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CHAPTER I 

INTRODUCTION 

Members of the nursing profession generally recog

nize that the practice of nursing encompasses a total 

approach to the client. This concept has become increas

ingly evident as practitioners of nursing have begun to 

base their practice on a sound theoretical framework that 

that considers the bio-psycho-socio-cultural aspects of the 

client. A total, holistic, and comprehensive emphasis is 

considered essential for a positive outcome in nurse-client 

interactions. 

Included in this concept of holism is culture. 

The characteristics of the client which identify him with 

his group form an integral part of his personality. Among 

the multiple characteristics related to this cultural in

fluence are the attitudes, beliefs, and practices regarding 

health and disease. These characteristics are of impor

tance to health care providers, and especially to practi

tioners of nursing,because they can have considerable 

effect on the individual's pattern of health behavior in 

the health care system. They can; therefore, be utilized 

by the nurse as she plans to teach the individual about 

health behavior an·d prevention of illness. 

1 
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Among Mexican-Americans, the knowledge, beliefs, 

and practices of health-related folk remedies take many 

forms and are evident in varying degrees within the popu

lation. Practitioners of nursing inevitably meet mem-

bers of the community who adhere to these cultural values 

and practices. It has been observed that an individual 

who comes for care to a health agency may also be practic

ing folk remedies at home simultaneously. While the 

client may not divulge his activities in the use of folk 

remedies, the practitioner of nursing must be cognizant, 

knowledgeable, and able to deal with these population vari

ables if the holistic approach is to be utilized. These 

activities can be viewed by the practitioner of nursing as 

helpful to the client. They assist him in coping with the 

environment in which he lives and with the health problems 

that confront him, and they can be viewed as a basis of 

strength and support to the client. Reliance on folk 

medicine practices also can be viewed as helpful because 

it reflects the individual's desire to achieve or maintain 

optimum health status. 

In child health, for example, the behavior of 

Mexican-American mothers tends to be comprised of two types 

of caring practices. These two caring behaviors are adher

ence to traditional folk medicine, and participation in some 

type of scientifically acceptable health supervision 
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program provided by a health agency. The question arises 

as to what type of relationship exists between cultural 

patterns of folk medicine practices of the individual, and 

the preventive health behavior exhibited. 

Problem Statement 

The problem of this study was to determine the re

lationship between beliefs in folk medicine and the health 

behavior of Mexican-American mothers in preventive child 

health services. 

Statement of Purpose 

The purposes of this study were: 

1. To determine the extent to which Mexican-Ameri

can mothers believe in selected modes of folk medicine 

2. To determine the extent to which Mexican-Ameri

can mothers utilize preventive child health services pro

vided by the well-child clinic 

3. To compare the levels of folk medicine beliefs 

to the utilization levels of preventive child health ser

vices 

Background and Significance 

Many studies have been undertaken which investi

gate the many factors that influence the health behavior 

of individual groups. These studies demonstrate an effort 
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to discover and understand the reasons that guide people 

t _oward specific health behavior, especially to preventive. 

or voluntary health actions (Anderson 1973; Kosa 1969; 

Becker, Drachman, and Kirscht 1972; Wu 1973; Pender 1975; 

Becker, Haefner, Kasl, et al 1977). 

One major dimension studied in health behavior has 

been the sociocultural influence. It is generally accepted 

that a person's reaction to illness, health maintenance, 

and to various caring and curing practices, is related to 

the cultural beliefs, values, and experiences of the indi

vidual (WU 1973; Ailinger 1977; Folgar 1962). 

Values, according to Knutson (1965), represent what 

a person feels he should do, or must do. This internal 

direction toward an action is learned from the sociocultur

al group to which one belongs. It may be; however, that 

an individual may not be aware of these influences, but 

they can be inferred from the behaviors of the individual. 

Wu (1973) has suggested that behavior is subjec

tively, or internally controlled and that it is determined 

by the individual's perception of a need. In order for the 

individual to engage in a health activity such as preven

tion, his beliefs about his health status and about 

susceptibility to disease and those of the profession must 

be congruent. These beliefs will determine, in part, 
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whether the individual views health behavior positively or 

negatively (Knutson 1965). 

In dealing with the Mexican-American population as 

a cultural group, various nursing researchers have attempt

ed to establish the need for understanding and accepting 

folk beliefs and practices of the client as a cultural 

variant of value (Johnson 1964; Abril 1977; White 1977; 

Leininger 1977). In addition, descriptive studies of folk 

beliefs and practices such as curanderismo, folk rituals 

and remedies have been more evident in the literature 

(Madsen 1964; Clark 1970) since the early work of Saunders 

(1954). Curanderismo as described by Kiev (1968) is the 

diagnosis, treatment and management of folk (supernatural) 

illnesses by the use of prayer rituals, herbs, and magic 

techniques. The curandero, or the folk healer, may be a 

neighborhood curer. That is, he may be a member of the 

community who is regarded by the group as having more 

knowledge of the medical customs of the culture (Clark 

1970). The other more highly acclaimed folk healer is 

given the name of curandero and is believed to have a 

special divine gift for healing (Rubel 1966). 

That these behaviors constitute different mechan

isma by which a people indirectly deal with health and 

the threat of disease is also recognized in the works of 

Baca (1969), WU (1973), and Johnston (1977). 
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It is conceivable; therefore, that an individual 

may unconsciously perceive folk medicine patterns as a 

means of achieving a desired state of health. The basis 

from which the folk medicine patterns are derived tend to 

support this concept. As Clark (1970) and Saunders (1954) 

pointed out, folk medicine practiced by Mexican-Americans 

constitutes a fairly well organized and fairly consistent 

theory of medicine. One of the theories in most common 

support of the practices is the hot and cold theory of 

disease derived from Hippocrates' theory of pathology 

(Currier 1966). According to this theory, curative prac

tices are directed toward achieving a balance of the body 

humours. This balance signifies an optimum state of 

health (Clark 1970). 

The displacement theory is another example of the 

theoretical basis of folk medicine which is oriented 

toward improvement of health. According to this theory, 

displacement of a body part will result in illness. 

Efforts are made by the healer toward restoring the body 

of the ill person to its normal balance and position 

(Clark 1970). The idea that action must be taken in order 

to maintain a health state is present in other forms. 

When disease is thought to be of magical origin, preventive 

action is taken to resist the effect of the spell (Holland 

1963; Kiev 1968, Clark 1970; Abril 1977). 
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Although folk medicine practices may differ struc

turally between regional areas of the United States with 

high Mexican-American populations, they are generally 

described as pragmatic, therapeutic, and magically, or 

curandero oriented (Clark 1970; Martinez and Martin 1966; 

Abril 1977; Quesada and Heller 1977). The specific folk 

diseases, complaints, and therapies have been described in 

two categories: (1) those calling for herbal or tea ther

apy in combination with rituals and prayers, and (2) those 

that require faith healing usually performed by a curan

dero. The degree to which a Mexican-American adheres to 

these beliefs varies from individual to individual. Some 

of the factors which influence this variance have been 

documented by Clark (1970), Madsen (1964), Abril (1977), 

and Martinez and Martin (1966). They found that factors 

such as educational level, socioeconomic level, age, and 

degree of acculturation affect an individual's reliance on 

folk medicine. In working with varied individual groups, 

nurses have tended to be aware of these differences. 

The nursing profession recently has experienced a 

gradual, _progressive movement toward improved understand

ing of the interrelationship between nursing and culture. 

This trend is known as transcultural nursing and uses a 

combined nursing and anthropological approach to under

standing the cultural factors in health and nursing care. 
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It focuses on the comparative study of caring behaviors in 

all cultures, or the caring patterns of people within 

different cultures. Having written extensively on the 

subject, Leininger (1977) stated that through the analysis 

of cultural differences and similarities of patterned 

behaviors, the practitioner of nursing may make nursing 

care more specific to the client's needs. 

Hypothesis 

The investigator tested the following hypothesis: 

There is no relationship between mothers' beliefs 

in folk medicine and mothers' utilization of child health 

service. 

Definition of Terms 

For purposes of this study, the following terms 

were defined: 

1. Folk medicine beliefs--are those beliefs about 

folk medicine derived from Mexican patterns, administered 

therapeutically or preventively, and that have a herbal, 

magical, or spiritual curandero characteristic 

2. Mexican-American--refers to individuals who 

are identified as belonging to this ethnic group by the 

Spanish language spoken, and/or self identification as 

Mexican-American 
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3. Child health service--refers to the standards 

of preventive child care which indicate the frequency of 

well-child visits, the times for administering vaccines 

for immunizations and for performing screening tests 

(Hoekelman and Peters 1972) 

Limitations 

The following limitations were identified: 

1. Only mothers in attendance at the well-child 

clinics participated in the study 

2. Some subjects may have been reluctant to 

acknowledge beliefs in folk medicine for fear of being 

ridiculed or reprimanded 

3. Data needed to determine the health service re

ceived may not have been recorded accurately in the parti

cipant's health record 

Delimitations 

The following delimitations were identified: 

1. The number of folk medicine practices investi

gated were limited to the six most common as documented in 

the literature 

2. Infants admitted to the study were in the age 

group of six months to two years 

3. Mothers were Mexican-American {of Mexican 

origin) 
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4. Mothers were to accompany the infants to the 

clinic 

Assumptions 

Assumptions of this study were the following: 

1. Cultural factors of the individual play an im

portant role in the shaping of his/her health behavior 

2. Folk medicine practices among Mexican-Americans 

are expressions of their cultural beliefs and values 

3. Folk medicine is widespread among Mexican

Americans 

Sunnnary 

Health professionals, in promoting preventive 

health behavior among Mexican-Americans, should understand 

how folk medicine beliefs and practices interact with the 

health actions which professionals suggest and reconnnend. 

The problem of this study was to determine the relationship 

between beliefs in folk medicine and the health behavior of 

Mexican-American mothers in preventive child health ser

vices. The study compared the extent to which Mexican

American mothers believed in the six most common folk medi

cine practices to the extent to which they adhered to the 

reconnnended standards of preventive child care of well

child visits, immunizations, and screening tests. 
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The investigator assumed that folk medicine was 

widespread among Mexican-Americans and represented a health 

oriented value within the culture. The hypothesis stated 

that there is no relationship between mothers' beliefs in 

folk medicine and mothers' utilization of child health 

service. 

This chapter presented an introduction to the 

study and provided background information about the associ

ation of folk medicine to the health behavior of Mexican

Americans. The chapter outlined the operational defin

itions, purposes, limitations, delimitations, and 

assumptions of the study. 

Chapter II contains a sunnnary of the literature 

relevant to the concepts of motivation and health behavior, 

Mexican-Americans and health behavior, and folk medicine 

as a variant form of health behavior in this cultural 

group. The concept of child health service utilization as 

a demonstration of health behavior is also examined. 

Chapter III gives a description of the setting, population, 

and sample. A description of the tool designed to obtain 

information about beliefs in folk medicine is provided and 

an explanation of how the questionnaire was developed is 

included. The interview method utilized to administer the 

questionnaire is described as well as the instructions 

given to the subjects. Chapter IV presents the results of 
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the study. It describes the beliefs in folk medicine 

scores and the health supervision scores of the subjects 

and presents the data in graph form. The relationship 

between the variables is described and discussed. The 

data analysis and the determination of significance are 

described. A summary of the findings of the study and the 

conclusious regarding the relationship of the two vari

ables are provided in Chapter V. Implications for nursing 

practice and the suggestions and recommendations for fur

ther study are also included. 



CHAPTER II 

REVIEW OF THE LITERATURE 

While it is generally accepted that the practice 

of folk medicine among Mexican-Americans is an expression 

of culture, the role that these beliefs play in the health 

behavior of its members has not been explained fully. An 

axamination of the literature revealed that there is 

limited research data that relate folk medicine practices 

to preventive health behavior. Therefore, the concepts 

investigated for the purpose of this research were 

(1) determinants of health behavior, (2) folk medicine as 

a cultural factor in health behavior, and (3) health be

havior among Mexican-Americans. 

