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ABSTRACT 

The purpose of this research was to translate into Spanish the 

instrument "Needs of Parents of Premature or Critically 111 Newborns." 

Field testing evaluated item consistency between two questionnaires; in 

Spanish and English. This study utilized parents of high risk infants, 

who were Hispanic, and who were bilingual in Spanish and English. Data 

were analyzed using percentage agreement (exact and collapsed). A dis

cussion of item consistency between questionnaires is presented. The 

data indicated a lack of cultural-specific items between question

naires, acceptable translation quality and equivalence between ques

tionnaires, and the need for culturally-sensitive questionnaires for 

conducting cross-cultural research within the context of nursing. 
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CHAPTER 1 

INTRODUCTION 

The purpose of this study is to translate into Spanish the 

instrument "Needs of Parents of Premature or Critically 111 Newborns" 

(Hopkin, 1986), as well as to perform initial field testing of the 

Spanish language translation. The intent of the research is to evaluate 

item consistency between two questionnaires; in Spanish and English. 

This instrument identifies and measures the needs of parents of high 

risk infants (preterm or critically ill), whether the needs are being 

met, and by whom. The population utilized for the initial field testing 

are Mexican American parents of high risk infants, who are bilingual in 

Spanish and English. 

Nursing has taken positive strides in its development as a 

growing profession. In the last two decades multiple nursing models 

have been formulated to describe, explain, predict and control nursing 

practice. A nursing model that has greatly contributed to nursing is 

the Transcultural Model, as described by Leininger (1979). Leininger 

(1979) defines transcultural nursing as a branch of nursing which 

focuses upon the comparative study and analysis of cultures with 

respect to nursing and health-illness caring practices, beliefs, and 

values. The goal of transcultural nursing is to provide meaningful and 
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efficacious nursing care services to people according to their cultural 

values and health-illness context. 

An increasing amount of interest in transcultural nursing has 

inspired cross-cultural research within the profession of nursing. A 

goal of nursing is to increase the scientific knowledge base, thus 

giving strength to the profession. According to dechesnay (1983) 

cross-cultural research in any discipline strengthens theory building 

in that discipline. By comparing and contrasting aspects of different 

cultures, the investigator builds and tests theories about those 

aspects of particular relevance to the discipline. 

An individual's perceptions of illness and health and behaviors 

associated with these states are culturally influenced. All societies 

have certain sets of accepted explanations of birth, illness, and death 

with approved practices for the treatment and alleviation of symptoms 

for each. Because cultural belief systems influence an individual's 

recognition of illness and selection of health care providers and 

practices, assessment of cultural beliefs and behaviors is important 

for the professional with a holistic approach to health care 

(Auvenshine & Enriquez, 1985). Nurses everywhere come into contact with 

people of different cultures. Therefore, the systematic study of 

culture will assist the nurse in decreasing culture shock and 

minimizing' health care delivery problems based on cultural differences 

(Leininger, 1979). 

The implementation of qualitative methodology has added 

strength to cross-cultural nursing research. In using the qualitative 
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approach, phenomena unique to nursing can be inductively explored from 

the data. In contrast, the utilization of quantitative methodology 

requires a structured instrument to measure the identified phenomena. 

Currently, nursing is experiencing a lack of instruments for measuring 

phenomena unique to the profession (Ventura, Hinshaw, & Atwood, 1981). 

This deficiency adds to the difficulty in the application of 

quantitative methodology for the investigation of cross-cultural 

phenomena. It is within the realm of nursing to develop instruments to 

measure the effectiveness of nursing care, moreover, to appropriately 

translate them into a culturally relevant second language. 

The development of cross-cultural investigators who are skilled 

in a range of qualitative and quantitative methods, or who collaborate 

with investigators who are, will improve the quality of research and 

theory (Tripp-Reimer & Dougherty, 1985). A major problem encountered 

when conducting cross-cultural research is that of communication. 

Health care providers who are attempting to measure needs of the 

Hispanic population demonstrate minimal knowledge of the Spanish 

language (Marcos, Urcuyo, Kesselman, & Alpert, 1981), Langu^e is more 

than a means of communication about reality: it is a tool for 

constructing reality. Different languages create and express different 

realities. They categorize experience in different ways. They provide 

alternative patterns for customary ways of thinking and perceiving 

(Spradley, 1979). Language allows individuals to express how they 

think, feel and react to their environment. As part of the Hispanic 
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heritage the Spanish language is viewed as a link between cultural 

roots and values. 

