vomiting, 
hepatitis, flu-like 
reaction & 
thrombocytopenia; 
may render birth 
control pills inactive

Streptomycin Vials— 1 & 4 20-40 20-40 l g Auditory & vestibular 
toxicity,
nephrotoxicity, rash

Note When INH in a dosage exceeding lOmg/kg/day is used in combination with Rifampin, 
the incidence of hepatotoxicity may be increased. Rifamate is a capsule containing 150 mg 
INH and 300mg Rifampin. Two capsules provide the usual adult dose (>50 kg body weight) 
daily doses of each drug. Rifater is a capsule containing 50 mg INH, 120 mg Rifampin, and 
300 mg. Pyrazinamide.
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A dapted from Report of th e  Committee on Infectious Diseases (24 ed.)by
American Academy of Pediatrics, Elk Grove Village, IL: Author. Copyright
1997 by American Academy o f Pediatrics

The last 10 years have seen a dramatic rise in the incidence of TB in both adults 

and children in the United States (US) (Ginsberg, 1998). This reemergence is attributed 

to the increased prevalence of human im m u n o deficiency virus (H IV ), the rising number 

of medically-underserved populations, as well as foreign-born and older persons who 

were infected when they were young (Center for Disease Control [CDC], 1998; 

Inselman, 1996). TB is a disease not evenly distributed; more than two-thirds of reported 

cases occur in nonwhite racial and ethnic groups. Mexican-Americans are the ethnic 

minority at greatest risk (Alinger & Dear, 1998). Between 1985 and 1992, the number of 

TB cases in children increased substantially, with a 40% rise compared to a 20% rise in 

cases overall in the United States (Starke, 1998, Starke, Jacobs, & Jereb, 1992). Since 

1985, the largest increase in children with TB has been mainly in children under 9 years 

(American Thoracic Society [ATS], 1992). California has the highest incidence o f TB in 

children and adolescents, with approximately 30 % of the cases nationwide (Lobato, 

Cummings, Will, & Royce, 1998).

T ubercu losis in Children

A pediatric diagnosis of TB infection or disease is a sentinel event within a 

community (AAP, 1997). It represents a recent airborne transmission of Mycobacterium 

tuberculosis (A/, tb) from an adult or adolescent with infectious disease to the child 

(McDonald & Reichman, 1998). Once inhaled, an immunologic response occurs which 

results in M. tuberculosis intracellular incorporation within the lungs and associated
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lymphoid tissues (Inselman, 1996; Starke, 1998). Adults infected with TB are able to 

mount a cell-mediated immune response which oftentimes limits the dissemination o f the 

disease. This is not the case with neonates, young children and those entering 

adolescence. Children in these groups are at greater risk to develop widespread disease 

within 2 years of exposure because of the inability o f their immature cellular, humoral, 

and local lung immune systems to mount a response to the TB infection (McLeod, 1998; 

Starke, 1998).

Clinically, TB disease presents very differently in children than in it does in 

adults. Oftentimes, children with TB are asymptomatic. Newborns may present with poor 

suck, inadequate weight gain, vomiting, diarrhea, apnea and seizures (Inselman, 1996, 

McLeod, 1998, Starke, 1998). Symptoms such as unexplained fever, cough, wheezing, 

dyspnea, abdominal or bone pain, anorexia, diarrhea, failure to thrive or lethargy may 

initially be missed because of their concurrence with other common pediatric illnesses 

(Inselman, 1996). Diagnosis is made with the Mantoux tuberculin skin test using purified 

protein derivative (PPD) injected intradermally (AAP, 1997) see Appendix A for 

Interpretation of Positive PPD Skin Test Reactions in Children). TB infection is 

characterized by a positive PPD skin test without clinical, radiologic, or laboratory 

evidence of TB. TB disease is characterized by a positive PPD and clinical, radiologic, 

and/or laboratory evidence of the disease.

Treatment of TB

Treatment of TB is lengthy and based on a classification devised by the ATS 

(1992; see Appendix B for TB Classifications). Treatment of infection consists of six to
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nine months of Isoniazid therapy. Failure to initiate appropriate treatment, as well as 

noncompliance with recommended treatment regimens, has led to the disturbing trend o f 

drug resistant TB (Alinger & Dear, 1998). Therefore, appropriate diagnosis, treatment, 

and follow-up by nurse practitioners (NPs) and other health care professionals caring for 

these children is crucial in order to ensure their future health as well as interrupting the 

cycle o f TB infection within the community (CDC, 1998; Halverson, Mays, Miller, 

Kaluzny, & Richards, 1997).

Currently, all states mandate funding for the identification and management of 

active TB disease through county public health departments. The duty to pay for and 

provide services varies widely from state to state, with many statutes on the books since 

the turn of the century (Gostin, 1993). Identification of TB infection and subsequent 

follow-up may or may not be a requirement of the state or county public health 

department. However, newly diagnosed cases of TB infected children are reported to 

county public health departments simply as a means to identify the source of their 

infection (Jackson & McLeod, 1998). Different states also provide different ways to treat 

these children with some states provided directly observed therapy by the school nurse 

when children are school aged. In the state where the proposed research study will be 

conducted, few schools have full time nurses. It is the responsibility of the primary care 

provider to be sure that children with TB infection are adequately treated. It is for this 

reason that detection of infection and subsequent treatment has become a priority of care 

provided by NPs and other health professionals caring for children at the primary care 

level throughout the U.S.
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T ran sla tio n  T heory

Behavior oriented health scientists, including nurses, interested in cross-cultural 

research often need to translate their research materials including instructions, consent 

forms, and questionnaires from one language to another. The researcher must be 

reasonably assured that the translation o f an English language measure is accurate. While 

on the surface this may seem like a simple academic task, one cannot assume that a 

simple direct translation will have any meaning to a non-English speaker. Items that 

affect validity o f these tools include the use of idiomatic expressions, jargon, and 

colloquial phrases. The growing interest in international and cross cultural research in 

nursing is reflected in the current nursing literature, but there has been very little 

published in the nursing literature about classic translation theory.

The body of literature on translation techniques in linguistics can be found in 

several different disciplines. Harris (1 9 7 5 ), Richards (1953), and Simpson (1978) have 

written about translation theory. Brislin (1970 ) and Bracken and Fouad (1987) have 

discussed the importance of translation technique when conducting psychological 

research. Chapman and Carter (1979) discussed translation procedures for the use of 

measurement instruments to conduct research in education. H anse n  and Fouad (1984) 

discussed translation and validation of a specific tool into Spanish for research purposes. 

McDermott and Palchanes (1994) conducted a review of the nursing literature and found 

only a single cross-cultural study (Jones, 1987) that used a tested methodology for 

translation of a quantitative measure.
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To understand translation theory several key terms need to be defined. “Source 

language” (SL) refers to the original language of the measure or the researcher. “Target 

language” (TL) refers to the language into which the translation is made. “Back 

translation” is when the tool is translated from the TL back to the SL (Brislin, 1970). 

“Blind back translation” is used when one back translates without having knowledge of 

the original version. This occurs when one bilingual person translates  a document from 

the SL to the TL. A second bilingual person then takes the translated TL version and 

blindly back translates it back to the SL. The researcher now has two versions of the 

original tool for comparison. If both versions are identical in language and meaning then 

it is assumed that the two versions are equivalent. This assumption, while logical, may 

not assure the quality of conceptual equivalence that is necessary for scientific inquiry 

(Werner & Campbell, 1970). “ ‘Decentering’ refers to a translation process in which the 

SL and TL versions are equally important during the translation procedure” (Brislin, 

1970, p. 186). This technique works well with newly developed instruments and texts, 

but may not be used when a researcher is translating an instrument that has well 

established reliability and validity and the content cannot be altered.

Decisions about translation technique and whether to make changes in the SL to 

accommodate accuracy in the TL depend on the research goals. Cross-cultural research 

goals usually fit into one of two categories: operational or comparative (Irvine & Carroll, 

1980). Operational goals examine differences between cultural groups. Translation of 

materials is asymmetrical because the TL version of the SL original must remain loyal to 

the original and therefore may seem unnatural. This is often the case when one is
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translating an established tool. Comparative goals examine a construct across cultures, 

thus the SL and the T L  versions of the tool must be equally fam ilia r  and colloquial in 

content and contain items that are familiar in both cultures (Chapman & Carter, 1979). 

Translation of materials with a comparative goal is therefore symmetrical and 

decentering is a technique that helps with this process.

Brislin conducted a study to investigate “factors that affect translation quality and 

how equivalence between source and target versions can be evaluated. The variables of 

language, content, and difficulty were studied through an analysis of variance design” 

(1970, p. 185). At the end of his study he concluded that the question remains, “How 

good does a translation have to be before it is usable, or before a translator is judged 

adequate” (1970, p. 214). Brislin stated that no standards for the acceptable number of 

errors in a translation exists, but concluded with a seven-step procedure likely to provide 

adequate translation from English to other languages for research purposes. This process 

is an extension of the original four step process which was simply: a) develop the original 

SL measure; b) translate it to the TL; c) check the TL version for grammar, ease of 

understanding  for monolingual native speakers; and d) back translate from the corrected 

TL version to the original.

Brislin’s seven step back translation method includes:

1. Write an English form that uses simple sentences, low literacy levels, 

and puts things into context when presenting ideas that may be 

questionable. Avoid detailed descriptions.
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2. Use competent bilingual translators who are familiar with the content 

in the source language material when possible.

3. After practice, have one translator to translate from the original SL to 

the TL and another to blindly back translate from the TL to the SL.

4. Have several raters examine the original SL, the TL and back 

translation versions for errors that may lead to differences in meaning, 

with some raters examining only one version. If errors are found, repeat 

step 3, changing the original English when necessary (“decentering”) 

when not concerned with exact translations in already validated tools. 

Change translators when possible if they are making too many errors.

5. When no meaning errors are found, then pretest the TL version on 

target language speaking people. Revise the translation and/or original 

English if  the pretest demonstrates problems in comprehension. Ask a 

bilingual to critically examine the translation.

6. Administer the materials to bilingual subjects, some who get the 

English version and some who get the translation, and some who see both 

versions. Responses should be similar across both groups with adequacy 

demonstrated by means, standard deviations, and correlation coefficients.

7. Check whether meaning errors and a pretest were as predictable for 

translation equivalence as the more lengthy process outlined in step 6 

(Brislin, 1970, p. 214, 215.)
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McDermott and Palchanes (1994), who conducted a review o f the nursing 

literature, concluded her article on the critical elements in translation theory by stating 

that research proposals should demonstrate a credible, theoretically sound approach to 

translation. Documentation of access to bilingual experts for translation and error finding 

in addition to a pilot study with correction of the tools is important. She emphasizes that 

time and financial support for translation should be built into a study because it can be so 

costly and time consuming.

Sum m ary

The literature has documented poor adherence to long term treatment regimens. 

NPs and other primary care providers must find new and innovative ways to educate 

Mexican-American parents to give the medications to their TB-infected children the way 

it was prescribed until the medication regimen is completed (CDC, 1994). The 

audiotaped novella format which incorporates cultural health beliefs has been found to be 

effective in changing attitudes and behaviors in Mexican-American patients (Lalonde, 

Rabinowitz, Shefsky & Washienko, 1997, Mishra & Conner, 1996; Wang & Burris,

1994). However, to date there have been no studies using the audiotaped novella format 

to educate parents regarding TB infection, disease and treatment regimens. By 

incorporating cultural values into educational tools, they become more meaningful to a 

parent who is in the process of becoming accuiturated. With an increase in knowledge, 

which has been provided in a culturally sensitive manner, parents may be empowered 

with information which influences their health beliefs about TB infection. The
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understand ing  of a parent’s health beliefs, level o f acculturation, and the providers ability 

to  provide a tool that enhances a parents knowledge about TB, is hypothesized in this 

study to influence a parents compliance with treatment and medications.
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CHAPTER THREE 

Methodology 

Research Design

Original Proposal

The proposed purpose of the study was twofold. First, the study was to examine 

the effects of health beliefs, acculturation, and a culturally appropriate teaching 

intervention on knowledge of TB and compliance with treatment and medications in 

Mexican-American parents of a child with TB infection. Second, the study was to 

compare the effectiveness of the current standard educational approach provided in a 

clinic setting with the audiotaped teaching intervention on parents’ knowledge of TB, and 

treatment compliance.

This study was to use a mixed design. The first was a quasi-experimental pre-test, 

post-test nonequivalent control group design. Burns and Grove (1993) stated that the 

three essential elements of an experimental research design include (1) random sampling; 

(2) researcher-controlled manipulation o f the independent variable; and (3) researcher 

control of the experimental situation, which includes a control or comparison group (p.

316.). This study had two of the essential elements. The sample was a self selected 

convenience sample of parents of children whose primary language was Spanish, and 

who had a child who had a diagnosis of TB infection at one of the clinics participating in 

the research study. The clinics were designated either as a control clinic or an
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experimental clinic. The subjects from the control clinic who chose to participate were to 

receive a set of questionnaires at the time of diagnosis and the same set of questionnaires 

at the one month return clinic visit. The educational intervention they received in the 

clinic the day of diagnosis was the standard educational approach for children with this 

diagnosis. The parents of children who chose to participate from a designated 

experimental clinic were to receive the questionnaires and were also to receive a 

culturally appropriate, Spanish language audiotaped novella in addition to the standard 

educational approach. The parents were to answer the same set of questionnaires at the 

next clinical visit with the exception that the TB Knowledge post-test had an expanded 

version that included questions about the audiotape so as to assist the researcher in 

validating that they actually listened to the tape. Both groups were required to bring their 

medications to the return visit in one month.

This study examined human characteristics and behaviors that did not lend 

themselves to experimental manipulation and randomization. This study was also 

conducted in the real world clinical setting and not in a laboratory so as to increase the 

generalizability o f the research findings, but which also created problems with attainment 

of adequate subjects for the research. The convenience sampling and necessity o f 

assigning an entire clinic to be a comparison or an experimental group did not allow for 

randomization of the subjects. Therefore, this research study proposed to use a quasi- 

experimental design.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



71

Use of a control group and separate pre- and post-test measures were proposed to 

strengthen the external validity of the study’s findings (Bums & Grove, 1993). Pre

testing would allow the researcher to determine if  the groups were initially similar and 

would strengthen the validity o f attributing any post-test differences to the experimental 

treatment, which in this study was to be the Spanish language audiotaped novella used for 

teaching. However, the study was limited because only a small number of subjects were 

successfully recruited (N = 31) and the majority o f these were in the control group (n = 

25). The small sample size, especially in the experimental group, did not allow the 

researcher to use two group comparison statistics. Control of the subjects or situations 

was not possible, therefore threats to internal validity associated with this design may 

have occurred. They include possible internal threats of history, selection bias, volunteer 

bias, maturation, and mortality (Polit & Hungler, 1997).

Reduction of the internal threats to validity o f history, selection bias, and 

volunteer bias in this study was attempted by using a pre-test to determine if the groups 

were similar before the intervention was introduced. It was assumed that if the pre-test 

scores were similar then the groups would be similar and would be influenced by similar 

extraneous variables. To reduce the effect of maturation the subjects were to be tested 

again after only one month. The time parameters used in this study also caused its own 

limitations.

Controlling external factors is difficult in a research study that is not conducted in 

a laboratory. This study imposed the following restrictions in an effort to achieve 

constancy of conditions. The first was that the study was conducted in clinics that serve
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patients who meet the federal poverty guidelines. The researcher also trained the 

assistants at each one of the clinics where data were being collected to ensure constancy 

of communication to the subjects in the study. A written research protocol explaining 

how to collect the data was left at each clinic, and the researcher was available at all 

times by pager if  there were any questions. The last method that was to be used to 

control extraneous variables was to be statistical techniques such as analysis of 

covariance to examine the data. This was not possible with the limited number of 

subjects.

The second part of the study was proposed to use an exploratory descriptive 

correlational design. The relationships among the variables as measured by scores on the 

Tuberculosis Health Belief Questionnaire for Parents (TBHBQ), the Acculturation Rating 

Scale For Mexican-Americans (ARSMA-II), the Knowledge of TB Test, and compliance 

with TB regimens were to be examined. This exploration was done within the limits 

imposed by the small amount of data collected.

Changes In Research Design

Substantial revisions to research design were necessary due to problems recruiting 

subjects into the study, particularly in the experimental group. Sample size was not 

adequate to allow for meaningful comparative analysis o f treatment and control groups. 

Therefore, the focus of data analysis was on descriptive analysis of the variables.

Difficulty recruiting subjects occurred early in the data collection phase and 

caused the researcher to assess the situation and to make changes in an effort to increase 

the number of subjects. The first change occurred in the number of clinics that were used
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for data collection. Originally, four clinics were to be used for data collection. After the 

first month of data collection only one subject had been recruited due to the high number 

of failed appointments and a characteristic of the subjects that was not known to the 

researcher when the study was proposed. The researcher had originally examined the 

appointment schedules at the health department clinics as a means to determine feasibility 

of the study. Each o f the six health department sites that conducted TB chemoprophylaxis 

clinics had an average of 24 appointments a day of all age patients. There were usually at 

least six patients who met the study criteria. Based on these data it appeared that there 

would be sufficient potential subjects to conduct this study in a reasonable time frame 

using only two clinics. However, at data collection, while there would often be six or 

seven appointments on the books, all of the children belonged to the same family. This 

was not immediately obvious because the children had different surnames. Therefore, for 

data collection purposes there was only one parent who could be asked to participate in 

the research. Another problem that arose was that the data collection period extended 

over the Christmas holiday. Many Mexican-Americans went back to Mexico to visit 

family for a month during the Christmas holiday season. This meant that many o f the 

parents who initially enrolled in the study left for Mexico, stayed for more than one 

month, and therefore did not return for follow-up appointments or to take the post-test. 

Two of the subjects moved back to Mexico permanently, or were unable to re-cross the 

border to return to their lives here in the United States and were lost to follow-up. This 

problem is discussed in detail in Chapter Five.
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To compensate for this loss of subjects, the researcher contacted the health 

department and received permission from the medical director, the clinic managers, and 

the public health nurses at the clinics to increase the data collection to all six sites where 

TB chemoprophylaxis clinics were held. The researcher also increased the number of 

experimental clinics to seven community clinics. The clinics were matched by location 

and all the clinics used the federal poverty guidelines and saw similar patients from the 

surrounding neighborhoods. Frequently patients moved freely between the clinics, or the 

community clinics referred patients without insurance to the neighborhood health 

department clinics for treatment. This too resulted in subject attrition.

The community clinics, which were the experimental sites, had additional 

problems that limited the study sample size. This had to do with the way patients had to 

be recruited at the community clinic sites. Unlike the health department clinics, the 

community clinics did not have one day where only TB patients were seen. Recruitment 

of subjects into the experimental group was dependent on the parent bring ing  the child 

into the clinic for a PPD, which occurred when the child came for a routine physical 

exam or well child visit. The times when most children get physicals are before two 

years of age and for school entry. Therefore, there are two main times after the first two 

years of life when a child would get a routine physical exam; first, when the child started 

school, as required by law, and second, for a routine sports or camp physical.

There were also several challenges to adequate recruitment of subjects into the 

experimental group that had to do with parent compliance. The parent first had to return 

to the clinic with the child to have the PPD read. Then the parent had to take the child to
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another she for a chest x-ray, and finally return to the clinic for an appointment where the 

child would be started on medication after parental education about the diagnosis. This 

return clinic visit was when the parents would be recruited into the research study. There 

were problems with parents’ compliance at each of these steps. Some parents and 

children never returned for the PPD reading. Of those who did return for the PPD 

reading, some did not go for the chest x-ray. If they had the chest x-ray they often foiled 

to return for the clinic visit to begin the medications. While this created many problems 

with recruitment of subjects, it was very important information to obtain, and is critical to 

making changes in the way health care providers treat children and adults who are 

infected with Tuberculosis. The implications of these findings are discussed further in 

Chapter Five.

The next change that occurred had to do with the format of the research 

questionnaires. They were originally printed in color coded booklet form which required 

somewhat small print. The first subjects who refused to complete the questionnaires 

stated that they were not able to see the print and did not have reading glasses or “left 

them at home”. The researcher suspected that many o f these parents actually refused to 

complete the questionnaires because they were not able to read. The reading level of the 

questionnaires was tested at a grade school level, but many of the subjects were 

apparently poor readers even in Spanish. Despite the poor reading skills, some of the 

parents who were approached to participate in the study were willing to participate, 

signed the consent, completed the first page of questions then sealed the questionnaires in 

the envelope and handed it to the researcher. The researcher suspected this was the
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parents way of being respectful to the authority figure making the request, which is very 

important to this culture but left the researcher with insufficient completed data for

analysis.

The problems with incomplete and missing data when conducting research with a 

Mexican-American population have been discussed in the literature. Aday, Chiu, and 

Anderson (1980) found that Hispanics who spoke primarily Spanish failed to answer a 

significant proportion the research. Zusman and Olson (1977) found that an average of 

8% of questions went unanswered in their study of Hispanic migrant workers. Marin and 

Marin (1991) stated that while there was not enough data to determine the reasons, or 

even the extent of the problem, this difficulty should be acknowledged when analyzing 

data from a Mexican-American population. It was the experience of this researcher that 

large blocks of questions were not completed. Possible reasons for this problem are 

discussed in Chapter Five.

In an attempt to resolve the barrier to obtaining an adequate sample, several 

changes were made to the booklet of questionnaires as the study progressed. All o f the 

questionnaires were reprinted in large print on one side of the page. The pre-test 

questions were rearranged so the TB knowledge test followed the demographic 

questionnaire so if only some o f the questions were answered, these were most likely to 

be answered. The researcher also discovered, as she attempted to help the parents 

complete the questionnaires, that parents were having difficulty understanding the Likert 

scale used in the TB Health Belief Questionnaire and the ARMS A-II acculturation scale. 

Likert type questions that used a scale from not at all to almost always was easier to

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



77

understand than a scale that used a range where the subject needed to answer strongly 

disagree to strongly agree. The health belief questionnaire used the latter form of scale 

and presented the most problems for the parents. The experience o f this researcher was 

that when confronted with this type of question the parents skipped them or stopped 

answering the questions and sealed the questionnaires in the envelope. Any questions 

that followed this format were likely to be skipped. Detailed verbal explanations were 

often needed for the parent to be able to successfully complete all o f the questions that 

used a Likert format. .This problem was not anticipated by the researcher since it had not 

been an issue during pilot testing of the instruments.