Determinants of Health Behavior 

Health behavior as defined by Kasl and Cobb (1966) 

is "any activity undertaken by a person believing himself 

to be healthy, for the purpose of preventing disease or 

detecting it in an asymptomatic stage"(Kasl and Cobb 1966, 

p. 531). There are numerous activities that are included 

in this definition. As noted by Wu (1973), they range 

from regular hygienic practices and participation in well

balanced programs of rest, exercise, and diet, to obtain

ing periodic physical examinations and participating in 

13 
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screening programs. These activities are based on the 

assumption that early detection will reduce the possibility 

of more serious consequences and sometimes, if appropriate 

action is taken, may prevent an encounter with illness 

(Wu 1973). 

This preventive, self-initiated action is viewed 

as desireable by public health professional workers 

(Leavell and Clark 1965). As pointed out by Parsons (1972), 

this self direction is rooted in the American value system 

which encourages the individual to achieve and to master 

his own obstacles rather than to adjust to the inevitable. 

With preventive health behavior as one of the major goals 

in community health programs (Hilleboe 1971; Terris 1975), 

much effort has been directed toward understanding the 

behavior patterns of individuals and groups taking health 

actions. Of primary interest have been the motives a per

son may have when he decides to take a health action and 

the factors that determine in what direction that health 

action will proceed (Wu 1973). 

In assessing the factors associated with health 

behavior, three groups of variables have been identified 

in the literature: (1) psychological variables which in

clude personal a.nd motivational dimensions (Rosenstock 

1966; Becker, Drachman, and Kirscht 1972; 

Gochman 1974; Rosenstock 1974; Lund, Kegeles, and 
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Weisenberg 1977), (2) social factors which include group 

membership and role performance influences (Rosenstock, 

Derryberry, and Carriger 1959; Suchman 1967; Suchman 1970; 

Kirscht, Becker, and Eveland 1976), and (3) cultural 

factors which include variations of health and illness 

perceptions (Mechanic 1968; Folgar 1963; Zola 1966; 

Fabrega 1972). Consideration has been given to other 

variables such as socioeconomic factors (Bullough 1972; 

Coburn and Pope 1974; Rosenstock 1974; Adebonojo 1973) 

and demographic factors such as age, sex, and religion 

(Anderson 1973; Coburn and Pope 1974; Bice and White 1969; 

Gallagher 1967). These studies represent a multiple of 

variables which may explain health behavior. While the 

findings in these studies about the determinants of health 

behavior were contradictory, the psychological approach to 

explain why, and under what conditions, people take action 

to prevent and detect disease seems to be most prevalent. 

One psychological approach uses the Health 

Belief Model (Maiman and Becker, 1974). Several studies 

have provided support and this model has been described 

as useful in predicting health behavior (Haefner and 

Kirscht 1970; Gochman 1974; Maiman, Becker, Kirscht, et al. 

1977). Using sociopsychological variables to explain 

motivation, this approach centers around the beliefs that 
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the individual consciously or unconsciously holds in re

gards to health and disease that will direct him toward a 

goal. For the individual to be stimulated toward health 

knowledge and health action, the individual needs to be 

concerned and motivated. The important factors are those 

that relate to the person and his situation. What the in

dividual believes to be important for his present and 

future well-being determines whether or not he will engage 

in a certain given activity. This explanation proposes that 

the readiness of the person to take action depends upon his 

own perception of his susceptibility, his perception of and 

the seriousness of the threat, the convenience of the sug

gested action, and the degree of effort required on his 

part for the action (Rosenstock 1974). The direction that 

the action will take is influenced by beliefs regarding the 

relative effectiveness of the alternatives in reducing the 

threat. Thus, his behavior depends on how beneficial he 

thinks the alternatives would be. Negative influences such 

as inconvenience, expense, and inaccessibility, may impede 

a person from participating in health action if he is not 

ready to act and if he perceives the action as not bene

ficial to him (Rosenstock 1974). 

Taking a more sociological approach, some investi

gators have included other determinants such as cultural 

values, social pressures, and interpersonal interactions 
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with more importance in their explanations of health be

havior (Suchman 1967; Clausen, Seidenfeld, and Deasy 1954). 

Although considering the psychological factors of personal 

readiness and perceived vulnerability, Suchman (1967) 

suggested in his epidemiological model that environmental 

factors such as social pressure from the group, role expec

tations, and consistency with group values, played a major 

role in determining whether a certain health action was 

accepted or not. Similarly, Clausen, Seidenfeld, and 

Deasy (1954) described role definition as highly signifi

cant in determining participation in preventive care. In 

a study of mothers' participation in polio vaccine trials, 

the researchers reported that vaccinated persons were 

more likely to discuss vaccination with their friends in 

groups or with the physician, than those persons who did 

not receive the vaccination. They contended that the in

dividual's decision to seek vaccination may be determined 

by the social pressure applied by persons who are important 

to him (Clausen, Seidenfeld, and Deasy 1954). 

The cultural factors related to health action have 

taken a new meaning as anthropoligists have begun to colla

borate with health care workers in an effort to understand 

human ecology and to improve disease prevention and health 

programs across cultures (Folgar 1963; Leininger 1967). 

The popular health culture for any group, as described by 
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Folgar (1963) includes value orientations, notions, and 

behaviors pertaining to self-initiated and lay action. 

The study of these value orientations in specific cultural 

groups, as expressed in their curing behaviors, is essen

ial if health professional workers hope to introduce new 

behaviors and notions. The popular health culture with 

its value orientations has its origin in some basic 

assumptions about life and man which in turn will help to 

understand the group's behavior in relation to health. 

These assumptions as described by Folgar (1963) are: the 

relationship of man to nature; whether the past, present 

or future are most important; and whether the culture 

stresses being or doing. To understand the popular health 

culture, it must be related to these assumptions as found 

in the particular group under study (Folgar 1963). Other 

factors to consider are notions or ideas about such things 

as the human body, food and nutrition, disease, suscepti

bility, and conditions for disease (Folgar 1963). 

Values, Beliefs, and Attitudes 

If health behavior is a value oriented action, 

and motivated by beliefs as suggested by the Health Belief 

Model and by the cross-cultural viewpoint, an explanation 

of values related to health of individuals and groups is 

in order. 
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Knutson (1965) pointed out that there is a lack of 

agreement among behavioral scientists on any single theory 

of motivation concerning health matters. However, the 

author suggested an approach for use in public health work. 

Accordingly, Knutson (1965) proposed that health behavior 

of man is caused behavior even though the precise nature of 

causation cannot be identified specifically. Motives are 

expressed through feelings, emotions, perceptions, remem

berings, knowledge, beliefs and attitudes. Man is per

ceived as ego-oriented with behavior guided by the expec

tations that he holds regarding actions to protect, extend 

or enhance his self or his ego. These undercurrents of 

self interest so cloud perception, judgements, expecta

tions, and anticipations in such subtle and hidden ways, to 

the extent that their invilvement usually goes unrecog

nized (Knutson 1965). For example, a mother's orientation 

regarding the value of the child as an extension of herself 

may in part be responsible for her decision to adhere to 

the recommended health action to protect her infant. If 

in the value system children are highly prized, her action 

may be different than if she lived in a value system 

where children are not prized (Knutson 1965). 

Knutson (1965) contended that man's efforts to 

protect, extend, and enhance his own ego image may be 

expressed in a variety of ways. Such ego needs may be the 
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basis for value satisfactions represented in feelings of 

belonging, in being accepted as a group member, and in the 

achievement of reward. An individual's efforts to gain 

attention and recognition through dangerous venture or 

challenges, efforts to escape from danger, uncertainty, or 

discomfort, to gain a higher level of safety, security or 

comfort, all represent ego needs for value satisfaction 

(Knutson 1965). Efforts in the search for positive health, 

when viewed in this context, also represent ego satisfac

tion and value oriented actions. This concept is useful 

in the investigation of the popular health culture of any 

particular group. 

Rokeach (1970) while viewing values in a more gen

eral way, considered values to be types of beliefs, central 

to one's total belief system about how one ought to or 

ought not to behave, or about some goal worth or not worth 

attaining. This definition coincided with that offered by 

Knutson (1965) who stated that values guide action and be

havior by limiting the alternative choices. Thus, when a 

person makes value judgements, he is judging the value of 

the alternative choices. In this regard, Knutson (1965) 

explained that everyday life brings about value judgements 

concerning the worth of ideas and actions, the amount of 

effort and time required for attainment of goals, and the 

alternative ways available to meet the goals. A person's 
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values are reflected by the determinations he makes in 

these regards. According to Rokeach (1970), certain feel

ings of duty, responsibility, and obligation may lead one 

to a certain course of action rather than to another. 

These feelings may also close the individual's mind to 

other alternatives. On the other hand, the individual may 

reject the social pressures exerted on him and decide to 

satisfy other self described goals. Thus, a person may act 

according to his beliefs and he may not. However, when 

there is a balance between the feelings of responsibility, 

obligation and duty, and the personal or group motives, it 

is possible to distinguish the personal motives from the 

value forces of the social environment. Values; therefore, 

when seen as ideal goals, may have some motivational quali

ties (Rokeach 1970). 

Values originate from the sociocultural group to 

which the individual belongs and are imprinted through the 

process of socialization (Knutson 1965). They are usually 

deeply rooted and become second nature to the individual 

who often is unaware of their presence. Rokeach (1970) 

and Knutson (1965) agreed that a person's values, like all 

beliefs, although consciously or unconsciously conceived, 

must be inferred from what the person says or does. This 

concept of generalization of an individual's values from 

behavior can be applied to individuals in explaining their 
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motivations for certain health actions. In the study of 

patterns of behavior among groups of people, one must take 

into consideration the general values of the group because 

the individual personal values of the members are often 

limited by the group values and motivations (Rokeach 1970). 

The study of values in different sociocultural 

groups entails a search for value similarities and dis

similarities to permit comparisons of what seems to be dif

ferent content of observations and response from the 

researcher's own values (Knutson 1965). Basic value simi

larities may otherwise be obscured by the differences in 

life style and experiences. As pointed out by Knutson 

(1965) and Folgar (1963), comparisons of health values 

between groups may be hard to conceptualize because of the 

differences in basic assumptions relating to health. 

As suggested by Folgar (1963), to determine the 

health values of a group entails the measurement of what 

the group sees as cultural traditions, customs, beliefs, 

and practices associated with the popular health culture. 

These beliefs, however, may be hard to verbalize. There

fore, a certain degree of inference must be used in the 

identification of values through the individual's be

havior and responses. 

Rokeach (1970) stated that beliefs are inferences 

made by an observer about underlying states of expectancy 



23 

of another individual (Rokeach 1970). Like motives, be

liefs cannot be directly observed but must be inferred as 

best as possible from all the believer says or does. To 

study the beliefs of a group, Rokeach (1970) offered a con

ceptual approach that takes into consideration that not all 

beliefs are equally important to the individual and that 

beliefs vary along a central to peripheral dimension. The 

central beliefs are the most important to the individual 

because they are usually considered basic truths. Thus, 

they are resistant to change and have a widespread effect 

upon the rest of the belief system. Other more peripheral 

beliefs are not as important because they have relatively 

less connectedness to the rest of the belief system. 

These are termed by Rokeach (1970) as inconsequential be

liefs, derived beliefs, and preideological beliefs. 

When considering attitudes, Rokeach (1970) stated 

that they consisted of interrelated beliefs, well organized 

around a common object, with certain aspects of the object 

being the focus of attention for some persons and the situ

ation in which it is perceived for others. The author 

further ascertained that all beliefs will lead to a response 

and he took issue with other behaviorists who held that an 

attitude may or may not have a behavioral component. 

Rokeach (1970) based his argument on the concept that 

attitudes lead to a preferential or discriminatory 
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response. This response may be positive, or negative, 

but nevertheless it is a response. Which direction the 

response takes, will depend on the strength of the beliefs 

and feelings about the object. Rokeach (1970) also attri

buted a value-expressive function to attitudes when he 

suggested that all of a person's beliefs and attitudes may 

serve to satisfy one or another preexisting value, although 

sometimes there may be conflicting values. Based on the 

concepts of ego psychology, an individual expresses atti

tudes appropriate to his personal values and to his concept 

of himself (Rokeach 1970). 

When one looks at different sociocultural groups 

in relation to the health culture and to the behavior 

patterns in preventive health actions, identification of 

the values, beliefs, attitudes and practices may provide 

an inference as to the related health behavior. The health 

behavior patterns of Mexican-Americans have been described 

in numerous studies with specific interest in the popular 

health culture practices. 