It is clear that cross-cultural research becomes significant 

only insofar that the translation approaches the precise meaning of the 

original instrument. It is only then that response differences can be 

attributed to cultural differences and not to inaccurately translated 

instruments (Prince, & Mombour, 1966). 

To promote better coiranunication and understanding, between 

clients and health care workers, instruments appropriately translated 

into a culturally relevant second language for the target population is 

of great importance. 

Statement of the Problem 

This study investigates the translation of an instrument to 

measure the needs of Mexican American parents of high risk infants. 

Significance of the Problem 

Pregnancy is a human situation not only for the newborn at the 

threshold of existence but also for the parents who now enter a new 

configuration of relationship to one another and to their not yet 

visible but present offspring (Jessner, Weigert, & Foy, 1970). The 

preparation for parenthood is long and complex, despite the length of 

gestation. According to Jessner, Weigert and Foy, (1970), pregnancy 

results in a significant anticipatory parenthood in both expectant 

mother and father. 
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The transition period to parenthood is associated with a 

considerable amount of anxiety, disorganization and relearning as this 

role emerges. Hrobsky (1977) has identified four phases in the process 

of role transition: 1) early anticipatory phase, in which an extensive 

revision of roles take place; 2) honeymoon phase, which refers to the 

post-childbirth period during which, through intimacy and prolonged 

contact, an attachment between parent and child is laid down; 3) 

plateau and disengagement phases, where parental roles are fully 

exercised, and 4) the disengagement phase, which involves "termination 

of the role." This last phase completes the whole transitional process. 

The delivery of a high risk infant is usually an event 

associated with great fear and anxiety. Such fear and anxiety may 

influence the parent-child relationship for years to come (Lancaster, 

1986; Tarbert, 1985; Roberts, 1977). The situation of parents and their 

high risk newborn parallels that of other parents and newborns in many 

ways. However, when parents find themselves in a situation where their 

infant requires admission into the Neonatal Intensive Care Unit (NICU), 

the role transition to parenthood is disrupted and the feeling of 

uncertainty is pronounced, e.g., not having a normal baby, neurological 

sequelae, and death. In addition, parents began to feel guilt and grief 

as they attempt to deal with a situation with which they have had no 

previous experience. 

There are two types of crises which families undergo, 

developmental and situational. A developmental crises is one which 

human beings experience in the process of their psychosocial growth, 
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e.g., when the children reach adolescense, or when retirement occurs 

(Robischon, 1967). According to Leahy, Cobb, and Jones (1977), an 

unexpected outcome at birth can be categorized as situational or 

accidental crises, situational or accidental crises are external events 

or stresses. They are often more sudden, unexpected and unfortunate. 

An unexpected outcome at birth can have an emotional impact on 

the family. Parents who are most successful at adapting to the crises 

are those who express their feelings openly, have adequate support 

systems and are "informed" parents (Leahy, et al., 1977). The series of 

crises that come to constitute the lifestyle of a family with a high 

risk infant begin at birth. The interruption of pregnancy by an 

unexpected birth is a crises for the family because pregnancy itself is 

a life change to which they must adapt (Tarbert, 1985). Carroll (1985) 

and Noga (1982) further support the well documented evidence, that 

parents who are experiencing a birth crisis are encountering one of the 

most stressful events in their lives. Supportive intervention can help 

parents to except their and I . uation (Mercer, 1977). Health 

care providers can pi*. . i..=ijo7 role in helping parents with a high 

risk infant cope (Cat; . , 198.k ' 

Th:< L, •''icades ha— been profitable ones for the high 

risk newborn, who has l r^ome the recipient of improved nursing and 

medical care (Maugurten, Slade & Fitsimons, 1979). About seven percent, 

or 250,000 of the 3.5 million babies born in America weigh less than 

five and a half pounds. Most of them are premature, born before the 

thirty-seventh week of pregnancy (Grady, 1985). It has been estimated 
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that about 60,000 of the 250,000 babies born each year may be at high 

risk for serious lifetime disability (Behrman, 1983). This estimation 

does not include examples of other unexpected outcomes at birth. 

