
MEXICAN AMERICAN CULTURAL SENSITIVITY AMONG 
FAMILY PLANNING CLINICAL STAFF 

A THESIS 

SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 

FOR THE DEGREE OF MASTER OF SCIENCE 

IN THE GRADUATE SCHOOL OF THE 

TEXAS WOMAN'S UNIVERSITY 

COLLEGE OF HEALTH SCIENCES 

BY 

HOLLY N. MCMINN, B.S. 

DENTON, TEXAS 

DECEMBER 1995 



TEXAS WOMAN'S UNIVERSITY 
DENTON, TEXAS 

November 10, 1995 
Date 

To the Associate Vice President for Research and Dean of the 
Graduate School: 

I am submitting herewith a thesis written by Holly N. McMinn 
entitled "Mexican American Cultural Sensitivity Among Family 
Planning Clinical Staff." I have examined the final copy of 
this thesis for form and content and recommend that it be 
accepted in partial fulfillment of the requirements -for the 
degree of Master of Science with a Major in Health Studies. 

t 

._}, '"'la( (; ('J,-d.---
J. paker, Major Professor 

We have read this thesis 
and recommend its acceptance. 

Wdk~ll&Adl 
Chair, Department of Health Studies 

Accepted: 
iJ ,, .. 

~:r,L}__,,< -/'.:.J: lA~;t -~~ / ; --; ~"-·r'\< ,-: -: -'} ,;.,.., ' 

Associate Vice President 
for Research and Dean of the 
Graduate School 



DEDICATION 

I would like to dedicate this to my Dad, who I know 

would have been proud to see this day and of me for 

accomplishing this goal. 

iii 



ACKNOWLEDGEMENTS 

I wish to thank my chairperson, Dr. Judy Baker, for her 

guidance, support, and encouragement to begin and complete 

this project. A special thank you for her willingness and 

time to help with data analysis. Thank you to my committee 

members, Dr. Eva Doyle and Dr. Barbara Cramer, for their 

input and support when it was needed. 

Deep appreciation is extended to the women at flanned 

Parentood; Barb Bacon, Julie Hevelone and Elizabeth Avila, 

for their input and help in the implementation of this 

study. Thank you to their clinical staff for completing the 

study and for the important role they play in a woman's 

reproductive choices. 

Special thanks to all of my friends, especially Emily 

and Suzanne, for their emotional support and understanding 

during this endeavor. Thank you for the much needed study 

breaks at odd times and hours. Thank you to my carpool pals 

for always providing a good laugh and a check on my sanity. 

Thanks to my family for stressing the importance of 

learning and curiosity. Thanks Mindy and Kelly for your 

belief in me, not only as my sisters but as friends. 

iv 



ABSTRACT 

COMPLETED RESEARCH IN HEALTH SCIENCES 
Texas Woman's University 

McMinn, H. N. Mexican American Cultural sensitivity Among 
Family Planning Clinical Staff. M.S. in Health Studies, 
1995, 111 pp. ( J. Baker) . 

This study examined possible relationships between 

characteristics of family planning clinical staff and their 

knowledge of and attitudes towards Mexican American·culture. 

Characteristics included: (a) ethnicity, (b) length of 

employment, (c) cultural issues experience, (d) clinic site, 

and (e) clinic type. Thirty-two clinical staff members of a 

large family planning organization located in Ft. Worth, 

Texas participated. The Mexican American Attitude and 

Knowledge Scale (Doyle & Chng, 1994) was administered in 
,. 

September 1995 to determine knowledge and attitudes. ANOVAs 

and Pearson's Product Moment Correlation were used to 

analyze data. No significant differences were found between 

clinical staff characteristics and knowledge. Significant 

differences were found between attitudes and ethnicity and 

clinic type. An inverse correlation was found between 

length of employment and attitudes. No significant 

differences were found between cultural issues experience 
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and clinic site with attitudes. Results indicated a low 

knowledge of Mexican American culture and a high or more 

positive attitude toward Mexican American culture. 
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CHAPTER I 

INTRODUCTION 

As the United States progresses into the twentieth 

century, its minority populations are dramatically shifting 

and changing in size. Between 1980 and 1990, the Hispani c 

population increased by 53% in comparison with only 6.7% for 

the non-Hispanic population. At the current rate of growth, 

Hispanics will double in size by the year 2020 and 'will 

number approximately 43 million. The state of Texas ranks 

third in the United States of percentage of population with 

a Hispanic origin (Mindiola, 1993; U.S. Bureau of the 

Census, 1992). One subgroup of Hispanics of particular 

importance, especially in Texas, is that of Mexican 

Americans. Comprising 63% of the Hispanic population, 

Mexican Americans represent the largest subgroup of 

Hispanics iq the United States (U.S. Bureau of the Census, 

1992). 

Most of the Mexican American population will have some 

form of contact with the formal health care system at some 

point in their lives, many of which will be women seeking 

reproductive health services withi n a family planning 

system. In order to increase the effectiveness of these 
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services along with the education and interventions among 

the Mexican American population, it is necessary to 

recognize the role that culture plays in the effective 

delivery of health care and services (Brislin & Yoshida, 

1994). 

Statement of the Problem 

2 

The problem of this exploratory study was to examine 

which characteristics of the clinical staff of Planned 

Parenthood of North Texas were predictive of Mexican 

American cultural sensitivity. The clinical· staff's 

knowledge and attitudes of Mexican American culture were 

examined in relationship to the following characteristics of 

the clinical staff: (a) ethnicity, (b) length of 

employment, (c) cultural issues experience, (d) clinic 

location of employment, and (e) clinic type. 

Purposes of the Study 

The purposes of the study were to: 

1. Collect data and determine the existing knowledge 

level regarding Mexican American culture among the current 

clinical staff of Planned Parenthood of North Texas. 

2. Collect data and determine the existing attitude 

levels toward Mexican American culture among the current 

clinical staff of Planned Parenthood of North Texas. 



3. Collect demographic characteristics of the current 

clinical staff of Planned Parenthood of North Texas. These 

included: (a) ethnicity, (b) length of employment, (c) 

cultural issues experiences, (d) clinic location of 

employment, and (e) clinic type of employment. 

4. Test to determine if relationships between 

knowledge and attitude levels and demographic 

characteristics of the current clinical staff of Planned 

Parenthood of North Texas exist. 

Hypotheses 

The hypotheses for the study were as follows: 

1. There is no statistically significant relationship 

between the knowledge level of the clinical staff member 

regarding Mexican American culture and the following 

demographic characteristics of the clinic staff member: (a) 

ethnicity, (b) length of employment, (c) cultural issues 

experience, (d) clinic location of employment, and (e) 

clinic type of employment. 

2. There is no statistically significant relationship 

between the attitude level of the clinical staff member 

regarding Mexican American culture and the following 

demographic characteristics of the clinic staff member: (a) 

ethnicity, (b) length of employment, (c) cultural issues 
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experience, (d) clinic location of employment, and (e) 

clinic type of employment. 

Definition of Terms 

4 

The following terms are defined for the purpose of this 

study: 

1. Attitude. Sensitivity towards Mexican American 

culture as measured by the attitude portion of the Mexican 

American Attitude and Knowledge Scale (MAAKS) (Doyle & Chng, 

1994} . 

2. Clinic Location. The geographic location of the 

Planned Parenthood of North Texas clinic in relationship to 

the ethnicity of the majority of the clients served. 

3. Clinical Staff. Nurse practitioners, registered 

nurses, counselors or any other employees who work directly 

with clients in any of the family planning clinics within 

the Planned Parenthood of North Texas setting. Clinical 

staff also included counselors working in the CAIR center, 

the centralized appointment, information, and referral 

center. 

4. 

(CSPII). 

Clinical Staff Personal Information Inventory 

An investigator developed demographics inventory. 

s. Cultural Issues Experience. Any formal training or 

study related to cultural sensitivity issues such as in-
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services, coursework, or training designed to gain knowledge 

or awareness of diverse cultures. 

6. Cultural Sensitivity. The awareness, acceptance, 

recognition and understanding of differences existing among 

diverse cultural groups. 

7. Knowledge. Understanding of traditional, less 

acculturated Mexican American culture common to the North 

Texas area as measured by the knowledge portion of the 

Mexican American Attitude and Knowledge Scale (MAAKS). 

s. Mexican American Attitude and Knowledge scale 

{MAAKS). An instrument used to determine knowledge of and 

attitudes about traditional, less acculturated Mexican 

American culture (Doyle & Chng,1994). 

9. Mexican American Culture. values and beliefs of 

traditional, less acculturated Mexican Americans. 

10. Type of Clinic. Clinics were classified as one of 

two types .. A full-pay clinic was one in which all clients 

served pay the full price for services regardless of income. 

A subsidized clinic was one in which ·clients served pay 

according to a sliding fee scale based upon their income. 

Assumptions 

For the purpose of this study, the following were 

assumed: 

1. Knowledge is complex, but can be measured. 



2. Attitudes are complex, but can be measured. 

3. The Mexican American Attitude and Knowledge Scale 

(MAAKS) is a reliable and valid instrument for measuring 

knowledge of and attitudes about traditional, less 

acculturated Mexican American culture common to the North 

Texas area. 

4. The clinical staff will answer the inventories to 

the best of their abilities. 

Limitations 

The study included the following limitations: 

1. The subjects' willingness to participate in the 

research study. 

2. The impact of the sample of convenience on 

generalizability. 

Delimitations 

The study included the following delimitations: 

1. All subjects were female. 

2. All subjects were paid clinical staff employed by 

Planned Parenthood of North Texas in Ft. Worth, Texas and 

other Planned Parenthood of North Texas clinics in Tarrant 

County. 

Significance of the Study 

In the field of health education, it is important to 

realize that clients served consist of a variety of ethnic 
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groups. One ethnic group of importance, especially in 

Texas, is that of Mexican Americans. Compromising 63% of 

the Hispanic population, Mexican Americans represent the 

largest subgroup of Hispanics in the United States (U.S. 

Bureau of the Census, 1992). 

7 

There are many reasons as to why an individual does not 

seek appropriate health care. One reason includes 

institutional barriers. For example, organizations are 

often not structured to reflect the cultural diversity of 

the Hispanic population causing miscommunication between 

clients and providers (Valdez, Giachello, Rodriguez-Trias, 

Gomez, & De La Rocha, 1993). Miscommunication between 

client and provider is often due to differences and 

misunderstandings between cultures (Aguirre-Molina, Ramirez, 

& Ramirez, 1993; Trill & Holland, 1993). This 

miscommunication undoubtedly exists in the estimated over 

5,000 fam~ly planning clinics in the country that provide 

services to many minority groups of women (Henshaw & Torres, 

1994) . 

Many Mexican Americans utilize these clinics to obtain 

a variety of family planning services. The literature 

indicates that the outcomes of intervention and education 

can be negatively influenced by the level of cultural 

sensitivity of the health care professional providing 
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services (Mullavey-O'Byrne, 1994; Novello, Wise, & Kleinman, 

1991). It is important for the staff, in order to provide 

more effective, culturally sensitive services and 

interventions, to realize there are many components of 

Mexican American culture that affect Mexican American 

clients' attitudes and perceptions towards health (Doyle & 

Chng, 1994; Council on Scientific Affairs, 1991). According 

to Rooda and Gay (1993), one step toward increasing cultural 

sensitivity of health care providers is to increase 

knowledge about different cultural groups. 

Culture plays an important role in the effective 

delivery of health care and services (Brislin & Yoshida, 

1994). Specifically, in family planning programs, there is 

a need to plan and implement with "careful regard for the 

history, beliefs and traditions of the people being advised" 

(Einterz, 1994, p. 380). In order to further the field of 

health and its relationship with culture, there is a need to 

further continue the research which examines the 

relationships between cultural sensitivity of those 

providing health care and delivery of services within the 

cultures in which they are working. 