Mexican-Americans and Health Status 

According to the 1970 census reports, there were 

approximately 4.6 million Spanish surnamed people concen

trated in the five southwestern states of Arizona, Califor

nia, Colorado, New Mexico, and Texas (U.S. Census 1970). 
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Slightly over 2 million, or 18 percent of the State popula

tion, were reported to be Mexican-Americans living in 

Texas (Bruhn 1974). Located in 81 of the State's 254 

counties, they comprised 50 percent or more of the popula

tion of the counties in south Texas and the Rio Grande 

Valley. Mexican-Americans made up 32 percent of the 

State's poor families, with the median family income re

ported as $5,897. The median years for formal education 

was reported as 7.2 years (Bruhn 1974). 

Moustafa and Weiss (1968), recognizing that there 

were insufficient statistical health data for Spanish 

surnamed people, reported in early studies conducted in 

California, Colorado, and San Antonio, Texas. They found 

that the mortality rates of the Mexican-American population 

was higher than that of the Anglo population, 28.2 and 

21.3 respectively. Cause-specific mortality rates for the 

ten leading diseases were found to be the same in both 

groups. However, mortality rates for pneumonia and pre

mature births, two conditions usually associated with low 

socioeconomic conditions, were found to be extremely high 

(Moustafa and Weiss 1968). Roberts and Askew (1972) 

examined the mortality data of Anglos, Blacks and Mexican

Americans in Houston, Texas for the period 1940-1967. 

They found that Blacks and Mexican-Americans had greater 

mortality rates than the Anglos and suggested that in order 
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to study the health status of the Mexican-American group, 

more specifi~ census surveys had ·to be developed. Identi

fication of the Mexican-American, other than according to 

Spanish surname, was necessary if accurate data about the 

Mexican-American group were to be obtained. 

Quesada and Heller (1977) found that the general 

health status of the Mexican-American population in the 

south Texas area was far below the Anglo population, and 

that cultural as well as socioeconomic factors affecting 

this group were producing barriers to health care. Inves

tigations into the popular health culture of the Mexican

American as well as barriers to health care have been 

prominent in the literature. Among these interests has 

been the aspect of folk medicine. 

Folk Medicine and Health Behavior 

Culturally conditioned traits which determine the 

perceptions toward health and disease play an important 

role in the study of health behavior of the Mexican

Arnerican. Several studies have been published that 

describe the various aspects of Mexican-American attitudes 

and practices in relation to health and disease (Saunders 

1954; Rubel 1966; Madsen 1964; Clark 1970). That different 

conceptions of health and illness exist between the Mexi

can-American population and the scientific Anglo model of 
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health care has been well documented in these studies. 

These studies also have contended, however, that these 

different conceptions lead to rejection of scientifically 

established health services by the Mexican-American. The 

major theme in these studies has been that health care 

behavior is a consequence of the Mexican-American culture. 

Saunders (1954), for example, identified folk 

medicine as the core of the Mexican-American health culture. 

This contention is reflected in the attitudes and behaviors 

which he identified as attributes of the Mexican-Americans 

in the southwest. Saunders (1954) described the attributes 

as follows: health is viewed as a matter of change and 

there is very little that a person can do for it; many 

diseases are believed to be caused by magic; treatments for 

some mild disorders are usually carried out at home by some 

member of the family; consultation with a physician is 

sought only if the disease is believed to be of "natural" 

cau~es, or not related to spiritual or magical nature; and 

folk healers, or curanderos, are consulted for most 

diseases not falling under the natural description 

(Saunders 1954). 

Samora (1961) contended that the Mexican-American, 

cultural orientation to life has a strong religious com

ponent and that religion is a central factor in conception 

of health and disease. Saunders (1954) ascertained that 
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Mexican-Americans rely on folk medicine practices because 

it is more familiar, more psychologically rewarding, less 

punishing, and less expensive than the Anglo mode of 

scientific care. The author proposed that the presence 

of these different cultural beliefs of the Mexican-Ameri

cans may inhibit the adoption of medical practices. 

Edgerton and Karno (1971) found that bilingualism was a 

major factor that determined how individuals perceived 

mental illness. In studying Mexican-Americans in Los 

Angeles, the researchers found that those Mexican-Americans 

who were nonolingual in Spanish expressed perceptions that 

were influenced by the commonly described cultural traits 

of the Mexican-American. These traits were fatalism, 

familism, religion orientations, patriarchial authoritanism, 

and moral conservatism. The perceptions of the Mexican

Americans who were Spanish speaking, lower educated, and 

frequent visitors to Mexico, were markedly different from 

the Mexican-Americans who were bilingual, or monolingual in 

English, and who had a higher than eighth grade education 

(Edgerton and Karno 1971). 

Rubel (1966) and Madsen (1964) presented data from 

studies conducted in south Texas in which they described 

the concepts of disease, witchcraft, the use of herbs, 

commitment to curanderos and the fatalistic attitude toward 

health of the Mexican-American. Their findings supported 



29 

those of Saunders (1954). Rubel (1966) and Madsen (1964) 

reported that most of the folk illnesses corrnnon to 

Mexican-Americans were not amenable to the understanding 

or treatment of health practitioners who tended to criti

cize and disparage the individual for bringing such com

plaints to the health care facility. This action, they 

found, resulted in major barriers between the Mexican

American client and the practitioner (Rubel 1966; Madsen 

1964). Faced with such a lack of understanding, the indi

vidual will resort to a lay referral system and to the use 

of folk healers rather than be faced with such an exper

ience again (Rubel 1966). 

Madsen (1964) deviated from the generalization 

that there is a relationship of cause and effect which can 

be demonstrated in the association of culture and health 

alone when he ascertained that social class is a major 

factor influencing reliance upon folk medicine by Mexican

Americans. He reported that the higher the social status 

of the individual, the less evidence of adherence to folk 

medicine practices was found (Madsen 1964). The relation 

of poverty and socioeconomic conditions to health care 

utilization has been studied by others (Bullough 1972; 

McHugh, Kahn, and Heiman 1977; Moustafa and Weiss 1968). 

Other researchers have investigated barriers to 

health care behavior and have identified some inhibitory 
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effects. Clark (1970), in studying 14 families in a small 

California barrio, confirmed that there existed a sub

culture of health among Mexican-Americans. Folk medicine 

practices used in that particular area of the country 

were described. Fear was identified as an inhibitory force 

by the subjects in the study. Clark (1970) found that 

public health workers were viewed as threatening, primarily 

because, as government workers, they were associated with 

the authorities. Weaver (1973) discussed fear as an in

hibitory effect also. The author suggested that this atti

tude has resulted from residual memories and feelings from 

the persecution of illegal aliens in the United States 

during the 1950's. According to Weaver (1973), this 

government action resulted in much harrassment of some 

Mexican-Americans (Weaver 1973). Moustafa and Weiss (1968) 

also noted that the Mexican-American's unwillingness to 

admit illness was due to fear that their admittance might 

lead to an investigation by the authorities. 

The illness referral system that is usually ad

hered to by the Mexican-Americans as a group has been cited 

as inhibitory to health care utilization. The lay referral 

system in a Spanish speaking conununity was studied by 

Ailinger (1977). A sample of 19 families was studied over 

a 14 month period. Ailinger utilized the methods of 

participant observation, the use of family folders to 
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record illnesses and remedies sought, and interviews. She 

found that the individuals used every means at their dis

posal for relief of illness. These methods consisted of 

home and herbal remedies, referral to someone in the social 

system, and ultimately medical treatment (Ailinger 1977). 

Weaver (1970) studied the lay referral system of Spanish 

Americans in a New Mexico village of 600 and found that a 

similar pattern emerged. It consisted of a sequence of 

steps progressing from kin group consultation, to community 

consultation, to folk specialist consultation, and finally 

to the medical practitioner consultation. Weaver's find

ings (1970) differed from those of Ailinger (1977) in the 

folk specialist step observed. Consultation with the folk 

specialist was not directly evident in the Ailinger study. 

Thus, this long transition from self or kin treatment to 

medical treatment has been viewed as an inhibitory factor 

to health care by some writers (Madsen 1966; Abril 1977). 

Certain critics (Gregler, Moore, and Guzman 1970; 

Casavantes 1971; and Cervantes 1972) have suggested that 

generalizations from specific and self-limiting studies to 

the overall Mexican-American population cannot be made. 

They have stressed the need to distinguish between the 

Mexican-American cultural attributes as expressed by 

beliefs and practices, and those beliefs and practices ex

hibited by people living in poverty. They caution about 
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describing both types of attributes as inherent character

istics of the Mexican-American population. Cervantes (1972) 

stated that there is a large number of Mexican-Americans 

who do not adhere to folk medicine practices by virtue of 

their acculturation to the Anglo culture, and a large num

ber who are educated and represent varying degrees of 

social classes. This heterogeneity is an important factor 

which has been largely ignored by many of the early inves

tigators, according to Cervantes (1972). In addition, 

Cervantes took the position that what is often measured 

by health studies among Mexican-Americans is behavior and 

attitudes that are reactions to the complex internal and 

external forces affecting this group. These exterior 

forces are imposed on the Mexican-American by virtue of 

his position in the society (Cervantes 1972). 

For example, Welch, Comer, and Steinman (1973) 

studied the relationship of health care attitudes of 

Mexican-Americans to their utilization of health care ser

vices and found little evidence of folk medicine prevalence 

in the group studied. They found, however, that the res

pondents demonstrated similar feelings and opinions to 

those people in any low and moderate income community. 

Utilization of health care resources was more related to 

sociocultural characteristics such as education, age, sex, 

. length of time in the community, income, whether the 
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interview was conducted in English or Spanish, length of 

time in the United States, origin of parents, and community 

size, than to attitudes toward health care such as negativ

ism and distrust (Welch, Comer and Steinman 1973). 

Although it is generally recognized that commitment 

to folk medicine is not uniform among Mexican-Americans, 

some studies have shown that folk medicine is widespread 

and is deeply rooted in the Mexican-American subcultures in 

south Texas (Quesada and Heller 1977). Martinez and 

Martin (1966) studied folk medicine in south Texas and 

found that in their study of 75 housewives, 97 percent of 

the women knew of the folk diseases, with 85 percent know

ing something about the symptoms and etiology of the 

diseases. Eighty-five percent of the subjects also re

ported knowing how to treat the diseases, and the majority 

also reported having used the measures on themselves or 

their families (Martinez and Martin 1966). 

Creson, McKinley, and Evans (1969) studied 20 sub

jects in outpatient clinics of a teaching hospital. They 

found that 80 percent of the subjects had some knowledge of 

the folk medicine syndromes being investigated. They found 

a high incidence of visits to curanderos and they concluded 

that "the concept of folk illness was deeply entrenched and 

resistant to influence by the Anglo culture and its 

scientific medicine" (Creson, McKinley, and Evans 1969). 
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The researchers contended that this high incidence of con

sultation with folk healers suggested a higher incidence 

in those who did not seek medical care (Creson, McKinley, 

and Evans 1969). 

In a study of 53 tuberculosis patients in south 

Texas, however, Nall and Speilberg (1967) rejected the 

notion that folk medicine inhibited acceptance of modern 

medical practices. They found that commitment to folk 

medicine practices and the use of folk healers were not 

related to whether recommended treatment for tuberculosis 

was accepted or rejected. They did find that the presence 

of relatives in the neighborhood, that seeking advice 

from relatives, and interconrrnunity mobility of the people 

were related to refusing hospitalization for treatment of 

tuberculosis (Nall and Speilberg 1967). 

Farge (1975), in a survey of 150 households in the 

city of Houston, Texas, tested several hypotheses related 

to health behavior of the Mexican-American. The researcher 

found that most of the hypotheses were not confirmed. The 

socioeconomic status and cultural identity were positively 

related to health service utilization. Farge (1975) con

cluded that cultural identity was a sign of health care 

orientation. Farge (1975) rejected the hypothesis that 

belief in folk medicine, negative attitudes toward Anglo 

institutions, and belonging to a family, are factors 
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related to low utilization and a less scientitic medical 

orientation. The researcher also rejected the hypotheses 

that among Mexican-Americans, health is a matter of chance, 

that there is a wide belief in non-natural (out of the 

realm of physician treatment) illnesses, and that there is 

a high degree of belief in folk medicine. In relation to 

social class variables, Farge (1975)found that formal educa

tion and higher skilled jobs tended to move the population 

closer to acceptable medical attitudes. 