Various authors (Hui & Triandis, 1989; Marin, Gamba, & Marin, 1991) have 

discussed the problems that Hispanics have with Likert style questions. “The results of 

these studies have shown that Hispanic respondents are less likely to use the middle 

response categories whenever presented with response scales that allow for moderating 

the answer to a question such as is the case in a 5-point Likert-type scale” (Marin & 

Marin, 1991, p. 101). This response style can cause problems with interpretation of the 

data since group variances and score correlations can be affected by these extreme 

responses. Using larger than a 5-point scale may help to alleviate the problems. The 

articles that discussed the use of extreme scales did not discuss the causes, which could 

be related to lack o f experience with this type o f question or difficulty understanding the 

concept in general. The TB Health Belief Questionnaire in this study used a 6-point 

scale, but the participants still seemed to have problems u n d ers tan d in g  how to answer, 

with many subjects answering to the extremes
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In response to the problems that were occurring during the data collection phase 

the post-test booklets were reduced to the knowledge questionnaire and the health belief 

questionnaire. The researcher returned to all the clinic sites and changed all o f the test 

envelopes so that only the two post-tests were in the envelope and they were printed in 

large format on only one side of the page. This reduced the number of questions to be 

answered to 31 on the post-test without the educational audiotape and 37 questions for 

the parents completing the post-test with the audiotape.

Sample Selection and Size

The sample for this study was a self-selected convenience sample consisting of 

Mexican-American parents of children with TB infection who attended one o f the 

participating clinics. Criteria for eligibility to participate included having: 1) a child from 

a self identified Mexican-American family whose primary language was Spanish, 2) a 

child under the age of 12 with a diagnosis of TB infection, and 3) an audiocassette player 

for the parents in the experimental group. The parent and child did not have to be legal 

residents of the United States to participate in this study, therefore residency status was 

not addressed.

To minimize a type I error an alpha level of .05 was chosen. This is the level of 

significance routinely used for nursing research (Bums & Grove, 1993). To m inim ize  

making a type H error a statistical power analysis was conducted using the SPSS 

computer program module Sam plePow er 1.0 (Borenstein, Rothstein, & Cohen, 1997) to 

assist with selection o f sample size. A power level of .80 was chosen. A power of .80
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yields a type II error risk o f not more than  .20. This was considered an acceptable risk for 

this type of study. A moderate effect size (ES = .50) was deemed appropriate for the 

proposed study based on moderate correlation between the variables of health beliefs and 

compliance and the strong theoretical foundations for the study. Light, Singer, and Willit 

(1990) stated that there are four factors th a t influence the sample size needed to attain the 

level of statistical power for a study: “1) the m inim um  effect size you want to have a 

good chance of finding; 2) the statistical analyses you will use; 3) the precision of your 

measures; and 4) how many subjects will drop out after the sample has been selected” (p. 

192).

Sample size was calculated based on the statistics that were to be used to analyze 

the data and answer the research questions. The statistic requiring the most subjects to 

achieve the effect chosen was used to determine the total number of subjects required. 

Therefore it was proposed that there would be a minimum of 51 subjects in the control 

group and 51 subjects in the experimental group for a total of 102 subjects at the 

completion of the study.

Due to the problems with recruiting subjects, the actual sample size at the end of 

the data collection period was 31. There were 25 subjects in the control group and 6 in 

the experimental group, and only 10 subjects had matching pre-test and post-test data.

One subject was eliminated from data analysis because she was from Honduras, and only 

partially completed the questionnaires. Another subject from Guatemala was retained in 

the study data, but acculturation data from the ARMS A-II was deleted since it was only
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standardized on Mexican-Americans. In one instance, the mother completed the pre-test 

data questionnaires, but the father completed the post-test questionnaires. These data 

were used but not matched (see Table 2).

Table 2

N u m b er o f  Subjects C om ple ting  D ata

Control Experimental

(S = 25) (n = 6)

Pre-test Only 15 5

Post-test Only 1 0

Pre- and Post-test 9 1

The majority of subjects (61%) were from one clinic. There were six clinic sites 

(two control and four experimental) where no subjects were recruited. There was one 

grandfather who completed the questionnaires, otherwise 68% were mothers of the 

children and 29% were fathers. Generally, the subjects were married (83%), Catholic 

(93%), spoke only or primarily Spanish (90%), and had completed only elementary 

school (37%) in Mexico. The age of the subjects ranged from 21 to 70 years old with the 

majority being in their late twenties and early thirties. They had been in the United States 

from as little as one month to as long as 32 years. There were seven subjects who had 

been in the United States for under a year. The average length o f stay in the U.S. for 

subjects was 12 years. The majority of the subjects (57%) returned to Mexico for a visit 

at least a few times a year. Nine subjects (29%) reported that they never went back to

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



81

Mexico, which may be a reflection of the legal status of the subjects. If they are not legal 

residents of the United States or do not have green visa cards they are unable to travel 

freely across the border. Scribner (1996) stated that Mexican-Americans are the second 

largest ethn ic  group in the southwest US with 50% bom in Mexico. He states that this 

population o f Mexican-Americans “are poorer, less educated, and medically underserved 

compared with non-Hispanic whites (p.303). This research study found similar 

demographics. For complete details o f the descriptive statistics of the demographic data 

see Table 3.

Table 3

Frequencies o f Demographic Data

Frequency
(a)

Percent
(%)

Parent’s Sex

Male
Female

9
21

30
70

Child’s Sex
Male
Female

15
16

48
52

Marital Status
Married
Single

24
5

83
17

Religion
Catholic
Christian

28
2

93
7

Table continues
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Frequency
(a)

Percent
(%)

Language Spoken at Home
Spanish 27 90
English and Spanish 3 10

Language Spoken by Children
Spanish 22 76
English and Spanish 7 24

Country Where Child Bom
Mexico 18 62
USA 11 38

Percent
(%)

Visits to Mexico by Parent
Never 9 32
A Few Times A Year 16 57
Once a Month 1 4
2 or 3 Times/Month 1 4
Once a Week/ More 1 4

Grade Parent Completed
Elementary -  6 10 37
7 - 8  Grade 5 19
9 -1 2 10 37
College or Higher 2 7

Where Educated
Mexico 26 96
Mexico and USA 1 4

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



83

Research Procedures

Permission to conduct the study was obtained from the Research Committee of 

Widener University School o f Nursing after review for Protection of Human Rights (see 

Appendix C). The study was conducted at 13 facilities in a large Southern California 

county. This included six public health department clinics and seven community clinics 

spread throughout the entire county in both urban and suburban settings. Permission to 

enroll research subjects was obtained from the appropriate person in charge in each 

facility. No facilities indicated a need for a separate Human Subjects review. A copy of 

the Research Committee approval by Widener University School o f Nursing was 

provided to each clinic.

Each clinic had a designated bilingual staff member who was in charge of 

assisting with data collection. This was usually the registered nurse or medical assistant 

in the clinic. The principal investigator of the study held a training session for each of 

these staff members prior to data collection. The researcher was also available to collect 

data at each site, but as the number of clinics expanded she was not able to be at every 

clinic, and depended on the trained staff to assist with the data collection. Both pre- and 

post-test questionnaires were originally in booklet form in individual envelopes with 

labels identifying the clinic and research subject by number. The booklets were later 

changed to a large print format on one side of the paper. Completed questionnaires were 

placed in the data collection envelopes and sealed by the subjects and then handed to the 

data collector. The completed data collection envelopes remained in a locked file box 

supplied by the researcher at each clinic until collected within two days by the principal
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investigator. All collected data were stored in a locked file cabinet in the home office of 

the investigator. Identification numbers on the envelopes were only used for matching 

subjects pre- and post-test data. At the completion o f this study all identifying 

information numbers will be destroyed.

Custodial parents who identified themselves as Mexican-American who brought a 

child to one of the clinics for a PPD reading, and the child had a positive PPD and a 

negative chest x-ray, were asked if  they would like to participate in the study. A signed 

informed consent was obtained, and a copy was given to each parent participant (see 

Appendixes D, £, F, & G). The parent was told that he or she must be the parent to return 

with the child to the one-month visit because the same parent had to complete both sets of 

questionnaires. Parents then completed the research questionnaires, which were in 

Spanish. After completing the questionnaires, the parents in the experimental group were 

given an audiotaped novella to take home with an explanation of what the audiotape 

contained. The parent also received the standard verbal or written explanations the 

providers in that clinic normally gave to parents o f children with this diagnosis and the 

prescriptions for the medications that were to be taken, or the medications, if they were 

usually provided. The community clinics did not usually have a health educator and this 

education was usually given by the health care provider exam ining the child. Parents in 

both groups were told to bring the medicines to their return visit and were reminded that 

they would need to complete the research questionnaires again at that time. The 

information on the front of the pre-test data collection envelope (see Appendix G) was 

recorded on a post-test data collection envelope and left in a locked file box in the clinic
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until the return visit. The sealed pre-test data collection envelope was placed in a locked 

file box in each clinic until the investigator collected it within two days o f completion.

When the parent and child returned for the one-month follow-up visit the same 

parent completed the research questionnaires, sealed them in the post-test data collection 

envelope, and handed them to the data collector. Any questions parents had were 

answered after they completed the research questionnaires. The medicine in the vials was 

measured at that time by the data collector and recorded on the front of the post-test data 

collection envelope (see Appendix H). The sealed post-test data collection envelope was 

placed in a locked file box in the clinic until the investigator collected it within two days 

of completion.

The procedure was the same for the comparison group except that they were not 

given an audiocassette. The education they received regarding TB was whatever was the 

standard educational approach used in that clinic. In most of the health department 

clinics, the standard educational approach involved education about TB by a health 

educator. Any questions the parents had at the one-month visit were answered after they 

completed the research questionnaires. One interesting occurrence that was noted by the 

principal investigator was that the parents who took the pre-test and then received the 

health education about TB from the health educator started asking questions. The parents 

who were not in the study did not ask questions of the health educator, but for the most 

part sat silently and listened to the education being presented. The dynamic that occurred 

was that the questions influenced the health educator to change the education provided
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for the parents. The implications of this are discussed in Chapter Five in the limitation of 

the findings.

The data collector noted on the post-test data collection envelope any parents who 

did not return for their visit as scheduled (see Appendix IQ. A  reminder call and/or 

postcard was sent by the clinic to reschedule the appointment. This was documented on 

the front of the data collection envelope. When the parents returned for their next visit 

they were asked to complete the questionnaires per the research protocol. The medicines 

were measured and calculated based on the length of time since the last clinic visit. The 

percent of medication compliance was recorded on the front o f  the post-test data 

collection envelope. The data collector recorded the date the patient returned for the visit 

on the envelope. If the parents never returned for the visit this information was also 

recorded on the front of the post-test data collection envelope and considered as part of 

the compliance data. In several instances information was left oft the data collection 

envelope, and the principal investigator tried to recover this information by reviewing the 

chart. Occasionally a chart review did not provide the information needed, such as 

whether or not the parent brought the medication. The only information provided in the 

chart was how much medication was dispensed at that visit. In some instances, there was 

no way to recover these lost data.

The research questionnaires were stored in the individual envelopes at the home 

of the principal investigator in a locked file cabinet until the research was completed. As 

soon as the envelopes were collected the data were transferred to the statistical analysis 

program SPSS for Windows and a record number was assigned. The bottom half of the
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informed consent, with subject’s identifying, was removed and kept in a separate locked 

file. The information on the consent form was the only place where the parent and child 

were identified by name and record number and could be tied to a particular set of 

questionnaires or a specific record number once the questionnaires were removed from 

the pre- and post-test data collection envelopes. As soon as this information was 

separated, the parents and the child could no longer be identified, and confidentiality and 

anonymity o f the data were secured. All research questionnaires will be destroyed when 

the research study is completed. The top half of the informed consents will be kept on 

file at the researchers home for a period of seven years.

Instrum entation

Introduction

This study used four research instruments to measure the variables being 

investigated. The research instruments were sequentially numbered and placed in booklet 

form for ease of completion by the subjects. This was later revised to a larger print, 

single sided page handout 

Spanish Translation

All o f the test instruments except the Acculturation Rating Scale for Mexican- 

Americans-II (ARSMA-II) were translated from English, which was the source language, 

into Spanish, which was the target language, using the back translation techniques 

outlined by Brislin (1970). The ARSMA-II did not need to be translated because it had 

been previously tested and validity and reliability were established for the Spanish
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version. Two different bicultural, bilingual Mexican-American professional translators, 

whose primary language was Spanish, at the San Diego City School District office, 

translated the original instruments and script into Spanish. Two different bi-cultural, 

bilingual Mexican-American translators, whose primary language was English, using 

decentering technique, then back translated the translated copies. Back translation theory 

has demonstrated that if  the back translated copies are the same as the original then the 

translation is accurate (Brislin, 1970).

The instruments were pilot tested by the author and then adjusted using 

decentering technique. The final corrections and adjustments to the translated 

instruments, consent forms, and script were made using a professional bilingual 

American translator whose primary language was English.

Demographic Q u estio n n a ire

The first instrument was a demographic questionnaire (Appendices I, J) which 

was developed by the principal investigator to collect information about each subject. It 

included the demographic questions from the ARMSA-H. The demographic 

questionnaire consisted of 17 questions to obtain information about the child and the 

custodial parent completing the form. The following information from the ARMSA-H 

was collected as part o f the Demographic Questionnaire: age and sex of the child, age, 

sex, marital status, and religion of the parent. A total o f 7 of the 17 questions in the 

demographic questionnaire were from the ARSMA-II. Additional questions from the
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ARMSA-H concerned the language spoken in the home, where the parent was educated, 

what generation o f Mexican-American they were, how long they had resided in the 

United States, and where their child was bom. The remainder of the questions were about 

whether or not the child had ever had a BCG or a PPD and if  the parent knew the results 

of the PPD. These last questions were created by the principal investigator to explore 

whether understanding what a PPD is and why it is given was related to compliance. The 

implications are discussed in Chapter Four.

Tuberculosis Health Belief Q uestionnaire  for Parents

Description and Development

The Tuberculosis Health Belief Questionnaire for Parents (Appendixes K, L) was 

developed by the principal investigator. This tool was originally adapted from the 

Mexican American Tuberculosis Health Belief Questionnaire that was developed by 

Rodriquez-Reimann (1996).

The original instrument consisted of 61 questions divided among the subscales 

identified by the Health Belief Model of perceived susceptibility of TB, perceived 

seriousness of TB, perceived threat of TB, perceived benefits of taking action, perceived 

barriers to taking action, cues to action, and willingness to engage in health behavior. The 

original instrument was designed for individuals to answer questions about their health 

beliefs. The 19 most reliable questions from the instrument (item to total correlation of 

.65 or better), divided among the 6 subscales, were adapted by this researcher for parents 

to answer about their child.
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Validity

The questions on these instruments were reviewed by two experts for content 

validity. The copies of the instruments reviewed were in English. The experts were the 

physician epidemiologist who heads the TB unit at the Public Health Department, and the 

pediatrician who runs the outpatient TB Clinic at a large teaching hospital, and who also 

co-chairs the county pediatric TB task force. These two experts worked independently in 

judging the questions and placing them into the subscales. Their answers were compared 

to the subscales of the original questions. There was 100% agreement between the two 

experts about question placement on the subscales. However, there was one question that 

both experts placed on a different subscale than the original instrument. This degree of 

difference was considered acceptable. Expert judging was done to ensure that the changes 

made to the questions to reflect the fact that the parent would be answering the question 

concerning their child instead o f parents answering about themselves had not changed the 

validity of the questions.

Reliability

The questions were pilot tested and a reliability analysis calculating Cronbach’s 

alpha was conducted. The item to total correlations ranged from -.02 to .61. No single 

item, if deleted from the instrument, significantly changed the instrument reliability. The 

alpha was .78 which was considered sufficient to demonstrate internal consistency of the 

instrument.
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The reliability o f the instrument in the current study was calculated at .77 for pre

test and .82 for post-test using Cronbach’s alpha. The pre-test Tuberculosis Health Belief 

Questionnaire for parents had an item to total correlation range from -.68 to .64. If 

question 18 were removed it would increase the alpha from .77 to .82. The post-test had 

an alpha of .82 when question 18 was reverse scored.

Scoring

The TB Health Belief Questionnaire for Parents used a 6-point Likert scale for the 

respondents to report the degree to which they strongly agree (6) or strongly disagree (1) 

with the question or statement. “Typically, the responses are scored in such a way that 

agreement with positively worded statements and disagreement with negatively worded 

statements are assigned a higher score” (Polit & Hungler, 1997, p. 260). The only 

question on the revised TB Health Belief Questionnaire that needed reverse scoring was 

question 18 which concerned how TB would affect the person’s marriage or relationship. 

This question was included in the original health belief questionnaire by Rodriquez- 

Reimann, (1996) because the literature stated that many Hispanics and other nationalities 

have demonstrated fear the diagnosis of TB would cause a divorce because such a serious 

illness was “in the family”. Therefore, it is an important issue to include. A total health 

belief score was calculated by summing the responses to the 19 individual questions. The 

possible total range of scores was 19 to 114.
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AR§MA-ILS<ale

Description

The Acculturation Rating Scale for Mexican-Americans (ARSMA) was published 

by Cuellar, Harris and Jasso in 1980 as one of the first research instruments to measure 

acculturation in Mexican-Americans. During the next 15 years the ARSMA became the 

most widely used measure in research addressing acculturation in Mexican-Americans. 

Consisting of 20 items scored on a 5-point Likert scale with answers ranging from 

extremely often or almost always (5) to not at all (1). The instrument used a linear format 

to place respondents into five categories.

This linear orientation to acculturation assumed that as one progressed along this 

line and became acculturated in a new culture one lost a corresponding amount of the 

original culture. “The major criticism o f this linear model is that the two poles are not 

independently measured; as a consequence, it does not yield measures for those 

biculturals who score high or low in both cultures” (Cuellar, Arnold, & Maldonado,

1995, p. 276).
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In response to such criticism, Cuellar, Arnold, and Maldonado (1995) revised the 

instrument (ARSMA-II) (Appendixes M, N) The revised instrument, which was used in 

this study, measured components of acculturation separately for each culture through the 

use of a 30 item self-rating scale composed of two subscales. The subscales were a 17- 

item (Items 1, 3, 5, 6, 8, 11, 12, 14,17, 18, 20, 21,22,24, 26,28,29) Mexican 

Orientation Scale (MOS) and a 13 item (Items 2, 4, 7, 9, 10, 13,15, 16, 19,23, 25, 27, 

30) Anglo Orientation Scale (AOS). Factors included in the scales are language  eth n ic 

identity, and ethnic interaction or distance. The revised instrument also used a 5-point 

Likert scale with answers ranging from extremely often or almost always (5) to not at all 

0 ).

Scoring

Full scale scores were derived for each scale separately by sum m ing  items and 

deriving the mean. The resulting format allows for classification into High Integrated 

Biculturals (high Anglo and Mexican orientations), Mexican Oriented Biculturals (low 

Anglo and high Mexican orientations), Low Integrated Biculturals (low Anglo and low 

Mexican orientations) and Assimilated Biculturals (high Anglo and low Mexican 

orientations). In addition, a total score was generated by subtracting the MOS mean from 

the AOS mean to obtain a linear acculturation score that represented an individual’s score 

along a continuum from very Mexican oriented to very Anglo oriented. This total score, 

which could range from 1 to 5, was computed and used for data analysis in this study.
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Another criticism of the original instrument is that it was specific to Mexican- 

Americans and is not applicable to other Hispanic groups. The revised tool is still culture 

specific to Mexican-Americans and therefore was applicable to the proposed study 

population.

Validity

Concurrent validity, measured by a Pearson product moment correlation 

coefficient between ARSMA and linear ARSMA-II scores, was reported by the 

instrument’s authors as .89 (Cuellar, Arnold, & Maldonado, 1995). This is a high degree 

of validity and made this an acceptable instrument to use in this research study.

Reliability

Test-retest reliability (one week interval) ARMSA-IFs MOS and AOS scales 

were reported as .94 for the AOS and .96 for the MOS with coefficient alpha levels of .83 

and .88 respectively (Cuellar, Arnold, & Maldonado, 1995). This is a high degree of 

reliability and therefore is an accurate reflection o f acculturation in Mexican-Americans. 

Test-re-test reliability was not conducted in the current research study. The published 

reliabilities were deemed acceptable for the current study.

In the current study, the internal consistency reliability calculated using 

Cronbach’s alpha was .86 for the AOS subscale and .58 for the MOS subscale.
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Tuberculosis Knowledge P re te s t and Post-test O iigstinnnaires

Description

Two versions o f the TB knowledge questionnaire were developed by the principal 

investigator (Appendices O, P, Q, R, S, T). One questionnaire was a pre-test consisting of 

10 questions about the disease and treatment o f Tuberculosis. The pre-test for both 

groups also included 2 questions about the format o f the health education m ateria l for a 

total of 12 questions. The post-test for the comparison group contained the same 10 

questions about the disease and treatment o f Tuberculosis, but omitted one question about 

the audiotape format for health education material for a total of 11 questions. The post

test for the experimental group included the same 10 questions as the pre-test In addition 

the post-test for the experimental group contained 8 questions concerning the people who 

were on the tape and the format of the information for a total of 18 questions. This 

additional information was added to validate that the parents actually listened to the tape 

and to explore if  they preferred health education materials in the audiocassette format 

after having received information this way.

Validity

The questions on these instruments were reviewed by two experts for content 

validity. The copies of the instruments reviewed were in English. The experts were the 

physician epidemiologist who heads the Tuberculosis unit at the Public Health 

Department, and the pediatrician who runs the outpatient Tuberculosis Clinic at a large 

teaching hospital, and who also co-chairs the county pediatric Tuberculosis task force. 

They had a 95% agreement on the validity o f the content. A pilot test was conducted on
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the Spanish version of these tools to be sure they were clearly worded, free from major 

biases and were soliciting the information needed Editorial changes were made to the 

test instruments based on comments by the two reviewers and the results of the pilot test.

Reliability

A pilot test was conducted to estimate the reliability of the instruments. When the 

pilot testing was conducted the questions on the research instruments were not in the 

same order on the pre-test and the post-test. Cronbach’s alpha reliabilities were computed 

for the instruments. The item to total correlations ranged from - . 12 to .55 on the pre-test 

with an alpha of .64. The post-test item to total correlations ranged from -. 17 to .30 with 

an alpha of .26.