CHAPTER II 

REVIEW OF LITERATURE 

This literature review includes an overview of the 

population of Hispanics and Mexican Americans and their 

presence in the United States. The second section focuses 

upon family planning services available to women and their 

utilization by Mexican Americans. The remaining portion of 

the literature review examines the concepts of c~lture and 

cultural sensitivity. The third section discusses the role 

of culture and its effect on Mexican Americans' attitudes 

and beliefs towards health. The final section is an in 

depth discussion of cultural sensitivity. This section 

discusses the concept of cultural sensitivity and its impact 

on service delivery within the field of health care. Also 

discussed are possible suggestions to increase cultural 

sensitivity among health care providers. 

Hispanic Population 

Hispanics are the fastest growi~g population in the 

United' States. Between 1980 and 1990, the Hispanic 

population increased by 53% in comparison to 6.7% among Non

Hispanics. According to data collected from the 1990 

census, Hispanics numbered approximately 22 million and 

composed approximately 9% of the total United States 

9 
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population (U. S. Bureau of the Census, 1991). Mexican 

Americans represent the largest subgroup of Hispanics 

comprising over 60% of the total Hispanic population. 

Hispanics of Central and South American descent follow 

Mexican Americans as the second largest subgroup of 

Hispanics (U. S. Bureau of the Census, 1993). 

These numbers are likely to be far less than the true 

number of Hispanics living and working in the United States. 

This is true for several reasons. First, persons from 

working class populations tend to be undercounted to a 

greater degree than other populations. Hispanics tend to be 

working class and the Census Bureau estimates that 

approximately 5.8% of the total Hispanic population were not 

counted in the 1990 census. Second, undocumented Hispanics 

working and living in the united States are not represented 

in the census. According to the United States Census 

Bureau, t~ere were over three million undocumented 

immigrants in the United States, with those from Mexico 

constituting the largest group (Mindiola, 1993). 

Adding to the underestimated numbers and population 

growth of Hispanics is the changing criteria used by the 

Census Bureau to identify the Hispanic population. 

Hispanics have been identified by foreign birth or 

parentage, Spanish surname, Spanish heritage, or Spanish 
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language. These are all ways this population have been 

identified by the Census Bureau since 1850. These various 

definitions have not always been used on a national basis 

(Mindiola, 1993). The Census Bureau currently uses a self

identification method in which individuals are asked if they 

are of Hispanic or Spanish origin. If they answer yes, they 

are then asked to identify the specific origin such as 

Mexican American, Cuban, or Puerto Rican. 

Despite the inaccuracies in the numbers of Hispanics, 

this population is rapidly increasing and becoming more 

prevalent in the united States. This is especially true in 

the state of Texas. Texas ranks second in states, behind 

California, with the largest increase in the number of 

Hispanic population. In 1990, approximately 53% of the 

Hispanic population lived either in Texas or California 

(Mindiola, 1993). 

In 1992, the U.S. Bureau of the Census reported the 

total population of Hispanics in Texas to be estimated at 

over four million, 90% of which are from the subgroup of 

Mexican Americans {Hispanic Databook of u.s. Cities and 

Counties, 1994). The number of Hispanics and the subgroup 

of Mexican Americans in Ft. Worth and Tarrant County, where 

the study sample was located, is similar to state 

percentages, with Hispanics comprising 11.7% of the 



population. According to the U.S. Bureau of the Census in 

1992, 88% of the Hispanic population in Ft. Worth and 

Tarrant County are from the subgroup of Mexican Americans 

(Hispanic Databook of u.s. cities and counties, 1994). 

Family Planning Services 

12 

The majority of women utilizing reversible 

contraceptives in the United States obtain them from private 

physicians or managed health care organizations. These 

women compromise two-thirds of the women seeking·reversible 

contraceptive methods. The remaining third of women seeking 

reversible contraceptive methods utilize family planning 

clinics (Henshaw & Torres, 1994). Family planning clinics 

serve Medicaid recipients, when other facilities will not, 

and provide subsidized services for women who are not 

eligible for Medicaid. These types of clinics are able to 
~ 

offer more extensive counseling and expertise than many 

private p~ysicians on both contraception and sexually 

transmitted diseases. Family planning clinics offer lower 

costs for contraceptives and gynecological examinations to 

women as well as providing a confidential alternative to 

adolescents and other women who may feel uncomfortable 

discussing sexual issues with their primary physician 

(Henshaw & Torres, 1994). It is evident that these clinics 
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are an important resource for low income and minority women 

as well as sexually active adolescents. 

Family planning clinics receive financial support from 

a number of sources. Federal money may come from Title x of 

the Public Health Services Act, a program specifically 

devoted to supplying low income women with family planning 

services or from block grants from other federal sources. 

Title X provides the majority of funding to family planning 

services (Ku, 1993). Medicaid funds are also dispersed to 

family planning clinics. In addition, state monies also 

help fund family planning clinics (Henshaw & Torres, 1994). 

Some family planning clinics, such as those affiliated with 

Planned Parenthood, often rely on private donations and 

their own fundraising efforts to continue or expand their 

reproductive health services. 

The latest study to nationally assess the utilization 

of family.planning clinics receiving Title X funding was 

conducted by the Centers for Disease Control National Center 

for Chronic Disease Prevention and Health Promotion, 

Division of Reproductive Health, in conjunction with state 

family planning administrators, who manage family planning 

program activities funded by Title X. This project was 

entitled the Family Planning Services Surveillance (FPSS) 

and was conducted during 1991 to assess the role of publicly 



funded family planning services and to guide in improving 

data collection (Smith, Franchino, & Henneberry, 1995). 

14 

The Family Planning Services Surveillance project 

identified 75 Title x grantees that had received funding in 

1991. All 75 had collected data regarding their services. 

Because no uniform data collection system exists nationally 

for family planning clinics funded by Title X, it was 

necessary to attempt to gather data at each state level as 

uniformly as possible. From the FPSS project, it was 

concluded that family planning clinics receiving Title x 

monies served over four million women in 1991 (Smith et al., 

1995). 

Because federal involvement in collection and 

compilation of a national family planning statistics through 

a unified reporting system was discontinued in 1982, it is 

difficult to accurately assess the number of minority women 

who access family planning clinics on a national level. 

Because of inconsistent reporting techniques, the FPSS 

project was only able to utilize 35 of the 75 Title x 

grantees to determine clinic utilization among Hispanic 

women. According to Smith et al. (1994), 13.5% of the 

family planning patients in 1991 identified by race were 

Hispanic women. 
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A recent study by Henshaw and Torres (1994) was 

conducted to examine the types of agencies providing family 

planning services, their funding sources, as well as 

services provided. The definition of family planning agency 

in this study encompassed subsidized health care providers 

who provide organized family planning services available to 

the general public. Private physicians accepting Medicaid 

or school health clinics were not included in the survey. 

The study was not limited to agencies receiving Title x 

monies. Almost 25% of the agencies surveyed received no 

Title x funding to provide family planning services. 

The agencies surveyed were based on a 1983 national 

listing of all family planning agencies compiled by the Alan 

Guttmacher Institute and updates with 1991 data from the 

U.S. Office of Population Affairs. The survey was conducted 

on a random sample of this listing with a usable sample size 

of 589 agencies. From this survey, it was found that 

between 1992 and 1993, 2,614 agencies provided family 

planning services in over 5000 clinics in the United States. 

Health departments operate an estimate of 52% of the clinic 

sites; Planned Parenthood affiliates, 15%; hospitals, 6%; 

and other agencies 27%. Other agencies included either 

community or migrant health centers, or were unspecified 

(Henshaw & Torres, 1994). 
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For the one-third of Hispanic women who do not have 

health insurance (Novello & Torres, 1993), these family 

planning clinics are often the only source of medical care 

for Hispanic women. In 1985, a study was done in Los 

Angeles to examine utilization of family planning services 

of low income women. The study's population base was low 

income women in the Los Angeles area between the ages of 18 

and 44, or under 18 if they were married or cohabitating. 

The sample was randomized and stratified according to 

ethnicity and poverty level (Radecki & Bernstein, 1989). 

From their study, Radecki and Bernstein (1989), found 

that 25.8% of the respondents were currently utilizing 

subsidized family planning clinics in comparison to 18.5% 

using Health Maintenance Organizations, and 35.5% using 

physicians in private practice. This pattern did not vary 

according to poverty level, it did however vary according to 

ethnicity~ For example, 41.9% of Hispanic respondents 

utilized subsidized clinics compared to 12.3% of Blacks and 

18.2% ,of non-Hispanic whites. This study concluded, that in 

Los Angeles subsidized family planning clinics were most 

frequently utilized by Hispanics below the poverty level and 

that clinic utilization was associated with a lack of a 

general source of medical care. The greatest predictor of 

utilization was lack of Medicaid or insurance coverage. The 



relation of insurance coverage to ethnicity was offered as 

an explanation of high rates of subsidized clinic use by 

Hispanic women (Radecki & Bernstein, 1989). 

17 

Staff training and development undoubtedly varies among 

family planning agencies or other providers of these 

services. For example, Planned Parenthood, serving 

approximately 15% of women seeking family planning services 

in the United States (Henshaw & Torres, 1994), allows each 

affiliate to develop and implement their own staff training 

based on the needs of the individual affiliate. One Planned 

Parenthood affiliate in the North Texas area has monthly 

staff meetings, lasting four hours, in which different 

issues are discussed and targeted. In addition to the 

monthly staff meetings, there is an annual three day retreat 

for the entire agency in which staff training and 

development is more in depth. Literature and announcements 

of related workshops are given to staff members when deemed 

appropriate (J. Hevelone, personal connnunication, September 

19, 1995) . 

tssues that have been addressed in this particular 

Planned Parenthood affiliate have been varied over the past 

year. They have included areas such as: (a) computer 

training, {b) updates on clinical issues, such as 

contraception, sexually transmitted diseases, human 
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immunodeficiency virus, and federal safety regulations, (c) 

programs on domestic violence and other issues relating to 

women's health, and (d) speakers from other community 

organizations serving women. In the past year, cultural 

issues have not been directly addressed at staff meetings. 

However, at one retreat, staff members willing to 

participate were asked to wear clothing from their culture 

and discuss their cultural background with the staff (B. 

Bacon, personal communication, September 4, 1995). 

Mexican American Culture and Health 

The concept of culture represents the "sum of beliefs, 

practices, habits, likes, dislikes, norms, customs, and 

rituals" that have been learned and shared by a group of 

people (Spector, 1991, p. 50). According to the Association 

for the Advancement of Health Education, culture is affected 

by a multitude of variables such as perceptions, values and 

beliefs that are evident in attitudes and perceptions 

towards health (1994). Socioeconomic variables, because 

they are present across all cultures~ are not considered 

cultural. Culture is not a static process. As individuals 

progress through the lifespan, a variety of experiences will 

contribute to their own unique definition of culture (AAHE, 

1994; Spector, 1991). 
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Because culture encompasses many of the attitudes and 

beliefs affecting health behavior and status, it is 

important for health educators to realize its role in these 

decisions (AAHE, 1994; Airhihenbuwa & Pineiro, 1988; 

Spector, 1991). There are many aspects of Mexican American 

· culture that affect health status and health decisions of 

this population. It is important to realize the diversity 

of each culture group and to recognize the individuality of 

each person's cultural identity. 

The literature on Hispanic and Mexican American culture 

examines beliefs regarding health and illness such as susto 

(fright/shock) and mal ojo (evil eye) as possible causal 

factors related to disease (Martinez, 1993; Spector, 1991). 

Mexican Americans sometimes engage the services of 

curanderos, or folk healers. Illness is often perceived as 
c 

an imbalance in the body arising from religious and physical 

sources i?cluding: air, food, and the relationship between 

God and the individual (Reinert, 1986; Spector, 1991). 

The Mexican American population generally has a very 

strong orientation toward the family and community. The 

concept of family extends beyond the nuclear family to 

include grandparents, aunts, uncles, cousins and often 

neighbors. Hispanics and Mexican Americans tend to turn to 

family for both emotional and financial support (Martinez, 
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1993). In one study of smoking behaviors, Hispanics, of 

which 44% were Mexican American, chose family support as one 

of the most important factors in quitting smoking (Marin, 

Perez-Stable, Marin, Sabogal, & Otero-Sabogal, 1990). 