An explanation of folk medicine practices as a 

health value orientation among Mexican-Americans has been 

described. The two types of health orientations, folk 

medicine and preventive health behavior, have been pre

sented as supportive of each other and suitable to be 

integrated as one acceptable method of self care. 



CHAPTER III 

COLLECTION AND TREATMENT OF DATA 

The study used a descriptive-comparative design. 

It consisted of obtaining information about mothers' be

liefs in folk medicine practices and services received in 

the well-child clinics. Three main tasks were involved 

in the execution of the study: (1) determining the setting, 

population, and sample, (2) composition of the instruments, 

and (3) collection of the data. 

Setting 

The study was conducted in a city located in the 

southwest United States and within a 150 mile radius 

f rem the Mexican border. The site of the study was the 

city-county health department well-child clinics located 

in the section of the sity where the population is pre

dominantly Mexican-American. Four clinic sites were 

selected from six possible locations because they were re

ported to have the highest percentage of Mexican-American 

clients. Three of the clinics were held in the administra

tive office buildings of public housing projects and one 

was held in the community day care center. These facili

ties were used in providing other clinic services which 

included prenatal care and family planning in addition to 

36 
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the well-child services. All of the sites had designated 

areas for use in providing clinic services and all but one 

were equipped with at least one examination room. At the 

latter facility, the services were provided in one room 

which also served as the waiting area. 

Space was made available in all the clinics for the 

investigator to interview the subjects. Privacy during the 

interview was ensured as much as possible. In one of the 

settings, the subjects were interviewed in a separate examin

ing room. At the other sites the interviews were conducted 

in a separate area located in the waiting room and at a 

distance that was out of hearing range from other clients 

and workers. The interview area was accommodated with a 
I 

table and two chairs. At the health department center 

where the family folders were located, a desk was made 

available for the investigator to review the health records. 

One staff team, consisting of two public health 

nurses and one nurse aide, attended all the clinics. A 

pediatric resident physician attended once every 2 weeks 

at each of the clinic sites to perform physical examina

tions. A nutritionist was available to provide counseling 

on the days the physician attended. The investigator pro

vided translation to Spanish for those clients who did not 

speak English. 
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The well-child clinic services were scheduled once 

a week at each of the clinic sites during 8:00 A.M. to 

12:00 M. Clients were appointed ahead of time for 8:00A.M. 

but mothers who came to the clinic without an appointment 

also were seen. Upon arrival, the mothers were asked to 

sign their names on a roster. They were called in for the 

conferences according to the list, with the earliest 

arrival being seen first. The number of appointments 

scheduled in the clinics during the study varied from 5 in 

one clinic to 26 in another. There was a no-show rate of 

19-80 percent and attendance during the study ranged from 

1-21 clients in the different clinics. 

Services at the well-child clinic were preventive 

and educational. Major emphasis was given to periodic 

physical assessments, developmental screenings, innnuniza

tions, health education, and anticipatory guidance. The 

approach used by the nursing staff was a teaching confer

ence. Nursing pre and post conferences were held with the 

mothers at the time when the physician was examining other 

clients. On the days that the physician was not present, 

the public health nurse performed the physical examination 

during the conference with the mother. 

The schedule for the provision of well-child ser

vices was uniform in all the clinics. According to policy, 

the department recommended six well child conferences 
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during the first two years: at 2, 4, and 6 months of age; 

and at 12, 15, and 18 months of age. This schedule coin

cided with the suggested schedule for routine innnuniza

tions in other public health clinics in the State. Recom

mendations for the innnunizing agents are: a three-dose 

series of diphtheria, tetanus, pertussis, and trivalent 

oral polio vaccine given at two-month intervals during the 

first six months of age, with a booster dose at 12-18 

months and at 4-6 years of age; and measles, mumps and 

rubella vaccine at fifteen months of age. Screening pro

cedures at the agency included testing for phenylketonuria 

at the time of the first clinic visit at two months of age, 

and tuberculin skin testing at 12-15 months of age before 

the measles, mumps, and rubella vaccine was given. Hemo

globin and hematocrit examinations were performed if indi

cated by history or assessment of the infant, or upon the 

physician's order. 

Population 

Comprised of one Standard Metropolitan Statistical 

Area {SMSA), the city had a population of 204,000 in 1970 

{U.S. Census 1970). Mexican-Americans accounted for approxi

mately 45 percent of the population. It was estimated that 

out of that 45 percent,80-85 percent utilized the clinics 

as a resource for medical care. In the well-child clinics, 
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the children served were in the age group of birth to four 

years. The mothers who attended the clinics were largely 

low income residents, had several children in the family, 

and lived within a short distance of the clinic site. 

Sample 

The sample consisted of 52 subjects, obtained 

through convenience sampling. Determination of the size of 

the sample was influenced by the limited time available 

for the study. 

Mothers of infants who met the specifications of 

the study were identified from the list of clients in 

attendance at the clinic. Mothers of infants who were in 

the age group of 6-24 months and who were identified as 

Mexican-American by their Spanish surname, and who spoke 

Spanish, were asked to participate. In two situations 

where the surname was not Spanish but the mother was fluent 

in Spanish, the investigator asked them if they were of 

Mexican origin. In both cases, the mothers replied posi

tively and they agreed to participate in the study. 

The investigator made the determinat.ion to include 

in the study only infants of ages 6 months to 2 years 

based on two reasons. First, most well-baby visits, pri

mary immunizations, and screening tests recommended for 

children are concentrated during the first two years. In 
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addition, the health supervision index used in this study 

was applicable to children up to 2 years of age. Second

ly, it was foreseen that infants younger than 6 months of 

age would have a maximum of 2 visits on the health re

cord and thus would not yet have established patterns of 

health supervision needed to determine their utilization 

of health services. 

data: 

Instruments 

Two instruments were used for the collection of 

(1) the Health Beliefs Questionnaire, and (2) the 

Infant Health Supervision Record. They were designed by 

the investigator for use in the study. 

The Health Beliefs Questionnaire 

After an unsuccessful search for a suitable instru

ment to measure the variable of folk medicine beliefs, the 

investigator opted to develop a questionnaire that would 

provide this information. The Health Beliefs Questionnaire 

(Appendix A); therefore, was developed to obtain information 

about the mothers' belief in folk medicine practices. The 

questionnaire was translated to Spanish for use with non

English speaking subjects (Appendix B). 

The questionnaire consisted of two sections: demo

graphic data and the Likert scale attitude statements. The 

demographic section contained questions that described the 
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subjects in regard to the variables of clinic utilization, 

age, education, and acculturation. The scale section con

tained twenty statements which were developed in Likert 

form. In constructing the questionnaire, the investigator 

used the informal criteria for editing statements summa

rized by Edwards (1957). Information on scale construction 

was obtained from Shaw (1967). 

The statements asked the mothers' opinion about six 

of the most common folk diseases or conditions and their 

remedies. The conditions investigated were: drafts 

(enfriamiento), stomach colic (empacho), the evil eye (mal 

de oj o) ,' and fallen fontannelle (mollera caida). These 

conditions were selected because they were the most fre

quently reported in the literature as predominant among the 

folk beliefs in the Mexican-American culture. Values of 1-5 

were assigned to the responses as follows: 1-Strongly Dis

agree, 2-Disagree, 3-Undecided, 4-Agree, 5-Strongly Agree. 

The determination to use a Likert scale was based 

on the concepts that attitudes are expressions of the indi

vidual's beliefs (Knutson 1965) and that indirect measure

ment of behavior is possible through the use of attitude 

scales (Babbie 1973). The purpose of the scale was to 

place the subject somewhere on an agreement continuum in 

their attitude toward folk medicine. In order to measure 
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the folk medicine beliefs, it was necessary to determine 

their presence in a dimensional range on the subjects. In 

addition, ordinal data represented by an index was desired 

for comparison with the rank order data of the health ser

vice utilization variable. This method of comparison was 

suggested by Kerlinger (1973, p. 496). The Likert format 

lent itself to index construction. Each respondent was 

assigned an overall score representing the summation of 

the scored responses to the individual items. 

The investigator pre-tested the questionnaire to 

assess whether or not respondents encountered problems in 

understanding and following the directions provided. The 

pre-test was conducted by interview method and by self 

administration in order to determine which of the two 

methods would be most appropriate with the clients. The 

pre-test was conducted in a setting similar to the one in 

the study and included 10 subjects that were selected 

according to the specifications of the study. During the 

pre-test, the investigator determined the summated scores 

for the subjects and collected information regarding the 

health service utilization. In order to experience working 

with the index formulas, the investigator also calculated 

the Health Supervision Index for the pretest subjects. 

The pre-test demonstrated that the interview 

method of administration of the questionnaire was less 
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time consuming and provided the most data. As a result of 

the pre-test, items 1, 4, and 19 in the Spanish question

naire were rewritten for clarification purposes. In the 

English version, items 12 and 19 were rewritten. There 

was a change of one or two words in each of the items that 

were rewritten. In addition, the pre-test provided an 

opportunity for the investigator to evaluate the indivi

dual item statements as to whether or not they would ob

tain the information desired of the folk beliefs. Content 

validity was determined in this manner. 

The Infant Health Supervision Record 

The Infant Health Supervision Record (Appendix C) 

was used to collect data from the child health record. 

Data included dates of well-baby visits, immunizations, and 

screening procedures, and the age of the infant at the time 

these services were obtained. According to Boekelman and 

Peters (1972), these data are needed to determine measure

ment of the level of health care received by individual 

children and by groups of children. These data were used 

in computing the Health Supervision Index (Appendix D) in 

a manner similar to that of Boekelman and Peters (1972). 

The computed score, or index, was used as a quantitative 

measure of the mother's utilization of health care services 

provided in the well-child clinics. 
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Data Collection 

The investigator connnenced data collection after 

receiving written approval from the Human Research Review 

Committee of Texas Woman's University (Appendix E) and 

after obtaining agency permission to conduct the study 

(Appendix F). The investigator attended each of the 

selected clinics during a two week period for the purpose 

of data collection. The clinic sites were visited two or 

three times. One clinic site was visited only once during 

the two week period because it was held only once every 

two weeks. The method used in data collection consisted 

of two phases: (1) administration of the Health Beliefs 

Questionnaire by the interview method, and (2) review of 

the child health records at the clinic for transferring 

of information to the Child Health Supervision Record. 

The Interview 

After the subjects were identified as having met 

the specifications of the study, the investigator called 

each of the subjects individually to the interview area 

and proceeded as follows: 

1. The investigator introduced herself and her 

purpose for being at the clinic, and provided the mother 

an explanation of the study (Appendix G). The explanation 

assured the subjects that participation was voluntary, 

that their identity would not be made known, and that all 
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information was confidential 

2. The subjects were asked to participate in the 

study and to sign a consent form if they agreed, indicating 

that they understood the explanation given of the purposes, 

procedures, the risks involved; that participation was 

voluntary; and that they could withdraw at any time 

(Appendix H). The subjects were informed that they were 

providing consent to act as subjects in the study, to allow 

retrieval of information from the child's record at the 

clinic, and to use the data in the study. All of the sub

jects who were contacted agreed to participate 

3. To assure anonymity, a code number was assigned 

to each subject at the time the consent form was signed. 

The number was placed on the Health Beliefs Question

naire and on the Infant Health Supervision Record. The 

clinic health record was marked with - a colored flag bearing 

the subject code number. The colored flag would help 

locate the record at a later date if needed. After the 

clinic data had been obtained, the colored flag identifica

tion was removed and the record was returned for filing 

4. An introduction to the questionnaire was given 

to the subject before the investigat'or asked for the re

sponses to the items. Demographic questions were asked 

first and statements about the specific folk medicine be

liefs last. The Health Beliefs Questionnaire was 
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administered in English or in Spanish depending upon the 

subject's preference. Nine of the subjects requested that 

it be administered in Spanish. The rest of the respondents 

preferred the English version but translation was provided 

for occasional words that were not understood in English. 