According to Auvenshine and Enriquez (1985) unexpected outcomes 

include; postmature infants (birth after 42 weeks gestation), small for 

gestational age infants, and infants with congenital anomalies or birth 

defects. Lowering the mortality for these high risk infants has 

resulted in an increased number of normal survivors but has also, in 

some instances, resulted in an absolute increase of children with 

handicapping sequelae. 

The survival rate of high risk infants has led to an expanding 

group of parents who must cope with uncertainty about the prognosis, 

there are no clinical or laboratory means to assess neurologic 

potential with precision in the young infant. In extreme cases, there 

is little doubt that brain damage is catastrophic and recovery is 

impossible, but individual babies come with every shade of ambiguity as 

to their prognoses (Avery, 1981). 

Literature supports that the development of parenting behavior 

begins with physical contact with the infant, advances to care-taking 

skills and progresses to identification with sick newborns. Each stage 

has its own unique parenting behaviors (Shraeder, 1980). Caring for an 

infant with a multitude of health needs is a large undertaking for 

parents; because of the magnitude of the situation, the normal 

achievement of parenting behaviors are disrupted (Glassanos, 1980). The 

birth of a high risk infant can potentiate the family's vulnerability 
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to future problems. Literature shows that some of the troublesome 

problems include: family breakup due to separation or divorce, 

decreased communication, distrust, altered-lifestyles, sibling rivalry, 

chronic neglect, and abuse. 

Studies of the needs of the family members of the critically 

ill deal mainly with adult critically ill patients (Prowse, 1984; 

Bouman, 1984; Molter, 1979). Molter's study (1979) of 40 relatives of 

critically ill patients, by structured interview, identified needs 

relating to comfort, honesty and caring, and reception of information 

about the patient and his progress. This study was used as a guide for 

Hopkin (1986) in the development of an instrument specific to parents 

of premature and critically ill newborns. 

Hopkin (1986) developed an instrument to measure needs of 

parents of premature and critically ill newborns. The instrument 

identified the following needs; to receive information/to be kept 

informed; to receive reassurance and encouragement; to receive comfort; 

to be involved; to participate in caretaking; to rest and sleep; to 

visit/be near/be with/call; to receive support from family and medical 

personnel; to be treated with caring, honesty, and sensitivity; to be 

free to talk/to have someone listen; to pray/to cry; to deny events/to 

believe everything is all right; to prepare for death or loss; to pre

pare for discharge home; to receive information on growth and develop

ment; to receive information about resources/follow-up; to have hope; 

to give help to others; and to maintain self-esteem. 
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Recent literature supports the need to explore parental 

adjustment to the high risk infant and the long term effect of that 

initial disruption. Montgomery (1983) postulates that parents of high 

risk infants have three basic needs: (1) to develop a sense of trust in 

the neonatal health care team# (2) to develop a basic attachment to 

their infant, and (3), to be able to give care to their child based on 

information received and reality testing done. 

Research, both basic and applied, of the Hispanic population is 

virtually unexplored territory. A vast need exists for intensive and 

extensive research into the Hispanic experience and its delivery of 

health care (Arce, Galbis, Diaz, & Garcia, 1983). Until recent years, 

nursing theory and practice have been presented and performed as if all 

clients are white, Christian, and of European ancestry (Ruiz, 1981). 

Traditionally, there had been little acknowledgement of concern by the 

nursing profession for the relationship between clients' cultural 

beliefs and their behavior in health care system. The prevailing 

philosophy has been that to provide equal care to clients, all clients 

should be given the same care. Studies in the fields of anthropology, 

psychology, and sociology, however, give evidence to nursing that 

clients are done a great disservice when cultural background is ignored 

(Auvenshine & Enriquez, 1985). 

No previous research addresses the needs of Hispanic parents of 

high risk infants. In the interest of better health care and communica

tion between Hispanic parents and nurses, instruments utilized to 

assess Hispanic parent needs should be provided in Spanish. If health 
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promoting activities are to be accessible to the Hispanic, they must be 

structured around natural patterns of interaction which take into 

account important symbols of interaction for that specific cultural 

group (Mendoza, 1980). Thus, the first step is to learn if an instru

ment designed to measure the needs of parents and written in English, 

can be used if translated into Spanish. 