Acculturation, or the degree in which an individual has 

assimilated into the dominant society has often been 

examined in the literature of Mexican American culture and 

health status. Mexican Americans have been identified as an 

ethnic group that has strived to retain ethnic identity, 

through culture and folklore, based on the proximity of the 

homeland (Martinez, 1993; Sanjur, 1982). 

Reynoso, Felice, and Shragg (1993) conducted a study of 

pregnant Mexican American teenagers to examine the 

relationship of acculturation and the effects on pregnancy. 

The authors found that the less acculturated group sought 

later prenatal care and had higher rates of cesarean 

sections .. Despite the later access to prenatal care, the 

less acculturated group, did not exhibit differences in the 

medical course or outcome of their pregnancy when compared 

with the acculturated group. 

Religious attitudes and beliefs are an important part 

of the Mexican American culture having an impact on 

perceptions toward health. For example, in a recent study 

of Mexican American migrant farm workers in the Del Rio 
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Valley of Texas, religious beliefs were reflected in 

attitudes toward cancer (Lantz, Dupuis, Reding, Krauska, & 

Lappe, 1992). Lantz et al. (1992) found that the concept of 

fatalismo or fatalism was linked to strong religious faith. 

Fatalismo was linked with the common belief that a person 

got cancer or was cured according to God's will. Survival 

of cancer was portrayed by participants as a miracle rather 

than early detection or treatment interventions. According 

to Spector (1991), for Hispanics, health is seen as a gift 

from God. 

Magana and Clark (1995), have examined religiosity as a 

paradox in the health status of Mexican American women. The 

paradox examined by these two researchers exists between 

data supporting that despite low income, low levels of 

education , low rates of health insurance coverage, and lack 

of access to prenatal care, Mexican American women have 

consistently positive birth outcomes. Infant mortality 

statistics from the National Center for Health Statistics 

confirm that Hispanics in the United States have an infant 

mortality rate equal or lower than the Anglo population. 

This is especially true of the subgroup of Mexican Americans 

(Magana & Clark, 1995). Based on their literature review, 

these authors suggest a cultural factor, possibly religion 

as the reason for this paradox. Magana and Clark (1995) 
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also suggest the need to further conduct research concerning 

religion, culture, and health. 

Despite the role of religion in health decision making 

of Mexican Americans, according to the literature, it does 

not play a major role in decisions about contraception or 

fertility among this group. Surveys conducted in the late 

1960s provide evidence that despite the teachings of the 

Catholic church, birth control, primarily oral 

contraceptives, is accepted in principle and pra·ctice among 

Mexican Americans (Sorenson, 1989). Alvirez (1969) found 

very little evidence of an effect of religiosity on 

contraceptive use or wanted family size among Mexican 

Americans. 

Cultural Sensitivity and Service Delivery 

The term cultural sensitivity refers to the knowledge 
~ 

"that cultural differences as well as similarities exist, 

along wit_h a refusal to assign values such as better or 

worse, more or less intelligent, or right or wrong to 

cultural differences; they are simply differences." (AAHE, 

1994, p. 72). cultural sensitivity often implies not only 

recognition of these differences but a genuine respect for 

the culture in which one is working (Buehler, 1993). 

According to Meadows in her paper presented at a Maternal 

and Child Health conference, to become a more culturally 
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sensitive health care provider, a personal change in 

attitudes and behaviors must take place. Cultural 

sensitivity involves releasing personal biases and 

developing a deeper level of understanding of a different 

culture besides a theoretical base of cultural traditions or 

a few words in another language (1991). 

There are many reasons as to why an individual 

discontinues the utilization of health care services, or may 

not even access the health care system in the f~rst place. 

These reasons for the Mexican American population may 

include financial, structural, or institutional barriers. 

For example, organizations are often not structured to 

reflect the diversity of the Hispanic population causing 

miscommunication between clients and providers (Valdez, 

Giachello, Rodriguez-Triaz, Gomez, & De La Rocha, 1993). 
~ 

Miscommunication between client and provider is often due to 

differen~es and misunderstandings between cultures (Aguirre

Molina, Ramirez, & Ramirez, 1993; Trill & Holland, 1993). 

The cultural sensitivity of health care providers has 

been examined as both structural and institutional barriers 

to health care among minority populations. Sue and 

Morishima (1982) examined cultural sensitivity of therapists 

and concluded that lack of cultural sensitivity was a 

primary reason for Asian American clients not returning for 
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future counseling sessions. In a study done among African 

American student s , it was found a counselor perceived as 

culturally sensitive was considered more culturally 

competent than a counselor who ignores cultural aspects of a 

client's problem (Pomales, Claiborn, & LaFromboise, 1986). 

In a more recent study; Gim, Atkinson, and Kim (1991) 

studied the perceived counselor credibility and cultural 

competence of 104 Asian American students. Students were 

stratified into groups based upon their level of 

acculturation. Gim et al. (1991) further supported the 

conclusion that counselor cultural sensitivity is predictive 

of perceived counselor cultural competence and cultural 

sensitivity with the strongest relationship between the two 

among the less acculturated Asian American students. 

A study was conducted by Atkinson, Casas, and Abreu 
~ 

(1992) that replicated the previous studies done by Pomales 

et al. (~986) and Gim et al. (1991) using a Mexican American 

student population. Atkinson et al. (1992) utilized 189 

Mexican American junior college students to study counselor 

cultural sensitivity and perceived counselor competence. 

Students, regardless of their acculturation, gave the 

highest ratings of cultural competence when the counselor 

was portrayed as culturally responsive and sensitive and 

gave the lowest ratings of cultural competence when the 



counselor was portrayed as culturally nonresponsive 

(Atkinson et al., 1992). 
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There have been few studies, if any, that specifically 

address the issue of cultural sensitivity within a family 

planning setting. There have been studies examining 

compliance rates of clients and satisfaction of service 

delivery and characteristics of family planning staff. For 

example, a negative provider and client relationship was 

predictive of discontinuance in a natural family planning 

program on the island of Mauritius in the Indian Ocean 

(Conner & Veeder, 1985). From a sample of 650 women, it was 

determined that those continuing with the program had a more 

positive relationship with the educator. This was 

determined by the number of topics discussed between client 

and provider as well as whether or not any of the 
~ 

educational sessions occurred in the home of the client 

(Conner~ Veeder, 1985). Although not examined, it is 

possible that a positive provider and client relationship 

was due to an increased cultural serisitivity of the 

provider. 

Within the adolescent population, researchers have 

found that positive provider and client interactions based 

on staff friendliness and concern for the patient can 

influence attendance at a family planning clinic (Zabin & 
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Clark, 1983). Zabin and Clark (1983) studied an adolescent 

population at high risk for pregnancy in an inner city 

predominantly black Chicago neighborhood. They studied and 

surveyed teens choosing to attend a new family planning 

clinic specifically opened to serve teenagers instead of the 

existing family planning clinic in the area. A total of 135 

adolescents at the new clinic were surveyed in an attempt to 

find out reasons for corning to the new clinic and to find 

out what changes in service delivery could be recommended. 

Zabin and Clark (1983) found that reasons for clinic 

attendance could be grouped most often according to either 

institutional (e.g., free services), or interpersonal 

factors. At least one-third of the respondents, either on 

an initial visit or a return visit, cited that staff factors 

were an important reason for their attendance at the new 

teen clinic. These adolescents felt more comfortable 

talking ~ith the staff and felt the staff were truly 

concerned with their well-being. Characteristics of the 

counseling staff, such as cultural sensitivity, were not 

examined in this study. 

Todres (1991) conducted a study in Canada that examined 

the effectiveness of using nonpaid, trained lay volunteers 

to provide counseling at Planned Parenthood in Toronto. 

Clients were assigned to either a lay counselor or public 
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health staff dependent upon availability and client 

knowledge of birth control and sexuality was tested before 

and after the counseling s ession. Of the 62 clients that 

participated, 60% had a higher knowledge score after seeing 

either type of counselor. Statistically significant changes 

in knowledge scores were observed in clients seeing both lay 

and public health staff members as well. Todres (1991) 

concluded that knowledge levels could be increased 

regardless of what type of counselor saw the client. He 

suggested that the trained, lay volunteers were effective 

perhaps due to their cultural similarity with the population 

being served. 

A larger study by Nathanson and Becker (1985) was done 

among adolescent women to examine the influence of client

provider relationships on the subsequent use of 

contraception. Subjects for the study included 388 clinic 

staff nurses and 2,900 women under the age of 20 utilizing 

one of the 78 family planning clinics run by Maryland's 

County Health Department. Surveys were conducted at each 

initial visit and contraceptive use was determined with six 

and twelve month telephone interviews. Nursing staff 

completed questionnaires on beliefs and expectations about 

nurse-client interactions. 
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From the nurses and clients surveyed, it was found that 

clients were 50% more likely than nursing staff to believe 

that nurses should learn about the client's family life. 

Clients' belief that staff should learn about the patient ' s 

family life was positively associated with clinic mean 

contraceptive use (Nathanson & Becker, 1985). Because 

"family life" was not defined in the study, it is not 

possible to determine if clients reference to family life 

included a cultural component. Nevertheless, Nathanson and 

Becker (1985) were able to provide strong support for 

positive provider and client interaction in the continuance 

of contraceptive use among teenagers. 

Both these studies indicate that cultural sensitivity 

among health care providers affects service delivery and can 

ultimately cause underutilization or discontinuance of 
'-

services among minority populations (Applewhite, Wong, & 

Daley, 1~91; Herz, Olsen, & Reis, 1988; Todres, 1990). 

According to the Surgeon General's National Hispanic/Latino 

Health Initiative, cultural sensitivity of health providers 

is a pertinent issue for increasing Hispanic client 

utilization of health services and the increase of Hispanic 

health status (Valdez et al., 1993). 
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Increasing Cultural Sensitivity 

Ideally, a culturally sensitive health care provider 

will have a knowledge base of the values, beliefs, customs, 

and possibly the language of the group in which they are 

working among or targeting (Sue, 1991). Literature has 

documented the need for cultural sensitivity among health 

care providers as a necessary factor in effectively working 

with an increasing culturally diverse population such as the 

Mexican American population (AAHE, 1994; Applewhite et al., 

1991; Valdez et al., 1993). 

In addition to the recruitment of Hispanic students 

into the health profession, it is important that all health 

care providers are adequately prepared to work among this 

diverse population. Health educators (AAHE, 1994; Doyle & 

Chng, 1993), medical doctors (Lum & Korenman, 1994), nurses 

(Barton & Brown, 1992), mental health workers (Pope-Davis, 

Reynolds, Dings, & Ottavi, 1994), caseworkers (Stevenson, 

Cheung, & Leung, 1992) as well as any other health 

professionals (Valdez et al., 1993) . need to be adequately 

prepared to face this cultural challenge. 

Increased cultural sensitivity has been explained by 

Bennett (1986) as a progression of six stages from 

ethnocentrism (denial) to the final stage of integration. 

The first stage, denial, is the presence of an ethnocentric 
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viewpoint. This individual views their own culture as the 

only culture and does not recognize cultural differences. 

The second stage, defense , occurs when cultural differences 

are recognized, but a belief that one's own culture is 

superior still exists. In the next stage, minimization, 

cultural differences may be recognized, but the magnitude of 

their impact is continued to be minimized. In the fourth 

stage, acceptance, differences are acknowledged and seen as 

part of a dynamic process. Individuals begin to see their 

own culture as changeable and other cultural norms are seen 

as valid. In the next stage, adaptation, an individual is 

able to change cultures and adapt to another culture. The 

final stage of integration occurs when an individual is able 

to move comfortably among cultures while taking into account 

the various elements of different cultures (Bennett, 1986). 