In addition, to facilitate the subject's understanding of 

the type of responses called for, the investigator demon

strated to the subjects the questions and the boxes that 

contained the selection of responses. As the interview 

proceeded and the investigator read each of the scaled 

items, the response boxes were pointed out to the subject 

so that she could visualize where her responses were being 

marked. This practice continued until all twenty items 

had been answered. At the completion of the interview, 

the subject was thanked and the mother returned to the 

waiting area. 

Time required for the administration of the ques

tionnaire was 10-12 minutes per subject. During the time 

the interview was being conducted, the subject was able to 

hold the infant, feed it, and/or entertain him while 

answering the questions. The investigator also provided 

some toys for the older infants to play with while the sub

ject was being interviewed. Because the interviews were 

conducted before or after the clinic services were pro

vided, the subjects were assured that they would not lose 
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their place in the sequence to be called 

5. On the clinic days that no physician attended, 

the waiting time for the mothers was reduced considerably 

and they were free to leave after the nurse conference. On 

one of these days, several mothers left the clinic while 

the investigator was interviewing other subjects. It was 

necessary to ask the clerk to refer all subjects meeting 

the criteria to the investigator in order that they would 

not be lost to the study. In most of the clinics, how

ever, ample time was available to interview those in 

attendance innnediately before or after clinic services 

The Record Review 

After the subjects were interviewed in each clinic 

and after clinic services had been provided and recorded, 

the child's health record was reviewed by the investigator. 

Data pertinent to the child's pattern of well-baby visits, 

immunizations, and screening tests were extracted from the 

health record and entered on the Infant Health Supervision 

Record. 

Treatment of Data 

After the data on 52 subjects were collected by 

means of the questionnaire interview and the clinic health 

record review, two scores were determined: (1) the Folk 

Medicine Index derived from the Health Beliefs 
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Questionnaire score, and (2) the Health Supervision Index 

derived from the Infant Health Supervision Record. 

The Folk Medicine Index 

Construction of the folk medicine index entailed 

scoring the responses for each of the item statements on 

the Health Beliefs Questionnaire, and surnmating the item 

scores for an overall score. This sunnnated score was con

sidered the Folk Medicine Index. As noted by Babbie (1973) 

the uniform scoring of the Likert item response categories 

assumes that each item has about the same intensity as the 

rest. Therefore, all the items on the Health Beliefs 

Questionnaire were considered to be indicators of the 

variable folk medicine beliefs and their summated score 

determined to be an index of folk medicine beliefs. 

The Health Supervision Index 

The data obtained in the Health Supervision Record 

were used to compute the Health Supervision Index. The 

formulas that were used were modified versions of the ones 

used by Hoekelman and Peters (1972). This modification was 

necessary to ensure applicability of the formulas to the 

sample group and to the health supervision pattern used in 

the health department where the study was conducted. 
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Methodology used for studying the relationship be

tween the variables folk medicine beliefs and health ser

vice utilization consisted of data collection by means of 

the interview questionnaire and by health record review for 

specific data, and the analysis of the data. The Health 

Beliefs Questionnaire was constructed as a quantitative 

measure for folk medicine beliefs. The questionnaire was 

pretested and content validity was determined externally 

on the items. Quantitative levels of child health super

vision as determined by the Health Supervision Index (HSI) 

were computed according to Hoekelman and Peters' (1972) 

method with specific modifications made to the formulas. 

The data were grouped and paired for comparison analysis. 



CHAPTER IV 

ANALYSIS OF THE DATA 

The Health Beliefs Questionnaire and the Health 

Supervision Record were coded and the data for 52 subjects 

were transferred to IBM cards. The analysis of the data 

was conducted by computer. The data consisted of demo

graphic information, the Folk Medicine Index derived from 

the Health Beliefs Questionnaire, and the Health Super

vision Index derived from the Health Supervision Record 

information. The demographic data identified the subjects 

by the clinic attended, age, educational level, the lan

guage spoken at home, and the language the subject was able 

to read. These data are presented to describe the sample. 

Following the description of the sample, the relationships 

between folk medicine beliefs and child health supervision 

are presented. Relationships between the variables of age, 

educational level, language spoken at home, and ability to 

read English or Spanish, and folk medicine beliefs are also 

presented in this chapter. 

Demographic Data Results 

The subjects resided in an area close to the clinic 

attended, and all but 2 responded that the clinic at 

which they were being interviewed was the clinic they 
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usually attended for child care services. Of the 2 sub

jects who usually attended other clinics, 1 had been 

transferred to the present clinic site because services 

had been discontinued at the other site. The other subject 

recently had moved from another city, and had brought her 

child health records with her. 

Four clinic sites were utilized in the study. Dur

ing the period of data collettion, the investigator visited 

the site where a clinic was held on that day. A larger 

number of subjects was interviewed in sites II and III be

cause these two clinics happened to occur more frequently 

than sites I and IV. The sites that were visited by the 

investigator and the ntnnber of subjects interviewed at each 

site are presented in Table 1. 

TABLE 1 

NUMBER OF SUBJECTS INTERVIEWED AND 
INVESTIGATOR VISITS PER 

CLINIC SITE 

Clinic Site Visits by Investigator Subjects 

Site I 2 

Site II 3 

Site III 3 

Site .IV 1 

Interviewed 

9 
14 
20 

9 
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The subjects were in the age range of 16-41 years. 

The mean age was 25.1 years (SD= 6.47). There were 

17 subjects in the 16-20 years age group, 12 in 

the 21-25 years age group, and 12 in the 26-30 years 

age group. The subjects in attendance at the well-child 

clinics were anticipated to be in the younger age groups 

due to the fact that the clinics were well-baby clinics. 

Younger mothers were expected to more likely to have in

fants less than 24 months of age than the older mothers. 

Table 2 demonstrates the frequencies of the age groups in 

the sample. 

TABLE 2 

FREQUENCY OF AGE DISTRIBUTIONS 
OF SUBJECTS 

Age Range in Percentage of Subjects 
Years Subjects in Age Range 

16 - 20 17 33 

21 - 25 12 23 
26 - 30 12 23 

31 - 35 8 15 

36 - 40 2 4 
Over 40 1 2 

M = 25.1 N = 52 
SD = 6.47 
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More than half (N = 28) of the subjects reported 

having attended 10-12 years of school. Of these 28, 16 

reported having graduated from high school. When asked 

what was the last grade attended in school, 2 percent of 

the subjects reported having attended 1-6 years of school. 

There were 16 subjects who reported having attended 

7-9 years. The mean was 9.4 years (SD= 2.74). One of 

the subjects reported having had no formal education, and 

could not read or write in any language. Two subjects re

ported that their education was obtained in Mexico. One of 

the subjects, educated in Mexico, had attended beauty 

school after completing the high school equivalency in 

Mexico. Table 3 describes the sample according to the 

number of school years attended. 

TABLE 3 

EDUCATIONAL LEVEL OF SUBJECTS 

Range of School 
Years Attended 

None 
1 - 6 

7 - 9 
10 - 12 

Over 12 

M = 9. 4 

SD= 2.74 

Subjects 

1 

6 

16 

28 
1 

Percentage of Subjects 
in School Years Attended 

2 

11 

31 
54 

2 

1 N = 52 



55 

The questions in the demographic data section that 

dealt with language spoken at home and the language the 

subject was able to read were designed to provide a 

description of the subjects' acculturation. Twelve percent 

of the subjects reported English as the major language 

spoken at home. There were 40 who reported using 

both English and Spanish at home, while 11 percent reported 

speaking only Spanish at home. Table 4 presents a descrip

tion of the language preferred at home by the 52 subjects 

in the sample. 

TABLE 4 

LANGUAGE PREFERRED AT HOME BY SUBJECTS 

Language Spoken Percentage of Subjects 
at Home Subjects in Language Category 

English 6 12 

Spanish 6 11 

Both 40 77.0 

Ability to read in English exclusively was reported 

by 48 percent of the subjects, while 46 percent reported 

ability to read in both English and Spanish. There was one 

subject who reported she was able to read only in Spanish, 

and two subjects who reported they were not able to read in 

either language. Table 5 demonstrates the frequencies 
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reported for ability to read both English and Spanish in 

ability to read the language. 

TABLE 5 

FREQUENCIES REPORTED IN ABILITY TO 
READ THE ENGLISH AND/OR 

SPANISH LANGUAGE 

Percentage 
Language Read Subjects in Each 

English only 25 48 

Spanish only 1 2 

English & Spanish 24 46 

None 2 4 

N = 52 

of Subjects 
Language 

As suggested by Edgerton and Karna (1971), the lan

guage in which subjects prefer to conduct an interview can 

be considered as an indication of acculturation to the 

Anglo-American culture. The researchers concluded that 

when subjects preferred the English language, this prefer

ence was an indication of a high degree of acculturation to 

the Anglo culture. 

Only 9 subjects, out of a total of 52, preferred 

the interview in Spanish. Two of the 9 subjects were the 

respondents who were not able to read and write in either 

language and who only spoke Spanish in the home. The other 
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7 subjects were bilingual and were able to read English or 

Spanish. Forty three subjects preferred the interview in 

English (Table 6). 

TABLE 6 

LANGUAGE PREFERENCE FOR INTERVIEW 
BY SUBJECTS 

Language Preferred Subjects 
Percentage of Subjects 
in Language Category 

English 

Spanish 

N = 52 

43 

9 

83 

17 

Indicators of acculturation to the Anglo culture 

were the subject's preference of the English language in 

the home, the subject's ability to read in English, and the 

subject's preference of the English language for the inter

view. The statistics, in the three categories, for the 52 

subjects indicated that the majority of the respondents 

demonstrated characteristics of becoming a part of the 

Anglo culture and of blending with the English speaking 

majority. This finding may be related to the educational 

level of the sample. With the majority of the respondents 

in the younger age group and the majority having received 

6-12 years of education in the United States, it would be 

expected that the majority would be able to speak and read 
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the English language. Preference in the home; however, and 

in the interview when given the choice, would be expected 

to be for the language that was more comfortable to the 

subject. These last two indicators, preference in the 

home for the English language, and preference for the inter

view were considered the strongest indicators of the sub

jects' acculturation. 

Folk Medicine Index Results 

Administration of the Health Beliefs Questionnaire 

by the interview method, facilitated the subjects' spontan

eous comments about folk medicine. Some subjects stated 

that they had learned about folk medicine from their 

mothers or grandmothers. A few expressed satisfaction at 

having a nurse interested in that aspect of their baby's 

care. One mother expressed that she had consulted with a 

doctor who accepted folk practices as beneficial, and she 

was glad that she was able to talk about folk medicine 

with someone from the clinic. 

During the administration of the questionnaire, 

the subjects usually volunteered additional information 

when the questions related to their beliefs in a curandera 

(Appendix A, nos. 13 and 20) were asked. The subjects who 

disagreed with the statements explained that the reason 

they felt it was not necessary to consult with a curandera 
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was because the same treatment would be performed by the 

mother at home. 

All 52 of the subjects were familiar with the folk 

illnesses and remedies as stated in the questionnaire. One 

respondent who was not familiar with the names, recognized 

what was meant when the translation to Spanish was given. 

It was noted that some infants were wearing a deer eye 

around the neck or the wrist. The mothers proudly pointed 

out the amulet when the question regarding the deer eye 

(Appendix A, no. 11) was asked. One infant was wearing a 

penny as a bracelet charm. In this case, the mother ex

plained that the penny was helpful in relieving the teeth

ing pain of the infant. 

Data obtained from the Health Beliefs Questionaire 

yielded the Folk Medicine Index (FMI). The maximum score 

possible was 100. The index range for the 52 subjects was 

54. The lowest Folk Medicine Index obtained was 43. The 

highest score was 96. The mean was 75.23 (SD= 13.27). The 

range of obtained scores in the Health Beliefs Questionnaire 

was 43-96. Low believers were subjects who scored in the 

43-69 range. High believers were subjects who scored in the 

70-96 range. 

More than half of the subjects could be classified 

as high believers in folk medicine. Thirty four subjects, 

or 65 percent scored in the high believers range of 70-96. 
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Eighteen subjects, or 35 percent, scored in the 

low believers range of 20-59. The majority of Mexican

American mothers in this group; therefore, had knowledge 

of, and believed in, folk medicine. These findings sup

ported those reported by Creson, McKinley, and Evans (1969) 

who found that folk medicine was widespread in south Texas. 