One item, question 3, had negative item to total correlations on both the pre-test 

and the post-test One item, question 6, had a negative item to total correlation on the 

post-test only. These two items were revised for clarity. The research instruments in the 

final version present the questions in the same order on the pre-test and the post-test.

Based on the pilot test findings, the pre-test reliability coefficient was considered 

moderately acceptable for the proposed study. The researcher recognized the low 

reliability of the post-test Two factors that may have influence internal consistency 

reliability were the number of items on the test and the variance in test scores. The pre

test mean TB knowledge score was 3.9 with a variance of 4.51. The subjects then 

listened to the audiotape intervention. The post-test mean was 6.5 with a variance of 

2.16. The fact that the post-test variance is only half of the pre-test variance indicated 

that as the subjects learned, they became more homogeneous in their scores. The
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decrease in test variance is one plausible explanation for the low reliability on the post

test.

Cronbach’s alpha reliabilities were computed for the knowledge questionnaires in 

the current study. The pre-test instrument had an alpha of .80 with item to total 

correlations that ranged from a -.03 to .63. The pre-test mean TB knowledge score was 

5.1 with a variance of 7.7. The post-test instrument had an alpha of .48. with item to total 

correlations that ranged from -. 18 to .58. The post-test mean TB Knowledge score was 

6.6 with a variance o f 3.0. It was anticipated that with the large sample size in the 

proposed research, variance in scores would be maximized and would result in greater 

instrument reliability. However, in the current research the post-test (n = 10) was 

completed by less than half the sample o f the pre-test sample (n -  26), and both were 

very small samples. As occurred in the pilot study, the variance in post-test scores was 

less than half that of the pre-test scores, indicating more homogeneity o f subjects’ scores 

on the TB knowledge post-test

A summary o f the number of items, possible scores and reliabilities of the 

research instruments are presented in Table 4.
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Table 4

Research In stru m en ts  R eliab ility

Instrument N Published
Reliability

Reliability 
In Current Study

ARMSA-H:

MOS 17 .94 to .96 .58

AOS 13 .83 to .88 .86

TB Health Belief Questionnaire 19 .78 Pre .77

Post .83

TB Knowledge- (Pre) 10 .64 .80

TB Knowledge- (Post) 10 .26 .48

Scoring

The pre-test and post-test tuberculosis knowledge questionnaires were structured 

self-administered multiple-choice tests. Each question had only one correct answer 

Correctly answered questions were scored one. Incorrectly answered questions were 

scored zero. The subjects were asked to respond to exactly the same set of questions in 

exactly the same order with a fixed-choice response. “The purpose of using questions 

with such a high degree of structure is to ensure comparability and to facilitate analysis” 

(Polit & Hungler, 1997, p. 256). The total TB Knowledge score was computed by 

summing the individual item scores. The total scores could rang* from 0 to 10.
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Compliance With Treatment

D escription

Compliance with treatment was determined by whether or not the parent followed 

the instructions and returned to the clinic for the next appointment. A parent could be in 

full compliance by appearing for the appointment on the scheduled date and time. The 

parent could be in partial compliance by missing the appointment as scheduled but by 

rescheduling and returning for another appointment after additional prompts such as a 

reminder phone call or postcard. The parent could also be totally non-compliant by 

failing all appointments and being lost to follow-up. This information was recorded on 

the front of each subject’s post-test data collection envelope.

Scoring

Scoring was coded by category of compliance with treatment. The categories 

were yes = return on time for a score of 2, partial = return late for a score of 1, and no = 

did not return and lost to follow-up for a score of 0.

Compliance with Medication

Description

Compliance with medications was measured by using a pill count. The length of 

time for the pills to be taken was recorded and the number of pills that should have been 

taken was also recorded on the post-test data collection envelope. The actual number of 

pills taken was also recorded.

Scoring

The scoring was a percentage of compliance with medications based on the pill
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count. The number o f pills initially dispensed (a) was noted. The number of days in the 

pill count period (b), which equals the number of pills the patient should have taken, was 

noted. The number o f pills left in the pill container (c) was noted. The difference between 

(a) and (c) was the number of pills administered to the child. The ratio between the 

number of pills taken (d) and the number of pills that should have been taken (b) yielded 

the percent o f pills taken correctly (e). This compliance score could range from 0% to 

100%. An example o f the calculation follows:

(a) = 100 pills dispensed

(b) = 30 pills should have taken

(c) = 80 pills still in the container

(d = a -  c) = 20 pills taken

(e = d / b) = .666 = 66.6 % compliance

Culturally Appropriate Audiotape 

Description and Development

The information on the audiocassette was developed by the principal investigator 

directly from questions raised and experiences with Mexican-American parents o f 

children with positive PPD 's and negative chest x-rays while working in three different 

clinics in Southern California. The same problems and questions arose repeatedly despite 

handouts and information being provided to parents about the diagnosis. The researcher’s 

experience led to a review of the materials available to the public and being used to 

provide information to parents of children with a diagnosis of TB.
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After contacting all o f the community clinics, the county public health 

department, and the county Chapter of the American Lung Association, 11 publications 

were found to be available in English and Spanish. These materials ranged from a free 

booklet in a cartoon format, This is Mr. TB Germ, published by the American Lung 

Association (1991) to a TB instruction booklet, How Did Your Child Get Infected With 

TB? (1995), published by the county public health department, to a booklet published by 

Charming L. Bete Co., Inc. titled, TB-What You Should Know (1993). Some of the 

materials are free and some are published and available for a fee. This review led to the 

preliminary writing of a script for a culturally appropriate audiotaped novella containing 

information that addressed parents’ concerns and questions (Appendices T, U). The script 

was translated and then back translated by the Mexican American translators to insure an 

accurate translation.

Pilot Test

Content validity of the audiotape, the pre and post-test Knowledge of TB 

questionnaires, and the Tuberculosis Health Belief Questionnaire was established by a 

pilot test The purpose of the pilot test was to assure the acceptability, appropriateness, 

cultural sensitivity, and clarity of the audiotape and the tools developed by the principal 

investigator. A consent form was developed and translated into Spanish using back 

translation and the professional bicultural, bi-lingual Mexican-American translators. The 

Hospital Clinic Director and IRB committee of a large urban teaching hospital and clinic 

in a Southern California city where the principal investigator worked approved 

administering the instruments. The sample (N_— 25) was recruited from clinic visitors and
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patients who identified themselves as Mexican-American, had a cassette player, were 

willing to answer the questionnaires, listen to the tape, and return to the clinic to retake 

the test instruments. Each person who completed both sets of questionnaires was paid 

$5.00 by the researcher as an incentive to return to complete the questionnaires. The 

subjects of this pilot were Mexican-American men and women over the age o f 18 who 

expressed willingness to participate. The goal was to have this completed over a two- 

week period while the investigator had the help o f a Family Nurse Practitioner (FNP) 

graduate student who spoke Spanish to assist with data collection. To complete the 

sample in a timely fashion friends and neighbors of clinic staff who identified themselves 

as Mexican-American and who spoke Spanish also volunteered to complete the 

instruments. All subjects took the tests in Spanish and listened to the Spanish 

audiocassette. Subjects comments about the instruments and the audiotape were collected 

by the graduate student by informal interviews with the parents as they returned to 

complete the post-tests.

Findings of the Pilot Test

A  reliability analysis calculating Cronbach’s alpha for each of the test instruments 

was conducted. The TB Health Belief Questionnaire had a mean o f93.65 with a standard 

deviation of 13.63 with a Cronbach’s alpha of .78. The TB Knowledge Pre-test had a 

mean of 3.97 with a standard deviation of 2.12 and an alpha of .64. The TB Knowledge 

Post-test had a mean o f 6.50, a standard deviation o f 1.47 and an alpha o f .26. Based on 

the statistical findings and the comments from the participants the weakest or most 

confusing items of the test were removed or re-worded.
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D ata A nalysis

Introduction

The data from the research instruments were analyzed using a variety of statistical 

methods. Descriptive statistics including frequencies, measures of central tendency, and 

measures of dispersion, were used for all continuous data. This included all interval and 

ratio level variables such as age. Nominal and ordinal level variables, such as gender and 

educational level, were categorical data analyzed using frequencies and percentages. The 

appropriate statistical analysis depended on the research questions being answered.

Analysis of demographic data consisted of organizing the data and exam in ing  it 

using the four basic characteristics of a distribution: central tendency, variability, 

skewness, and kurtosis (Lo-Biondo-Wood & Haber, 1994). The demographic data 

consisted of both nominal and ordinal data. Variables such as gender, marital status, 

country of origin, and existence of underlying illnesses were measured on a nominal 

scale. Socioeconomic status and educational level of attainment in country o f origin were 

measured on an ordinal scale. Demographic data comparisons between the experimental 

and control groups were not computed because of the limited number of subjects in the 

experimental group. Therefore it is not known if the two groups were equivalent on the 

demographic characteristics.

Hypotheses

Due to the limited sample size, statistical analyses for hypothesis testing were not 

feasible. However, the original research proposal suggested the following statistical 

analyses.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



104

1. The combination of pre-test health beliefs, acculturation, and teaching method 

would predict post-test knowledge of IB  disease and treatment better than 

either variable alone.

The statistical analysis to address this hypothesis was to be a multiple 

regression. “Multiple regression is possible when there is a measurable multiple 

correlation between a group of predictor variables and one dependent variable” 

(Munro, 1997, p. 254). The scores on these instruments yielded interval level data 

generated from a Likert scale. The total scores o f the TB Health Belief 

Questionnaires and the ARSMA-H were to be used for predicting post-test 

knowledge of TB. However, there were insufficient data for computing a 

multiple regression analysis, therefore, relationships between variables were 

explored using Pearson correlations. The teaching method was not analyzed 

because there was insufficient data

2. The combination of pre-test health beliefs, acculturation, and teaching method 

predict compliance with treatment better than either variable alone.

The statistical analysis to examine the data to answer this hypothesis was to be 

discriminant function analysis for three groups. Discriminant analysis is used to identify 

which factors are most related and how well they can predict group membership (Munro, 

1997, p. 288). In this type of analysis all of the variables may be entered at one time or 

they may be used in a stepwise procedure to select the most discrim inating variables.

The current study did not have sufficient data to support exam ining  this hypothesis.
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3. The combination o f pre-test health beliefs, acculturation, and teaching method 

would predict compliance with medications better than any variable alone.

The statistical analysis that was most appropriate to answer this hypothesis was a 

multiple regression. Due to the limited sample and lack o f data for the experimental 

group this hypothesis was not tested.

4. The parents who received education using the audiotaped novella would have 

higher post-test knowledge scores than pre-test knowledge scores.

The statistical analysis to answer this hypothesis was to be a paired t-test Due to 

the limited sample and lack of data for the experimental group this hypothesis was not 

tested.

5. The parents who received education using the standard educational approach 

would have higher post-test knowledge scores than pre-test knowledge scores.

The statistical analysis to answer this hypothesis was a paired t- test. The data that 

were analyzed were continuous interval level data with pre- and post-test scores which 

were compared for the same group o f subjects before standard education about TB and 

after one month.

6. The parents who received education using the audiotaped novella will have 

higher post-test knowledge scores than the parents who receive education 

using the standard educational approach.
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The statistical analysis to answer this hypothesis was to be an independent t-test. 

The data that were to be analyzed were continuous data with pre- and post-test scores for 

two different groups. Due to the limited sample and lack o f data for the experimental 

group this hypothesis was not tested.

7. The parents who received education using the audiotaped novella would have 

better compliance with treatment scores than the parents who received 

education using the standard educational approach.

8. The parents who receive education using the audiotaped novella will have 

better compliance with medication scores than the parents who receive 

education using the standard educational approach.

These two hypotheses were to be analyzed using a Chi-square analysis. A Chi- 

square can be used with one or more groups and is the most common reported 

nonparametric statistic in research studies (Munro, 1997). The last two research questions 

used nominal data and consisted of two groups that fit into three possible categories. 

These three categories were complete compliance with treatment or medications, partial 

compliance with treatment or medications, and noncompliance with treatment or 

medications before and after a specific teaching method. Due to the limited sample and 

lack of data for the experimental group these two hypotheses were not tested.
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CHAPTER FOUR 

Findings/Results

Introduction

Due to the limited number of subjects obtained (N = 31), the research data and 

analyses are presented as preliminary findings since meaningful hypothesis testing would 

be premature at this time. In addition, the small number of subjects in the experimental 

group did not allow for testing of the culturally appropriate audiotaped teaching 

intervention at this time. Despite a limited sample size the data results are rich with 

implications for clinical practice. This chapter presents descriptive analyses of the 

variables, and analyses of the data in reference to the research questions.

Findings Concerning the Research Questions

1. What are the relationships among pre-test health beliefs, acculturation, and 

teaching method on post-test knowledge of TB in parents of children with TB 

infection?

Pearson correlation’s were computed to explore the relationships among the 

variables of pre-test health beliefs, Mexican orientation scale (MOS), Anglo orientation 

scale (AOS), total acculturation and pretest knowledge scores. These were also computed 

with post-test health beliefs, MOS, AOS, total acculturation scores, and post-test 

knowledge scores. A significant relationship was found between acculturation and pre

test knowledge of TB (see Tables 5 and 6). Higher acculturation scores, indicating more
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Anglo orientation, were associated with higher per-test knowledge of TB. However, this 

was not true on the post-test. In addition, there were no significant relationships between 

pre-test health beliefs and post-test knowledge scores (r = .58, j> = . 177, n = 7). Due to the 

lack of data from the experimental group the teaching method was not considered in this 

analysis

Table 5

Correlations Between Pre-test Health Beliefs. MOS. AOS. Acculturation, and TB 
Knowledge

MOS AOS Acculturation Knowledge

Pre-test .29 .40 .25 .26
Health Beliefs

(n=  18)

00II&

(n=  18) (n = 22)

MOS .07 -.41* -.30

(n =21) (n = 21) (n=  18)

AOS .88*** .69**

(n = 21) (n = 18)

Pre-test 78***
Knowledge

(n=  18)

* £ = .03 

* * £ . =  .001 

* * * £  =  <001
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Table 6

Correlations Between Post-Test Health Beliefs. MOS. AOS. Acculturation and TB 
Knowledge

MOS AOS Acculturation Knowledge

Post-test .70 -.64 -.72 -.30
Health Beliefs S'II3

S II 3

SII3
( s =  i i )

MOS .07 -.41* -.70

(a = 2 i) s II S'iia

AOS .88** -.68

ClII3 S'IIa

Post-test -.58
Knowledge

(n = 4)

*_E =  .0 3

**_p =  < 0 0 1

2. Do pre-test health beliefs, acculturation, and teaching method predict 

compliance with treatment in parents o f children with TB infection?

Of the 25 subjects in the control group, 17 returned on time for a one-month 

appointment. 2 parents returned with prompting, and 6 did not return. Two of the 

parents who did not return moved back to Mexico. This is a 68% show rate, a. 24% no
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show rate and a rate o f 8% who were lost to follow-up. Therefore in the control group 

there was a 68% com pliance with treatment as defined in this study.

In the experimental group only one subject should have and did return for a 100% 

show rate, however, this figure is not meaningfully interpretable since it represents only 

one subject. Data collection was halted before the other five in the experimental group 

were scheduled to return to the clinic. The effect of pre-test health beliefs, acculturation, 

and teaching method on compliance with treatment was not statistically analyzed due to 

the limited data available.

3. What are the relationships among pre-test health beliefs, acculturation, and 

teaching method on compliance with medications in parents of children with 

TB infection?

Of the 25 subjects in the control group, 19 returned for a clinic visit. Of the 19 

who returned for a visit, 4 were 100% compliant with medication, one subject was 83% 

compliant. 14 were coded as 0 % compliant because they did not bring their medication 

to the clinic therefore it was not possible to verify medication by pill count. The six 

subjects who did not return in this group were also coded as 0 % compliant. All subjects 

were required to their medications to the clinic. Subjects were told to do so verbally and 

on the signed consent form.

There was only one subject in the experimental group who was scheduled to 

return for a visit before data collection was stopped. This subject returned for the visit 

but failed to bring back the medication. These findings suggest, that for all subjects

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



I l l

19.2% demonstrated some degree of compliance with medication taking, while 80.8% 

failed to comply.

4. Are there differences in parent’s knowledge of TB before and after patient 

education using an audiotaped novella?

Due to the limited number of subjects in the experimental group that 

completed testing after using the audiotaped novella (n = 1) this research question was not 

examined.

5. Are there differences in parents’ knowledge of TB before and after patient 

education using the standard educational approach in the clinic?

The total TB knowledge score was computed by summing the individual item 

scores. For those subjects with matched pre- and post-test data (n = 8), the mean of the 

TB knowledge pre-test was 5.1 with a SD of 3.8, and the mean of the TB knowledge 

scores on the post-test was 6.8 with a SD of 1.9. A paired t-test was computed and 

revealed no significant difference between the pre-test and post-test knowledge scores 

(L= 114, df = 7, p = .29). This indicated that the subjects in this study did not increase 

their knowledge of TB between the pre-test and post-test even though they were being 

educated in the clinic about TB using the standard educational approach. All but one of 

the subjects were in the control group and were being taught by a health educator who 

presented a standardized education program.

6. Do parents who received patient education from an audiotaped novella differ 

from parents who received only the standard educational approach in their 

post-test knowledge of TB?

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



112

Due to limited data in the experimental group it was premature to conduct this 

comparative analysis.

7. Do parents o f children with TB infection who received patient education from 

an audiotaped novella differ from parents who received only the standard 

educational approach in their compliance with treatment?

8. Do parents of children with TB infection who received patient education from 

an audiotaped novella differ from parents who received only the standard 

educational approach in their compliance with medication?

Due to the limited number of subjects in the experimental group who 

completed testing after using the audiotaped novella (n = 1), and the limited data 

for comparative analysis the last two research questions were not tested.

Descriptive Statistics o f Health Beliefs. Acculturation and Knowledge of TB Scores

Table 7 presents the mean, standard deviation, range of scores from the m in im um 

to maximum and possible range o f scores for the major variables of health beliefs, 

acculturation, and knowledge o f TB scores for the total sample (N = 31).
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Table 7

Descriptive S ta tis tics  of  Health Beliefs. Acculturation, and Knowledge of TB Scores

Variable Mean S.D. Range Possible Ranj

TBHBQ Pre 72 16.3 31 to 108 19 to 114

TBHBQ Post 70 202 34 to 89 19 to 114

AOS 2.2 .62 1.2 to 3.5 1.0 to 5.0

MOS 4.2 .32 3.7 to 4.8 1.0 to 5.0

Acculturation -2.0 .68 -3.0 to -.23 -.4.0 to 4.0

Knowledge Pre 5.1 2.8 1 to 10 Oto 10

Knowledge post 6.6 1.7 3 to 10 Oto 10

Tuberculosis Health Belief Questionnaire for Parents

The TBHBQ used a 6-point Likert scale for respondents to report the degree to 

which they strongly agreed or disagreed with the health belief statement presented. The 

responses were scored in such a way that positively worded statements and disagreement 

with negatively worded statements were assigned a higher score. The possible total range 

of scores was 19 to 114 with a mid-point of 66.5. The mean of the pretest TBHBQ was 

72 with a range from 31 to 108. The mean of the post-test TBHBQ was 70 with a range 

from 34 to 89.

ARMSA-n

The total acculturation scale score was generated by subtracting the MOS mean 

from the AOS mean to obtain a linear acculturation score that represented an individual’s
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score along a continuum  from very Mexican oriented to very Anglo oriented. A highly 

acculturated individual would have a high positive score and a high Anglo orientation. A 

negative score indicated very low acculturation and a high Mexican orientation. The 

possible range was from -4.0 to +4.0 with a mid-point o f 0. The mean for the subjects in 

this study was -2.0 with a SD of .68.

A dditional A nalyses

A Pearson correlation was computed to examine the relationship between length 

of time in the United States and acculturation. The positive correlation between length of 

time in the U.S.A. and acculturation (r = .55) was moderately strong and statistically 

significant. Thirty percent of the variance in acculturation was explained by length of 

time in the United States (see Table 8)

Subjects’ responses to demographic questions concerning their knowledge of their 

child having had a previous BCG or PPD were explored in relation to compliance 

variables. Chi-square analyses revealed no significant associations between any of these 

variables.
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Table 8

Correlation Between Time in USA and Level of Acculturation

AOS MOS Acculturation

Time in USA .38 -.42 .55 *

* 2  =  -015

Sum m ary

Due to the limited number o f subjects obtained, the research data and analyses are 

presented as preliminary findings. The preliminary analyses revealed a statistically 

significant relationship between acculturation and pre-test knowledge scores. No 

statistically significant difference was found between pre-test and post-test knowledge of 

TB scores. A compliance with treatment rate of 68% was found in this study, and only 

19% of the subjects demonstrated compliance with medication treatment. The importance 

of these findings are discussed in Chapter Five.
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CHAPTER FIVE 

Discussion, Limitations, Recommendations and Conclusions

Introduction

This chapter presents discussion of the findings of the data analyses. The 

limitations o f this preliminary analysis, conclusions, and recommendations for future 

practice, education, and research are presented. Care must be taken anytime data is being 

analyzed by a researcher who is not bi-cultural or bi-lingual. Marin and Marin (1991) 

discussed the fact “that care needs to be taken when analyzing and interpreting Hispanic 

data because o f concerns that Hispanics may often provide inaccurate and socially 

desirable responses, may produce large proportions of missing data, may prefer extreme 

and acquiescent responses, and may show low self-disclosure to strangers” (p. 101).

While the extent of many of these problems has not been well documented in the 

literature, many of these issues surfaced in the current research study.

D iscussion

Health Beliefs

Health beliefs as defined in this study, were the parent’s perceptions about 

susceptibility to a disease, the seriousness of the illness, and the risks and benefits of 

treatment o f TB as it was applied to the health o f their children. These beliefs were 

measured by the Tuberculosis Health Belief Questionnaire for Parents (TBHBQ) before 

starting therapy and at the one-month visit. Preliminary analysis o f the data provided
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support for the belief that one-month was not long enough to see a change in health 

beliefs as scores did not change significantly.