Cultural awareness and sensitivity '- is a learned process 

for many_ health practitioners (Lum & Korenman, 1994) In a 

recent study, 1991, of formal cultural sensitivity courses 

offered to medical students it was found that only 13% of 

medical schools surveyed offered independent cultural 

awareness courses. Ninety-eight medical schools responded, 

of which only one required a cultural awareness course in 

their curriculum for medical students (Lum & Korenman, 

1994) . 
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In a study of 141 psychology doctoral interns, those 

who attended more multicultural workshops or had taken more 

multicultural coursework, reported greater multicultural 

knowledge and skills than did interns with no such training 

or coursework (Pope-Davis et al., 1994). Interns were 

randomly selected from university counseling centers 

throughout the country. Participants completed a validated 

self-assessment inventory designed to assess multicultural 

competencies and provide subscale scores for knowledge, 

skills and awareness. In addition to this inventory, they 

completed a demographic questionnaire. In addition to 

multicultural coursework and multicultural workshops, 

supervision in a multicultural counseling setting was 

associated with increased multicultural knowledge and skills 

(Pope-Davis et al., 1994). 
~ 

Increased cultural sensitivity has been observed among 

nurses w~o have completed a multicultural clinical rotation. 

A qualitative descriptive study by Barton and Brown (1992) 

explored the effect of a clinical rotation in migrant health 

care on cultural understanding and sensitivity. The 13 

nurses in the sample submitted journal entries from their 

rotation for analysis. From this, three themes emerged 

relating to personal and professional growth, practicing 

specialized community health nursing roles when working with 



a minority group of different cultures, and health care 

system needs and issues for culturally sensitive care. 
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Centered around the t heme of personal and professional 

growth, Barton and Brown (1992} found journals to reflect 

the development of respect for the migrant community. 

Students also demonstrated an understanding of both 

differences and similarities between their own culture and 

that of the migrant farm workers. Not only did nurses 

develop respect for another culture but developed an 

increased awareness of migrant farm workers' culture and its 

effect on health. Nurses also recognized personal rewards 

gained during their experiences. 

Training in cultural sensitivity at the university 

level should focus not only upon the students but the 

faculty as well. In order to train students to be competent 

in cultural sensitivity, the faculty themselves must be 

culturally sensitive in their teaching approaches (AAHE, 

1994). In a study by Jaffe-Ruiz (1981) among baccalaureate 

nursing faculty there was a demonstration of the attitudes 
I 

and beliefs towards working with culturally different 

patients among faculty to be transferred to students both in 

clinical rotations and in the classroom setting. 

Cultural sensitivity can be improved or increased 

through preparation at the university level through 
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coursework, internships, or clinical rotations with cultural 

components (Barton & Brown, 1992; Lum & Korenrnan, 1994). 

Cultural sensitivity levels can be addressed at the agency 

level with specific training focusing upon cultural 

knowledge of different groups and fostering positive 

attitudes towards different cultural groups along with the 

recognition that cultural differences exist among groups 

(Rooda & Gay, 1993). These issues can and should be 

addressed at a larger level, such as state or lbcal policy 

decision making to incorporate cultural sensitivity into 

state and federal health programs (Valdez et al., 1993). 

Summary 

This chapter presented an overview of the Hispanic and 

Mexican American population and their utilization of family 

planning clinics. The culture of Mexican Americans relating 

to attitudes and beliefs towards health was also examined. 

A specia_l emphasis was placed on cultural sensitivity and 

its impact on service delivery. The review also examined 

strategies to increase cultural sensitivity among health 

care providers. 



CHAPTER THREE 

METHODOLOGY 

The methodology of t h is quasi-experimental research 

design is discussed in relationship to the following: (a) 

setting, (b) population and sample, (c) procedures to collect 

the data, (d) instruments utilized to collect the data, and 

(e) treatment of the data. In addition, the protection of 

human subjects is also discussed. 

Setting 

The study was conducted within a large family planning 

setting located in a large metropolitan area of North Texas. 

This organization includes nine clinics providing family 

planning services to women in this area and its outlying 

communities. All nine clinics accept patients on Medicaid and 

the majority of clinics base client fees on the financial 

ability of the client to pay. No clients are refused services 

for inability to pay. This organization also includes a 

centralized appointment, information, and referral center 

avaifable to the corranunity. This is referred to as the CAIR 

center. 

In addition to family planning services, this agency 

provides education to the surrounding community on issues 

concerning sexuality and women's health. Services such as 

human immunodeficiency virus (HIV) testing and counseling as 

34 
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well as the testing, treatment, and counseling for sexually 

transmitted diseases are provided by the agency. A library 

of references and materials relating to reproductive health 

is also maintained for use of the staff and the public. 

Population and Sample 

The target population of this study was clinical staff 

members of family planning organizations working with low 

income and minority women having direct patient contact. A 

nonrandomized convenience sample was utilized.· The study 

sample included all members of the participating 

organization who met the following criteria: (a) they were 

female, and (b) they were employed by the agency in which 

the study took place and working in one of the family 

planning clinics or centers associated with the agency. The 

sample consisted of 32 eligible subjects that were willing 

to participate. 

Protection of Human Subjects 

Prior to the collection of data, permission was 

obtained from the Human Subjects Review Committee at Texas 
I 

Woman's University (Appendix A). Permission was also 

obtained from the agency from which the subjects were 

recruited (Appendix B). Finally, approval to conduct the 

study was obtained from the Graduate School at Texas Woman's 

University (Appendix C). 



All subjects were assured in writing that their 

identity would remain anonymous. They were instructed not 

to put their name on any portion of their inventories. No 

pressure was exerted on the subjects, either from the 

researcher or their employer, to participate in the study. 
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A cover letter received by each subject explained the nature 

of the study, the estimated time for completion of the 

study, as well as the explanation that the completion of the 

inventories indicated their consent to participate (Appendix 

D) . 

Procedures 

Data from 16 of the subjects was collected at a meeting 

of clinical staff members working in clinics that do not see 

patients on Wednesday mornings. This meeting took place on 

September 27, 1995. The researcher, in addition to a 

Mexican American clinical staff member / administered the 

inventories. A cover letter (Appendix D) was given to each 

subject and they were given approximately two to three 

minutes to read its contents. After the cover letter was 
I 

read, its contents were reinforced orally by the researcher. 

Next, the researcher explained the development and previous 

utilization of the Mexican American Attitudes and Knowledge 

scale (Doyle & Chng, 1994). The subjects were then asked if 

they had any questions. 
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The researcher then reviewed the directions of both 

inventories with the subjects. Subjects were further 

reminded not to put their name on any portion of both the 

inventories. Finally, before the subjects began the 

inventories, they were reminded that their complet~on 

indicated their consent to participate in the study. 

Subjects were given as much time as needed to complete both 

inventories. No more than 20 minutes were needed by any of 

the subjects for completion. Upon completion, ·subjects were 

given the choice to fill out a card, separate from their 

inventory, with their name on it to be eligible to receive a 

gift certificate (Appendix E). These were collected by a 

staff member of the participating organization who was not 

part of the study sample . The nonparticipating staff member 

held the cards for the gift certificate until they could be 

combined with those from the remainder ~of the subjects. 

In order to access all eligible participants, those who 

could not attend the separate staff meeting were 

administered inventories separately. This group included: 

(a) all nurse practitioners that had a previously scheduled 

retreat at the time of the planned staff meeting, (b) staff 

working in the CAIR center, and (c) any clinical staff 

member who did not normally work on the day the inventories 

were administered at the staff meeting. 
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This group was administered the inventories through 

interdepartmental mail on September 27, 1995. Included with 

their inventories was a cover letter explaining the study 

identical to the one received by the other group of subjects 

(Appendix D), as well as the card to be returned to be 

eligible to receive a gift certificate (Appendix E). 

Because the researcher was not present for the 

administration of the inventories, certain points were 

highlighted within the cover letter. Highlighted portions 

included the following statements: (a) the completion of 

these inventories indicates consent to participate, (b) 

participation is completely voluntary, and (c) please do not 

put your name on any portion of the inventory. 

This group was asked to complete the inventories on 

their own time and to return the inventories through 
~ 

interdepartmental mail to the director of clinics before 

October.s, 1995. Sixteen completed inventories were 

received from this group. If questions arose about the 

inventories, this group of subjects was asked to call the 

director of clinics or the other staff member aiding the 

researcher. Questions or problems were then referred to the 

researcher. Inventories were returned in a sealed envelope 

separate from the cards for a gift certificate (Appendix E). 



Unopened, completed inventories were then given to the 

researcher. 

The cards for a gift certificate were combined with 

those previously collected by the nonparticipating staff 

member. A winner was randomly chosen from an envelope 
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· containing all of the cards by the administrative secretary. 

After a winner was selected, all cards with names were 

destroyed by the nonparticipating staff member. 

Instrumentation 

Two instruments were used to collect data: (a) the 

Clinical Staff Personal Information Inventory (CSPII) 

(Appendix F), and (b) the Mexican American Attitude and 

Knowledge Scale (Doyle & Chng, 1994) (Appendix G). 

The Clinical Staff Personal Information Inventory 

(CSPII) was developed by the researcher to collect 

demographic information that were independent variables of 

the study. Data collected from this inventory included the 

following items: (a) ethnicity, (b) length of employment, 

(c) cultural issues experience, (d) clinic location of 
I 

employment, and (e) clinic type of employment. In order to 

improve the content validity of this investigator-developed 

demographic inventory, it was given to three health 

professionals either currently working in a family planning 

setting or with past experience in this area. Two 
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individuals were family planning nurse practitioners 

currently working at another family planning agency. The 

other woman had worked as a family planning counselor for 

five years prior to returning to school . All three 

concluded the CSPII was adequate and no changes were made . 

This inventory consisted of seven items and it was estimated 

that three minutes was ample enough time for its completion. 

The second inventory utilized was the Mexican American 

Attitude and Knowledge Scale (MAAKS) developed by Doyle and 

Chng (1994). This instrument was originally designed and 

developed to test university student's knowledge of and 

attitudes toward working with a traditional, less 

acculturated Mexican American population. Permission to use 

this instrument was obtained prior to the beginning of the 

study (Appendix H). 
~ 

In order to develop the MAAKS, Mexican American 

community health professionals working with traditional, 

less acculturated Mexican Americans in public health 

settings were identified. Those professionals identified in 

the Dallas, Ft. worth, and Denton, Texas were sent 

invitations to help develop this instrument. Fifteen were 

willing to meet to generate scale items that were reflective 

of traditional cultural norms of traditional, less 

acculturated Mexican Americans commonly served by North 
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Texas public health programs. Following a modified version 

of the nominal group process, this group generated sample 

items which were used by the authors in the development of 

the Mexican American Attitude and Knowledge Scale (Doyle & 

Chng, 1994). 

The Mexican American Attitude and Knowledge Scale 

consists of two parts. The first portion was designed to 

test university student's knowledge of traditional, less 

acculturated Mexican American culture among university 

students. Based on preliminary meetings with Mexican 

American staff members and the director of clinics for the 

participating organization and with the permission of the 

authors, an option of "I do not know" was added to each list 

of answers for the purposes of this study. This option was 

added in an attempt to limit guessing and to make the staff 

more comfortable in answering the knowledge portion of the 

MAAKS. 

The option of "I do not know" was scored as incorrect 

in the analysis of data. A perfect knowledge score was 15 

I 

correct answers. Scores of 0-5 indicated a low knowledge 

level, 6-10 a moderate level, and 11-15 a high level of 

knowledge. This scoring was identical to the procedure 

suggested by the authors (Doyle & Chng, 1994). 
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The second portion of the MAAKS was designed to test 

the attitudes of students toward working with a traditional, 

less acculturated Mexican American population. This portion 

consisted of 18 statements using a 5-point (strongly agree, 

agree, uncertain, disagree, strongly disagree) Likert scale 

format . For the 5-point scale, points from 1 (strongly 

disagree) to 5 (strongly agree) were given to each circled 

answer. The scale was reversed for the following 

nonaccepting statements: 1, 4, 6, 8, 9, 10, 11,· 14, 16, and 

18. The total possible score for this portion was 90. The 

closer the subject to this number, the more accepting the 

attitude of working with a traditional, Mexican American 

culture. Attitude scores between 67 and 90 were considered 

to be a high attitude level, 43-66, moderate and below 42 to 

be a low or more negative attitude towards working with this 

population. The scoring was identical to the procedure 

suggest~d by the authors (Doyle & Chng, 1994). 