The authors reported that 80 percent of the respondents 

in their study indicated some knowledge of and adherence 

to folk medicine. 

Health Supervision Index Results 

Data obtained from the Health Supervision Record 

yielded the Health Supervision Index (HSI). The HSI was 

representative of the mother's utilization of child health 

service. The Health Supervision Indices for the infants 

were determined by the health department standards of care 

which were adhered to at the well-child clinics. 

There were 23 male and 29 female infants in the 

_sample. The maximum HSI score possible was 130.2, and it 

represented the pattern of care at its optimum level 

according to the standards of the clinic. The maximum 

score found in the sample was 130.2. The minimum HSI score 

possible was 3.84. The lowest score found was 11.36. The 

mean was 71.6 (SD= 41.97). 
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Relationship of FMI to HSI 

The hypothesis for the study was that there 

is no relationship between the mothers' beliefs in folk 

medicine and the mothers' utilization of child health ser

vices. The study intended to answer the question whether 

or not individuals who scored high (or low) in the Folk 

Medicine Index has a tendency to score high (or low) in 

the Health Supervision Index. The FMI, representing the 

degree to which the subjects believed in folk medicine, and 

the HSI, representing their utilization of child health 

services of the clinic, were grouped and paired. The FMI 

and the HSI scores for the 52 subjects are found in 

Appendix H. 

To calculate the type and degree of relationship 

between the FMI and the HSI statistically, the Pearson 

product-moment correlation coefficient (r) was used. This 

statistical method of correlation was selected because the 

FMI and the HSI scores were interval data and a linear 

correlation was being investigated. A significance level 

of .05 (p = ~ .05) was accepted. 

The Pearson product-moment correlation coefficient 

(r) analysis demonstrated a value of r = -.1300 with 

p = .179 in the relationship between the Folk Medicine 

Index and the Health Supervision Index. Because the re

lationship identified was at a significance level higher 
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than p 2 .05, the null hypothesis was accepted. 

The distribution between the two groups of data, 

the paired FMI and HSI scores for the 52 subjects, were 

diagrannned in scatter graph form. The diagram failed to 

demonstrate any clustering of the data. No linear positive 

or negative relationship was apparent between the two vari

ables. Appendix J illustrates the graphed FMI and HSI 

scores. 

Relationship of Demographic Factors 
to Folk Medicine 

The high incidence of belief in folk medicine among 

the subjects led the investigator to identify the factors 

that most influenced these results. According to the type 

of data available, appropriate testing methods were selected 

to investigate the relationship between the variables of 

. acculturation, education, and age, and folk medicine 

beliefs. 

Acculturation and Folk Medicine 

The relationship between the subjects' accultura

tion and their beliefs in folk medicine was determined by 

the Chi square (X2) statistical analysis. The attributes 

that were considered measures of acculturation were the 

language spoken at home, and ability to read in either 

English or Spanish. Other indicators included were language 
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preference for the interview, and the country where educa

tion was obtained. The Folk Medicine Index provided the 

data on beliefs in folk medicine. 

A significance level of .OS (p = < .05) was deter

mined as acceptable to acknowledge the association between 

each of the acculturation variables and folk medicine. The 

x2 analysis was selected because the variables of language 

spoken at home, and language read, are nominal, or categor

ical, data. Kerlinger (1973, pp. 160, 166) suggested that 

under these conditions, x2 is appropriate to study relations 

between two variables. 

Table 7 illustrates, in contingency table form, the 

relation of the variable language preferred in the home and 

the Folk Medicine Index scores of the 52 subjects. Of the 

subjects who spoke English exclusively at home, 83 percent 

were high believers in folk medicine as indicated by the 

scores in the 70-96 range. Of those who spoke English and 

Spanish at home, 65 percent scored as high believers in 

folk medicine. Of those subjects who spoke Spanish exclu

sively, 50 percent were high believers. This finding was 

not statistically significant (X2 = 23.82, p = > .05). 

The subjects who spoke only English, had a higher percentage 

of high believers than those who either spoke Spanish or 

who spoke both languages. 
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TABLE 7 

RELATION OF LANGUAGE SPOKEN IN THE HOME 
AND FOLK MEDICINE INDEX SCORES 

OF SUBJECTS 

Low Believers High Believers 

English Only 

Spanish Only 

English and 
Spanish 

x2 
= 23.82 

df = 2 

p = >.05 

1 

3 

14 

FMI 43-68 FMI 70-96 

5 
(17%) (83%) 

3 
(50% (50% 

26 
(35%) (65%) 

N = 52 

Ability to read English or Spanish, and the Folk 

Medicine Index were found to be significantly related at the 

.05 level (X2 = 123.55,p = .0461). The subject who reported 

being able to read Spanish only, was found to score in the 

low believers rank of folk medicine. Subjects (24)whowere 

able to read both languages had larger percentages of high 

believers. Subjects (2) who were not able to read in either 

language tended to score in the high believers range of 

folk medicine. Table 8 describes the relation of ability 
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to read English or Spanish and the Folk Medicine Index. 

English Only 

Spanish Only 

Both English 
and Spanish 

Neither 
English or 
Spanish 

x2 = 20.77 

df = 3 

p = .0461 

TABLE 8 

RELATION OF LANGUAGE READ AND 
FOLK MEDICINE INDEX SCORES 

OF SUBJECTS 

Low Believers 
FMI 43-68 

7 
(28%) 

1 
(100%) 

10 
(42%) 

0 
(0%) 

High Believers 
FMI 70-96 

18 
(72%) 

0 
(0%) 

14 
(58%) 

2 
(100%) 

N = 52 

Where the subjects obtained their education was 

positively related to their folk medicine index scores 

2 (X = 13.94, p = .0478). Of the subjects educated in the 

United States, 65 percent were discovered to be high be

lievers in folk medicine. Two subjects, 1 who was 

educated in Mexico, and 1 who had no formal education, 
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also scored high on the Folk Medicine Index (See Table 9). 

TABLE 9 

RELATION OF WHERE EDUCATION WAS OBTAINED 
AND FOLK MEDICINE INDEX SCORES 

OF SUBJECTS 

Low Believers High Believers 

Mexico 

United States 

No Education 

x2 = 13.94 

df = 3 

p = .0478 

FMI 43-68 

1 
(50%) 

17 
(35%) 

0 
(0%) 

FMI 70-96 

1 
(50%) 

32 
(65%) 

1 
(100%) 

N = 52 

Of the attributes indicating acculturation to the 

Anglo culture or adherence to Mexican culture, 2 were 

found to be positively significant at the .05 level in 

their relation to folk medicine beliefs. These two attri

butes were (1) the ability to read English or Spanish, and 

(2) whether the education was obtained in Mexico or in the 

United States. Those subjects ( 2) who were educated in Mexico 

or who were not able to read in any language,(2) tended to 
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score high on the Folk Medicine Index. Subjects identified 

as not acculturated to the Anglo culture as reported in 

their preference for Spanish at home and at the interview, 

tended to score high in the Folk Medicine Index. Similar 

findings were reported by Edgerton and Karno (1971). They 

found that closeness to Mexican-American characteristics 

and preference for the Spanish language were indications of 

the lack of acculturation that affected their perceptions 

of mental illness. 

Educational Level and Folk Medicine 

When the variables educational level and folk medi

cine beliefs were analyzed by the Pearson product-moment 

correlation coefficient (r), a significant negative relation

ship was identified, the Pearson r was - . 4912 with p = . 001. 

The high believers in folk medicine tended to have lower 

levels of formal education than the low believers. Appendix 

K illustrates, in scatter diagram form, the relationship 

between the years attended in school and the Folk Medicine 

Index scores. 

Age and Folk Medicine 

To determine the relationship between age of the 

subjects and folk medicine beliefs, the Pearson product

moment correlation coefficient (r) was used. A relation

ship of r = -.1382, p = .164, was found and it was 
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determined to be not significant at the .05 level. For 

this sample, the factor of age was not significantly re

lated to the Folk Medicine Index Scores. 

Surrnnary 

The findings of the study were the following: 

1. The null hypothesis was accepted. There was no 

significant relationship identified between the subjects' 

Folk Medicine Indices and the Child Health Supervision 

Indices. High believers in folk medicine scored high in 

the HSI. Low believers in folk medicine also scored high 

in the HSI 

2. More than half (34) of the subjects scored in 

the high believers range of 70-96 of the Folk Medicine Index 

3. There was no significant relationship between 

language preference at home and the subjects' Folk Medicine 

Index 

4. There was a significant positive relationship 

between the subjects' ability to read English or Spanish 

and the Folk Medicine Indices. Subjects (2) who were not 

able to read either language scored high on the Folk Medi

cine Indices more often than those 50 who could read 

either or both English and Spanish 

5. There was a significant positive relationship 

between the place where the subjects obtained their 
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education and the subjects' Folk Medicine Indices. The 

subjects (2) educated in Mexico and those who had no formal 

education tended to score in the high range of the Folk 

Medicine Index 

6. There was a negative relationship between the 

subjects' educational level and the subjects' Folk Medicine 

Indices. Subjects who scored in the high beliervers range 

of the Folk Medicine Index tended to have lower levels of 

education than those who scored in the low believers range 

of folk medicine 

7. There was no significant relationship between 

the age of the subjects and their Folk Medicine Index 



CHAPTER V 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

Some conclusions and recommendations were drawn 

from the findings of the study. In this chapter, a sunnnary 

of the study is provided and the conclusions and recommen

dations are presented. 

Summary 

The study investigated the relationship between 

beliefs in folk medicine and the health behavior of 

Mexican-American Mothers in preventive child health ser

vices. The extent to which the mothers believed in folk 

medicine and the extent to which the mothers utilized the 

well-child clinics were determined and compared. The 

sample consisted of 52 Mexican-American mothers of infants 

6-24 months of age. 

Two instruments were developed by the investigator. 

Data were collected by the interview method and by record 

review. One instrument, the Health Beliefs Questionnaire, 

provided data for the Folk Medicine Index. The other in

strument, the Health Supervision Record, provided data for 

the Health Supervision Index. The Health Supervision 

Index represented the mother's utilization of the child 

health services. 
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The Pearson product-moment correlation coefficient 

(r) statistic was used to analyze the data of Folk Medicine 

Indices and the Health Supervision Indices. More than half 

of the subjects were high believers in folk medicine. 

There was no significant linear relationship between the 

Folk Medicine Indices and the Health Supervision Indices. 

The extent of association of the variables accul

turation, educational level, and age, to the Folk Medicine 

Index was determined by the Chi square (X2) statistic. 

Language preference at home was not related to the Folk 

Medicine Index. Subjects (2) who were not able to read in 

any language, scored as high believers in folk medicine 

more often th~n the 50 subjects who were able to read in 

English or English and Spanish. Subjects (2) who were ed

ucated in Mexico, or who had no formal education (1) scored 

as high believers in folk medicine. Subjects who attained 

lower levels of education tended to score higher in the Folk 

Medicine Index than those subjects who had attended high 

school. Thus, the variables positively associated with 

the subjects' folk medicine beliefs were: ability to read 

English or Spanish, where education was obtained, and level 

of formal education. The variable age was not signifi

cantly related to the Folk Medicine Index. 
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Conclusions 

The investigator concluded as follows: 

1 . . Mothers' beliefs in folk medicine do not 

influence, positively or negatively, mothers' utilization 
✓ 

of child health services in well-child clinics 

2. Folk medicine beliefs are widespread among the 

Mexican-American mothers who attend well-child clinics 

3. Language spoken at home is not related to the 

·mother's beliefs in folk medicine 

4. Mothers who are able to read English or Spanish 

tend to be high believers in folk medicine 

5. Mothers with formql education in · the United 

States tend to be low believers in folk medicine 

6. The age of the mother is not associated with 

her beliefs in folk medicine 

Recommendations 

The following recommendations for further study~ 

are made: 

1. The study should be replicated with a larger 

sample and in a different setting 

2. The study should be replicated to further 

validate the folk medicine belief measurement tool 

3. The study should be replicated in a setting in 

Mexico in order to obtain a wider representation of 
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subjects with varying levels of educa.tion in Mexico 

4. In dealing with the Mexican-American mother 

of any age, the health care provider must rely on infor

mation about individual beliefs in folk medicine provided 

by the mother in order to determine the extent to which 

she believes in folk medicine 
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APPENDIX A 

HEALTH BELIEFS QUESTIONNAIRE 

DEMOGRAPHIC DATA 

Date of Interview: ------ Clinic: ORM OHC OLA 

Clinic usually attended: Date of birth of baby: 

Own 
Sex: 

Code No. D D 

DR OcH 

OM 0Fe 
Age of mother: D D Last grade mother attended in school: DD Where? D Mex DUS 

What language do you speak at home? D English D Spanish D Both __ 

What language do you read? D English D Spanish D Both D None 

QUESTIONNAIRE 

In the following statements, I want to know what you think about certain baby problems known 

as enfriamiento, stomach colic, empacho, the evil eye, umbilical hernias, and mollera caida. I will 

be asking you to respond to several statements. You have a choice of five responses: Strongly 

Disagree, Disagree, Undecided, Agree, or Strongly Agree with the statement. Please indicate to me 

which of these answers best described how you feel about the statement. 