One issue that has been raised in the literature but was not adequately 

addressed in this study due to low sample size was the effect of culture and acculturation 

on health beliefs. “All cultures and ethnic groups have a system of health beliefs, a way 

of explaining how illness occurs, and how it can be cured or treated and who should be 

involved in doing this” (Chachkes, & Christ, 1996, p. 16). Acculturation was only weakly 

(r_= .25) related to pre-test health belief scores. A stronger Anglo orientation was more 

related to health beliefs (r = .40) than was a Mexican orientation (r = .29). However, none 

of these correlations were statistically significant. Whether or not acculturation is 

predictive of health beliefs scores in larger samples needs to be further explored.

Discussion o f the meaning of the preliminary analysis is provided with the 

understanding that there is limited data. How a parent’s health beliefs affected 

compliance with treatment has not been established. However, the high TBHBQ mean 

scores of the subjects in this study both pre- and post-test indicated that the subjects felt 

strongly about TB. Responses to questions indicated that parents felt that there was a 

stigma and fear associated with the diagnosis o f TB, and that a diagnosis o f TB in 

themselves or their child would endanger their marriage and family relationships. This 

diagnosis would create barriers to care and it would be difficult to treat Therefore, the 

subjects felt that their children were susceptible to TB and it was a serious illness. The 

subjects also felt that cues to action like TV or radio ads would activate them to get their
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child tested for TB. Giving their child TB medications 'would decrease their anxiety about 

TB.

There was no significant relationship found between health beliefs and knowledge 

of TB. The data indicated that parents are coming to the clinic with many preconceived 

negative ideas and opinions about TB. One explanation may be that the fear and stigma 

that they associate with a diagnosis of this disease may be preventing them from hearing 

what the provider is teaching them about the treatment for this disease. For many parents 

telling them that their child has TB was like telling them their child was going to die from 

a horrible chronic illness. This belief may interfere with effective learning and may be 

one of the reasons that parents did not absorb the information about TB that is being 

presented at the office visit, and may explain the finding that no significant learning 

occurred between pre-and post-testing of TB knowledge.

The implication for clinical practice is that health care providers need to 

understand that for Mexican-American patients this diagnosis is full of meaning.

Education about the disease may need to occur at each visit, and the first few visits may 

need to be scheduled in a week or less to allow the parent to absorb the diagnosis and 

rally support from family and friends. Education about the disease and treatment may 

need to begin with a discussion about the health beliefs o f the parent so that fears, 

misinformation, and barriers to treatment can be identified and discussed. “A two-way 

conversation is much more effective at changing health attitudes and behaviors than a 

lecture” (London, 1999, p. 88).
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Acculturation is a complex phenomenon addressing inter-cultural interactions 

through which a person does or does not change any or all of the six areas of 

psychological functioning: language use, cognitive style, personality identity, attitudes, 

stress, customs of a majority culture, and the degree to which the person retains norms 

held by their culture of origin. Acculturation was measured by total scores on the 

Acculturation Rating Scale for Mexican-Americans II (Cuellar, Arnold, & Maldonado, 

1995; Mendoza,. 1984). Preliminary analysis o f the data revealed that in this population 

parents overall had low acculturation scores and m aintained a high Mexican orientation. 

Scores for Mexican orientation were all in the moderately high range, whereas, Anglo 

orientation scores were all low to moderately low. Rueschenberg and Buriel (1989) noted 

that Mexican-American families adapt to U. S. social systems while still retaining many 

of their original cultural values. Legal residents freely move across the border to visit 

friends and family. Spanish language television, books, and movies are easily accessible. 

Even education in the school system here in the U. S. is conducted in Spanish. .

Length of stay in the U. S. was significantly positively associated with higher 

acculturation scores. The fact that exposure to another culture over time increases 

acculturation has been well documented in the literature (Marin & Marin, 1991; Padilla, 

1980; Rueschenberg & Buriel, 1989).

The fact that Mexican-American patients who came to the clinic for treatment of 

TB maintained a high Mexican orientation is clinically significant. It means that, in 

addition to having a translator in the clinic, health care providers need to have a good
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understanding of this culture. Providing culturally sensitive care might increase the 

number of patients who are compliant with treatment. While the limited data prevented 

this analysis, research needs to continue in this area.

A higher total acculturation score was also significantly associated with higher 

knowledge o f TB indicating that those parents who had a higher Anglo orientation were 

more likely to know more about TB disease and its treatment. Further research is 

suggested to examine the relationship between years o f education, acculturation, and 

knowledge of TB. It would also be useful to examine acculturation and health beliefs, 

knowledge of TB, and compliance with treatment from a family system perspective.

Knowledge of TB

Knowledge of TB disease and treatment was a parent’s understanding of the 

disease process and its treatment as measured by pre- and post-test scores on the 

Knowledge of TB Questionnaire. The data revealed that in general parents did not know 

the name of the medication used to treat TB infection, how many times a day it was to be 

taken, or for how long. The parents did not know what to do if they forgot to give the 

medication. The data also revealed that parents did not know what a PPD was or if their 

child should ever have another one, and did not understand the difference between TB 

infection and being contagious.

There was no significant knowledge gain between the pre- and post-test scores 

overall. On a few questions, there was improvement in knowledge. For instance, 26% of 

the parents knew what TB was on the pre-test and 68% knew on the post-test. It was
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interesting to note that the subjects did not learn even though the education given was 

somewhat dynamic, since anecdotal evidence revealed that the subjects who took the pre

test before the education asked more questions of the health educator. The health 

educator then changed the standard educational approach provided based on the questions 

being asked.

C om pliance W ith  TB  T reatm ent 

Compliance with treatment in this study was measured by whether or not the 

parent returned to the clinic with the child for the one-month clinic visit. Partial 

compliance was acknowledged for those parents who returned late after receiving a 

prompt such as a telephone call or a letter. The data revealed an overall compliance rate 

of 68% and a no show or attrition rate of 32%. This rate of compliance is slightly lower 

than the 75% of patients who keep scheduled appointments in community clinics.

Knowledge of the seriousness and susceptibility of the illness, in this case TB, 

increases the likelihood that the parent will overcome the barriers and bring their child in 

for treatment (Iannotti & Bush, 1993). Low knowledge of TB may have contributed to 

the low return to clinic rate. However, confirmation of this hypothesis awaits further data 

collection from a larger sample.

Problems with the recruitment of patients into this study identified additional 

areas where problems with treatment compliance occurred. The parents in this study 

brought their children to the clinic for a well child visit. The PPD was placed when the 

vaccinations were given. Rarely was an explanation given to the parents about why a 

PPD was being placed other than to state that it was to see if the child had TB.
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Compliance with medications was the degree to which a parent followed 

directions for giving daily INH medication. The percentage o f compliance was 

calculated by a pill count. In a review o f two decades o f research that examined 

compliance in the pediatric and adolescent population, Dunbar-Jacob, Dunning, and 

Dwyer (1993) found that 10.3% of the studies used a pill count to measure compliance 

with medications. They found that a substantial num be r  o f the studies did not report 

compliance rates. They reported that the compliance rates reported in the studies 

conducted in the 1970’s ranged from 25% to 58% with a median o f approximately 50%. 

During the 1980’s the ranges were from 50% to 83% with a median of 55% and 65%. 

Research conducted in the 1990’s reported similar ranges with a median or 54% to 62%. 

This would indicate that the median level of compliance remains around 50%, and that 

the recommendations to improve compliance proposed by these studies either have not 

been adopted into clinical practice, or if adopted, have not been effective.

The current study revealed a compliance with medication rate of only 19%. 

Because of the public health risks involved this represents an unacceptably low 

compliance and high rate o f treatment failure. The clinical implications are critical 

because children who are not treated or are only partially treated run a high risk of later 

activation of their TB. Partially treated TB may be drug resistant because of the high rate 

of non-compliance and the implications that the child may have therapy re-started several 

times in an attempt by the provider to have the child complete treatment. The current 

study relied on pill count to determine medication compliance, however, it was not 

possible to really know how many children correctly took their medications. Most parents
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in the current study did not bring back the pill bottle to the clinic at the one month visit, 

and, since medication taking was not observed by the researcher, an empty pill bottle was 

accepted as evidence that the medication had been given to the child as prescribed. 

Children who were given a 30 day supply o f pills and then missed their clinic 

appointment would be non-compliant with medications since the supply of pills would 

have been exhausted.

Providing the child’s medications to the parent could overcome one of the barriers 

to compliance with medications that is cited most frequently in the literature. These 

barriers include medications not being covered on the insurance, not being able to get to a 

pharmacy, and wrong medication or amount dispensed.

Providing the medications means that money needs to be allocated by the State or 

Federal Government, and a commitment needs to be made to treat every infected 

individual. This recommendation is an appropriate one. Currently in California the 

resources are mostly being directed to the 0.1% of people with active disease. This is the 

tip of the iceberg and represents tertiary prevention and treatment. Secondary prevention 

of the 3.4 million people with TB infection should be the focus of health care dollars with 

primary prevention of this problem as the ultimate goal.

The Child Health Belief Model

The CHBM was an appropriate theoretical framework for this study. This model 

was developed specifically to examine compliance with medication use in children, and 

takes a developmental approach that includes the caretaker of the child, and the
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importance of cognitive processes as critical to compliance. The preliminary analysis of 

the data confirmed the importance o f cognitive processes, such as remembering to bring 

medications to the appointment. The data also supported the model’s recognition of 

acculturation level, medicine knowledge and knowledge of treatment as critical 

modifying factors to predict successful compliance with treatment and medications.

The high health belief scores indicated a perception of TB as a serious illness. 

According to the CHBM this should have prompted a high degree o f compliance with 

treatment and medications. However, in this study, compliance was low. One possible 

explanation for this contrary finding is that the low knowledge of TB scores contributed 

to low motivation and created a barrier to parents’ readiness to comply with treatment. 

Further testing of the model to explore relationships among variables is needed.

A dditional A nalyses

The study population was not acculturated into American culture and, in fact, was 

found to be highly Mexican in orientation. In Mexico, children are vaccinated against TB 

at birth with a BCG. The majority of parents (58%) indicated on the questionnaires that 

they did not know if their child had had a BCG. The parent whose child was bom in 

Mexico was more likely to know what BCG was and if their child had had a PPD (62% of 

the children were bom in Mexico). Parents (62%) also did not know what a PPD was or 

why their children were receiving one. This is clinically significant because the parents 

had children who appeared perfectly healthy, who were in the clinic to receive a “well 

child” physical and to be vaccinated for school. If the parent was not educated at that point 

about what a PPD is and why it is placed, the parent did not understand why it was
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important to return in two days to have it read. If the parent did return to have it read, they 

had to be educated of the importance of getting the chest x-ray if it was needed. Without 

this critical education at the very beg inn ing  it was not likely that the parents would be 

compliant.

Lim itations of the Study

The main limitation to this study was the small sample size, particularly the 

limited number of subjects in the experimental group. The small sample size did not 

allow for statistical comparison of the two groups to explore whether or not the groups 

differed on study variables.

One of the explanations for the difficulty acquiring subject and data may be 

related to “Simpatia”. This is a cultural practice of Hispanics that has to do with the need 

for behaviors that promote smooth and pleasant social relationships. In addition, a person 

with Simpatia (“Simpatico”) behaves with dignity and respect toward others, especially 

authority figures (Marin & Marin, 1991). Simpatia would help explain the ease of 

obtaining consents from the Mexican-American parents to participate in the current 

research, but the lack of completed data materials found in the envelope. Another 

explanation has to do with the role of women in Mexican culture. “Much has been written 

about Hispanic men and the assumed cultural expectation for being strong, in control, and 

providers for their families” (Marin & Marin, 1991, p. 16). The women, who were 

approached to participate in this study, may have been reluctant to answer questions and 

participate without first getting approval from their husbands. Asking mothers to

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



126

participate when they are in the clinic only with their children may have caused a conflict 

between the cultural values of Simpatia and respect for their husbands.

Homogeneity of the groups was difficult to establish. When studying human 

subjects there are many factors that can not be controlled and may influence research 

findings. In this study, these include the length o f time each family has been in the U.S., 

family support including influences of grandparents who may not be acculturated, and 

other relatives living in the home. Legal immigration status could also have affected 

willingness to seek and follow through with treatment. Marin and Marin (1991) stated 

that one factor that may affect the quality of the data collected among Mexican- 

Americans is the level of self-disclosure these subjects are willing to give a stranger. This 

may be particularly true if the Mexican-American is not a legal resident and is concerned 

about the consequences of any answers. These issues were not being ex am in ed  in this 

study and their influence is unknown. Other factors that may have influenced the results 

of this study included number o f children in the family, whether the parents were biologic 

parents or not, and employment status of family members.

There were also limitations related to the clinic setting. There were differences in 

the ways the various clinics provided care for patients. For example, translators may have 

been professional staff in one clinic and family members in another. These differences 

occurred within the same clinic with different healthcare providers and this was not 

controlled by this researcher. There were differences in the way children with TB 

infection were handled in the different clinics. In the health department clinics, the 

patients returned each month for a brief visit with a nurse practitioner and to pick up their

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



127

medications. In the community clinics these visits varied tremendously, for example, one 

clinic only had parents return to the pharmacy to pick up medications after the first visit. 

Return visits to the clinic that required an appointment with a health care provider, rather 

than simply stopping by to refill the prescription, were viewed as an additional barrier to 

compliance. In another community clinic the patients were not even given an 

appointment to start on medications until after they had received a chest x-ray, which 

involved a trip to another facility. This usually meant a delay o f several weeks or months 

before treatment was started and often these patients were lost to follow-up before they 

had even started therapy. These variations between clinics were viewed as normal 

routine variances. The goal of the study was to conduct research in the real world 

environment with the assumption it would contribute to the generalizability of the 

findings.

Some subjects took a booklet of questionnaires, signed a consent, but completed 

only some or none of the questionnaires. Therefore, many of the questionnaires had 

missing data and were unusable for data analysis.

Recommendations for Nursing Practice

The preliminary analysis of the data has provided many suggestions for change in 

clinical practice. In 1998 there were 3,855 active cases of TB in California (0.1%), and 

3.4 million persons infected with TB (State o f California, Department of TB Control 

Branch, 2000). These 3.4 million people represent a potential future TB epidemic that 

will have a significant impact on public health, and create a drain on health care
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resources. Identification, follow-up, and treatment of these people today is critical if a 

future TB epidemic is to be prevented.

The current research findings have identified that compliance with treatment and 

medications is a serious problem. Currently there are no standards or protocols for 

treatment of people, especially children infected with Tuberculosis. The find ing s  of this 

research study suggested that current methods of identifying, tracking, and treating 

persons infected with Tuberculosis are not working effectively or efficiently. The 

findings also suggested that the current standard educational approach provided in the 

clinics, as a method to teach parents about Tuberculosis, is probably not effective. The 

following is a list of recommendations for change.

• A standard procedure for identification, management and follow-up of all children 

infected with Tuberculosis should be implemented. This should include specific ages 

for children when a PPD is placed, and according to the American Academy of 

Pediatrics (1997), in high-risk areas this should be annually.

• PPD placement should be tracked and follow-up implemented when parents do not 

return with their children for a PPD reading. Tracking can be accomplished by using 

a simple paper file or a computerized file. Telephone follow-up, when possible, or 

mailed post card should be initiated as soon as possible after a missed appointment.

• Novel ways to educate parents about TB infection and treatment, such as the 

proposed audiotaped novella, should be implemented. All patients should be informed 

about Tuberculosis at the time the P P D  is placed and it should be em phasized  that the 

PPD is not a vaccine.
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• Education provided should be culturally sensitive and in the parent’s primary 

language. Low literacy levels and poor acculturation should be taken into account by 

providing materials that do not have to be read. Short-term evaluation of learning 

should be documented to demonstrate that the information was transferred. Methods 

to evaluate long -term learning should be implemented, and health outcomes such as 

compliance with treatment and medication should be documented each month.

• Return appointments should be made at the time o f the positive PPD reading so that 

parents who do not return with their children after getting a chest x-ray are identified 

and follow-up is initiated in a timely fashion.

• The child and parent should be treated as a dyad with both making a commitment to 

treatment when the child is old enough to make the commitment. A child as young as 

three or four may be able to understand information about the treatment being 

recommended. This means that explanations about medications including, name, 

form, and daily dosage should be explained to the parents and the child. The length 

of time for treatment and any lab tests that will be needed should be explained in 

detail.

• Education about TB, medications, side effects, and what to do if medication is 

forgotten or the child is sick should be provided in a culturally sensitive manner in the 

primary language of the parents and reinforced at each visit.

• Incentives such as calendars and stickers should be provided, when available.
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• The parent and, if  possible, the child should sign a treatment contract that outlines the 

above information. The parent and child should be given a copy and one copy should 

be placed in the chart.

• Monthly follow-up by a primary health care provider throughout the course o f 

treatment is recommended to monitor compliance.

Recommendations for Nursing Education

Tuberculosis is serious disease that can lead to death. The preliminary findings of 

this study suggested that changes need to be made in the way parents are educated about 

this disease. Preliminary findings also suggest that changes should be made in nursing 

practice. Nurse educators are responsible for assisting nursing students to take this new 

knowledge and apply it to their future clinical practice. Current emphasis in nursing 

education, or culturally appropriate are needs to include the importance of exploring 

acculturation and health beliefs of minorities such as Mexican-Americans. Nursing 

students must be taught to provide, or arrange for provision o f culturally appropriate 

educational materials in the patients primary language.

With world wide immigration and migration, the need for transcultural 

nursing knowledge has become increasingly imperative. The nurse 

interacts with immigrants, refugees, and other peoples from almost every 

point o f the globe who hold world views and health values very different 

from her or his own. No longer can advanced practice nurses either rely on 

learned medical ethnocentrism or continue practicing cultural imposition 

and give high quality, effective health care (Cooper, 1996, p. 1).
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Recommendations for Nursing Research

Conducting outcome based research in a clinical setting is a challenging 

undertaking. Conducting research with people from other cultures can be difficult and 

time consuming. Nurse researchers today are highly educated, generally white, and 

upper middle class. Many of our patients may be poorly educated, from other cultures, 

and socioeconomically deprived. Nursing practice should be research based and reflect 

the needs of the population served. Research tools in other languages need to be 

standardized. Problems with conducting research with immigrant patient populations 

need to documented.

Questions raised by the current research that needs to be explored include the 

influences of the parent’s health beliefs on the child, how and when health beliefs are 

established in children, and how a child’s health beliefs affect compliance with 

medications and treatment. These issues have been raised in the literature, but have not 

been adequately addressed in any research studies (Dunbar-Jacob, Dunning, & Dwyer, 

1993; Iannotti& Bush, 1993).

Specific recommendations for research based on the findings of this study 

include:

• Expand the study to include more subjects, incorporating additional areas of the 

United States where Mexican-American’s live.

• Expand the current study to explore compliance in other populations and cultures 

besides Mexican-American.
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• Examine the meaning of health (individual, child, and family) for Mexican-American 

parents in a qualitative manner. A study of this nature might identify additional 

reasons for non-compliance with medications and treatment.

• Test additional aspects of the Child Health Belief Model such as different enabling 

factors like frequency of visits and autonomy.

• Develop and test additional educational methods as a way to improve compliance 

with treatment and medications.

• Expand and test the audiotaped novella format for education of patients with other 

chronic illnesses.

Conclusions

TB infection in a child is a sentinel event within a community. Not only does it 

indicate the presence of an infectious case of TB disease within a community, but it is a 

problem which has an impact on the daily lives of families. Since children with TB 

infection are asymptomatic, understanding the importance of treatment principles is 

critical to the child's health as well as the family’s. In addition, understanding how a 

parent’s health beliefs, acculturation, and knowledge o f TB affect compliance is needed 

to determine the best ways to approach these patients in the clinical setting. Failure to 

complete treatment regimens for TB in children can have devastating effects: 

disseminated disease, drug-resistant TB, long term chronic illness, and even death 

(Cummings, Mohle-Boetani, Royce & Chin, 1998; McLeod, 1998).

In this study, the effectiveness of a culturally appropriate, Spanish-language 

audiotaped novella upon parental knowledge of TB as well as compliance with treatment
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regimens by Mexican-American parents of a child with TB infection was proposed. The 

limited number o f subjects provided for a preliminary analysis o f the data where the 

variables were explored in a descriptive m anner  Problems with subject recruitment and 

retention, data collection, and research design, were identified. Appropriate changes 

were made to the data collection instruments, and subject recruitment is ongoing. When 

completed, the results of the final study will provide recommendations for change in the 

way Mexican-American parents of children with TB infection are treated in the primary 

care setting. The results may also lead to changes in policy regarding funding for TB 

control, and management of TB infection. The final analysis may lead to the 

development of additional culturally and linguistically appropriate novellas as an 

educational approach for Mexican-American parents o f children with other chronic 

disease entities within the primary care setting.
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Appendix A

Positive Mantoux rim tots with PPD should be fend at48 to 72 houn after 

placement Due to immunodefident conditions such as HIV infection upon an 

individual’s ability to respood to dm skin test the hallowing definitions o f a positive 

Mantoux were developed:

Induration > 5  mm

Children in doae rtwtme* with known or suspected infectious cases o f TB 

Children suspected to have TB

Children receiving immunosuppressive therapy or with immunosuppressive 

conditions, including HIV infection 

Induration > 10 mm

Children at increased risk o f disaeminated disease, including children < 4 years of 

age, or with other medical risk factors 

Children with increased environmental exposure to TB, either due to birth in or to 

Parents bom in high-prevalence regions of the world, or frequently 

etpoeed to adults who are at high risk, or travel and exposure to high 

prevalence regions o f the world 
Induration > 15 mm

Children > 4 years of age without any risk factors

(24th ed.X by G. Peter (Ed-X Elk Grove V illage, IL: American Academy o f Pediatrics. 

Copyright 1997 by American Academy of Pediatrics.
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Appendix B

f l y g f i a t k n o f T B

0- No tuberculosis exposure, not infected.

No history o f exposure and negative PPD..

1- Tuberculosis exposure, no evidence of disease.

History of exposure. negative PPD.

Treatment: Depends onhuw recent the exposure is and degree o f exposure 

Close exposure within 3 nxxXhe requires follow-up.

Preventative  therapy considered.

Class 2: Tuberculosis infection, no disease.

Positive PM), negative chest x-ray, and no clinical ngns o f disease. 