The MAAKS has established reliability and validity as 

determined by the authors. Internal consistency was 

determined using field tested responses of 62 undergraduate 

students enrolled in an elective health course. This 

resulted in a Chronbach alpha reliability of .86 at p < .05 

for the attitude portion. The Kuder Richardson formula 20 

was implemented to determine reliability of the knowledge 
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portion. A reliability coefficient of .80 at p < .05 was 

determined. Test-retest reliability was then established 

using a different group of 47 undergraduate students taking 

the MAAKS on two occasions, spaced two weeks apart. Test

retest reliability was determined as the following for this 

group: knowledge(~= .80, p < .05), and attitude (r = .80, 

p < .001) (Doyle & Chng, 1994). 

Validity was further examined by testing the predictive 

validity of the MAAKS by comparing the scores of Mexican 

American participants (N = 27) to Non-Mexican American 

participants (N = 166). From this, it was assumed that 

Mexican American professionals working among a predominately 

Mexican American population would score higher on both 

portions of the MAAKS. The MAAKS was then mailed to 

previously identified professionals who had not participated 

in the design of the MAAKS. Twenty-seven inventories were 

completed and returned. 

For this group, both knowledge and attitude scores were 

significantly higher for Mexican American respondents than 

J 

Non-Mexican American respondents, suggesting that the MAAKS 

was most likely a valid measure of knowledge and attitudes 

of traditional Mexican American culture (Doyle & Chng, 

1994). The MAAKS was then piloted, after establishing 
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reliability and validity, among 166 undergraduate students 

enrolled in a Texas university health promotion program . 

Based upon the literature search of the researcher, the 

MAAKS was determined to be a reliable and valid tool to 

examine the knowledge of and attitudes towards working with 

the Mexican American population within the study site. This 

instrument was chosen because the Mexican American 

population seeking the services of this organization in 

which the study was conducted is similar to those in which 

the MAAKS was designed to reflect. It was also assumed that 

the background and experiences of the clinical staff of the 

study organization is similar to that of undergraduate 

students enrolled in health courses. This organization 

employs a large percentage of the clinical staff with 

health backgrounds, either academically or through past work 

experience. 

Treatment of Data 

In order to utilize all 32 of the completed 

inventories, coding decisions were -made by the researcher to 
I 

analyze data from the knowledge portion of the MAAKS 

(Appendix G) (Doyle & Chng, 1994). For example, three 

subjects, 9.4% of the sample had items on the knowledge 

portion that had no answers circled. One subject did not 

answer one i tern, . the second subject had 5 of 15 knowledge 



items without answers circled. These eight questions were 

all coded as incorrect answers. 
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A second coding decision was made by the researcher in 

reference to multiple answers circled on the knowledge 

portion of the inventory. Two of the inventories that had 

unanswered items on the knowledge portion also had items in 

which multiple answers were circled. In addition to these 

two inventories, five other inventories had multiple circled 

answers on the knowledge portion. From these s·even 

inventories, there was a total of 20 knowledge items that 

had multiple answers circled. Nineteen of 20 items had two 

answers circled, and one had three answers circled. A 

coding decision was made by the researcher to correctly 

score the question if one of the answers circled was the 

correct answer. Twelve of 20 items with multiple circled 

answers were scored as correct. The remaining 8 items with 

multipl~ answers circled were given a separate code in the 

statistical analysis and were scored as incorrect. 

The study utilized descriptive analysis of data that 

included percentages and frequencies. Parametric tests such 

as independent one-way ANOVAs and Pearson's Product Moment 

Correlation coefficient were utilized to determine 

acceptance and rejection of each null hypothesis. A 

significance level of .05 was utilized on all parametric 
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tests. The Statistical Package for the Social Sciences, 

(SPSS) 6.1 for Windows Student Version software program was 

utilized to analyze the data. 



CHAPTER 4 

FINDINGS 

The purposes of this study included the following: 

(a) collection of data to determine existing knowledge 

levels of traditional, less acculturated Mexican American 

culture among family planning clinical staff, (b) collection 

of data to determine attitude levels towards traditional, 

less acculturated Mexican Americans among family planning 

clinical staff, (c) collection of data to determine specific 

demographic characteristics of family planning clinical 

staff, and (d) to determine if statistically significant 

relationships exist between knowledge and attitude levels 

and demographic characteristics of family planning clinical 

staff. 

The descriptive data of subjects, statistical analyses 

of results, as well as additional find1ngs are reported in 

this ch?pter. The sections on descriptive data and analysis 

of data will both be subdivided into: (a) ethnicity, (b) 

length of employment, (c) cultural·issues experience, (d) 

site of employment, and (e) clinic type. 

Descriptive Characteristics of the Subjects 

The subjects for this study were recruited from 40 

eligible staff members. Eight of the subjects did not 
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return their inventories by the assigned deadline. This 

resulted in a response rate of 80% and a sample size of 32 

subjects. All the returned inventories were utilized in the 

study for data analysis. 

Ethnicity 

Table 1 presents the ethnicity of the sample. None of 

the subjects identified themselves as Native American or 

Asian American. 

Table 1 

Ethnicity of sample 

Ethni~ity Frequency % 

Hispanic 11 34.4 

African American 8 25.0 

Caucasian 11 34.4 

Other 2. -62 

Total 32 100.0 

The sample was further divided into subgroups of 

Hispanic ethnicity. Eleven subjects identified themselves 

as Hispanic. From the Hispanic group (n = 11), six subjects 

further clarified their Hispanic ethnicity as Mexican 
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American comprising 18.8% of the total sample population (N 

= 32). Five subjects indicated other Hispanic/Spanish 

origin, representing 15.6% of the total sample population (N 

= 32). Hispanic subjects chose Mexican American, Cuban, 

Central or South American, Puerto Rican, or other 

Hispanic/Spanish to further identify their ethnicity. 

Length of Employment 

The mean length of employment for the sample (N = 32) 

was 47.88 months (SD= 54.57), or 3.99 years .. The minimum 

length of employment was newly employed (zero months) and 

the maximum length of employment was 217 months, or 18 years 

and one month. The mean length of employment of Hispanic 

subjects (n = 11) was 29.45 months (SQ= 30.48), while the 

mean length of employment for Non-Hispanic subjects (n = 21) 

was 57.52 months (SD= 67.19). 

Subjects employed in full pay clinics had a longer 

length of employment in months (M = 93.71, n = 7, SD= 

62.15) than those employed in subsidized clinics. Subjects 

employed in subsidized clinics had. a mean length of 

emp1oyment of 35.04 months (n = 25, SD= 45.79). Subjects 

with cultural issues experience (training), such as 

workshops or conferences in cultural sensitivity, had been 

employed for more months (n = 16, M = 53.38, SD= 56.60) 



than those without such training (n = 16, M = 42.38, SD= 

53.73). 

Cultural Issues Experience 
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Half of the 32 subjects (n = 16) had some form of 

cultural issues experience. This cultural issues experience 

included training, coursework, or workshops in cultural 

sensitivity. The remaining 16 subjects had no type of 

cultural issues experience. 

Table 2 presents frequencies by site with cultural 

issues experience of respondents. 

Table 2 

Cultural Issues Experience by Site 

Site 

Arlington North 

Arlington South 

Burleson 

HeIJ,derson 

Northeast 

Northside 

Poly Teen 

Ridgmar 

Training 
(n = 16) 

5 

3 

0 

0 

1 

1 

1 

2 

No Training 
(n = 16) 

5 

0 

1 

3 

1 

4 

0 

0 

Total 
(N = 32) 

10 

3 

1 

3 

2 

5 

1 

2 



Table 2 Continued 

Site 

Southeast 

CAIR 

Total 

Training 
(n = 16) 

1 

16 

No Training 
(n = 16) 

0 

16 

Site of Employment 

Total 
(N = 32) 

1 

32 
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Thirty - two subjects participated in the study and were 

employed at one of nine clinic sites or at the CAIR center . 

Table 3 presents frequencies and percentages of 

participation from each site of employment. 

Table 3 

Site of Employment 

Site 

Arlington North 

Arlington South 

Burleson 

Henderson 

Frequency 

10 

3 

1 

3 

31. 3 

9.4 

3.1 

9.4 
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Table 3 Continued 

Site Frequency % 

Northeast 2 6.3 

Northside 5 15.6 

Poly Teen 1 3.1 

Ridgrnar 2 6.3 

Southeast 1 3.1 

CAIR .1. .l2__._5_ 

Total 32 100.0 

Clinic Type 

Twenty-five subjects (78%) were ~mployed at one of the 

six subsidized clinics. Subsidized clinics included 

Arlington North, Burleson, Henderson, Northside, Poly Teen, 

and Southeast. seven subjects we~e employed at full-pay 

clinics (Northeast, Ridgrnar, and Arlington South) or at the 

CAIR center. 

Analysis of Data 

Table 4 presents mean attitude and knowledge scores for 

the study sample (N = 32). A perfect knowledge score was 
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15. Knowledge scores between o and 5 indicated a low level 

of knowledge, between 6 and 10 a moderate level, and between 

11 and 15, a high level of knowledge. Attitude was scored 

from Oto 90, with scores closest to 90 indicating a more 

positive attitude toward working with Mexican Americans. 

Attitude scores between 67 and 90 were considered high, 43-

66, moderate, and below 42, low or more negative. 

Table 4 

Attitude and Knowledge scores 

Variable 

Knowledge 

Attitude 

M 

5.62 

73.25 

3.07 

7.41 

Min. 

00.00 

54.00 

Max. 

11. 00 

87.00 

The mean total knowledge score of 5.62 was between the 

low and moderate levels of knowledge. The mean attitude 

score of the total sample 73.25, was considered to reflect a 

high or more positive attitude toward working with Mexican 

American clients. 

Ethnicity 

Hispanic employees had a mean knowledge score of 6.00 

(SD= 2.80, n =11) in comparison to the Non-Hispanics mean 
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knowledge score of 5.43 (SD= 3.3, n = 21). Hispanic 

employees had a mean attitude score of 77.73 (n = 11, SD= 

5.00). Non-Hispanic employees had a mean attitude score of 

70.91, (n = 21, SD= 7.46). 

Independent one-way analysis of variance (ANOVA) was 

applied to determine if a statistically significant 

difference existed between Hispanic and Non-Hispanic 

ethnicity of subjects on their knowledge scores. 

Independent one-way analysis of variance was also applied to 

Hispanic and Non-Hispanic subjects on attitude scores. No 

statistically significant difference was found in knowledge 

scores between ethnicity (Hispanic or Non-Hispanic). A 

statistically significant difference was found in attitude 

scores between and Hispanic and Non-Hispanic ethnicity. 

Tables presents a summary table of this analysis on both 

knowledge and attitudes with Hispanic,_ and Non-Hispanic 

ethnicity. 



Table 5 

Analysis of variance of Knowledge and Attitudes with 

Hispanic and Non-Hispanic Ethnicity 

Variable 

Source 

Knowledge 

Between Groups 

Within Groups 

Total 

Attitude 

Between Groups 

Within Groups 

Total 

1 

.ll 

31 

1 

.ll 

31 

F Sig. 

2.36 2.36 .24 .62 

389.14 9.64 

291. 50 

336.01 336.01 7.39 .01 

1363 99 45.47 

1700.00 

Length of Employment 
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The Pearson Product Moment Correlation Coefficient was 

used to evaluate relationships between length of employment 

and knowledge scores as well as attitude scores. A two

tailed test was utilized with a .05 level of significance. 

No correlation was found between length of employment and 

knowledge. However, an inverse correlation was found 
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between length of employment and attitude. Table 6 presents 

the data for these two tests. 

Table 6 

Correlation of Knowledge or Attitudes and Length of 

Employment using the Pearson Product Moment Correlation 

Coefficient 

Variable 

Knowledge 

Attitude 

.1115 

- . 3613 

.5430 

.0420 

cultural Issues Experience 

The total knowledge mean score for those having 

cultural issues experience was 6.12 (p = 16, .8.D = 3.05). 