1. 

2. 

3. 

4. 

5. 

6. 

A baby can catch a cold (enfriamiento) 
in some part of the body if taken out 
in the cold air. 

A mother should wrap the baby's head 
and feet when taking him out in the 
cold air. 

Warm Vicks Vapo Rub applied to the 
baby's chest will cure a chest cold 
(enfriamiento) on the baby. 

If the baby drinks cold formula he 
will get sick with stomach colic. 

A mother should give the baby liquids 
that are at room temperature. 

The mother should rub the baby's 
stomach with warm oil when the baby 
has stomach colic. 

7. When a baby gets empacho, this 
means that a ball of food has stuck 
to his stomach. 

8. To cure empacho, the baby's stomach 
should be rubbed with oil while 
pinching his back until it pops 
three times. 

Strongly 
Disagree 

D 

D 

D 

D 

D 

D 

D 

D 

Disagree Undecided 

D D 

D D 

D D 

D D 

D D 

D D 

D D 

D D 

Agree 

D 

D 

D 

D 

D 

D 

D 

D 

Strongly 
Agree 

D 

D 

D 

D 

D 

D 

D 

D 

........ 

°' 



9. 

10. 

11. 

12. 

To cure empacho, the baby should be 
given a laxative that will clean out 
the stomach. 

A baby can get the evil eye (mal de 
ojo) if a person looks admiringly at 
him and does not touch him. 

A mother can protect the baby from 
getting the evil eye (mal de ojo) by 
tying a deer's eye around his neck. 

The mother can cure the baby of the 
evil eye (mal de ojo) by rubbing his 
body with a fresh egg while praying. 

13. When the baby has the evil eye, the 
mother should take him to a 
curandera for a cure. 

14. 

15. 

16. 

A baby can get a hernia in his navel 
if he cries very hard. 

A mother can keep the baby's navel 
from popping out by applying a binder 
over the naval. 

A mother can keep the baby's navel 
from popping out by taping a coin 
over the navel. 

Strongly 
Disagree 

D 

D 

D 

D 

D 

D 

D 

D 

Disagree Undecided 

D D 

D D 

D D 

D D 

D D 

D D 

D D 

D D 

Agree 

D 

D 

D 

D 

D 

D 

D 

D 

Strongly 
Agree 

D 

D 

D 

D :j 

D 

D 

D 

D 



Strongly Strongly 
Disagree Disagree Undecided Agree Agree 

17. Dropping the baby to the floor may 
cause the baby's soft spot (mollera) 
to fall in. D D D D D 

18. Pulling the nipple out of the baby's 
mouth too hard may cause the soft 

D D D D D spot (mollera) to fall in. 

19. To cure mollera caida, the baby 
should be held by ankles head down 
and the crown of the head dipped in 
tepid water. D D D D D 

20. When the baby has mollera caida, -....J 

the mother should take the baby to 00 

a curandera for a cure. D D D D D 

Thank you for answering the statements. 
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DATOS DEMOGRAFICOS 

Fecha de entrevista: -----

APPENDIX B 

CUESTIONARIO DE CREENCIAS DE SALUD 

Clinica: □ RM □ He DLA 

Code No. D D 

Own DR OcH 
Sexo: D M D FE Clinica atendida usualmente: _____ Fecha de Nacimiento del hebe: _____ _ 

Edad de la madre: D D Ultimo grado atendido en la escuela: D D Donde? D Mex D E.U.A. 

Que lenguaje habla en casa? D Ingles D Espanol D Ambos 

Que lenguaje lee? D Ingles D Espanol D Ambos D Ninguno 

CUESTIONARIO 

En los siguientes inforrnes quiero saber lo que usted piensa sabre ciertos problernas de los 

ninos que se conocen por enfriarniento o resfr10, calico de estornago, empacho, mal de ojo, hernias, 

y rnollera caida. Levoy a pedir que responda a los informes que le voy a leer de acuerdo a coma 

usted crea en ellos. Usted puede elegir de las siguientes respuestas: Absolutamente no creo en eso, 

No creo en eso, Estey indecisa o nose, Si creo en eso un poco, Crea mucho en eso. Piense un poco 

tocante a cada infonne y indique la respuesta que mas mejor refleje coma usted piensa sobre a lo 

que el inforrne le dice. 



1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

Un hebe puede enfermarse de enfria
miento o resfr!o en alguna parte del 
cuerpo si se le saca al aire fr:fo. 

La mama debe de cubrir la cabeza y los 
pies del hebe al salir al aire fr{o. 

Para curar un resfri6 o enfriamiento, 
se le debe sobar el pecho del hebe con 
Vicks Vapo Rub. 

El hebe se puede enfermar de calico de 
estomago si toma el biberon fr!o. 

La mama debe de tibiar los liquidos a 
temperatura al tiempo antes de darselos 
a beber al hebe. 

Cuando el hebe tiene calico, se le 
debe de sobar el estomago con aceite de 
olivo para aliviar el malestar. 

Cuando el hebe tiene empacho, eso 
quiere decir que tiene una bola de 
comida pegada al est6mago. 

Para curar el empacho en el hebe, se le 
debe de sobar el estomago con aceite 
mientras se le pellisca la espalda 
hasta que truene tres veces. 

Absoluta
mente No 

creo 

D 

D 

D 

D 

D 

D 

D 

D 

No creo 

D 

D 

D 

D 

D 

D 

D 

D 

Estoy 
Indecisa, 

Nose 

D 

D 

D 

D 

D 

D 

D 

D 

Si creo 
un poco 

D 

D 

D 

D 

D 

D 

D 

D 

Creo 
Mucho 

D 

D 

D 

D 

D 

D 

D 

D 

(X) 
t-' 



9. 

10. 

11. 

12. 

Para curar el empacho en el bebe, se 
le dehe dar a tomar una purga para que 
le lave el est6rnago. 

El hebe se puede enfermar de mal de 
ojo si alguna persona love con 
admiracion y no lo atoca. 

La mama puede proteger al hebe del 
mal de ojo poniendole un ojo de venado 
sobre el cuello. 

Cuando el hebe tiene rnal de ojo, la 
mama puede curarlo dandole una 
barrida con un huevo fresco y 
oraciones. 

13. Cuando el bebe tiene mal de ojo, la 
mama debe llevarlo con una curandera 

14. 

15. 

para su curacion. 

Al hebe se le puede saltar el 
ombligo si llora muy fuerte. 

La mama puede prevenir que se le 
salte el ombligo al hebe poniendole 
un fajero sobre el ombligo. 

Ahsoluta
rnente No 

creo 

D 

D 

D 

D 

D 

D 

D 

No creo 

D 

D 

D 

D 

D 

D 

D 

Estey 
Indecisa, 

Nose 

D 

D 

D 

D 

D 

D 

D 

Si creo 
un poco 

D 

D 

D 

D 

D 

D 

D 

Creo 
Mucho 

D 

D 

D 

D 

D 

D 

D 

CX> 
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16. 

17. 

18. 

19. 

20. 

Absoluta
mente No 

creo No creo 

La mama puede prevenir que se le salte 
el ambliga al hebe pegandole una 
maneda sabre al ombliga. 

Una caida al suela del hebe puede 
ocasianar que se le caiga la mallera 

Sise le saca el maroon de la boca muy 
fuerte, esto puede acasianar que se le 
caiga la mollera al bebe. 

Para curar la mollera caida, el hebe 
se sastiene de las pies cabeza abaja 
y la corona de la cabeza se sumerge 
en agua tibia. 

Cuando el hebe tiene mollera caida, la 
mama debe llevarlo con una curandera 
para su curaci6n. 

D 

D 

D 

D 

D 

Muchas gracias por contestar a estos informes. 

D 

D 

D 

D 

D 

Estoy 
Indecisa, 

Ne se 

D 

D 

D 

D 

D 

Si crea 
un poco 

D 

D 

D 

D 

D 

Crea 
Mucha 

D 

D 

D 

□· 

D 

00 
w 
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APPENDIX C 

HEALTH SUPERVISION INDEX D D Code No. D D 
INFANT HEALTH SUPERVISION RECORD 

Data to be used in computing the specific indexes for the overall 
Health Supervision Index will be obtained from the clinic health record 
of the infants whose mothers completed the questionnaire. Information 
will be transcribed to this form for use in the formula computations. 

Date of record review: Date of birth of infant: 

WELL-BABY VISITS DATA 

Enter the following information for each of the well baby visits 
documented on the health record: 

Age period where 
Date of Visit Age in Months visit is credited 

1. DD DD 
2. DD DD 
3. DD DD 
4. DD DD 
5. DD DD 
6. DD DD 
7. DD DD 
8. DD DD 
9. DD DD 

10. DD DD 
11. DD DD 
12~ DD DD 
13. DD DD 

WELL-BABY VISIT INDEX □ D 
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IMMUNIZATION DATA 

Enter the following information on each immunization documented 
on the health record. 

DTP 1. 

2. 

3. 

Booster 

OPV 1. 

2. 

3. 

Booster 

Rubella 

Rubeola 

Date Age in Months Interval Time 

DD 
DD 
DD 
DD 

DD 
DD 
DD 
DD 

DD 

DD 

DTP Score DD 

OPV Score DD 

Rubella Score D D 

Rubeola Score D D 

IMMUNIZATION INDEX D D 
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SCREENING TESTS DATA 

Enter the following information for each of the screening tests 
that are documented on the health record. 

Date of Test 

PKU 

TBC 

H&R 

UA 

Age in Months 

DD 

DD 
DD 
DD 

DD 

PKU Score D D 

TBC Score D D 

H&R Score DD 

UA Score D D 

SCREENING INDEX D D 
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APPENDIX D 

The Health Supervision Index 

The Health Supervision Index (HSI) reflected the 

number and timing of well-baby visits, immunizations, and 

screening tests provided to the infants in the well-child 

clinics. As designed by Boekelman and Peters (1972), the 

index was derived from specific individual indexes: the 

well-baby visit index, the immunization index, and the 

screening index. The total Health Supervision Index was 

computed for the individual subjects using the following 

formula: 

HSI= WBVI + xII + ySI 

Explanation of its components: 

HSI= health supervision index 

WBVI = well-baby visit index 

II= irmnunization index 

SI= screening index 

x and y = factors which reflect the 

weight given to the II and SI relative to 

the WBVI in the determination of the HSI 

arbitrarily (Boekelman and Peters 1972) 

The maximum possible Health Supervision Index (HSI) 

was 130.2. Specific individual formulas were used to com

pute the WBVI, II, and the SI components. 
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The formulas used by Hoekelman and Peters (1972) 

for the computation of the individual indexes were modi

fied by the investigator to consider the standards of care 

at the agency where the study was conducted. Measuring 

the subjects according to standards other than those estab

lished by the clinic they were attending was considered to 

be inappropriate. Therefore, the individual index formulas 

were modified to be applicable to children of varied ages 

and to the pattern of well-baby visits, immunizations, and 

screening procedures reconnnended at the health department. 