^Treatment: Children should be chemoprophylaxed with mim'mum of6

months of honiazid (INH) or Rifampin therapy based on susceptibility 

Class 3: Tuberculosis: clinically active.

Clinically active disease; diagnostic procedures complete There must be

mthmr d m ie i l  m H Ait w iK w ln jfe  mviilmamm r f i t i w i  D iagn ostic

procedures include either bacteriologic isolation of A£ 7h or positive 

PPD. Clasaification further defined by location of disease Patients 

remain Class 3 until treatment for current episode complete 

Treatment: Children are placed on three drug regimens (INH, Rifampin, and 

pyrazinamide) for 6 to 9 months based on susceptibility 

Class 4: Tuberculosis, not clinically active

History of previous episode(s) of TB or abnormal stable radiographic findings
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Widener University
O n e UtfaentBf ta c t*  O m en V* 190134792
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C tm m , D m m iH ji 
(610) <99 1207 

ta r  <£10)4994216

(717) S41-1932
NURSING RESEARCH COMMITTEE N *(7i7) S4M977

TO: Rente McLeod, MSN, RN, CS. CPNP
FROM: Lob Ryan Allen, PhD, RN

Chairperson, Nursiiig Researdi Committee (NRQ 
DATE: October 19,1999
RE: Protectioo of Rights of Human Subjects Review

This letter serves to inform you that your research, “The effects of health 
beliefs, acculturation, and a culturally appropriate teaching intervention on 
parents’ knowledge of and compliance with Tuberculosis treatment in a 
Mexican-American population”, has been reviewed and approved by the 
NRC for the protection of rights of human subjects. You may begin data 
collection as proposed in your application to the NRC.

I£ for any reason, the approved research data collection method changes 
significantly, you are required to inform the NRC, in writing, of such changes.

. If you have any questions please call Dr. Lois Ryan Allen at .

The members of the NRC extend their best wishes for your successful 
completion of this research project

Lois Ryan Allen, PhD, RN

touUcdim

School of waning 
G n te a m g a n
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AppeadizD
TB RESEARCH STUDY 

CONSENT FORM

You arc  invited to  participate in  a  research study that w ill look a t different ways people learn about the 
disease Tuberculosis. You will also help m ines learn more about your health beliefs and  your culture. 
T his study w ill tell w hat method helps people learn about the disease Tuberculosis.

I f  you decide to participate, yoo w ill b e  asked to  answer some questions to be com pleted in  two visits. You 
w ill answ er the first questions today. I t m ight take you as long as 30 m inutes to  answ er ail o f the 
questions  in  the booklet. W hen you finish answering the questions you w ill seal the booklet o f questions 
in  an  envelope and return them to th e  data collector. When you cam e to the d im e fo r your child 's 
recbeck v isit in  one m onth, you need to  bring your child’s  pills, and you w ill be asked to  answer another 
booklet o f questions. These questions m ight also take you as long as 30 m ian es to  answ er. You w ill 
again be asked to  seal th e  booklet o f  q a ru ions in  an envelope and i c o n  them  to  the data collector. You 
w ill then be able to  ask any questions you m ight still have about the disease Tuberculosis aad how i t  is  
treated. There arc no costs to you o th er than your normal dim e v is t and the extra tim e it will take to 
answ er the questions.

Any inform ation that says who you arc w ill be destroyed when the study is completed N oaeaf the 
participant’s names w ill be used in  reporting the results o f the study. Ifyou would like a  copy o f  the 
sum m ary results o f th is study when it is  completed please let the data collector know  today.

Y our decision to  participate in  th is study is entirely voluntary. You may decide to  stop participating a t 
any tim e w ithout any bad consequences. Ifyou decide aa t to partidpm e in  th is study, you will still be able 
to continue to get care fo r your ch ild  without any changes o r problems.

Ify o u  have any questions about the research study, please contact the researcher  Renee P. McLeod MSN, 
RN, CPNP a

YOU A RE M AKING A  DECISION W H ETH ER O R NOT TO PA RTICIPA TE IN  THIS 
R ESEA RCH  STUDY. YOUR SIGNATURE SAYS THAT YOU HAVE D EC ID ES TO 
PA R TIC IPA TE A FT E R  HAVING READ TH E ABOVE INFORM ATION.

D ate Name o f Person Completing the Questions
(Please Print)

Signature o f D ata Collector Signature o f Person Answering the Questions

N am e o f C hild___________________________  DOB:_______/_______ / _
(please p rin t) (aonth /day/year)

M R#____________________________________ Subject

W ants sum m ary resu lts of th e  stu d y ?   Yea NO
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AppeadixE

ESTUDIO DE INVESTIG A ClO N  DE LA TUBERCULOSIS 
PORM ULARIO OE CONSENT1MIENTO

Lo invitam os a  ayudarnos con este estudio de in v estigad te  que a a a iim i las m anens difereutes a  t r im  de que la 
gcnte aprende sobre la eafcnnedad Ha marts Tuberculosis Alayudamos, usted nos p en n itiri saber m is aobre las 
creendas que tiene la  gone sobre estaenfcnnedadasicom o sobre n a ritn re . Este estudio nos dixicuanto m is las 
personas pueden spreader sobre la  Tuberculosis deade m&odos difcrcmes de ensefiar.

Si ostcd decide partidpsr, ie pediieaios que respooda a  algunas preguntas  io cnal usfed podri haoer en  dos visitas. 
Las prim eras preguntas las pucde mwsertcr hoy. E s posdde que setarde 30 m inutes para  rapander a  todas las 
preguntas en  la  liberta. Cuando te n ia e  co o aen ad n  laapregnuas c e ra te  b l t a t e d e  p regnaaeca uu aofaiey I k  
devolved al oobndoc de dates. Cuando usted v e a ^  a  la  d ia ic a  p e a  cfcequear a  an m fio deano de h i  mbs,  necesita 
traer la  m edians d esa  m io y  le harem osotraspreguasas. A asied se lcpreguatario tr a  v e z a c c m rla  lihenadc 
preguntas en nn  sobre y  dcvotverias a l oobndor de d ao s. Eaaoaoes g a d  tanb tea ea  a  aeaer la  aportuaidad de 
preguntar m is e a  penoaa acerea de la  eafcnaedad ttta c u lo te s  y  coon cararia. Usled no tiene qne p a p r  nada 
extra de lo qne nannabncate page en sus viaitas a  la  cttnica p ar d  tieapo  ad idaaal qoe le  M ae en re p o rte r  a  las 
preguntas.

Cualquicr parte de csteoicstionario  en donde aparezca su  nombre se dcstiuiii  una vcz qac ae lleve a  cabo el 
estudio. Ninguno de los notnbres de ios paflidpantes se u sa ii p e n  informer sobre los resnltados del estudio- Si 
quisieia una copia de los resnltadns, aiando este tenninada la  investigaddn, por fin e r avise el cobrador de dates
hny mismo.

Su decision de partk iparen  este estudio es enteram ente vohmtaria. Usud podri dejar de partidper en cualquier 
momento que ustcd dcaec sin m agm a m ala com ccucncia. A lad im ca no le unportaiid6nde reabaalendon 
medica su hijo/hija el dia de boy si listed nos ayuda con este estudio. Si usled decide —  partidper en este esnidio. 
aun puede continuar obteniendo atenddn m edka p a n  sus hijos sin ningun cantbio y  sin  probknas.

Si tiene alguna pregnnta sobre este estudio de im eatigaddn, por finor pongase en oonsacto comm'go: Renee P. 
McLeod MSN, RN, CPNP 

USTED OEBE TOM AR SU DECISION SO B R E S I AYUBARNOS CON ESTE ESTUDIO DE 
INVESTIG A ClO N  O NO. SU FIRM A D O tA  Q U E SE H A  DECDMDO A  AYUDARNOS D ESPU tS DE 
EM BER LEiD O  LA INFORM AClON DE L A  PA RTE SUPERIOR.

Fecha Nombre de la Persona que R esponded a  las Preguntas
(Por favor use le tn  de molde)

F inna d d  Investigador F inna de ia Penona que Responder* a  las Preguntas

Name o f Child____________________ DOB:
(month/day/year)

MR #__________________  Subject_# ___________________

i, Quiere un resum en de los resultados? ____________Si  No
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Appendix F

TB RESEARCH STUDY 
CONSENT FOKM  FO R A U D IO T A K

You are invited to  participate in  a  research  study that will look a t different ways people iearn about the 
disease Tuberculosis. You w ill also  help m ines leara more about your health  beliefs and your culture. 
T his study w ill tell what method beips people team  about the disease Tuberculosi s

Ifyoudccide to  participate, you w ill be askad to  am w tr some questions  to  be conplclBd in  two visits. You 
w ill answ er the first qunrious today. It m ight take you as long as 30 mim—-c to  answ er a ll o f the 
questions in  the booklet When  you  finish answ ering the qwurina t  yon  w ill seal th e  booklet o f quenioas 
in  an  envelope and return them  to  the data ootlecsor. You will be given a  30  a u n tie  antftolapr  to listen to 
over the next m o th  W hen you come to the clinic far your child’s  rechecfc v isit in a n e  mouth, you need 
to bring yxwr child’s  piDs. and you w ill be askad to  answer anothe r booklet o f  questions. Theae qunticas 
m ight also take you « long as 30 m i i f  to  answer. You w ill again be aakad to  seal the booklet o f 
questions in  an  envelope and return  them  to  the data collector. You w ill then  be able to  ask any questions 
you m ight still have about the disease Tuberculosis and how it is  treated. These are no costs to  you other 
than your norm al clinic v isit and  the extra tim e it w ill take to answ er th e  questions

Any inform ation that says who you are w ill be destroyed when the study is  com pleted None o f the 
participant's names will be used in  reporting the results o f the study. Ifyou  w ould like a  copy o f the 
summary results o f this study w hen it is completed pleaae let the data collector know  today.

Y our decision to participate in  th is study is entirely voluntary. You may decide to stop participating at 
any tim e w ithout any bad consequences. I f  you decide not to participate in  th is study, you w ill still be able 
to continue to  get care Tor your child  w ithout any changes o r problems.

I f  you have any questions about th e  research study, please contact the rcK arcber: Renee P. McLeod MSN, 
RN, CPNP a t  

YOU ARE M AKING A DECISIO N  W H ETH ER OR NOT T O  PA R TIC IPA TE IN  THIS 
RESEA RCH  STUDY. YOUR SIGNATURE SAYS THAT YOU HAVE D ECID ED  TO 
PA RTIC IPA TE A FTER HAVING READ TH E ABOVE INFO RM A TIO N .

D ate Name o f Person Com pleting the Questions
(Please Print)

Signature o f  D ata Collector Signature o f P enoo  A nsw ering the Questions

N am e o f C hild___________________________ DOB:_______ /_______ / _
(please p rin t) (m an th /day /year)

M R#___________________________________  Subject#_______________

W ants sum m ary rem its o f th e  stu d y ?__________ Yes ____________ N O
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AppeadixG
ESTUDIO DE INVESTIGAClON DE LA  TUBERCULOSIS 

fOKM ULABIO DE COMSEMTIMIEMTO 
(A U D IO )

Lo invitamos a  parbcipur a n  este estudio de iovestigaadn que a n a liz s i d  nao de una d m  grabada co n o  medio p n  
aprender sobre la  en& nnedad Hamaris Tuberculosis. Al ayudamoc, usted nos pem w ul saber m is  sabre las a e encias que 
tiene la gcote sobre esta enferm edad asi cono sobre su cultura. Este estudio n o t d irt b  a t cscuchar a m  d a ta  grsbads l»s 
personas poeden aprender m is  sobre la  Tuberculosis.

Si ustcddcddeparticipB r, leped irrn ios que rqpouda a  a lg m s p re tin ar lo  caal rated pod ri hacer eg  d o sv a ita a  Las 
primeres p ragm as las p n edecoaieaer hop. Esporible que s e ta r te  30 n m a o s  pres reqwadc r a to d a s  las preguntas a h  
liberta. Cuando termme coasesam do las p rc g a n s  eeumi h  U bem  de p rep ares ca m  M biey  la s  d eu o h o d  ai cobndor de 
datos. Va a  w riter m  caaaene d e  30 n ren ae , d e  lo c a l  puede c r e a to r  d re a re  d  a p ia N e  m es. E tte  easeene cosaeoarf 
cualquier pregunta qoe p red e  r e a r  acerca de h  cafennedad tabcrcufcaa Coaodo aned veaga *  la  dm ica p a n  ctoqrere a  
su niiio deatro de na n e s . aecesoa trie r ia  m edidaa de su  nifio y  le  to ren o s anas p repares. E s a s  pregureas pnedea drear 
posiblemente 30 m iautos en  contesrer. A uaed sc lcp reguren d o a a v c a  a  c e ra r la B a re  de p re p a re s  c a m  sobre y
d e v o lv e r la sa lcn lirad n rrfe d a te s  F jWmiew  «a«<4 «  « i» « >  l«  .u  [iw p o r  w A  >« p w i  n r r c i (tr
la enferm edad m heicnlnaM  y  c n m  n m r ia  lh w l» in » iM » < y i> [ iy ih > i ih « < l» h ip » — i iw ii i in » |i« |m iM c iM iiM .
la ciinica par el tienpo  adkkm al qoe le  to n e  e a  responder a  las p re p a re s

Cualquier parte de este cuesbonario ea  dondc aparezca su nombre se destruirt una vez que se Deve a  cabo el estudio. 
Ningnno de las nntnbiac d e  la a  p a f f ir ip lr t  «e m —< p—  iafc—iar «wlme tea i» « M m  d rt m m tn d in  Si qm 'titia UPS COpia
de Ins resnhadnc, a a m ln  t e e  tcrmwiada ia ww a ijp c t fn  p »  f t w  l i t *  d  n d f f m  d r ifllftt hfly " l i f "

S u  dedsid w  d e  parricipar e n  e sr e  e o u d te  ea w w ib im w  « * « < » ■  iraw d pw fc* <*» »»■ >™ »gni»T wmiM^itn
que usted desce sin ningm a  m ala crmsrmrncia . Si oared deckle m  partidpar ea  este estudio, arm  pocde continual
obteniendo ateneidn mddica p a ta  n n  h ijn t nn m tji'n i y  «i««

Si tiene alguna pregunta sobre esre estudio de invcstigacifa, por lavor ptiogare en contacto conm igo: Renee P. McLeod 
MSN, RN, CPN  

USTED ESTA TOM ANDO UNA DECISION SOBRE S I Q U IEREN  PA RTK 1PA R EN E S T E  ESTUDIO DE 
INVESTIGAClON O  NO . SU FIR M A D IR A  QUE SE H A  DECIDIDO A  PA RTICIPA R D E S P U tS  DE HABER 
LEID O  LA  IN FO R M A C lO N  D E LA  PARTE SUPERIOR.

Fccha Nombre de  la  Persona que Responder* a  h s  Pregurtas
(Por favor use lean de m olde)

Finna del Investigadar Finna de la Persona que Responder* a  las Preguntas

Name of Child____________________  DOT:
(m onth/day/year)

MR #  Subject #___________________

, Quiere un resumen de los resultados? ___________ Si  No
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Appendix H

Data Collection Information For Front of Questionnaire Envelopes

For investigator to complete:

N am e o f P e rso n  w ho  M U S T  co m p le te

th e  P o st te s t:_____________________________

N am e o f  th e  C h ild :______________________

S u b jec t # _______________________ M R#

S h e__________________________________

M R # :__________________________

T u b ercu lo sis P ill  C o u n t f o r  th e  P erio d :

_______________________ t o ________________
(D ate) 0 > a te )

D id P a re n t:

1. r e tu rn  fo r  one m o n th  v is it?  N O  Y E S

2. b rin g  m ed ica tio n ?  N O  Y ES

3. g ive m ed ica tio n  c o rre c tly ?  N O  Y E S

4. R em in d e r p o s tc a rd  se n t
if  p a re n t m issed  v ir it?  N O  Y E S

D ate p a re n t m ad e  h  to  fo llow -up  v isit:

/ /

a ) #  o f  p ills  d ispensed  =

b ) #  o f  p ills  shou ld  h av e  ta k e n  =_

c ) #  o f p ills  s till in  b o ttle  =

d ) a - c  =

e) d /b  =  %  co m pliance =
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Location:

Appendix I

Record #:

Date:______________________

TB RESEARCH STUDY 
DEMOGRAPHIC QUESTIONS

1. What is your child’s date of birth (month/day/year)? _____ /_____ /_______

2. What is your child’s sex? Male:_______ Female:__________

3. What is your date of birth (month/day/year)_______ /________/________

4. What is your sex? Male:_______  Female:______________

5. What is your marital status? Married_________  Single________ Divorced

6. What is your religion? Catholic______  Protestant Other_______

7. What language is spoken most at home? English Spanish Both equally.

8. What language does your child know? English Spanish Both equally

9. Last grade you completed in school:

 a. Elementary -6
 b. 7 -8
 c. 9 - 12
 d. 1 -2  years of college
 e. 3 -4  years of college
 f. College graduate or higher

10. In what country did you go to school? Mexico________ USA_______ Other
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11. Circle the generation that best applies to you. (Circle only one)

1. 1“ generation = You were bom in Mexico or other country.

2. 2nd generation = You were bom in USA; either parent bom in Mexico or other
country.

3. 3rd generation = You were bom in USA, both parents bom in USA and all
grandparents bom in Mexico or other country.

4. 4th generation = You and your parents bom in USA and at least one
grandparent bom in Mexico or other country with remainder bom 
in the USA.

5. 5th generation = You and your parents bom in the USA and all grandparents
bom in the USA-

12. What year did you move to the United States?_____________

13. Where was your child bom? USA_______  Mexico_____  Other________

14. How many times a year do you go to Mexico to visit friends or family?

_______Never
_______A Few Times a Year
_______Once a Month
_______2 or 3 Times a Month
_______Once a Week or More

15. Has your child ever had a BCG? (Check one) Y es  No Don’t Know___

16. If yes, when? (month, year, if known)________ /_________

17. When was your child’s last PPD before today (month, year) _______ /_________

Don’t Know_________ Never had a PPD before today_________

18. What was the result of that PPD? (check one)

Negative Positive_______ Don’t Know__________

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



159

Appendix J

Fecha:_________________

PREGUNTAS DEMOGRAFICAS 
DEL ESTUDIO DE INVESTIGACION 

SOBRE LA TUBERCULOSIS

1. ^Cuai es la fecha de nacimiento de su hijo/hija (mes/dia/ano)? / /

2. Por favor diganos si tiene ... Un Hijo:_______ o Una Hija:______

3. ^En que fecha nacio usted (mes/dia/ano)? /_______/_______

4. iEs usted... Hombre:________ o Mujer_______ ?

5. ^Es u sted ... Soltero(a)________ Casado(a)_______
Divorciado(a)__________ ?

6. i,Cual es su religion? Catolicismo Protestantismo O tra_____

7. ^Que idioma se habla en casa? Ingles Espanol Ambos por igual___

8. ^Que idioma habla su hijo/hija? Ingles Espanol Ambos por igual

9. ^Cual fue el ultimo grado que usted curso en la escuela?:

 a. Primaria - 6
 b. 7 - 8  (Secundaria)
 c. 9 - 1 2  (Preparatoria)
 d. 1 -2  afios de educacion universitaria
 e. 3 - 4  anos de educacion universitaria
 f. Posgrado o superior

10. i,En que pais asistio la escuela?

Mexico los Estados Unidos (EE.UU).________ Otra______
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11. Encierre en im circulo la generacion a la que usted corresponda 
(Indique solo uno.)

1. Primera generacion =  Usted nacio en Mexico u otro pais.

2 . Segunda generacion = Usted nacio en los EE.UU., pero cualquiera de
sus padres nacio en Mexico u  otro pais.

3 . Tercera generacion =  Usted nacio en los EE.UU., sus dos padres
nacieron tambien en los EE.UU. y  todos sus abuelos nacieron en 
Mexico u  otro pais.

4 . Cuarta generacion = Usted y  sus padres nacieron en los EE.UU. y  por 
lo menos uno de sus abuelos nacio en Mexico u otro pais, pero los 
demas nacieron en los EE.UU.

5 . Quinta generacion= Usted y  sus padres nacieron en los EE.UU. y  todos 
sus abuelos tambien nacieron en los EE.UU.

12. ^En que ano llego usted a  los Estados Unidos?
(mes/dia/ano)? /______ /______

13. ^Donde nacio su hijo/hija? Estados Unidos Mexico Otro:______

14. ^Cuantas veces en un ano se va a Mexico para visitar amigos o familia?

 Nunca  Pocas veces______ Una vez al mes
 2 o 3 veces al mes  Una vez a la  semana o mas

15. ^Alguna vez le han puesto a su hijo la vacuna BCG? Si No No se___

16. Si su respuesta anterior fue si, <,en que fecha lo vacunaron? (mes/dia/ano)?

17. ^.Cuando le hicieron a su nino la uiltima prueba PPD antes de hoy?

(mes/ano)? / No se
Nunca antes le han puesto la  prueba PPD______

18. ^Cual fue el resultado de esa prueba PPD? negativa positiva No se
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Appendix K

TUBERCULOSIS HEALTH BELIEF QUESTIONNAIRE FO R PARENTS

I waaH B b  *q R o t  m b  i t i r t y—r  atthaBas h H B i iIm ii |« i * i |  W t  renfaih. There are 
“right” e r “wren f” m w i w.  InaaBynnrh—artreipreii Y ear—aware nBI he kept strictly 
— IM ftiilP leaa* rcaBaaB a—wcreachilcrecarelhBy. C W tB tflH L tw tr wpo— .

L l a  erner-to gataTahercalesis ildntaat (PPD) Ihavetoghre apqaiteaM t.