Purpose 

The purpose of this study is 1) to translate the instrument 

"Needs of Parents of Premature or Critically 111 Newborns" into Spanish 

2) to test the Spanish language translation by administering it to 

Mexican American parents who are bilingual in Spanish and English and 

whose infants were admitted into a neonatal intensive care unit, and 3) 

to assess if the items are culturally-sensitive. 

Definitions 

For the purposes of this study, the following definitions of 

terms were used: 

1. Parents: the biological mother and father. 

2. Premature or critically ill newborns: a baby born between 24 

and 37 weeks of gestation and/or a baby born with a medical or 

surgical problem, both requiring a minimum of 48 hours in a 

neonatal intensive care unit. 

3. Neonatal intensive care unit (NICU): a level III tertiary 

center caring for infants less than 28 days of age on admission 

(Hopkin, 1986). 
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4. Mexican American: one whose speech/culture derives from Latin 

America. 

Conceptual Framework 

The cross-cultural research and cross-cultural nursing care 

model (CCRNC) (Figure 1) provides the conceptual orientation for 

measuring the needs of Hispanic parents of high risk infants. Con

structs of cross-cultural research and cross-cultural nursing care are 

grounded in anthropology and nursing literature. The present study 

focuses specifically on translation of the instrument "Needs of Parents 

of Premature of Critically 111 newborns," into Spanish. Culture is 

defined as, the acquired knowledge that people use to interpret experi

ence and generate social behavior (Spradley, 1979). 

The CCRNC model addresses the relationship between cross-

cultural research and cross-cultural nursing care. America is a great 

nation of great cultural diversity. Cross-cultural research health care 

providers become familiar with specific cultural health care practices# 

e.g., history, religion, kinship patterns, and social systems. Moreover 

cross-cultural research has painted a broad comparative picture of 

human nature and human behavior, and prevents health care providers 

from becoming ethnocentric (Spradley, 1979). 

Foundations for cross-cultural nursing care are cross-cultural 

research studies. Cross-cultural research guides nursing care to people 

of different cultures. Nurses who deal with people in health and ill

ness must learn about differences of cultural groups and seek ways to 
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High Risk Infants 

Figure 1. Cross-Cultural Research and Nursing Care Model 
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become alert to such differences in giving patient care (Leininger, 

1979). Cross-cultural nursing is enhanced by becoming aware of 

different cultural beliefs concerning health and illness. Furthermore, 

cross- cultural nursing care will minimize health care delivery 

problems based on cultural differences and promote the quality of care 

given to these clients. Cross-cultural research and cross-cultural 

nursing benefits both the profession of nursing and individualized 

client care (deChesnay, 1983). 

The first level of concepts are research of Hispanic culture 

and nursing care of Hispanic clients. Research of the Hispanic 

population is needed in various areas. The lack of literature focusing 

of the Hispanic culture is evident in the areas of health-illness, 

divorce and child abuse-issues related to the phenomena of unexpected 

outcomes at birth. The awareness and knowledge generated from research 

of the Hispanic culture, will enrich and add a unique perspective to 

nursing care of Hispanic clients. 

Languages differences between nurses and clients may be 

important barriers to communication in health care system where peoples 

of many cultures interact. Thus, the problems within the health program 

due to language differences and difficulties of translation and 

interpretation are an essential part of the communication process that 

should be explored (Brownlee, 1978). The development of instruments 

useful in measuring and identifying different types of interactions, 

between the nurse ;-nd parents, during the hospitalization of their 

infant are needed. Development and translation of the NPHI, into the 
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Spanish version, is the preparatory stage that will enable nurses to 

measure the needs of Hispanic parents and help develop baseline data 

necessary for the delivery of quality nursing care. These data would 

also provide a way of predicting future problems. 

All parenting occurs within a context and needs to be viewed as 

a part of the parent's culture. Mexican Americans, like the general 

population, are experiencing the birth of high risk infants. Beliefs 

and values differ between Hispanics and Anglos, therefore, the nurse 

needs to be aware of cultural differences that will influence their 

needs. Gaining awareness of cultural differences will promote comfort 

between the nurse and client and increase effectiveness of nursing 

care. 

This study will address the significance of cross-cultural 

research in relation to developing a body of knowledge for nursing, in 

the area of cross-cultural nursing care. Conducting research of one 

Hispanic culture will promote quality nursing care of Hispanic clients. 