These index formulas were reconstructed by the principles 

and methods utilized by Hoekelman and Peters (1972) in 

construction of their indexes. Such flexibility and 

recommended modification was suggested by the authors in 

subsequent uses of the index (Hoekelman 1978; Hoekelman, 

Zimmer 1975; Staub, Hoekelman, Bien et al. 1976). 

Construction of Indexes 

The Well-Baby Visit Index (WBVI) 

WBVI = According to the clinic standards, the 

WBVI "gives credit" for one visit per two-month 

period for the second six months, and one visit 

for the period of 12-14 months, one visit for the 

period of 15-16 months, and one visit for the 

period of 17-24 months. 
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In constructing the WBVI for children of varied 

age groups, the investigator found that the formulas used 

by Hoekelman and Peters (1972) were applicable only to 

one-year old infants and to two-year old infants. Since 

the sample included an age range of 6-24 months, these 

formulas were found to be inappropriate for those children 

between the ages of 6-12 months and between the ages of 

13-24 months. If the Hoekelman and Peters formulas for 

one-year and two-year olds were used in the determination 

of the indexes of infants in these two latter age groups, 

these children would be having an inaccurate score. 

Their low score would imply that they had not complied 

with the requirements of health care at the clinic when 

actually they would not yet be ready for the services by 

virtue of their ages. An example would be the 11-month 

old infant who came to the clinic for a well-baby visit 

but was not yet of age for the immunization booster dose 

of diphtheria, tetanus and pertussis, and oral polio 

vaccine. Formula modification provided a means by which 

comparable scores could be obtained in children of 

different ages. 

The modified formulas for the WBVI applicable to 

infants of varied ages were used as follows: 
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For infants 6-11 months of age: 

WBVI = 200(n) 

(3-p) (t-p) 
t=l 

t = baby's age this period, in completed 

periods 

p = baby's age, in completed periods, at 

the time of the last visit before this 

period (p = 0 where there has been no 

visit before this period) 

n = number of periods during the first two 

years that a visit was made 

(Hoekelman and Peters 1972) 

For infants 12-14 months of age: 

WBVI = 250(n) 

(4-P)(t-p) 
t=l 

For infants 15-16 months of age: 

WBVI = 300(n) 

(5-p) (t-p) 
t=l 



93 

For infants 17-24 months of age: 

WBVI = 350(n) 

(6-p) (t-p) 
t=l 

The maximum score for the WBVI in each of the age 

groups was 100. 

The Inununization Index (II) 

II= The immunization index formulas similarly 

modified. 

The highest possible score for each month in the 

range of 6-24 months of age was determined by considering 

the irrnnunizations that the infant would be required to have 

at that specific age. These were determined as: 

Optimum score of 8 at 6 and 7 months of age. 

Optimum score of 12.5 at 8, 9, and 10 months 

of age. 

Optimum score of 17 at 11 through 17 months 

of age. 

Optimum score of 25 at 18 through 24 months 

of age. 

In order that the scores of infants of varied ages 

be comparable, computation of the index was done by: taking 

the maximum possible score for a child his age; determin

ing the subject's actual score; formulating the percentage 
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at the maximum score possible; and multiplying by the 

maximum score possible at 24 months of age. The result was 

the Immunization Index (II) for that subject according to 

his age. Thus, the formula for the Irrnnunization Index was 

made applicable to children of varied ages. 

The modified II formula used was: 

a+ 0.6b + 0.4c + 0.5d 
II= Maximum Score at Given Age x 25 

a= diptheria, tetanus, pertussis (DTP) 

immunization 

b = poliomyelitis 

c = rubeola 

d = rubella 

Maximum Score at Given Age= obtained 

from the list of optimum score possible 

at the infant's given age 

The pattern for scoring each innnunizing agent was 

according to that recommended by Hoekelman and Peters 

(1972, Table 2). 

The Screening Index (SI) 

SI= The formula for the SI was modified in con

sideration of the clinic policy that provided for 

routine procedures of phenylketonuria at two months 
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of age, and tuberculin skin testing at 12-15 

months of age, or before the measles, mumps, and 

rubella vaccination. Since hemoglobin and hema

tocrit tests and urinalysis were not included as 

routine screening procedures at the agency, they 

were not included in the index computation. 

The formula for the Screening Index applicable to 

all the subjects irregardless of age was: 

SI= a+ 0.7b 

a= tuberculin skin test 

b = phenylketonuria screening test 

A value of one for the tuberculin skin test was 

given if the infant was less than 1 year of age in order 

to avoid assigning an inaccurate score because the child 

would not have reached the age of requirement. The 

patterns of use for the screening tests were considered in 

determining the values of a and b. The pattern used was 

the one presented by Hoekelman and Peters (1972, p. 541). 

Modification to the assignment of values consisted in 

allowance of phenylketonuria test up to 9 weeks, tuberculin 

skin test credit as noted in the formula, and tuberculin 

skin test score during the second year score assignment of 

4. Maximum possible score for the Innnunization Index 

possible was 10.2. 
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APPEI\"'I)IX E 

TEXAS l\U1llN' S UNIVERSITY 

Human Research Ccmnittee 

NaIT'e of Investigator: _ Bertha Cruz 

Mdress: 6322 C., South Parsre Island Drive 

Corpus Christi, Texas 78~]:_4 __ 

----- - -- - ---·- -

Dear Ms. Cruz: 

Center: Dallas --------

--- · - ---·- -- Mexican-American Folk Beliefs am Child 
Your study entitled _Jiealth Service Utiliz.§.tion _____ .. ____ _ 

has been :reviewed by a ccmnittee of the Human Research Review camri.ttee 

and it appears to m:!et our requi.rerents in regard to protection of the 

individual's rights. 

Please be renirrled that both the University and the Depart:Irent 

of Health, F.ciu:ation and Welfare regulations require that written 

cx,nsents must be obtained fran all hmian subjects in your stu:ties. 

'Ihese fonm truSt be kept on file by you. 

Furtherm::>re, should your project change, another review by 

the Ccmnittee is required, according to DHEW regulations. 

Sincerely, 

~ I 
~.k-;- ~ ..A . - • .•• 

Chainnan, HUrtan Research 
Review Ccmni ttee 

at~~las __ 
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Appendix F 

E>:t_s \·J0!1AJ~ 1 ~ U!~\'~.S:Tl 
COI.J..EG::: or l,lJ?-SIJ~,:; 

D:::NTJN, ~AS 

:
1!-:.../JS C=J--:7::?. 

ie::..CJ Irn-DOd Roa::: 1:2c1 r-:.s. P:l:Je~~:::,:: r::.,,~. 
H=ils~o:1, Texas 77025 D~llas, Texas 75235 

1 .. -...:.. -------------------------------------------
G?~L:rrs TO Bertha Cruz, B.S.N. 

----------------------------------------
a stude:-,t enrolled in a pr::::gra::-: of nursing leacing tc a ~jaste::-' s Degree at 
TeXcs Wcrr.ar-.'s University, the privilege of its facilities .in order to 
study the followi.11g p:rvble~: 

The relationship between beliefs in folk medicine practices and the 
health behavior of Mexican-American mothers in preventive child 
health services. 

Date 

2. The narres of co:-isultative or a±r:::..r.istrative perso:1.:-,el in the 
agency (m=.y) (~..,XX'~:t) be ide""'~i-fie-~ :..r, th~ fi.11C.: re?::rt. 

3. The agency (wants) (~~oc:x~~~~l:) a confere:ice with the stu
dent when the report is corr~leted. 

4. The agency is (willing) (~·~gO to 2.llrn.; the co;Qleted 
report tc be ci.Y"Culated through interlibra..""'Y 102.1. 

5. Other: ------------------------------------

--------------- Sigr,ature of Age:1cy ?erso:!"..11el 

S:g:-,ature of Student Sigr1ature of .t acul ty Advisor 

~•::ill ot.:t and sign three copies to be distributed as follows: Original -
S-:ude:r.t; first copy - agency; second copy - T.W.U. College of Nursing. 
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APPENDIX G 

EXPLANATION TO MOTHERS 

Hello, Mrs. --------
Are you the mother of ________ ? My name is 

Bertha Cruz and I would like to ask you if you would like 

to take part in a study that I am conducting regarding 

baby care measures at home. This study will be helpful to 

mothers like yourself in that it will help in the nursing 

care that is provided to the babies. 

I am interested in finding out what mothers think 

about the home remedies that were passed on by our ances-

tors, how these are used, and how the mothers deal with 

some baby problems at home. I have here a list of state

ments about some of these baby care measures. For each of 

the statement there are boxes from which to choose an 

answer. I will read the statements to you and I would like 

for you to tell me which box best describes how you feel 

about each of the statements. You may select from: 

Strongly Agrees, Agrees, Strongly Disagrees, Disagrees, 

or is Undecided about the statement. The reading and 

answering of the statements will take approximately twenty 

minutes. 

Also, I would like to obtain information on the 

baby regarding the number of visits made to the well-child 
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clinics, the immunizations received, and the screening 

examinations performed. For this information, I would be 

reviewing the baby's health record in the health depart

ment office. 

All information will be confidential and will only 

be used by me for this study. Your name and address will 

be used only to locate your baby's health record in the 

department office. The results of the study will have no 

mention of people's names or places. Once the study is 

completed, all references to any names will be destroyed. 

Your participation in this study is strictly volun

tary. If you decide not to participate, this will not in 

any way affect your attendance to this clinic or the ser

vices provided to you. If you decide to participate, you 

may withdraw from the study at any time. Should you de-

cide to not continue, you can notify me through the clinic. 

Would you like to participate in the study? May 

I have your permission to use the information from your 

baby's record in this study? If you agree, please sign 

these consent forms after you have read them. 

Do you have any questions? 

How would you like the statements to be read, in 

English or Spanish? 

Thank you for participating in the study. 
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APPENDIX H 

Consent to Act as a Subject for Research and Investigation 

I have received an oral description of this study, including a 

fair explanation of the procedures and their purpose, of the type of 

information that will be obtained from my baby's health record, and 

how the information will be used in the study, any associated discom

forts or risks, and a description of the possible benefits. An offer 

has been made to me to answer all questions about the study. I under

stand that my name or my baby's name will not be used in any release 

of the information and that I am free to withdraw at any time. 

Name of Baby Signature Date 

Witness Date 

Certification by Person Explaining the Study: 

This is to certify that I have fully informed and explained to 

the above named person a description of the listed elements of in

formed consent. 

Signature Date 

Position 

Witness Date 
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APPENDIX I 

FOLK MEDICINE INDEXES AND HEALTH SUPERVISION 

INDEXES OF 52 SUBJECTS 

Subject FMI (X) HSI (Y) Subject FMI (X) HSI (Y) 

1 55 86.16 27 70 24.33 

2 81 126.20 28 63 61. 54 

3 46 90.72 29 81 60.50 

4 84 40.70 30 90 56.10 

5 79 34.56 31 79 100.20 

5 75 102.10 32 90 34.90 

7 89 74.66 33 78 128.92 
8 89 120.18 34 96 87.04 

9 84 51. 46 35 73 40.79 

10 95 118.20 36 64 113.56 
11 , 67 119.56 37 73 112.10 

12 66 98.90 38 54 120.44 

13 92 80.16 39 91 107.52 

14 80 60.26 40 90 118.20 

15 60 58.60 41 91 21.18 

16 65 120.44 42 91 118.34 

17 80 94.80 43 63 86.60 

18 43 113.80 44 76 59.62 

19 61 11.36 45 87 105.42 

20 64 117.72 46 75 130.20 

21 94 115.64 47 57 130.20 

22 63 114.20 48 75 130.20 

23 82 123.00 49 83 100.20 

24 71 65.60 50 65 115.32 

25 68 23.84 51 59 117.72 
26 70 24.33 52 92 44.00 
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SCATTER DIAGRAM OF FOLK MEDICINE INDEX 

SCORES AND HEALTH SUPERVISION 

INDEX SCORES 
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APPENDIX J 

SCATTER DIAGRAM OF FOLK MEDICINE INDEX SCORES 

AND HEALTH SUPERVISION INDEX SCORES 
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SCATTER DIAGRAM OF FOLK MEDICINE INDEX 
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APPENDIX K 

SCATTER DIAGRAM OF FOLK MEDICINE INDEX AND 

EDUCATIONAL LEVEL OF SL~JECTS 
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