For those without cultural issues experience the knowledge 

mean s·core was s .13 (n = 16, .s..D = 3 .1) . Total attitude 

score for subjects with cultural issues experience was 72.81 

(n, = 16, SD= 7.90). This was similar to the mean attitude 

score of the subjects without cultural issues experience of 

73.69 (n = 16, SD= 7.11). 

An independent one-way analysis of variance was 

utilized to examine statistically significant differences 



between groups (training and no training) and knowledge 

scores as well as attitude scores. Based upon the results 

of the independent one-way ANOVAs, there was no 

statistically significant difference between knowledge or 

attitude scores and subjects having or not having cultural 

issues experience. Table 7 presents a statistical summary 

of these two ANOVAs. 

Table 7 

Analysis of variance of Knowledge and Attitudes with 

Cultural Issues Experience {Training) 

Variable 

Source 

Knowledge 

Between Groups 

Within Groups 

Total 

Attitudes 

Between Groups 

Within Groups 

Total 

1 8.00 8.00 

_3_Q_ 283,50 9.45 

31 291.50 

1 6.13 6.13 

_3_Q_ 1693,88 56 .46 

31 1700.0la 

Note, a Not equal due to rounding. 

F Sig. 

.85 .36 

.11 .74 
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Site of Employment 

The site of employment with the highest mean knowledge 

score was found at the CAIR center (M = 8.5, SD= 3.32, n = 

4). The lowest mean knowledge score was found at the 

Henderson clinic (M = 2.67, SD= .58, n = 4). The site of 

employment, having more than one subject, with the highest 

mean attitude score occurred at the Arlington North clinic 

(M = 76.80, SD= 7.58, n = 10). There was one clinic with a 

higher mean attitude score; however, there was only one 

subject. The score is not listed so as to protect the 

confidentiality of the subject. The lowest mean attitude 

score was found at the Ridgmar clinic (M = 63.00, SD= 

12. 7 3, n = 3) . 

Independent one-way ANOVAs were done to determine if 

statistically significant differences~existed between site 

of employment and knowledge or site of employment and 

attitudes. There were no statistically significant 

differences found between site of employment and knowledge 

(E, = 1.17). Statistically significant differences were also 

not found between site of employment and attitude (E = 

1.20). Because several sites of employment had only one 

subject, a table presenting mean knowledge and attitude 

scores for all sites of employment is not included. 
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Clinic Type 

The mean knowledge score for subjects working in a 

subsidized clinic was 5.54 (n = 25, fil2 = 3.05) and 5 . 14 for 

subjects working in full-pay clinics (n = 7, SD= 5.14). 

The mean attitude score was also higher for subjects working 

in a subsidized clinic (M = 75.08, .812 = 6.61, n = 25) than 

those working in a full-pay clinic (M = 66.71, SD= 6.68, n 

= 7) . 

Table 8 presents independent one-way ANOVAs to 

determine if statistically significant differences existed 

between type of clinic (full-pay or subsidized) on knowledge 

or attitude scores. 

Table 8 

Analysis of variance of Knowledge and Attitudes with Clinic 

variable 

Source 

Knowledge 

Between Groups 1 

Within Groups _3_Q_ 

Total 31 

2.08 

289.42 

291.50 

2.08 

9.65 

F Sig. 

.22 .65 



Table 8 Continued 

Variable 

Source 

Attitudes 

Between Groups 1 

Within Groups 3-Q 

Total 31 

382.73 382.73 

1317.27 43.91 

1700.00 

F Sig. 

8.72 .01 

As shown in Table 8, there was no statistically 

significant difference between knowledge scores based on 

clinic type. There was, however, a statistically 

significant difference between clinic type and attitude 

levels. 

Additional Findings 
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Upon further investigation of the data, several 

additional findings developed. These included: (a) 

relationships among independent variables, (b) relationships 

between independent variables and questions on the attitude 

portion of the inventories, and (c) frequencies and 

percentages of correct and "I do not know" items on the 

knowledge portion of the inventories. 
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Findings among independent variables included a 

positive correlation between length of employment and clinic 

type (r = .4516, p = .009) using Pearson's Product Moment 

Correlation. Those working in full-pay clinics (n = 7) had 

a longer mean length of employment in months (M = 93.71, SD 

= 62.14) than those working in subsidized clinics (n = 25, M 

= 35.04, SD= 45.79). Ten of the 11 Hispanic subjects 

worked at subsidized clinics. 

Subjects with cultural issues experience (n = 16) had 

been employed for more months (M = 53.38, SD'= 56.60) than 

those without cultural issues experience (n = 16, M = 42.38, 

£0 = 53.73). Hispanic employees (n = 11) had been employed 

for fewer months (M = 29.45, SD= 30.48) than Non-Hispanic 

employees (n = 21, M = 57.52, SD= 62.18). 

Four items on the attitude portion of the Mexican 

American Attitude and Knowledge Seal~_ (Doyle & Chng, 1994) 

had similar or exact mean scores among subjects with 

cultural issues experience (n = 16) and those without 

cultural issues experience (n = 16). These included the 

following items: 

1. Item 2: Colleges and universities should prepare 

graduates to work effectively with Mexican American students 

and clients. Respondents with cultural issues experience 

scored a mean group score of 3.63 (SD= .81) on this item. 
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Those without cultural issues experience scored a mean group 

score of 3.81 (SD= 1.28) on this item. 

2. Item 7: I would feel comfortable working closely 

with a Mexican American co-worker. Mean group scores were 

identical (3.94) for both respondents with cultural issues 

experience and those without cultural issues experience. 

Those with cultural issues experience had a standard 

deviation of .77 and those without cultural issues 

experience had a standard deviation of 1.39. 

3. Item 10: I think it is wrong for Mexican Americans 

to ask for special treatment since it will interfere with 

their assimilation into mainstream society. Mean group 

scores were identical (3.56) for both respondents with 

cultural issues experience and those without cultural issues 

experience. Those with cultural issues experience had a 

standard deviation of .96 and those without cultural issues 

experience had a standard deviation of 1.46. 

4. Item 18: I find that Mexican American men are just 

too macho in their attitude and behavior. Respondents with 

cultural issues experience scored a mean group score of 3.25 

(S.D = 1.00) on this item. Those without cultural issues 

experience scored a mean group score of 3.31 (SD= 1.01) on 

this item. 
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Table 9 presents frequencies and percentages of correct 

responses as well as frequencies and percentages of items 

answered "I do not know" to the 15 knowledge items. 

Table 9 

correct and Do Not Know Responses to Knowledge Items 

Item No. Correct Answer Do Not Know 

£ %- f_ %-

1 25 75.8 1 3.0 

2 15 45.5 6 18.2 

3 15 45.5 13 39.4 

4 3 9.1 17 51. 5 

5 2 6.1 8 24.2 

6 27 81. 8 3 9.1 

7 12 36.4 12 36.4 

9 11 33.3 11 33.3 

10 4 12.1 10 30.3 

11 9 27.3 15 45.5 

12 0 0.0 12 36.4 

13 20 60.6 11 33.3 

14 5 15.2 13 39.4 

15 11 33.3 12 36.4 
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Summary 

The results of this study were presented in 

relationship to descriptive data of the subjects, 

statistical analyses of the results, and as additional 

findings. The section on analysis of data was subdivided 

into: (a) ethnicity, (b) length of employment, (c) cultural 

issues experience, (d) site of employment, and (e) clinic 

type. 

No statistically significant differences were found 

between clinical staff characteristics and knowledge. 

Statistically significant differences were found between 

attitude and the clinical staff characteristics of ethnicity 

and clinic type. An inverse correlation was found between 

length of employment and attitudes. No statistically 

significant differences were found between cultural issues 

experience and clinic site with attit,udes. 



CHAPTER 5 

SUMMARY, DISCUSSION, CONCLUSIONS 

AND RECOMMENDATIONS 

This chapter presents concluding information that will 

be presented under the following headings: (a) Summary of 

the Study, (b) Summary of the Findings, (c) Discussion, (d) 

Conclusions, and (e) Recommendations. 

Summary of the Study 

This study was implemented to examine which 

characteristics of family planning clinical staff of Planned 

Parenthood of North Texas were predictive of Mexican 

American cultural sensitivity. The purpose of this study 

was to determine existing knowledge levels of Mexican 

American culture as well as existing attitude levels towards 

Mexican American culture among family planning clinical 

staff of Planned Parenthood of North Texas. In addition, 

this study included the collection of demographic 

characteristics of current clinical staff and examined 

refationships that may have existed among demographic 

characteristics and knowledge and attitude levels. 

This study was conducted during the Fall 1995. Thirty

two subjects completed inventories to be utilized in the 

analysis of data. TWO instruments were used to collect 
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data. A researcher developed inventory, the Clinical Staff 

Personal Information Inventory (CSPII}, was used to collect 

demographic information that were independent variables of 

the study. The Mexican American Attitude and Knowledge 

Scale (MAAKS) developed by Doyle & Chng (1994} was adapted 

for use to assess current knowledge of and attitude levels 

towards Mexican American culture. 

Descriptive techniques such as frequencies and 

percentages were used in data analysis. In addition to 

descriptive techniques, parametric tests such as independent 

one-way ANOVAs and the Pearson Product Moment Correlation 

Coefficient test were utilized to analyze data. 

summary of the Findings 

The Clinical Staff Personal Information Inventory 

provided information on the following independent variables: 

(a) ethnicity, (b) length of employme~t, (c) cultural issues 

experience, (d) clinic location of employment, and (e) 

clinic type. 

The 32 women participating i:1 the study were either 

African American, Caucasian, Hispanic or had indicated Other 

as their ethnicity. There were no Native or Asian American 

women participating in the study. Thirty-four percent of 

the study sample were Hispanic (n = 11). Of the Hispanic 

subsample, 18.8% were Mexican American. 
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The mean length of employment was 47.88 months (SD. 

54.57) with a minimum of newly employed (zero months) and a 

maximum of 217 months. Half of the subjects (n = 16) had 

some type of cultural issues experience. Cultural issues 

experience included training, coursework, workshops, and 

inservices. 

All of the possible clinic locations of employment were 

represented in the data analysis. The clinic with the 

largest number of subjects was the Arlington North Clinic (n 

= 10). Three clinic locations of employment·were 

represented by only one subject. Twenty-five subjects 

worked in subsidized clinics (78%). The remaining seven 

subjects (22%) worked in full-pay clinics. 

The mean knowledge score for the entire sample was 5.62 

(SD= 3.07). This mean was considered to fall between a low 

and moderate level of knowledge of Me~ican American culture. 

Knowledge scores ranged from zero correct items to 11 

correct items. The mean attitude score of the entire sample 

was 73.25 (SD= 7.41) with a range from 54.00 to 87.00. The 

mean average was considered to reflect a high or more 

positive attitude towards Mexican American culture and 

working with Mexican Americans clients. 

Analyses of the data revealed the following findings: 
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1. Statistical analyses utilizing independent one-way 

ANOVAs indicated no significant difference existed between 

Hispanic and Non-Hispanic ethnicity on knowledge scores. A 

significant difference was found between Hispanic and Non

Hispanic ethnicity and attitude. 

2. Statistical analyses utilizing the Pearson Product 

Moment Correlation Coefficient examined relationships 

between length of employment and knowledge and attitude. 

Using a two-tailed test, no correlation was found between 

length of employment and knowledge. An inverse correlation 

was found between length of employment. 

3. Statistical analyses utilizing independent one-way 

ANOVAs indicated that no significant differences existed 

between cultural issues experience and knowledge or 

attitude. 

4. Statistical analyses utilizipg independent one-way 

ANOVAs indicated that no significant differences existed 

between site of employment and knowledge or attitude. 

s. statistical analyses uti_lizing independent one-way 

ANOVAs indicated that no significant difference existed 

between clinic type and knowledge. A significant difference 

existed between clinic type and attitude. 