Translation of the instrument into Spanish is a preparatory stage 

for conducting cross-cultural research. This will help nurses to render 

quality care to Hispanic parents of high risk infants. 

Summary 

Chapter 1 presented the purpose of this study, focusing on the 

revision and translation of the instrument "Needs of Parents of 

premature of Critically 111 Newborns", including field testing of the 

Spanish language translation. The role transition to parenthood, how 



15 

it may be disrupted when parents find themselves in a birth crisis, and 

the needs of parents of high risk infants were explored. The lack of 

research addressing the needs of Hispanic parents was briefly men

tioned. Cross-cultural research and the need for instrument development 

was also discussed. 



CHAPTER 2 

REVIEW OP THE LITERATURE 

A review of the literature is contained in this chapter. A 

brief introduction of the significance of nursing research is pre

sented. Cross-cultural research, cross-cultural nursing care, research 

of Hispanic culture, and nursing care of Hispanic clients is presented. 

The process of translating instruments into a culturally relevant 

second language is described. 

Significance of Nursing Research 

Nurses have continuously strived for recognition as members of 

a separate discipline and independent profession. Their emergence as a 

separate discipline can occur only when they identify a distinct body 

of knowledge about the individuals, groups, situations, and events of 

interest to nursing. The only way to generate, refine, or enlarge the 

knowledge needed by nursing is through scientific research. A theory in 

and of itself is relevant. Research in isolation is meaningless 

(Fawcett, 1980). Nurse researchers concerned with the research-practice 

gap have suggested methods of using research that can be adopted by 

nursing: 

16 
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1. The popularization method translates technical research 

findings into a popularized form easily used by practitioners. 

2. The empirical method requires the clinician to read research 

reports and case histories on a regular basis and to apply 

relevant findings whenever a practice problem is present. 

3. The theoretical method of using research "is the process of 

going from technical research literature to 'theory* and from 

theory to practice rather than trying to directly apply 

research literature to practical situation" (Fawcett, 1980). 

The underpinning of all research is theory which guides scientific 

inquiry and serves to produce explanatory and predictive statements 

about phenomena under study (Tripp-Reimer & Dougherty, 1985). 

Cross-Cultural Research 

Cross-cultural research, as defined by Leininger (1978), is the 

systematic investigation of a number of cultures with respect to 

certain identified variables. Literature shows that an advantage for 

improving cross-cultural research techniques in nursing is to promote a 

scientific base for nursing practice. In addition to giving personal 

insight into one's own culture, cross-cultural nursing benefits the 

client and profession. Brislin (1970) briefly describes the two goals 

of cross-cultural research; the first goal is to document valid prin

ciples that describe behavior in any one culture by using constructs 

that the people themselves conceive as meaningful and important, and 
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the second goal of cross-cultural research is to make generalizations 

across cultures that take into account all human behavior. 

A major concept that has emerged within the context of cross-

cultural nursing research is caring. The concept of care was elaborated 

by Leininger (1978) who saw care as the central focus of nursing 

behaviors# processes, and intervention modalities. The concept of care 

has been a fruitful theoretical approach in transcultural nursing 

(transcultural and cross-cultural are synonymous when referring to 

Leininger's work), and when examined in a wider context this concept is 

seen as a guide to several theoretical contributions. 

Most available cross-cultural nursing research does not derive 

from a clear theoretical base. When concepts are presented, they tend 

to come from anthropological rather than nursing theory. If research 

were based on models from nursing (Orem, 1980; Roy & Roberts, 1981), 

results would be more applicable for refining nursing theory and 

guiding cross-cultural research in nursing (Tripp-Reimer & Dougherty, 

1985). In conducting cross-cultural nursing research it is crucial to 

be sensitive to cultural beliefs and practices, moreover, it is 

essential not to over generalize and assume that all members of the 

culture hold to a particular belief or practice {Phillips, 1986). 

deChesnay (1983) notes that cross-cultural nursing research has 

the support of the International Council of Nursing (ICN). The ICN 

provides a structure for a network to give strength to the theoretical 

base of the nursing profession. She further adds that through cross-

cultural research, nurses from many countries develop models of 
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practice and education. If the profession of nursing is a global 

system, it can become stronger if the scholars of all the subsystems 

pool their ideas. 