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

2. Talffcgpmraalathri iB fca tf—  ferT ainrahB ic—  hedareea—a—fag.

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

3. IwM race— and afrirnd get Tab ert alaiia thia teats far her chilBrea-

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

4. It is erebarraasieg far are to give nay chfld preventative re B c itlia i fcrTnherealaais.

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

5. If a fn tn lj Urn hi aaelghlnrrhTTiflhs-hTpiinaaitBrtiTa. a tit1*'*1---------- *
riak of catching Taberealoais.

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

6. Tnbercnlaaia is a hepaiaii disease.

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

7. I  have a lot to gain by having a Tnbcrcnlosii sidn test.

1 2 3 4 S 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree
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8. n td b r t« fp t t ta |tM m lH ii(k ta tn t  (PTO) lin ft if i  with »y  h HtMh

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree E)isagree Agree Agree Agree

9. My chld’s physical k a itt  ■altra K nare H uiy that kaM t w fl contract Tnbercalasfc.

1 2 3 4  5 6
Strongly Moderately Slighter Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

10. My c M f i chances of contracting Taht wnlaaie are grant.

I 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Apee Agree Agree

11. The effect o f giving By chadaredientiansfierTnhTrnloiia interferes with nay acttehiea.

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

12. When 1 think of Tnhrmrtaah Ifaelnawaans

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

13. If reycM d get Tnberenlasiiharshe Bight die.

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

14. If I were watching television, or lateningtB the radio, and a pregraaa abont Taberealoais c
on, I  w—ld watch or gstan to the whole program.

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

15. M y chgd has a  lo t to  gala by taking nn  d k a tien i fa r TaWrcnioaie

1 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree
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1
Strongly
Disagree

Moderately
Disagree

3 4
Slightly Slightly
Disapee Agree

17. T intend In gal a re id h a l rfcail a|i iiSMn Ihi a n l  f  i

1
Strongly
Disagree

IS.

I
Strongly
Disagree

2 3 4
Moderately Slightly Slightly
Disagree Disagree Agree

Moderately
Agree

Moderately
Agree

Moderately
Disagree

3
Slightly
Disagree

4
Slightly
Agree

Moderately
Agree

19. Isran ld  read  ab iecfcn ieo n  Tabcrcnioafc.

1 2 3 4 5
Strongly Moderately Slightly Slightly Modmtety
Disagree Disagree Disagree Agree Agree

6
Strongly
Agree

6
Strongly
Agree

6
Strongly
Agree

6
Strongly
Agree
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Appeadix L

CUESTIONARIO DE CREENCIAS E IDEAS SOBRE LA TUBERCULOSIS

Nos gusuria saber mds sobre sasactiindesy coadaaanapaao a la Taftfimlosis No hay raqpaMas 'c o m a a s ' o ’eqnvocades" 

fcvor lean y respoadaa cm dadooam e a  cafe oao de lo* agmuim paaaaa.

Le r m — d a rt a n a  — i p  qoe In  hapnasneM jjoa lapancba fc ta lM c ia lH ia .

1 2 3 4 5  6
Compleuunenie Modendanene Ligaamaie Lifenmeate Vfodcradamcaic CompterameHie 
en Desacuerdo ca O n a o d o  en Desaruerdo de Axucrdo de Acuado deAcacrdo

Es vcrcm m o, p m  a t, tcaer qae dar a a i hijaiWja 
1 2 3

Comptoarncnc Moderadnaeate Li|
enDesacaeado eaDcsacaeado caDesacueado de Acueado

Si ana fan flia  * h e  ea  i

Compirtamrnie Mnrtmd a a a
en

& UTikraWiamakmMdHHiaanln

1 2 3 4 5 6
Corapleuniente Modeaadaame Ligeraneate Ligeraiaeaae Mndnad— eaie
en Desacuerdo en Desacuerdo enDesacoerdo de Acocrdo deAcaento de Acueado
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7. Tcago ra u fco p r i M i r i H i O T f t j w k fc p M p iw h W B n lM ii

1 2 3 4 5 6
etu

en n n w u m i eaD ea cueido caD eeacueido deAcaerdo deAeueido deAcaerdo

*. El a h n w  de lu riw  —  piacfca de T to a lid i (IW ) iH iflw  ca  mm MwMiAt

1 2 3 4 3 6
leu

eaD eacoeido eaD caacaudo a D t u aw dD deAcaerdo deAcaerdo deAcaerdo

9. UidrtlMcideat>(|dl»wl»ieji»fKadn»hn>irialidi,

1 2 3 4 3 6

a D e a n o d e  eaD eacaerdo eaD cacaeido deAcaerdo de Acaerdo de Acaudo

10. " j ^    T f ---
1 2 3 4 3 6

Conpietamcaee MBdendMMdi L ifa a u d K  U |H a a i i  M o d n d H M t C o a |ld H i
en l> —ruwdo eaD e a caerdo aD eeacacrio deAcaudo de Acaudo de Acaudo

11. El td d ira a  de d a r a  a l  k ija /h ijt Medina— para la  a k c rc a la ii ia te e fe a  caa u ie  actiridad—.

1 2 3 4 5 6

eaD ca caeido eaD eacaerdo eaD cacaeido deAcaerio de Acaerdo de Acaudo

12. Caaado p ic a a  ca  la  a k a c a W i a e  d ia a  aaaacafcaada.

1 2 3 4 3 6
Compleumenie M odendaauaa T «g»— -  Ligeiuac—e M odenduaeae Conykum caie 

eaD cacaeido eaD eacaerdo de Acaerdo deAcaerdo de Acaerdo

IX Si art hije/ldia caa tre jera  TafcercaleUa padrfa

i a  eeeaefeaado la  radio, y  | 
id d p riad p io a lllaaL

2 3 4 S 6
M bdeadoauao Ligenaaeaae L ijeruaeale M odeaduaeale Cocepietsau
eaD eacaerdo eaD eacaerdo deAcaerdo deAcaerdo deAcaerdo

IX Mi hijc/M jaticae—acfca que g a a a ra ltc — ’M edina—para la  T aO trraliae

1 2 3 4 3 6
r im»pi«<imi» wam M odeadaueaa LigeaoMBK
eaD e a caerdo eaDeeacaerdo eaD c a caeido deAcaerdo deAcaerdo • deAcaerdo
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16. K~ i ------*— fi Tr*   f  t 1 *-----------------------r~ n itf~ n  le Tetrrroleae

1 2 3 4 S 6
M o a n a n m  u i b h b k  u i n v a B  m o b b m m b  u n p n i B n K

eaDeacaerdo a D a n a d o  c a D a n a d o  deA caado deAcaerdo de Acaerdo

19. Y o d lee rio M fid rte  eoOrr la  TOfcercalodo.

1 2 3 4 S 6

eaD eacaerdo ea Deocaerdo en O nTacidn deAcaerdo deAcaerdo deAcaerdo
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Appendix M 

Acculturation Rating Scale-H (ARSMA- 

Circle a number between 1 — 5 that best applies 

1. I speak Spanish

-ID

1
Not at all Very little or 

Not Very Often
Moderately

2. I speak English

1
Not at all Very little or 

Not Very Often
Moderately

3. I enjoy speaking Spanish

1
Not at all Very little or 

Not Very Often
Moderately

4
Much 

or Very Often

4
Much 

or Very Often

4
Much 

or Very Often

4. I associate with Anglos

1
Not at all Very little or 

Not Very Often
Moderately

5. I associate with Mexicans and/or Mexican-Americans

4
Much 

or Very Often

1
Not at all Very little or 

Not Very Often
Moderately

4
Much 

or Very Often

6. I enjoy listening to Spanish language music

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

Extremely Often 
or Almost Always

Extremely Often 
or Almost Always

Extremely Often 
or Almost Always

Extremely Often 
or Almost Always

Extremely Often 
or Almost Always

Extremely Often
or Almost Alway
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7. I enjoy listening to English language music

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

8. I enjoy Spanish language TV

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

9. I enjoy English language TV

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

10.1 enjoy English language movies

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

11.1 enjoy Spanish language movies

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

12.1 enjoy reading books in Spanish

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

13.1 enjoy reading books in English

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

5
Extremely Often 
or Almost Always

5
Extremely Often 
or Almost Always

5
Extremely Often 
or Almost Always

5
Extremely Often 
or Almost Always

5
Extremely Often 
or Almost Always

5
Extremely Often 
or Almost Always

5
Extremely Often
or Almost Always
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14.1 write letters in Spanish

1
Not at all Very little or 

Not Very Often
Moderately

15.1 write letters in English

1
Not at all Very little or 

Not Very Often
Moderately

4
Much 

or Very Often

4
Much 

or Very Often

16. My thinking is done in the English language

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

17. My thinking is done in the Spanish language

1 2 3
Not at all Very little or Moderately

Not Very Often

18. My contact with Mexico has been

1 2 3
Not at all Very little or Moderately

Not Very Often

19. My contact with the USA has been

1 2 3
Not at all Very little or Moderately

Not Very Often

4
Much 

or Very Often

4
Much 

or Very Often

4
Much 

or Very Often

20. My father identifies or identified himself as “Mexicano”

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

5
Extremely Often 
or Almost Always

5
Extremely Often 
or Almost Always

5
Extremely Often 
or Almost Always

5
Extremely Often 
or Almost Always

5
Extremely Often 
or Almost Always

5
Extremely Often 
or Almost Always

5
Extremely Often
or Almost Always
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21. My mother identifies or identified herself as “Mexican*”

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

22. My friends, while I was growing up, were of Mexican origin

Extremely Often 
or Almost Always

1 2 3 4
Not at all Very little or Moderately Much

Not Very Often or Very Often

23. My friends, while I was growing up, were of Anglo origin

1 2 3
Not at all - Very little or Moderately

Not Very Often

24. My family cooks Mexican foods

1 2 3
Not at all Very little or Moderately

Not Very Often

25. My friends now are of Anglo origin

1
Not at all Very little or 

Not Very Often
Moderately

26. My friends now are of Mexican origin

1 2 3
Not at all Very little or Moderately 

Not Very Often

4
Much 

or Very Often

4
Much 

or Very Often

4
Much 

or Very Often

4
Much 

or Very Often

27.1 like to identify myself as an Anglo American

1 2 3
Not at all Very little or Moderately 

Not Very Often

4
Much 

or Very Often

Extremely Often 
or Almost Always

Extremely Often 
or Almost Always

Extremely Often 
or Almost Always

Extremely Often 
or Almost Always

Extremely Often 
or Almost Always

Extremely Often
or Almost Always

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



171

28.1 like to identify myself ns a Mexican-American

1 2 3
Not at all Very little or Moderately

Not Very Often

29.1 like to identify myself as Mexican

1 2 3
Not at all Very little or Moderately

Not Very Often

30.1 like to identify myself as an American

4
Much 

or Very Often

4
Much 

or Very Often

Extremely Often 
or Almost Always

Extremely Often 
or Almost Always

1 2 3
Not at all Very little or Moderately 

Not Very Often

4
Much 

or Very Often
Extremely Often 
or Almost Always

SCALE 2

1. I have difficulty accepting some ideas held by Anglos.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

2. I have difficulty accepting certain attitudes held by Anglos.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

3. I have difficulty accepting some behaviors exhibited by Anglos.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

4. I have difficulty accepting some values held by some Anglos.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always
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5. I have difficulty accepting certain practices and customs commonly found in
some Anglos.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

6. I have or think I would have, difficulty accepting Anglos as close personal
friends.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

7. I have difficulty accepting ideas held by some Mexicans.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

8. I have difficulty accepting certain attitudes held by Mexicans.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

9. I have difficulty accepting some behaviors exhibited by Mexicans.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

10.1 have difficulty accepting some values held by some Mexicans.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

11.1 have difficulty accepting certain practices and customs commonly found in
some Mexicans.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always
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12.1 have or think I would have, difficulty accepting Mexicans as dose personal
friends.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

13.1 have difficulty accepting ideas hdd by some Mexican-Americans.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

14.1 have difficulty accepting certain attitudes hdd by Mexican-Americans.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

15.1 have difficulty accepting some behaviors exhibited by Mexican-Americans.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

16.1 have difficulty accepting some values hdd by Mexican-Americans.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

17.1 have difficulty accepting certain practices and customs commonly found in
some Mexican-Americans.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always

18.1 have or think I would have, difficulty accepting Mexican-Americans as close
personal friends.

1 2 3 4 5
Not at all Very little or Moderately Much Extremely Often

Not Very Often or Very Often or Almost Always
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AppeadixN 

Acculturation Rating Scale-H (ARSMA-H)

Marque cou un ciculo d  n a c n  eutre 1 y 5 a la respuesta que sea i 
para usted.

1. Yo hablo Espadol

1
Nada Unpoquitoo 

A veces

2. Yo hablo IngKs

Moderado
4

Miichoo 
muy frecuente

Muchisimo 
o casi todo el 

tiempo

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o 

muy frecuente
Muchisimo 
o casi todo el 

tiempo

3. Me gustar haMer ea Espadol

1
Nada Un poquito o 

A veces
Moderado

4
Mucho o 

muy frecuente
Muchisimo 
o casi todo el 

tiempo

4. Me asocio con Anglos

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o 

muy frecuente
Mudasitno 
o casi todo el 

tiempo

5. Yo me asocio con Mexkanos o con Norte Americanos

1
Nada Unpoquitoo 

Aveces

3 4
Moderado Mucho o

muy frecuente
Muchisimo 
o casi todo el 

tiempo

6. Me gusta la mnsica Mezkana ( moska ea idkaia Espadol)

1
Nada Un poquito o 

A veces
Moderado

4
Mucho o 

muy frecuente
Muchisimo
o casi todo el

tiempo
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7. Me gusta la mnsica de idioma IagKs

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o

muy frecuente
Muchisimo 
o casi todo el 

tiempo

8. Me gusta ver programas ea la television que scan en Espaiol

1
Nada Un poquito o 

A veces
Moderado

4
Mucho o 

muy frecuente

1
Nada Un poquito o 

A veces
Moderado

4
Mucho o 

muy frecuente

10. Me gusta ver peUculas en Ingles

1
Nada Un poquito o 

A veces
Moderado

4
Mucho o 

muy frecuente

11. Me gusta ver pdfculas en Espaiol

1
Nada Un poquito o 

A veces
Moderado

4
Mucho o 

muy frecuente

12. Me gusta leer (e.g. libros en Espaiol

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o 

muy frecuente

Muchisimo 
o casi todo el 

tiempo

9. Me gusta ver programas ea la television que sean en Ingtes

Muchisimo 
o casi todo el 

tiempo

Muchisimo 
o casi todo el 

tiempo

Muchisimo 
o casi todo el 

tiempo

Muchisimo 
o casi todo el 

tiempo
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13. Me gusta leer (e.g. libras en IagMs)

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o

muy frecuente
Muchisimo 
o casi todo el 

tiempo

14. Escribo (e.g. cartas ca Espaiol

1
Nada Unpoquitoo 

Aveces
Moderado

IS. Escribo (e.g. cartas ea Inglts)

1
Nada Un poquito o 

A veces
Moderado

4
Mucho o 

muy frecuente

4
Mucho o 

muy frecuente

16. Mis piensamientos ocarrea en d  idioma logits

1
Nada Unpoquitoo 

Aveces
Moderado

4
Mucho o 

muy frecuente

17.-Mis piensamieatos ocarrea ea d  idioma Espaiiol

1
Nada Unpoquitoo 

Aveces
Moderado

4
Mucho o 

muy frecuente

Muchisimo 
o casi todo d  

tiempo

Muchisimo 
o casi todo el 

tiempo

Muchisimo 
o casi todo el 

tiempo

Muchisimo 
o casi todo el 

tiempo

18. Mi contacto coa Mexico ha sido

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o 

muy frecuente
Muchisimo
o casi todo el

tiempo
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19. Mi contacto con lot Estados Uaidos AaMricaaoo ha sido

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

A veces muy frecuente o casi todo el
tiempo

20. Mi padre se identifka (o se identifteaba) coaio Mexicano

1
Nada Unpoquitoo 

Aveces
Moderado

4
Muchoo 

muy frecuente

21. Mi padre se ideatifica (o se identifkaba) como Meaicana

1
Nada Un poquito o 

Aveces

3 4
Moderado Mucho o

muy frecuente

22. Mis amigo(as) de mi nificz eran de oeigen Mexicano

1
Nada Un poquito o 

A veces

3 4
Moderado Mucho o

muy frecuente

1
Nada Unpoquitoo 

A veces
Moderado

4
Mucho o 

muy frecuente

Muchisimo 
o casi todo el 

tiempo

Muchisimo 
o casi todo el 

tiempo

Muchisimo 
o casi todo el 

tiempo

23. Mis amigo(as) de mi aides eran de oeigen Anglo Americano

Muchisimo 
o casi todo el 

tiempo

24. Mi familia cocina comidas mexicanas

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o 

muy frecuente
Muchisimo 
o casi todo el 

tiempo

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



178

25. Mis amigos reaentes so d  An^o Americaaos

1
Nada Un poquito o 

Aveces
Moderado

4
Muchoo

muy frecuente
Muchisimo
ocasitodod

tiempo

26. Mis amigos recreates soa Mexkaaos

1
Nada Un poquito o 

Aveces
Moderado

4
Muchoo 

muy frecuente
Muchisimo
ocasitodod

tiempo

27. Me gusta ideatificarme coaio Anglo Americaao

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o 

muy frecuente
Muchisimo 
o casi todo d 

tiempo

28. Me gusta ideatificarme como Norte Americaao (M&ko-Americaao)

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o 

muy frecuente

29. Me gusta ideatificarme como Mezicano

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o 

muy frecuente

Muchisimo
ocasitodod

tiempo

Muchisimo
ocasitodod

tiempo

30. Me gusta ideatificarme como un(a) Americaao(a)

1
Nada Un poquito o 

Aveces
Moderado

4
Mucho o 

muy frecuente
Muchisimo
ocasitodod

tiempo
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SCALE 2

1. Tengo dificultad aceptando ideas dc algunos Anglo Aacricuoi.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

A veces muy frecuente o casi todo d
tiempo

2. Tengo dificnltad aceptando riertas actitudcs de loa Angle Americanos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisiino

Aveces muy frecuente ocasitodod
tiempo

3. Tengo dificultad aceptando algvnos comportamientos de los Anglo Americanos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

Aveces muy frecuente ocasitodod
tiempo

4. Tengo dificnltad aceptando algunos valores qne tienen los Anglo Americanos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

Aveces muy frecuente ocasitodod
tiempo

5. Tengo dificultad aceptando ciertas costumbres entre algunos Anglo Americanos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

A veces muy frecuente o casi todo d
tiempo

6. Tengo o creo que si tuviera, dificultad aceptando Anglo Americanos como
buenos amigos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

A veces muy frecuente o casi todo d
tiempo
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7. Tengo dificultad aceptando ideas de aigaaos Mexicaaos.

1 2 3 4 5
Nada Un poquito o Moderado Muchoo Muchisimo

A veces muy frecuente o casi todo el
tiempo

8. Tengo dificultad aceptando dertas actitudes de algunos Mexicanos.

I 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

Aveces muy frecuente o casi todo el
tiempo

9. Tengo dificnltad aceptando algunos comportaaueatos de los Mexicanos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

A veces muy frecuente o casi todo el
tiempo

10. Tengo dificnltad aceptando algunos valores que tienea los Mexicanos.

1 2 3 4 5
Nada Un poquito o Moderado Muchoo Muchisimo

Aveces muy frecuente o casi todo el
tiempo

11. Tengo dificultad aceptando deltas costnmbres entre algunos Mexicanos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

A veces muy frecuente o casi todo el
tiempo

12. Tengo o creo que si tuviera, dificultad aceptando Mexicanos como
buenos amigos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

A veces muy frecuente o casi todo el
tiempo
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13. Tengo dificnltad aceptando ideas de algnnos Mexkano-Americanos
(Estadonaidenses deorigen Mezkano)

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

A veces muy frecuente o casi todo el
tiempo

14. Tengo dificnltad aceptando dertas actitudes de algnnos Mexkano-Americaaos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

Aveces muy frecuente o casi todo el
tiempo

15. Tengo dificnltad aceptando algnnos comportamientos de los Mexkaao- 
Americanos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

A veces muy frecuente o casi todo el
tiempo

16. Tengo dificultad aceptando algnnos valores qne tienen los Mezkano- 
Americanos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

A veces muy frecuente o casi todo d
tiempo

17. Tengo dificnltad aceptando dertas costnmbres entre algnnos Mexkano- 
Americanos.

1 2 3 4 5
Nada Un poquito o Moderado Mucho o Muchisimo

Aveces muy frecuente ocasitodod
tiempo

18. Tengo o creo qne si tuvkra, dificnltad aceptando Mexicano-Americanos como
buenos amigos.

1 2 3 4 5
Nada Un poquito o Moderado Muchoo Muchisimo

A veces muy frecuente o casi todo d
Tiempo
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Appendix O

TUBERCULOSIS
PRE-TEST

Subject # :________ Date:______________

Please read and answer each question carefully. Circle the one best answer.