A positive correlation between length of employment and 

clinic type was found using the Pearson Product Moment 
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Correlation. Using this same parametric statistical test, a 

positive correlation was also found between Hispanic 

ethnicity and employment at subsidized clinics. 

Those subjects with cultural issues experience had a 

longer mean length of employment than those without cultural 

issues experience. Hispanic employees had a shorter mean 

length of employment than Non-Hispanic employees. 

Certain items (2, 7, 10, 18) on the attitude portion of 

the Mexican American Attitude and Knowledge Scale had 

similar or exact mean scores among subjects with and without 

cultural issues experience. Frequencies and percentages of 

correct responses and "I do not know" responses to knowledge 

items were reported. 

Discussion 

No studies were found in a review of the literature 

that have directly addressed cultural sensitivity of staff 

within a family planning setting, specifically cultural 

sensitivity toward the Mexican American population. This 

study is reflective of the need to examine cultural 

s~nsitivity of providers and what may or may not increase 

cultural sensitivity among clinical staff working in a 

family planning setting. 

cultural sensitivity involves more than a theoretical 

base (Meadows, 1991). It encompasses not only the 
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recognition of differences but a genuine respect for the 

culture in which one is working (Buehler, 1993). Based upon 

the literature, knowledge of different cultures is a part of 

cultural sensitivity but plays a much smaller role in 

comparison to attitudes. This was reflected in this study. 

Based on preliminary meetings with Mexican American 

staff members, the decision was made to add a response of "I 

do not know" to the knowledge portion. This was done 

because administrators as well as Mexican American staff 

members believed that most of the staff would feel more 

comfortable with this option. The addition of the "I do not 

know" answer choice was designed to minimize expected 

negative responses toward knowledge items. This enabled the 

researcher to decrease the likelihood of respondent guessing 

and to gain a better assessment of actual knowledge scores. 

All knowledge items had at least one ~ubject who responded 

with "I do not know" and 7 of the 15 knowledge items had 

over jst "I do not know" responses. 

Low knowledge scores may have occurred simply because 

it is difficult to define a culture representative of an 

entire ethnic group, such as Mexican Americans. An 

individual's definition of culture is constantly changing 

based on his or her experiences (Spector, 1991} and may not 

be representative of what is perceived as the norm of the 
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group by others. The knowledge portion of the Mexican 

American Attitude and Knowledge Scale (Doyle & Chng, 1994) 

was designed to reflect the culture of traditional, less 

acculturated Mexican Americans seeking public health 

services in the North Texas area. The knowledge portion may 

not have been reflective of the experiences that clinical 

staff have had with traditional, less acculturated Mexican 

American clients. 

Knowledge levels did not have any type of statistical 

relationships with any of the independent variables 

(ethnicity, length of employment, cultural issues 

experience, site of employment, and clinic type). 

Relationships may not have been found between knowledge and 

independent variables for a variety of reasons. First, 

relationships may have been present but due to a small 

sample size, they may or may not have,_been detected. 

Second, the knowledge portion of the Mexican American 

Attitude and Knowledge scale may not have been reflective of 

-the traditional, less acculturated Mexican American clients 

seen by the family planning clinical staff. These two 

reasons may be the explanation as to why relationships were 

not found between knowledge and any of the independent 

variables. 
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With regard to ethnicity and knowledge, the Hispanic 

and Mexican American clinical staff may have had definitions 

of Mexican American culture that differed from those 

reflected in the knowledge items. Their definition of 

culture may have been easily biased when answering knowledge 

items. When administering inventories to the sample, 

several subjects who were Mexican American stated feelings 

that the knowledge items did reflect some Mexican Americans 

but not themselves or their friends or families. 

Regarding cultural issues experience and knowledge, it 

is important to realize that responses to cultural issues 

experience such as training, coursework, workshops, or 

inservices were only examined on the basis of whether or not 

subjects had any type of cultural issues experience. 

Whether or not cultural issues experiences included exposure 

to the knowledge necessary to answer k?owledge items of the 

Mexican American Attitude and Knowledge Scale is not known. 

This study also did not examine the quality of the training 

or cultural issues experience. 

statistically significant differences were found 

between three independent variables and attitudes. These 

included ethnicity, length of employment, and clinic type of 

employment. In this study, Hispanic ethnicity of Planned 

Parenthood clinical staff was reflective of a more positive 
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attitude toward Mexican American culture, showing a 

statistically significant difference. This is consistent 

with the literature stating that health care providers of 

the same ethnicity will be more culturally sensitive toward 

their own culture group or one that is closely related 

(Valdez et al., 1993). 

An inverse correlation was found between length of 

employment and attitude score. This finding differs from 

the literature and studies done which have examined exposure 

to different cultures as a method to increase cultural 

sensitivity and attitudes toward working with different 

cultures (Barton & Brown, 1992; Pope-Davis et al., 1994). 

A statistically significant difference was found 

between clinic type and attitude levels . Those working in 

subsidized clinics had a higher or more positive attitude 

score. This was expected, as those c~inical staff in 

subsidized clinics have more contact with low income 

minori°ty women and Mexican American clients than clinical 

staff working at full-pay clinics. This finding is 

supported in the literature suggesting that exposure to 

different cultures through internships, clinical rotations, 

and work experience increases cultural sensitivity (Burton & 

Brown, 1992; Lum & Korenman, 1994). 
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Relationships among independent variables may explain 

the inverse correlation between length of employment and 

attitude. Subjects with a longer mean length of employment 

were more likely to work at full-pay clinics and to be of 

Non-Hispanic ethnicity. Both employment at full-pay clinics 

and Non-Hispanic ethnicity were statistically significant 

with lower or less positive attitude scores. Hispanic 

employees were employed for fewer months than Non-Hispanic 

employees and therefore may have been a factor in the 

inverse correlation between length of employment and 

attitude scores. 

No statistically significant differences were found 

between attitudes and those with and without cultural issues 

experience. upon further examination of attitude items, 

four were found to have similar or exact mean individual 

item scores for both subjects with ang without cultural 

issues experience. These included items 2, 7, 10 and 18. 

These ·findings further established that no relationship 

existed between cultural issues experience and attitude 

levels. 

Differences may not have occurred for some of the same 

reasons related to knowledge and independent variables. For 

example, the small sample size and large number of clinic 

sites may have made it difficult for parametric statistical 
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tests to detect differences. A nonparametric test may have 

been more appropriate. Because type and quality of cultural 

issues experience was not examined, areas in which clinical 

staff had cultural issues experience or exposure is not 

known. Possibly, the cultural issues experience only 

focused upon other minority groups. This may be an 

explanation as to why a relationship did not exist between 

cultural issues experience and knowledge. 

Specific information regarding some of the responses to 

knowledge items may be beneficial to others who have 

interest in developing an instrument to test knowledge of 

Mexican American culture. This information may also be 

useful to those planning and designing programs to increase 

knowledge of Mexican American culture and to ultimately 

increase cultural sensitivity. The knowledge items with 

more than 60% of the sample selecting ,_ correct answers are 

listed by their item number with the correct answer in 

parentheses as follows: 

1. rn traditional Mexican American culture, a family 

is, one in which: (parents, children, and relatives live 

together). TWenty-five subjects (78.1%) answered correctly. 

6. when faced with problems, the traditional Mexican 

American individual first turns to: (the family for support 
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and help). Twenty-seven subjects (84.4%) answered 

correctly . 

8. Which of the following descriptions of the 

traditional Mexican American female is false? : (a) A good 

mother centers her life around her children at great 

sacrifice. (True), (b) It is culturally acceptable for a 

woman to earn more than her husband. (False), (c) The 

married woman who is aware of her husband's extramarital 

affairs is expected to suffer in silence. (True), (d) women 

are expected to be submissive to male family · members. 

(True). Twenty-one subjects (65.6%) answered correctly. 

13. In traditional Mexican American culture, when you 

are sick, it is acceptable to first seek folk remedies 

before visiting a physician or clinic. Twenty subjects 

(62.5%) answered correctly. 

Wi th the addition of "I do not know" responses as 

incorrect, a more accurate examination of knowledge scores 

was available. This addition of "I do not know" indicated 

that many of the subjects did not have adequate information 

to, answer many of the questions. The items with over 40% of 

subjects answering "I do not know" with correct answers in 

parentheses are as follows: 

4. Which of the following statements regarding 

traditional Mexican American culture is false? (a) Touching 
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is commonplace among family members but not extended to non

family members. (True), (b) To stare at an elder or a person 

in authority is disrespectful. (True), (c) Mexican Americans 

speak Spanish to each other to establish rapport and 

camaraderie. (True), and (d) Among Mexican Americans, a 

female who initiates eye contact with a male in a 

professional setting is showing sexual interest. (False). 

Seventeen subjects (53.1%) answered "I do not know". 

11. Which of the following is false? (~) Regarding 

AIDS/HIV infection, the Mexican American rate is nearly 3 

times higher than for Non-Mexican Americans. (True), (b) The 

Mexican American diet is thought to be low in animal fat but 

high in carbohydrates and fiber. (False), (c) The median 

Mexican American age is younger than for the total 

population. (True), (d) Heart disease and cancer are 2 of 

the leading causes of death for Mexican Americans. (True). 

Fifteen subjects (46.9%) answered "I do not know". 

rn addition to these three knowledge items, four others 

had over 35% 11 I do not know" resp~mses circled. These 

included the knowledge items 3, 7, 12, 14 and 15. The large 

percentage of these responses in addition to incorrect 

responses indicated that there is a need to replace current 

knowledge with more correct information as suggested by the 
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authors of the Mexican American Attitude and Knowledge scale 

(Doyle & Chng, 1994). 

Conclusions 

The major intent of this study was to examine possible 

relationships between specific demographic characteristics 

of family planning clinical staff and knowledge of and 

attitudes towards Mexican American culture. The results of 

the data analyses were tested at the .OS level of 

-significance, and the following conclusions were made: 

Null Hypothesis 1. There is no statistically 

significant relationship between the knowledge level of the 

clinical staff member regarding Mexican American culture and 

the following demographic characteristics of the clinical 

staff member: (a} ethnicity, NOT REJECTED, (b) length of 

employment, NOT REJBCTBD, (c) cultural issues experience, 

NOT REJECTED, (d} clinic location of ~mployment, mrr 

REJECTED, and (e} clinic type of employment, NOT REJECTED. 

Null Hypothesis 2. There is no statistically 

significant relationship between the attitude level of the 

clinical staff member regarding Mexican American culture and 

the following demographic characteristics: (a) ethnicity, 

REJECTED, (b) length of employment, REJECTED, (c) cultural 

issues experience, NOT REJECTED, (d) clinic location of 
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employment, NOT REJECTED, and (e) clinic type of employment, 

REJECTED. 

Recommendations 

The following recommendations are made for future 

investigations: 

1. A larger sample size should be utilized among 

family planning clinical staff working with traditional, 

less acculturated Mexican Americans in the north Texas area. 

This will further establish validity and reliability of the 

Mexican American Attitude and Knowledge Scale (Doyle & Chng, 

1994) for use among this population. 

2. A study should be conducted to further examine the 

relationship between the quality and type of cultural issues 

experience (training) and knowledge of and attitude levels 

towards Mexican American culture. 

3. The Mexican American Attitude and Knowledge Scale, 

or a similar instrument, should be utilized in a pretest and 

posttest situation to evaluate cultural sensitivity training 

that has been directed towards the specific population of 

traditional, less acculturated Mexican Americans. 
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Be reminded that both the University and the Department of Health and Human Services 
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"Cultural Literacy among Family Planning ~linic Staff" for 
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research and writing of your project. 
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TEXAS WOMEN'S UNIVERSITY 

Mexican American Cultural Sensitivity Among Family Planning 
Clinic Staff 
Holly McMinn 
(214)750-1552 

September 17, 1995 

To Whom it May Concern: 

The purpose of this study is to examine specific 
characteristics of staff members with direct patient contact 
and their relationships with knowledge of and attitudes 
about traditional, less acculturated Mexican. Americans. 
This research is being conducted to examine the role of 
cultural sensitivity within a family planning setting. 