Cross-Cultural Nursing Care 

Unquestionably, many nurses working with clients whose cultural 

backgrounds differ from theirs, feel varying degrees of inadequacy in 

sensitively handling clients1 needs and problems. Clients outside of 

the dominant culture have often expressed their feelings that nurses do 

not comprehend their situation, needs, and concerns (Sohier, 1981). The 

full recognition and knowledge of cultural diversities and the 

essential qualities of each culture group can enrich our practice of 

nursing. This recognition would challenge the nurse to make his care of 

clients more specific, refined, and culture-focused (Leinigner, 1970). 

Comprehensive nursing care will emerge when nurses demonstrate 

knowledge of cultural background, values, and attitudes in providing 

cross-cultural nursing care. 

Research of Hispanic Culture 

In the past decade, research investigating the Hispanic popula

tion has increased, however, much of it has been weak in generating 

knowledge. Padilla, Ruiz and Alvarez (as cited by Bacarisse & Salcido, 

1983), cite the weak methodological data, faulty analytic techniques, 

stereotypic interpretations, lack of replicability of findings and the 

absence of programmatic research. Quality has not kept pace with quan

tity, and even the increasing volume has left important areas untouched 
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by research. Research is needed in the unstudied areas of health-

illness and parenting. Research of Hispanic culture will provide means 

through which nursing builds its scientific pool of knowledge. 

Nursing Care of Hispanic Clients 

To provide effective and safe care to Hispanic clients, nurses 

must take into account culture, language, values, and belief systems 

differences, as these affect health-illness perception o£ Hispanics. 

Hispanic people also perceive nurses in specific ways. In spite of the 

similarities and commonalities among people, there are definitely 

differences which, if not taken in to consideration, will cause nursing 

care to be ineffective and in some instances unsafe (Murillo-Rohde, 

1981). Nurses can enhance the nurse-client relationship by acquiring 

the knowledge about cultural values, beliefs, and health practices. 

Moreover, utilization of this knowledge will promote effective and safe 

care of the Hispanic client. 

Nurses need to familiarize themselves with the Hispanic culture 

when caring for high risk infants of Hispanic descent. The level of 

comfort and knowledge the nurse projects has tremendous implications 

for health care of the parents of high risk infants. Nurses must 

appreciate that a cultural belief that has survived and served the 

Hispanic people for so many centuries must have some "functional 

significance" in their lives and cannot be lightly dismissed (Murillo-

Rohde, 1981). 
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Translation Process 

It is assumed that every researcher will have to deal with 

translation problems many times while carrying out cross-cultural 
i 

studies (Werner & Campbell, 1970). Translation for cross-cultural 

research is difficult (Brislin, 1970). The fact that we often misunder

stand people we know very well and who speak the same language as 

ourselves, is enough of a problem to occupy the careers of many 

researchers. And when such meaning and potential for misunderstanding 

must be taken into account while transferring material from one lan

guage to another, the number of seemingly unsolvable problems surely 

causes frustration on the part of researchers who are faced with these 

problems (Brislin, 1970). 

Casagrande (1954) wrote of the four "ends" of translation: 

1. Pragmatic translation: translation of a message with an inter

est in the accuracy of the information that was meant to be 

conveyed in the source language form. 

2. Aesthetic-poetic translation: in which the translator takes 

into account the affect, emotion, and feelings of an original 

language versions; the aesthetic form (e.g., sonnet, heroic 

couplet, dramatic dialogue) used by the original author; as 

well as any information in the message. 

3. Ethnographic translation: explicate the cultural context of the 

source and second language versions. 
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4. Linguistic translation: is concerned with equivalent meaning 

of the constituent morphemes of the second language and with 

grammatical form. 

Awareness of Casagrande's four types should help the translator to 

decide upon specific goals in a given translation since there have to 

be compromises made between elements subsumed under the four types. 

Brislin (1970) identifies four basic translation methods that 

can be combined for the special needs of any one research project. They 

are as follows: 

1. The bilingual technique, in which bilinguals take the same 

test, or different groups take different halves of a test, in 

the two languages they know. Items yielding discrepant 

responses, or differing frequency of responses, can be easily 

identified. The advantage of the technique is its preciseness 

and the potential for using sophisticated statistics and test 

concepts such as split-half reliability assessment. The disad

vantage is that the research instrument is being developed on 

the basis of responses from an atypical group, bilinguals. 