1. Tuberculosis is

a) an infection of the ear
b) a bacteria that can affect any part of the body after starting in the lungs
c) a virus that goes away with treatment
d) an illness for which there is no treatment and which causes death
e) I don’t know

2. How would your child come in contact with Tuberculosis germs?

a) from touching a person infected with Tuberculosis
b) by eating from utensils that a person infected with Tuberculosis has used
c) by breathing air from an adult with Tuberculosis and who is contagious and

who coughed or sneezed
d) by casual contact with someone who has a positive (+) PPD
e) I don’t know

3. What is a PPD?

a) initials of the President
b) an X-ray of the lungs
c) medicine given to treat TB
d) a skin test to determine whether someone has been infected with TB
e) I don’t know

4. How do you know that a person is NOT contagious after they have a positive
PPD?

a) they are not sick
b) an X-ray shows that there is no bacteria in the lungs
c) a blood test shows that they are not contagious
d) everyone with a positive PPD is contagious
e) I don’t know
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5. What is the name of the medication used to treat TB infection?

a) INH
b) Amoxicillin
c) BCG
d) Tylenol
e) I don’t know

6. How often is TB medication given and for how long?

a) everyday for 2 weeks
b) once a week for a year
c) 3 times a day for 9 months
d) once a day for 9 months
e) I don’t know

7. What should you do if you forget to give your child the medicine?

a) give 2 pills the next day
b) call the clinic for advice
c) forget the whole thing, it’s too much trouble
d) continue taking the medicine at the normal dose and let the clinic know you

forgot to give some of the medicine at the next visit
e) I don’t know

8. What should you do if your child is sick?

a) give the medicine anyway unless your child is vomiting
b) call the clinic for advice
c) keep giving the medicine when the child feels better, keeping track of how 

many pills were missed.
d) tell your neighbor
e) I don’t know

9. Why does your child have to take the medicine when he/she is not feeling sick?

a) to prevent the bacteria from breaking out of the wall o f the lung and m aking
the child contagious in the future

b) because your friends will get sick if your child does not take it
c) because you should always do what your neighbor tells you to do for your child
d) because your child may pass TB to others who live in the house with you
e) I don’t  know
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10. Which way would you prefer to receive health information about your child’s 
illness or diagnosis?

a) A written handout in Spanish to take home and read
b) An audiocassette in Spanish to take home and keep
c) A video tape in Spanish to take home and view on your TV
d) A video tape in Spanish to view in a group at the clinic
f) A group class in Spanish at the clinic
f) Verbal instructions in Spanish in the exam room

Answer the following questions by marking a yes or no

11. Should your child continue to have Tuberculin skin tests (PPD) after a positive 
test?

Yes  No

12. Have you ever received health information by listening to an audio tape? 

_________Yes   No
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Appendix P

TUBERCULOSIS (TB)

PRUEBA PREUMINAR

Subject #_____________  Fecha__________

Por favor lea y responda a cada pregunta. Encierre en un drculo la mejor 

respuesta:

1 . La tuberculosis es
a) una infection del oido
b. una bacteria que puede afectar cualquier parte del cuerpo despues de 

comenzar
en los pulmones

c) un virus que se va por si solo, sin tratamiento
d) una enfermedad para la cuai no hay tratamiento y que ocasiona la muerte
e) no se

2. ^De que manera podria tener su hijo contacto con los germenes de la 
tuberculosis?

a) tocando a una persona que padece de tuberculosis
b) comiendo con los utensilios que una nersona que tiene tuberculosis haya 

usado
c) cuando la persona infectada y contagiosa tose o se estomuda 

y esparce los germenes en el aire
d) por medio del contacto casual con alguien que tiene un resultado positivo 

(+)
en la prueba PPD

e) no se

3. *Que representan las letras PPD?

a) las initiates del Presidente
b) una radiografia de los pulmones
c) medicina que se da para tratar la tuberculosis (TB)
d) una prueba subcutanea (bajo la piel) que determina si una persona esta

infectada de tuberculosis.
e) no se
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4. tComo sabe usted que una persona NO puede contagiar a nadie despues de
tener un resultado positivo en la prueba PPD?

a) cuando esa persona no esta enferma
b) cuando una radiografia muestra que no hay bacteria en los pulmones
c) cuando la prueba de sangre muestra que no estan enfermos (contagiosos)
d) todas las personas con un resultado positivo en la prueba PPD pueden

contagiar a los demas
e) no se

5. £Cual es d  nombre dd medlcamento que se use para tratar la infeccion de
tuberculosis (TB)?

a) INH
b) Amoxicillin
c) BCG
d) Tylenol
e) no se

6. iCon que frecuencia se da d  medicamento y por cuanto tiempo?

a) todos los dias durante 2 semanas
b) una vez a la semana durante un ano
c) 3 veces al dia durante 9 meses
d) una vez al dia durante 9 meses
e) no se

7. iQue hace usted si se le olvida dar al nifio la medicina?

a) dar 2 pildoras al dia siguiente
b) llamar a la clinica para que le aconsejen que hacer
c) olvidar el asunto porque causa mucho problema
d) continuer tomando la medicina con la dosis normal e informar a

la clinica en su proxima visita que se olvido dar la medicina a su nino
e) no se
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8. ^Quehace usted si su nido se euferma?

a) darle la medicina de cualquier forma aunque este vomitando
b) llamar a la clinica para que le aconsejen que hacer
c) continuar la medicina cuando el nifio se sienta mejor, y llevar cuenta

de las pastillas que no dio al nifio.
d) decide a su vecino
e) no se

9. iPor que tiene que tomar la medicina su hijo cuando no se siente enfermo?

a) para prevenir que la bacteria saiga de la pared del pulmon y ocasione
que pueda contagiar a los demas en el futuro

b) porque sus amigos se enfermaran si su hijo no la toma
c) porque siempre debe hacer lo que el medico le diga que haga con su hijo
d) porque su hijo podria contagiar la tuberculosis a otras personas que viven

en su hogar con usted
e) no se

10. ^De que manera preferiria usted recibir infonnacion sobre la salud?

a) por medio de un folieto para llevar a casa y leerlo
b) por medio de una cinta grabada para llevar a casa y quedarse con ella
c) por medio de un video y verlo a casa
d) por medio de un video que puede ver con un grupo de personas en la 

clinica
e) por medio de una clase con un grupo de personas en la clinica

Responda a las siguientes preguntas indicando si o no

11. ^Debe una persona continuar haciendose pruebas subcutaneas
de Tuberculina (PPD) despues de tener un resultado positivo de esta prueba?

_______ si  no

12. ^Alguna vez ha recibido infonnacion sobre la salud por medio de una cinta 
grabada?

 si ________ no
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Appendix Q

TUBERCULOSIS
POST-TEST

Record # :________ Date:_______________

Please read and answer each question carefully. Circle the one best answer.

1. Tuberculosis is

a) an infection of the ear
b) a bacteria that can affect any part of the body after starting in the lungs
c) a virus that goes away with treatment
d) an illness for which there is no treatment and which causes death
e) I don’t know

2. How would your child come in contact with Tuberculosis germs?

a) from touching a person infected with Tuberculosis
b) by eating from utensils that a person infected with Tuberculosis has used
c) when the germ is coughed or sneezed into the air by an adult 

with Tuberculosis and who is contagious
d) by casual contact with someone who has a positive (+) PPD
e) I don’t know

3. What is a PPD?

a) initials of the President
b) an X-ray of the lungs
c) medicine given to treat TB
d) a skin test to determine whether someone has been infected with TB
e) I don’t  know

4. How do you know that a person is NOT contagious after they have a positive
PPD?

a) they are not sick
b) an X-ray shows that there is no bacteria in the lungs
c) a blood test shows that they are not contagious
d) everyone with a positive PPD is contagious
e) I don’t know
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5. What is the name of the medication used to treat TB infection?

a) INH
b) Amoxicillin
c) BCG
d) Tylenol
e) I don’t know

6. How often is TB medication given and for how long?

a) every day for 2 weeks
b) once a week for a year
c) 3 times a day for 9 months
d) once a day for 9 months
e) I don’t know

7. What should you do if you forget to give your child the medicine?

a) give 2 pills the next day
b) call the clinic for advice
c) forget the whole thing, its too much trouble
d) continue taking the medicine at the normal dose and let the clinic know you

forgot to give some of the medicine at the next visit
e) I don’t know

8. What should you do if your child is sick?

a) give the medicine anyway unless your child is vomiting
b) call the clinic for advice
c) keep giving the medicine when the child feels better, keeping track of how 

many pills were missed.
d) tell your neighbor
e) I don’t know

9. Why does your child have to take the medicine when he/she is not feeling sick?

a) to prevent the bacteria from breaking out of the wall of the lung and making
them contagious in the future

b) because your friends will get sick if your child does not take it
c) because you should always do what your neighbor tells you to do for your child
d) because your child may pass TB to others who live in the house with you
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10. Which way would you prefer to receive health information?
a) A written handout in Spanish to take home and read
b) An audiocassette in Spanish to take home and keep
c) A video tape in Spanish to take home and view on your TV
d) A video tape in Spanish to view in a group at the clinic
c) A group class in Spanish at the clinic
f) Verbal instructions in Spanish in the exam room

Answer the following questions by marking a yes or no

11. Should your child continue to have Tuberculin skin tests (PPD) after a positive 
test?

 Yes  No  Don’t Know
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Appendix R

Tuberculosis (TB)
PRUEBA POSTERIOR

Subject # : _______________ Fecha

Por favor lea y responda a cada pregunta con cuidado. Encierre en un circulo la 
mejor respuesta:

1. La tuberculosis es

a) una infecdon del oido
b) una bacteria que puede afectar cualquier parte del cuerpo despues de 

comenzar en los pulmones
c) un virus que se va si la persona recibe tratamiento
d) una enfermedad para la cual no hay tratamiento y que ocasiona la 

muerte
e) no se

2. ^De que manera podria su hijo tener contacto con los germenes de la 
tuberculosis?

a) tocando a una persona que padece de tuberculosis
b) comiendo con ios utensilios que una persona que tiene tuberculosis haya 

usado
c) cuando la persona infectada y contagiosa tose o se estomuda 

y esparce los germenes en el aire
d) por medio del contacto casual con alguien que tiene un resultado positivo 

(+) en la
prueba PPD

e) no se

3. iQue representan Ins letras PPD?

a) las iniciales del Presidente
b) una radiografia de los pulmones
c) medicina que se da para tratar la tuberculosis (TB)
d) una prueba subcutanea (bajo la piel) que determina si una persona esta 

infectada de tuberculosis.
e) no se
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4. iComo sabe usted que una persona NO puede contagiar a nadie despues de 
tener

un resultado positivo en la prueba PPD?

a) cuando esa persona no esta enferma
b) cuando una radiografia muestra que no hay bacteria en los pulmones
c) cuando una prueba de sangre muestra que no estan enfermos (contagiosos)
d) todas las personas con un resultado positivo en la prueba PPD pueden 

contagiar a los demas
e) no se

5. £Cual es el nombre del medicamento que se usa para tratar la infection de
tuberculosis (TV)?

a) INH
b) Amoxicillin
c) BCG
d) Tylenol
e) no se

6. ^Conque frecuencia se da el medicamento y por cuanto tiempo?

a) todos los dias durante 2 semanas
b) una vez a la semana durante un ano
c) 3 veces al dia durante 9 meses
d) una vez al dia durante 9 meses
e) no se

7. tQue hace usted si se le olvida dar al nifio la medicina?

a) dar 2 pildoras al dia siguiente
b) llamar a la clinica para que le aconsejen que hacer
c) olvidar el asunto porque causa mucho problema
d) continuar tomando la medicina con la dosis normal e informar la clinica en su 

proxima visita que se olvido dar la medicina a su nino

8 . ^Que hace usted si su nifio se enferma?

a) darle la medicina de cualquier forma aunque este vomitando
b) llamar a la clinica para que le aconsejen que hacer
c) continuar la medicina cuando el nino se sienta mejor, y llevar cuenta de las 

pasdllas que no dio al nino.
d) decirle a su vecino
e) no se
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9 . ^Por que tiene que tomar la medicina su hijo cuando no se siente enfermo?

a) para prevenir que la bacteria saiga de la pared del pulmon y ocasione que 
pueda contagiar a los demas en el futuro

b) porque sus amigos se enfermaran si su hijo no la toma
c) porque siempre debe hacer lo que el medico le diga que haga con su hijo
d) porque su hijo podria contagiar la tuberculosis a otras personas que viven en 

su hogar con usted
e) no se

10. ^De que manera preferiria usted recibir infonnacion sobre la salud, si la 
podria recibir en espafiol?

a) por medio de un folleto para llevar a casa y leerlo
b) por medio de una cinta grabada para llevar a casa y quedarse con ella
c) por medio de un video y verlo a casa
d) por medio de un video que puede ver con un grupo de personas en la clinica
e) por medio de una clase con un grupo de personas en la clinica

Responda a las siguientes preguntas indicando si o no

11. ^Debe su hijo continuar haciendose pruebas subcutaneas de Tuberculina 
(PPD) despues de tener un resultado positivo de esta prueba?

________ si no
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Appendix S

TUBERCULOSIS 
POST-TEST WITH AUDIOTAPE

Record # :________ Date:_______________

Please read and answer each question carefully. Circle the one best answer.

1. Tuberculosis is

a) an infection of the ear
b) a bacteria that can affect any part of the body after starting in the lungs
c) a virus that goes away with treatment
d) an illness for which there is no treatment and which causes death
e) I don’t know

2. How would your child come in contact with Tuberculosis germs?

a) from touching a person infected with Tuberculosis
b) by eating from utensils that a person infected with Tuberculosis has used
c) when the germ is coughed or sneezed into the air by an adult

with Tuberculosis and who is contagious and your child breathes the air
d) by casual contact with someone who has a positive (+) PPD
e) I don’t know

3. What is a PPD?

a) initials of the President
b) an X-ray of the lungs
c) medicine given to treat TB
d) a skin test to determine whether someone has been infected with TB
e) I don’t know

4. How do you know that a person is NOT contagious after they have a positive
PPD?

a) they are not sick
b) an X-ray shows that there is no bacteria in the lungs
c) a blood test shows that they are not contagious
d) everyone with a positive PPD is contagious
e) I don’t know
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5. W hat Is the name o f the medication used to treat TB infection?

a) INH
b) Amoxicillin
c) BCG
d) Tylenol
e) I don’t know

6. How often is TB medication given and for how long?

a) every day for 2 weeks
b) once a week for a year
c) 3 times a day for 9 months
d) once a day for 9 months
e) I don’t  know

7. W hat should yon do if you forget to give your child the medicine?

a) give 2 pills the next day
b) call the clinic for advice
c) forget the whole thing, it’s too much trouble
d) continue taking the medicine at the normal dose and let the clinic know you

forgot to give some of the medicine at the next visit
e) I don’t know

8. W hat should you do if your child is sick?

a) give the medicine anyway unless your child is vomiting
b) call the clinic for advice
c) keep giving the medicine when the child feels better, keeping track of how 

many pills were missed.
d) tell your neighbor
e) I don’t know

9. W hy does your child have to take the medicine when he/she is not feeling sick?

a) to prevent the bacteria from breaking out of the wall of the lung and making
them contagious in the future

b) because your friends will get sick if your child does not take it
c) because you should always do what your neighbor tells you to do for your child
d) because your child may pass TB to others who live in the house with you
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10. Which way would you prefer to receive health information?
a) A written handout in Spanish to take home and read
b) An audiocassette in Spanish to take home and keep
c) A video tape in Spanish to take home and view on your TV
d) A video tape in Spanish to view in a group at the clinic
c) A group class in Spanish at the clinic
f) Verbal instructions in Spanish in the exam room

11. W hat are the names o f the two women on the tape?

a) Maria and Rosa
b) Esperanza and Soledad
c) Maria and Sarah
d) Sarah and Josephina
e) I don’t know

12. Who was being treated for Tuberculosis?

a) the mother
b) Miguel
c) Miguel and Roberto
d) Miguel’s grandparents
e) 1 don’t know

Answer the following questions by marking a yes or no

13. Should your child continue to have Tuberculin skin tests (PPD) after a positive 
test?

14. Would you like to receive health information by listening to an audio tape?

Yes No Don’t Know

Yes No

15. Did you like the music on the tape?

Yes No
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16. Did you like the story format o f the tape?

_________ Yes  No

17. How many times did you listen to the tape? _____________

18. Did you share the tape with anyone else?

_______________Yes   No

Thank you for participating in this project about Tuberculosis infection.
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Appendix T

Cinta de Audio sobre In Tuberculosis (TB) 
PRUEBA POSTERIOR

Subject # : ___________________ Fecha _

Por favor lea y responda a cada pregunta con cuidado. Encierre en un circulo la 
mejor respuesta:

1. La tuberculosis es

a) una infeccion del oido
b) una bacteria que puede afectar cualquier parte del cuerpo despues de 

comenzar en los pulmones
c) un virus que se va si la persona recibe tratamiento
d) una enfermedad para la cual no hay tratamiento y que ocasiona la muerte
e) no se

2. ^De que manera podria su hijo tener contacto con los germenes de la 
tuberculosis?

a) tocando a una persona que padece de tuberculosis
b) comiendo con los utensilios que una persona que tiene tuberculosis haya 

usado
c) cuando la persona infectada y contagiosa tose o se estomuda 

y esparce los germenes en el aire
d) por medio del contacto casual con alguien que tiene un resultado positivo 

(+) en la
prueba PPD

e) no se

3. tQ ue representan las letras PPD?

a) las iniciales del Presidente
b) una radiografia de los pulmones
c) medicina que se da para tratar la tuberculosis (TB)
d) una prueba subcutanea (bajo la piel) que determina si una persona esta 

infectada de tuberculosis.
e) no se
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4. tComo sabe usted que una persona NO puede contagiar a nadie despues de 
tener un resultado positivo en la prueba PPD?

a) cuando esa persona no esta enferma
b) cuando una radiografia muestra que no hay bacteria en los pulmones
c) cuando una prueba de sangre muestra que no estan enfermos (contagiosos)
d) todas las personas con un resultado positivo en la prueba PPD pueden 

contagiar a los demas
e) no se

5. £Cua! es d  nombne del medicamento que se usa para tratar la infeccion de
tuberculosis (TB)?

a) INH
b) Amoxicillin
c) BCG
d) Tylenol
e) no se

6. iCon que frecuencia se da el medicamento y por cuanto tiempo?

a) todos los dias durante 2 semanas
b) una vez a la semana durante un ano
c) 3 veces al dia durante 9 meses
d) una vez al dia durante 9 meses
e) no se

7. *Que hace usted si se le olvida dar al nino la medicina?

a) dar 2 pildoras al dia siguiente
b) llamar a la clinica para que le aconsejen que hacer
c) olvidar el asunto porque causa mucho problema
d) continuar tomando la medicina con la dosis normal e informar la clinica en su 

proxima visita que se olvido dar la medicina a su nino

8. ;Q ue hace usted si su nino se enferma?

a) darle la medicina de cualquier forma aunque este vomitando
b) llamar a la clinica para que le aconsejen que hacer
c) continuar la medicina cuando el nino se sienta mejor, y llevar cuenta de las 

pastillas que no dio al nino.
d) decide a su vecino
e) no se
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9. iP or qne tiene qne tomar In m edicina so hijo cuando no se siente enfermo?

a) para prevenir que la bacteria saiga de la pared del pulmdn y ocasione que 
pueda contagiar a los demas en el futuro

b) porque sus amigos se enfermaran si su hijo no la toma
c) porque siempre debe hacer lo que el medico le diga que haga con su hijo
d) porque su hijo podria contagiar la tuberculosis a otras personas que viven en 

su hogar con usted
e) no se

10. ^De que manera preferiria usted recibir infonnacion sobre la salud, si la 
podria recibir en espanol?

a) por medio de un folleto para llevar a casa y leerlo
b) por medio de una cinta grabada para llevar a casa y quedarse con ella
c) por medio de un video y verlo a casa
d) por medio de un video que puede ver con un grupo de personas en la clinica
e) por medio de una clase con un grupo de personas en la clinica

11. tComo se llaman las dos mujeres de la grabacion?

a) Maria y Rosa
b) Esperanza y Soledad
c) Maria y Sara
d) Sara y Josefina
e) no se

12. ^Quien estaba recibiendo tratamiento para la tuberculosis?

a) lamadre
b) Miguel
c) Miguel y Roberto
d) los abuelos de Miguel
e) no se

Responda a las siguientes preguntas indicando si, no, o no se

13. ^Debe su hijo continuar haciendose pruebas subcutaneas de Tuberculina 
(PPD) despues de tener un resultado positivo de esta prueba?

________ si  no  no se
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14. ^Quisiera continuar recibiendo infonnacion sobre la salud por medio de una 
cinta grabada?

si  no

15. ^Le gusto la musica de la cinta?

________ si ________ no

16. ^Le gusto escuchar la infonnacion en forma de contar una historia?

________ si ________ no

17. ^Cuantas veces escucho la grabacion?_____________

18. ^Compartio la grabacion con aiguna otra persona? 

si no

Agradecemos su participation en este proyecto sobre la infeccion de la
tuberculosis.
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Appendix U 

TB AUDIO TAPE SCRIPT

Introduction: Today you were given a prescription for Tuberculosis medicine for your 
child because his skin test was positive. You were told that your child has TB but is not 
contagious and that he or she must take medicine for 9 months.

This may be confusing and you may have many questions about your child’s treatment. 
That is why we decided to make this tape. It is about a mother and her son who have 
been told the same thing today. Listen to the tape. If you still have any questions that are 
not answered by the story on the tape, we will be glad to answer them at your next clinic
visit.

You may want to play the tape again to review why your child is on medicine, or you may 
want to share it with family members or friends.

Sarah: Hi Maria, Hi Miguel! Where have you been?

Maria: We just got back from the Pediatric clinic.

Miguel: I went to the clinic and I got a picture made of my chest and they gave me 
a sticker!

Sarah: Oh, is something wrong with you Miguel?

Miguel: Uh huh!

Maria: Yes, he went in for a physical on Monday and today we went in to have his skin 
test for Tuberculosis read. The nurse called the skin test a PPD. It was positive 
and I had to wait and get a chest x-ray. Now he has to take medicine for 9 
months.

Sarah: Miguel has Tuberculosis? How horrible! Shouldn’t he be inside the house and far 
away from other people? Is he going to die?

Maria: Oh no, no. The nurse explained that only his Tuberculin skin test was positive 
and for that reason he needed to have an x-ray of his lungs to see if he might 
have Tuberculosis in his lungs and be contagious, but his x-ray was negative. So, 
he has been infected with TB, but it is not contagious because it is not in his 
lungs.

Sarah: I don’t understand. How did he catch it?
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Maria: They told me that IB  is spread in the air. The germs are not spread in food, not 
by contact with blood, not by clothes or by anything your child might come in 
contact with.

Sarah: I am so glad. I was worried that my children who eat after Miguel might have 
caught it from him.

Maria: Oh no. They told me that some adult we know, or maybe even Jose or I has 
contagious TB. The adult has TB in their lungs and they are contagious and 
every time they cough, sneeze, or even talk they are releasing the TB germs into 
the air. My little Miguel then breathed them in. They told me that the TB germs 
can then spread all over Miguel’s body after starting in the lungs even to his bones 
and brain That is why it is so important to take medicine for 9 months to get rid 
of the TB.

Sarah: But Miguel does not look sick, he doesn’t  even have a cough!

Maria: I know. He is not sick or contagious right now, but if he is not treated he could 
get very sick in the future and give Tuberculosis to other people.

Sarah: Well, my little Joseph had a BCG vaccination in Mexico, so he can’t get TB.

Maria: I asked the nurse about BCG because I was ready to take Miguel down to
Mexico to get a BCG vaccination if that would make him well. She said that 
BCG does NOT protect a child or adult from getting Tuberculosis and it is not a 
treatment, that is why it is not given here in the United States. She also said that 
even if you had a BCG vaccination, if your PPD is positive it means you have 
probably been infected with the Tuberculosis germs and need to be treated.

Sarah: Who do you think gave Miguel TB?

Maria: Well, remember when we went down to Mexico to visit my family at Christmas? 
My grandmother, who we stayed with, had a cough for months. She also 
had started losing weight and was always tired. We tried to get her to go to the 
doctor, but she would NOT go. Now I am very worried that she has TB, so I 
am going to call my mother.