The study will take approximately twenty minutes and 
consists of two inventories. The first inventory contains 
questions pertaining to demographic information about 
yourself. The second portion consists of questions designed 
to measure your knowledge of and attitudes about 
traditional, less acculturated Mexican Americans. Questions 
in this section have been developed by individuals with 
expertise and knowledge of this culture in the North Texas 
area. Questions are by no means meant to stereotype this 
population. 

Participation in this study is completely voluntary and you 
may decide at any time not to continue completion of the 
inventories. Please complete the inventories to the best of 
your abilities. There will be no penalties if you decide 
not to participate. All inventories will be anonymous and 
the returned, completed inventory will indicate your consent 
to participate. If you decide to participate, you will be 
eligible to win a twenty-five dollar gift certificate. 

The results of this study will be available after the study 

has ended. 
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We will try to prevent any problem that could happen because 
of this research. Please let us know at once if there is a 
problem and we will help you. You should understand 
however, that TWU does not provide medical services or 
financial assistance for injuries that might happen because 
you are taking part in this research . 

. If you have any questions about the research or about your 
rights as a subject, we want you to ask us. My phone number 
is at the top of this letter. If you have questions later, 
or if you wish to report a problem, please call me or the 
Office of Research Grants and Administration at (817)898-
3375. Thank you for all your help. 

Sincerely, 

~V~AJad t1l&/t{A-----
Ho11y Q. McMinn 
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I have completed the inventories and would like my 
name entered to win a gift certificate. 

Name ----------

Date ----------

In order to maintain confidentiality, your name will 
not be attached to the completed inventories. Please 
return this card separately from the inventories. 
These cards will be destroyed after a winner is 
chosen at random. Thanks for your help. 
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CLINICAL STAFF PERSONAL INFORMATION INVENTORY 

Directions: Please answer the following questions to the 
best of your ability by either placing a check in 
the appropriate blank or by filling in the 
appropriate blank. PLEASE DO NOT PUT YOUR NAME ON 
ANY PORTION OF THIS FORM. I understand that the 
return of my completed questionnaire constitutes my 
informed consent to act as a subject in this 
research. 

1. Do you consider your ethnicity to be Hispanic? 

Yes 
No 

If yes is checked, please go to question 2. If no, 
go to question 3. 

2. Please check the appropriate blank that best clarifies 
your Hispanic ethnicity. 

Mexican American 
Cuban 
Central or south American 
Puerto Rican 
Other Spanish/Hispanic 

3. If your answer to question 1 was no, please check the 
blank that best identifies what you consider to be your 

ethnic origin. 

African American 
Asian American 
Caucasian 
Native American 
Other, 

If other is checked, please write in response. 
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4. How long have you been employed by this organization, 
either at this location or elsewhere? Please answer in 
years and months. 

__ years months 

5. Have you ever attended any workshops, inservices, had 
coursework, or any other formal training dealing with 
cultural issues. If no, go to question 7. 

Yes 
No 

6. If yes, how many hours have you approxim~tely spent in 
attendance at each of the following that have addressed 
cultural issues? 

workshops/inservices 
coursework (credit hours) 
training 
other, 

If other is checked, please write in response. 

7. Please check the clinic or area in which you are 
employed. If you work at more than one clinic, please check 
the clinic in which you spend the majority of your time. 

Arlington North 
Arlington south 
Burleson 
Henderson 
Northeast 
Northside 
Poly Teen Clinic 
Ridgmar 
southeast 
CAIR 
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Mexican American Attitude and Knowledge Scale 

DIRECTIONS: For the following 15 questions, please circle 
the response that you feel best answers the question or best 
completes the phrase. Do not put your name on any portion 
of this inventory. 

Attached to the back of this inventory is a sheet for your 
comments and suggestions on how to make this a better 
instrument. 

1. In traditional Mexican American culture, a family is one 
in which: 

a. only the parents and children live together . 
b. the parents are married and strictly _monogamous. 
c. parents, children, and relatives live together. 
d. a single mother raises the children alone. 
e. don't know. 

2 . Which of the following statements is false of 
traditional Mexican American culture?: 

a. Close family ties are seen as normal and there is 
no need to become independent of the family. 

b. The female is regarded as the social "glue" that 
holds the family together. 

c. The male is expected to be the disciplinarian. 
d. Children are only valued for their economic 

contribution to the family. 
e. Don't know. 

3. In traditional Mexican American culture: 
a. the male advocates a double standard of sexual 

morality. 
b. the female is encouraged to be independent of the 

male. 
c. the elderly are treated as important only if they 

continue to contribute economically to the family . 
d. children who misbehave should be disciplined in 

public. 
e . don ' t know . 
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4. Which of the following statements regarding traditional 
Mexican American culture is false?: 

a. Touching is commonplace among family members but not 
extended to non-family members. 

b. To stare at an elder or a person in authority is 
disrespectful. 

c. Mexican Americans speak Spanish to each other to 
establish rapport and camaraderie. 

d. Among Mexican Americans, a female who initiates eye 
contact with a male in a professional setting is 
showing sexual interest. 

e. Don't know. 

5. In traditional Mexican American culture, the person in 
authority is expected to: 

a. always be a male. 
b. provide specific solutions to the problem. 
c. not share personal information with you. 
d. involve you actively in the decision-making process. 
e. don't know 

6. When faced with problems, the traditional Mexican 
American individual first turns to: 

a. the family for support and help. 
b. professionals whom he or she trusts. 
c. trusted friends and colleagu~s. 
d. telephone hotlines. 
e. don't know. 

7. which of the following statements is false concerning 
traditional Mexican American culture?: 

a. sexuality is not usually .discussed either in family 
or professional settings. 

b. Excessive public display of affection even among 
family members is forbidden, 

c. rt is not acceptable to express anger in the 
presence of elders. 

d. To argue in public is acceptable if you feel 
s t ~ongly about your position. 

e. Don't know. 
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8. Which of the following descriptions of the traditional 
Mexican American female is false?: 

a. A good mother centers her life around her children 
at great sacrifice. 

b. It is culturally acceptable for a woman to earn 
more than her husband. 

c. The married woman who is aware of her husband's 
extramarital affairs is expected to suffer in 
silence. 

d. Women are expected to be submissive to male family 
members. 

e. Don't know. 

9. Traditional Mexican Americans often think that a 
hospital: . 

a. and folk remedies should not be used together. 
b. is a place to get good health information. 
c. is designed to prevent health problems . 
d. is a place where you go to die. 
e. don't know 

10. Which of the following is false? 
a. Among Mexican Americans inhalant use is common among 

youths and young adults. 
b. overweight is common among Mexican Americans, 

especially among women. 
c. High blood cholesterol is a serious problem among 

Mexican Americans. 

d. smoking among Mexican American females is socially 
unacceptable. 

e. Don't know. 
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11. Which of the following is false? 
a. Regarding AIDS/HIV infection, the Mexican American 

rate is nearly 3 times higher than for non-Mexican 
Americans. 

b. The Mexican American diet is thought to be low in 
animal fat but high in carbohydrates and fiber. 

c. The median Mexican American age is younger than for 
the total population. 

d. Heart disease and cancer are 2 of the leading causes 
of death for Mexican Americans. 

e. Don't know. 

12. Which of the following is false concerning traditional 
Mexican American culture? 

a. Direct eye contact with authority figures would be 
considered disrespectful. 

b . A Mexican American who is late for an appointment 
does not necessarily regard it as being 
irresponsible. 

c. Refusing an offer of food or drink when visiting a 
Mexican American family is considered rude. 

d. When working with a Mexican American family, school 
children can serve as interpreters if adults are 
unavailable. 

e. Don't know. 

13. In traditional Mexican American culture, when you are 

sick, 
a. it means that bacteria and viruses are responsible. 
b. it is acceptable to first seek folk remedies before 

visiting a physician or ~linic. 
c. you expect to play an active role in treatment. 
ct. you do not involve the family in your treatment. 

e. don't know. 



14. Regarding sexuality in traditional Mexican American 
culture: 

a. it is commonly discussed among adults of the same 
gender. 

b. it is acceptable for a woman to have an affair if 
her husband first had an affair. 

c. contraceptive responsibility is equally shared by 
both male and female. 

d. homosexual behavior is permissible if the person 
doesn't identify self as homosexual. 

e. don't know 
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15. Which of the following is false concerning traditional 
Mexican American culture?: 

a. The cormnunity is considered an exten~ion of the 
family. 

b. Barber shops, grocery stores, and churches are the 
center of social life in a Mexican American 
community. 

c. social leaders in a Mexican American cormnunity are 
often more influential than elected officials. 

d. Men will attend health programs if they are 
organized by local church staff. 

e. Don't know. 

DIRECTIONS: For the following 18 questions, please circle 
the appropriate number according to the following scale: 
Strongly Disagree(SD)=l, Disagree(D}=2, Uncertain or 
Undecided(U)=3, Agree(A)=4, and Strongly Agree(SA)=S. 

D? not put your name on any portion of this inventory. 

1. No special programs should be made to help Mexican 

Americans. 

1 
SD 

2 

D 

3 

u 
4 

A 

5 

SA 



2. Colleges and universities should prepare graduates to 
work effectively with Mexican American students and 
clients. 

1 
SD 

2 

D 

3 

u 
4 

A 
5 

SA 

3. It is acceptable for a non-Mexican American who is 
proficient in Mexican American culture to work with 
them. 

1 
SD 

2 

D 

3 

u 
4 

A 
5 

SA 
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4. If I were required to take a course on Mexican American 
culture in order to be a health educator, I would change 
my major field of study. 

1 
SD 

2 

D 

3 

u 
4 

A 
5 
SA 

s. I would feel comfortable working closely with a Mexican 
American co-worker. 

1 
SD 

2 

D 

3 

u 
4 

A 
5 
SA 

6. r would feel uncomfortable if I learned that my new 
neighbor is a Mexican American family. 

1 
SD 

2 

D 

3 

u 
4 

A 
5 . 
SA 

7. r would feel comfortable being in a group of Mexican 

Americans. 

1 
SD 

2 

D 

3 

u 
4 

A 

5 
SA 



8. If I heard two Mexican Americans speaking Spanish to 
each other in my presence, I would be offended. 

1 
SD 

2 

D 

3 

u 
4 

A 
5 

SA 
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9. I would feel uncomfortable if I were invited to meet the 
family of my Mexican American co-worker or friend. 

1 
SD 

2 

D 

3 

u 
4 

A 

5 

SA 

10. I think it is wrong for Mexican Americans to ask for 
special treatment since it will interfere with their 
assimilation into mainstream society. 

1 
SD 

2 

D 

3 

u 
4 

A 

5 

SA 

11. Mexican American culture is just so foreign to me that 
I will never feel comfortable enough to work with 
people from that culture. 

1 
SD 

2 

D 

3 

u 
4 

A 

5 

SA 

12. r don't mind living in a multi-Gultural community with 
Mexican American neighbors. 

13. 
I 

1 
SD 

2 

D 

3 

u 
4 

A 

5 

SA 

I would feel comfortable if my Mexican American friend 
or neighbor invited me into their home. 

1 
SD 

2 

D 

3 

u 
4 

A 

5 

SA 



14. I would feel uncomfortable working with Mexican 
American clients or students. 

1 
SD 

2 
D 

3 

u 
4 

A 
5 

SA 
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15. Spanish is a beautiful language and I enjoy hearing it 
spoken. 

1 
SD 

2 

D 

3 

u 
4 

A 
5 

SA 

16. The funds and energy invested in developing Mexican 
American programs on campus could be better used 
elsewhere. 

1 
SD 

2 

D 

3 

u 
4 

A 
5 

SA 

17. I should receive special cross-cultural training to 
prepare me for work with Mexican Americans. 

1 
SD 

2 

D 

3 

u 
4 

A 

5 

SA 

18. r find that Mexican American men are just too macho in 
their attitude and behavior. 

1 
SD 

2 

D 

3 
u 

4 

A 

5 

SA 
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