Sarah: You stayed there a whole month. Do you think the rest of you might have caught 
Tuberculosis?

Maria: I don’t know. The nurse at the clinic told me that we all needed to be tested 
with a PPD and if any of us are positive we also needed a chest x-ray.
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Sarah: What about your daughter? I thought she had a PPD last fall before she started 
school and she was negative.

Maria: Well, that was before we went to Mexico so she needs to be retested.

Sarah: My children are always playing at your house. Do you think I should take them 
to the clinic to be tested?

Maria: I was told that only the people who live with Miguel or any person that spends a 
lot o f time with Miguel or who takes care o f him, like my sister, should be 
tested. Since we think my grandmother is the person who gave Miguel TB your 
children probably do not need to be tested but you might want to call the clinic 
and ask them just to be sure.

Sarah: Poor Maria, you have to give medicine to Miguel for 9 months! That seems like 
such a long time! If he is not contagious, why does he have to take all that 
medicine? I can’t  even remember to take my vitamins every day. How are you 
going to remember, and what if Miguel does not like the medicine?

M aria: I asked the same thing Sarah. I was told that the Tuberculosis germs live in the 
lungs. The germs like the lungs because they are dark, warm, and moist. It is a 
perfect place to grow and grow. But my Miguel is in good health, thank God, 
and his body built a wall around the TB germs and that is why he is not 
contagious. They told me it is like the germ is sleeping in his body, but in the 
future if his health became poor because of another illness like cancer, the germ 
would wake up and the wall around the germ could break down and the germ 
could spread through the entire body and that would be very bad. The only 
thing that will prevent that is to take the medicine every day for nine months. It 
is a very strong germ to need 9 months of medicine to get rid of it when it is 
sleeping!. They told me to take the medicine at the same hour every day if 
possible to establish a routine. I was also told to put it put it in a place where I 
can see it but the other children cannot get into it.

Sarah: What if you cannot swallow a pill Miguel ?

Miguel: (whining) Do I have to swallow a pill Mom?

M aria: Oh, it comes in a pill I can crush and mix with a little presweetened Kool-Aid 
powder in a spoon, or the Pharmacist can give it to me in a liquid, but Miguel 

would have to take more of the medicine in the liquid form and he might not like 
the taste. You also have to keep the medicine in the cabinet and not in the 
refrigerator and you must shake it real good before you give it because it can 
cloud up and look like it has gone bad.
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Sarah: Oh, my children love Kool-aid. That doesn’t sound too bard. So Miguel only 
has to take one medicine?

Maria: Yes, only one. It is called ENH. The information sheet the Pharmacist gave me 
said that foods like fish, tuna, or cheese and milk should not be given at the same 
time as the medicine because in some people it can cause the skin to turn red or 
Miguel could get a headache.

Sarah: Does that mean Miguel can not eat tuna or drink milk for 9 months?

M aria: (laughing) Ohl No! It only means I should not give the medicine with a bite o f 
tuna fish sandwich or with a glass of milk

Miguel: Yuck! Who wants to take medicine with a bite of tuna fish sandwich, gross 
Mom!

Sarah: Does Miguel have to stay in the house to rest?

M aria: Oh no Sarah. He has Tuberculosis, but he is not contagious. I was told he can 
go out to play with other children, and go to school.

Sarah: You know a lot about Tuberculosis and that will help Miguel, How great!

M aria: The nurse spent a lot of time with me and answered m any o f my questions. I
was told at the clinic that a Public Health Nurse might also call or come by to be 
sure we all get tested and to look for the person who might have given Miguel 

Tuberculosis.

Sarah: Now that Miguel is taking medicine, do you return to the clinic to have a PPD 
skin test when he has finished taking the medicine?

M aria: No, we have to go every month for an exam. I take the bottle of medicine so 
they can see that I give the medicine every day. It is very important to give the 
medicine every day unless Miguel is vomiting or has a high fever. Then I should 
call the clinic and let them know he is sick. If I forget to give the medicine I 
should call the clinic and let them know so they can extend the treatment. I am 
not ever supposed to give 2 pills the next day when I forget because it might 
cause a stomachache. I just mark it on my calendar and tell the clinic at the next 
visit.

Sarah: Ay Maria. How are you going to remember to give the medicine every day? I
know I could never remember.
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Maria: They gave me an idea at the clinic. I am going to put an X on the calendar when 
I give the pill, or maybe we can get some stickers to use on the calendar. What 
do you think Miguel?

Miguel: I am going to help you remember. I really want to put a sticker on the 
calendar every day!

Sarah: That seems like a great idea, even your mother in law can remember that!

Maria: That is why I am grateful for the idea because my mother in law will be watching 
the children next week while we are in Las Vegas celebrating our anniversary. I 
think with Miguel’s help she will be able to remember to give the medicine.

Sarah: So, now that Miguel is positive, what does he do when he needs another PPD for 
school?

Maria: NO! He won’t need to have another skin test for the rest of his life. The test 
will always be positive even after he has been treated and no longer has 
Tuberculosis. In fact, some people will have a bigger and redder reaction each 
time they get another PPD. So, I was told I should always take Miguel’s 
immunization record and TB record to every doctor visit. Even when he goes to 
school or later gets a job he will have to take his papers that show his skin test 
was positive and that he has been treated with 9 months o f INH.

Sarah: Then he will never have another skin test?

Maria: Not if I don’t lose his records. If he gets sick with a cough or fever that won’t go 
away in the future, he will just get an x-ray of his lungs to look for the cause of 
his illness and to be sure he does not have tuberculosis again.

Sarah: I am going to tell my husband that we should all have a PPD skin test.

Maria: I don’t know where you go for care, but the Public health department gives skin 
tests and chest x-rays. I can call my clinic for a recommendation for you or to 
get you the address of the health department clinic closest to us where you can 
be tested.

Sarah: Thanks for the information Maria. I have to go home now and cook dinner.

Maria: Me too. I haven’t been home all day! I know my family wonders what we are 
doing!

Sarah: Goodbye Maria, Goodbye Miquel!

Maria: See you later!
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Miquel: Bye!

Narrator: We hope this stoiy answered most of your questions. We would like to go
over a few points:

1. If the medicine for your child is liquid instead of pills, don’t put the medicine in the 
refrigerator. Put the medicine in the cabinet at night. It should not get cold because 
when it does it gets cloudy and looks like it has gone bad,. Before giving he medicine 
shake it well. If you think the medicine has gone bad call the clinic before throwing it 
away.

2. If your child is taking pills or liquid medicine and you are having trouble getting your 
child to take the medicine, please call the clinic. We can give you some tricks and 
ideas that might help you give your child the medicine.

3. Remember your child should not need to ever have another skin test. If anyone tells 
you they are going to give your child a PPD, tell them that your child has had a 
positive reaction and took medicine for 9 months. Be sure to tell the doctors who see 
your child if you ever go to the Emergency room or if your child is admitted to the 
hospital that he is still taking INH or has finished his medicine after 9 months.. This is 
very important. Be sure and give them a copy of the paper that shows your child’s 
results and treatment.

4. Please be sure that everyone who has been living in your home or who visits everyday, 
like a babysitter should have a PPD skin test. Please call the clinic if you have any 
questions about who should be tested.

5. Thank you for listening to this tape. Please feel free to share it with your friends and 
family. This shows you want the best for your child.

Revised 4/21/98, 8/8/99
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Appendix V

GUION DE LA CINTA GRABADA SOBRE LA TUBERCULOSIS (TB)

Introduction: Hoy usted recibio una receta de la medicina contra la tuberculosis para su 
nino porque su prueba subcutanea resulto positiva. Le dijeron que su nino tiene 
tuberculosis pero que no puede contagiarla y que debe tomar la medicina durante 9 
meses.

Esto tal vez podria parecerle confuso y es probable que tenga muchas preguntas sobre el 
tratamiento de su hijo. Por eso hemos decidido hacer esta grabacion. En ella usted 
escuchara a una madre y a su hijo a quienes les dijeron lo mismo que a usted. Escuche la 
cinta. Si despues de escucharla aun tiene preguntas a las que la cinta no haya 
respondido, nosotros con gusto se las responderemos en su proxima visita a la clinica.

Si usted desea, pude tocar la cinta una vez mas para volver a escuchar por que su hijo 
necesita tomar el medicamento, o tal vez quiera compartir esta information con, los 
miembros de su familia o sus amigos.

Sara: jHola Maria, hola Miguel! ^Que andan haciendo?

Maria: Acabamos de regresar de la clinica de pediatria.

Miguel: Fui a la clinica, me tomaron una radiografia del pecho y me regalaron una 
calcomania.

Sara: jAy! ^Tienes algo malo, Miguel?

Miguel: Aja.

Maria: Si, el limes fuimos a la clinica para que le hicieran un examen fisico y hoy
fuimos para que vieran su reaction a la prueba de la tuberculosis que le
hicieron. La enfennera la llama la prueba PPD, y fue positiva. Tuve que 
esperar a que me dieran el resultado de la radiografia y me dijeron que 
Miguelito tiene que tomar la medicina durante 9 meses.

Sara: ^Miguel tiene Tuberculosis? i'Que terrible! ^No crees que deberia quedarse en
casa y estar apartado de los demas? ^Se va a morir?

Maria: jAy no, no, no! La enfennera me explico que solo su prueba subcutanea fue 
positiva y por eso es que tuvieron que sacarle una radiografia de los pulmones
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Sara:

Maria:

Sara:

Maria:

Sara:

Maria:

Sara:

Maria:

Sara:

para ver si tenia Tuberculosis en los pulmones y para ver si podia contagiar a 
otros, pero su radiografia fue negativa. Asi que tiene la infeccion de la 
Tuberculosis, pero no puede contagiar a nadie porque no la tiene en los 
pulmones.

No entiendo. ^Como se le contagio?

Me dijeron que la Tuberculosis se esparce en el aire. Los germenes no se 
esparcen en la comida, ni en el contacto con la sangre, ni por la ropa, ni nada 
con lo que el nifio hayaestado en contacto.

iAy, que bueno! Ya estaba preocupada de que mis hijos comen con Miguel, y a 
veces toman del mismo vaso, no fuera a ser que se les contagiara.

No, no. Me dijeron que tal vez algun adulto al que conocemos, o inchiso Jose 
o yo tenemos Tuberculosis contagiosa. La persona que se la contagio tiene 
Tuberculosis en los pulmones y cada vez que tose, estomuda, o hasta al hablar, 
saca los germenes de la Tuberculosis al aire y mi Miguelito los ha respirado.
Me dijeron tambien que los germenes de la Tuberculosis se pueden esparcir por 
todo su cuerpo despues de comenzar en los pulmones y hasta en los huesos y el 
cerebro. Por eso es tan importante que tome la medicina durante 9 meses para 
deshacerse de ese peligro.

Pero Miguel no se ve enfermo, [ni siquiera tose!

Yo se. Ahora no esta enfermo, ni puede contagiar a nadie, pero si no sigue el 
tratamiento, podria enfermarse y en el fiituro contagiar de Tuberculosis a otras 
personas.

Bueno, a mi Pepito le pusieron la vacuna BCG en Mexico, asi que no le puede 
dar tuberculosis.

Yo le pregunto a la enfennera sobre la vacuna BCG porque ya estaba lista 
para Uevarme a Miguel a Mexico para que lo vacunaran, pero me dijo que la 
BCG NO protege ni a los ninos ni a los adultos de la Tuberculosis y que no es 
un tratamiento, por eso no la ponen aqui en los Estados Unidos. Tambien me 
dijo que aunque te hayan vacunado de la BCG, si la prueba PPD sale positiva 
quiere decir que la persona ya ha sido infectada con los germenes de la 
Tuberculosis y necesita tratamiento.

iY  quien crees tu que contagio a Miguelito?
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Maria:

Sara:

Maria:

Sara:

Maria:

Sara:

Maria:

Sara:

Maria:

Bueno, ^Te acuerdas cuando fuimos a Mexico a visitar a mi familia en 
Navidad? Nos quedamos con mi abuela, y ella ya tenia tos desde hacia 
mucho. Tambien se adelgazo mucho y siempre estaba cansada. Tratamos de 
hacer que viera al medico pero NO quiso ir. Ahora estoy bien preocupada de 
que a lo mejor tiene Tuberculosis, asi que voy a llamar a mi mama.

Te quedaste todo un mes con tu abuela. ^Tu crees. que todos los demas 
tambien se hayan contagiado?

No se. La enfennera de la clinica me dijo que todos necesitamos hacemos la 
prueba PPD y que si cualquiera de nosotros salimos positivos tambien 
necesitamos sacaraos una radiografia del pecho.

^Oye, y tu hija? Yo tenia la impresion de que le habian hecho una prueba PPD 
el ano pasado antes de entrar a la escuela y que habia sido negativa.

Bueno, eso fue antes de imos a Mexico, asi que ella tambien necesita otra 
prueba.

Mis hijos siempre juegan en tu casa. ^Tu crees que deba llevarlos a la clinica 
para que les hagan la prueba?

Me dijeron que solo las personas que viven con Miguel; o cuaiquier persona 
que pase mucho tiempo con el o lo cuide, como mi hermana, deben hacerse la 
prueba. Como pensamos que mi abuela es la persona que se la contagio a 
Miguel, tus ninos probablemente no necesiten hacerse la prueba, pero tal vez 
quieras llamar a la clinica para asegurarte.

jPobre Maria, tienes que darle medicina a Miguel durante 9 meses! jTanto 
tiempo! Bueno, pero si no puede contagiar a nadie, £por que tiene que tomar 
medicinas? Yo apenas me acuerdo de tomarme mis vitaminas en las mahanas. 
^Como te vas a acordar de darle la medicina, o que tal si no le gusta tomarla?

Yo pregunte lo mismo, Sara. Me dijeron que los germenes de la Tuberculosis 
viven en los pulmones. A esos germenes les gustan los pulmones porque 
adentro esta oscuro, caliente, y humedo. Es un perfecto lugar para que 
crezcan y se desarrollen. Pero Miguelito esta bien de salud, gracias a Dios, y 
su cuerpo construyo una barrera contra la Tuberculosis y por eso no es 
contagioso. Me dijeron que es como si el germen estuviera dunniendo en su 
cuerpo, pero en el future si no esta bien de salud por otra enfermedad como el 
cancer, el germen despierta y la barrera contra el germen puede romperse y 
entonces el germen puede esparcirse por todo su cuerpo. Eso desde luego 
seria muy malo. Lo unico que previene esto es la medicina que tiene que
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Sara:

Miguel:

M arla:

Sara:

Marla:

Sara:

Marla:

Miguel:

Sara:

Marla:

Sara:

tomar 9 meses. jDebe ser un germen muy fuerte para necesitar de 9 meses de 
medicina para deshacerse de e l nuentras esta dormido! Me dijeron que 
tomara la medicina a la misma hora todos los dias, si es posible, para 
establecer una rutina. Tambien me dijeron que la ponga en un higar donde 
pueda verla pero donde los nifios no puedan atcanzarla.

i,Y  que tal si no puedes tragar la pastilla, Miguel?

(quejandose) ^Me tengo que tragar una pastilla, mami?

Si, es una pastilla pero yo la puedo machacar y mezclaria con un poquito de 
potvo de "Kuleid" en una cuchara, o el sefior de la farmacia puede darmela en 
liquido, pero Miguel tendria que tomar una cantidad mayor si es en forma 
liquida y tal vez no le guste a lo que sabe. Tambien tengo que guardar la 
medicina en el botiquin del bafio y no en el refrigerador y tengo que agitar la 
botella muy bien antes e darsela porque puede verse turbia y como si se 
hubiera echado a perder.

jAy, a mis hijos les encanta el "Kuleid". No se oye tan maL ^Entonces, 
Miguelito solo necesita tomar una medicina?

Si solo una. Se llama IN H . La hoja informativa que me dio el senor de la 
farmacia dice que no debe darse comida como pescado, atun, o queso y leche 
al mismo tiempo que esta medicina porque a algunas gentes les puede dar una 
reaction en la que la piel se enrojece o podria tambien darle dolor de cabeza a 
Miguelito.

^Entonces Miguel no puede comer atun, o tomar leche durante 9 meses?

(riendose) jAy, No! Solo quiere decir que no debo darle la medicina con un 
sandwich de atun o con un vaso de leche.

[Que asco! ^Quien quiere tomar medicina con atun? Da asco, mami

lY  Miguel tiene que quedarse a descansar en la casa?

No, Sara. Tiene tuberculosis, pero no puede contagiar a nadie. Me dijeron 
quepuede salir a jugar con otros nifios, e ir a la escuela.

Sabes mucho de la Tuberculosis, y eso va ayudar mucho a Miguel. jQue 
bien!
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Maria:

Sara:

M aria:

Sara:

Maria:

Miguel:

Sara:

Maria:

Sara:

Maria:

La enfennera paso mucho tiempo conmigo y contesto todas mis preguntas.
Me dijeron en la clinica que tambien es probable que venga o llame una 
Enfennera de Salud Publica para asegurarse de que todos nos hayamos hecho 
la prueba y para invesdgar quien foe la persona que pudo haber infectado a 
Miguel.

Ahora que Miguel tome su medicina, £tienes que volver a la clinica para que le 
hagan otra prueba PPD cuando tennine de tomar la medicina?

No, tenemos que ir cada mes para que le hagan un examen. Tengo que flevar 
el fiasco de la medicina para que vean que si se la di todos los dias. Es muy 
importante darle la medicina todos los dias a menos que Miguel vomite o 
tenga fiebre. Si es asi tengo que llamar a la clinica y avisarles que esta 
enfermo. Si se me olvida darle la medicine tengo que llamar y avisarles para 
que me puedan extender el tratamiento. Nunca debo darle 2 pastillas al dia 
siguiente cuando se me olvide darsela porque le puede causar dolor de 
estomago. Simplemente lo anoto en el calendario y les digo en la clinica 
cuando le toque visita.

jAy, Maria! (,Y como te vas a acordar de darle la medicina todos los dias?
Yo se que a mi se me ohidaria.

Me dieron una buena idea en la clinica. Voy a poner una X en el calendario 
cada vez que le de la pastilla, o tal vez podamos usar calcomanias. ^Que 
piensas tu, Miguel?

Yo te voy a ayudar a acordarte. jMe gustaria mas poner calcomanias en el 
calendario todos los dias!

Eso me parece muy bien. j Asi, hasta tu suegra puede acordarse!

Por eso me gusto la idea del calendario porque la semana proxima ini suegra 
va a cuidarlos mientras nos vamos a Las Vegas para celebrar nuestro 
aniversario. Yo creo que con la ayuda de Miguel, ella se va a acordar de darle 
la medicina.

Entonces, ahora que sabemos que la prueba de Miguel foe positiva, £que hay 
que hacer cuando necesite otra prueba PPD para la escuela? Necesita hacerse 
mas pruebas todos los anos para asegurarse que saiga negativa?

[NO! Ya nunca necesita hacerse otra prueba. La prueba siempre va a salir 
positiva aunque haya seguido el tratamiento y ya no tenga el germen de la
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Sara:

M aria:

Sara:

Maria:

Sara:

Maria:

Sara:

Maria:

Miguel:

Tuberculosis. Es mas, algunas personas tienen una reaction mas grande y  m as 
enrojerida y mas dolorosa cada vez que se hacen una prueba. As! que me 
dijeron que cuando vaya al medico tengo que llevar el registro de vacunas de 
Miguel al medico. Aun cuando vaya a la escuela o despues cuando va empiece 
a trabajar va a tener que llevar sus papeles que comprueben que su prueba 
subcutanea fue positiva y que tomo medicamento durante 9 meses.

^Entonces ya nunca mas le van a hacer una prueba subcutanea?

No, a menos que pierda su registro de vacunas. Si se enferma, le denen que 
tomar una radiografia de los pulmones para buscar la causa de la enfermedad y  
asegurarse que no tenga Tuberculosis otra vez.

Le voy a decir a mi marido que todos deberiamos hacemos la prueba PPD.

No se donde recibas atencion de salud, pero el Departamento de Salud Publica 
hace las pruebas y las radiografias. Yo puedo llam ar a mi clinica para 
recomendarte o para darte la direction de la Clinica del Departamento de 
Salud Publica m as cercano a nosotros donde te pueden hacer la prueba PPD.

Gracias por la information, Maria. Tengo que irme a casa para hacer la cena.

Yo tambien. jNo he estado en la casa en todo el dial Estoy segura que mi 
familia se esta preguntando que estamos haciendo!

jAdios, Maria, hasta luego, Miguel!

jNos vemos!

jAdios!
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Narrador. Esperantos que esta historia responda a la mayoria de sus preguntas.
Ahora nos

gustaria repasar algunos puntos.

1. Si la medicina de su hijo es liquida en vez de pastillas, no ponga la medicina en el 
refrigerador. Pongala en el bodquin del bafio en la noche. No debe enfriarse 
porque cuando se enfiia se pone turbia como si se hubiera echado a perder. Antes 
de dar la medicina agitela bien. Si usted piensa que la medicina se ha echado a 
perder llame a la clinica antes de tirarla.

2. Si su hijo o hija esta tomando pastillas o medicina liquida y dene problemas para 
lograr que el nifio se tome la medicina, por favor Hame a la clinica. Nosotros 
podemos darle algunas sugerencias e ideas que podrian ayudarle a dar a su nino la 
medicina.

3. Recuerde que a su nifio no debe hacersele otra.prueba subcutanea. Si alguien le 
dice que le van a hacer la prueba PPD a su nifio, digales que su hijo ha tenido 
reaction positiva y que tomo medicina durante 9 meses y muestreles los papeles 
que comprueban que su hijo tomo la medicina. Asegurese tambien de decirselo al 
medico que ve a su nifio si alguna vez tiene que ir a la unidad de emergencies o si 
tiene que hospitalizarse. Es muy importante.

4. Por favor asegurese de que todos los que han vivido en su casa o las personas que 
los visitan todos los dias, como la nifiera, se hagan una prueba de PPD. Por favor 
llame a la clinica si tiene cualquier pregunta sobre si usted debe hacerse la prueba.

5. Gracias por escuchar esta cinta. Por favor sientase en libertad de compartirla con 
sus amigos y familia. Esto mostrara que quiere lo mejor para su nifio
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