2. The committee approach, in which a group of bilinguals trans

lates from the source to the target language. The mistakes of 

one member can be caught by others on the committee. The weak

ness of the method is that committee members may not criticize 

one another, and may even unify against the researcher. 

3. Pretest procedures. After a translation is completed, it should 

be field tested to insure that people will comprehend all 
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material to which they will be expected to respond. There is no 

weakness per se with this method. 

4. Back translation, in which a researcher prepares material in 

one language and asks a bilingual to translate into another 

(target) language. A second bilingual independently translates 

the material back into the original language. The researcher 

then has two original forms to examine and, even if he/she does 

not know the target language, can make a sound judgment about 

the quality of the translation, Brislin, Lonner and Thorndike 

(1973) recommend that an instrument be back translated at least 

three times by a different translator. 

The methodology of back translation often incorporates a 

procedure called decentering (Brislin, 1970). Decentering refers to a 

translation process in which the original and the second language 

versions are both subject to modification — aiming for loyalty of 

meaning and equal familiarity and colloquialness in each language. On 

the other hand, unicentered translation is one which has loyalty to one 

language, usually the source language (Chapman & Carter, 1979; Werner & 

Campbell, 1970). Criteria for the evaluation of translation quality of 

translation equivalence is only suggested in the literature. 

Researchers who have investigated translation have indicated 

that context and redundancy in the original version have major effects 

on the quality of the translated version. Anthropologists and other 

cross-cultural investigators have come to the same conclusion. Accord

ing to Brislin (1970), redundancy helps in the construction of material 
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likely to be translatable; two phrases in a passage that refer to the 

same concept allow the translator to be sure of the passage's meaning. 

It also allows any translation-checker to note errors when one of the 

phrases in the translation differs in meaning when compared to the 

other. Werner and Campbell (1970) pointed out that a work is translated 

least adequately when it is translated as a single item. Translation 

improves when a word is a part of a sentence, and is even better when 

the sentence is part of a paragraph. 

Chapanis (1965, as cited by Brislin, 1970), designed a set of 

rules for a "language to be used under adverse conditions". The 

translation process can be viewed as adverse conditions. Three of the 

five rules apply: 

2. Use as small a vocabulary as possible and make sure that vocab

ulary is known to all the communicators. 

3. Use familiar rather than unfamiliar words. 

4. Supply as much context for your words as possible. Put the 

different ones in a sentence if you can. 

The most obvious difficult in translation occurs when the second 

language lacks the requisite word or concept (Prince & Mombour, 1967). 

The back-translation procedure sounds promising, but more 

research must be done with the technique if it is to become a powerful 

tool. The present research is concerned with two points: 

1. There is little indication in the above description of how a 

researcher can determine whether or not his source, target and 

back-translated forms are equivalent. 
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2. Although there has been speculation that different factors 

might affect translation, little investigation has been done 

(Brislin, 1970). 

Based on research and review of the literature, Brislin (1970) 

suggests a seven-step procedure likely to provide adequate translation 

from English to other languages. 

1. Write an English form that is likely to be translatable. Add 

redundancy to sentences and context to difficult ideas. Avoid 

detailed description. 

2. Secure competent translators familiar with the content involved 

in the source language materials. 

3. Instruct one bilingual to translate from the source to the 

target language, and another to blindly translate back from the 

target to the source. 

4. Have several raters examine the original, target, and/or the 

back-translated versions for errors that lead to differences in 

meaning. 

5. When no meaning errors are found, pretest the translated 

materials on target language-speaking people. Revise the trans

lation and/or the original English in light of insights gained 

during the pretest. Ask a bilingual to critically examine the 

translation. 

6. To finally demonstrate translation adequacy, administer the 

material to bilingual subjects, some who see the English 

version, some who see the translation, and some who see both. 
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Responses should be similar across groups as assessed by means, 

standard deviations, and correlation coefficients. 

7. Report experience using the different criteria for equivalence, 

e.g., field testing, and/or monolingual raters examine the 

original and back-translated forms of a passage. 

It is difficult to incorporate all the possible procedures of 

the translation process, therefore, it is important to assess the 

relationship between the goals of cross-cultural research and the 

translation procedures. The goals of cross-cultural research may be 

dichotomized as operational or comparative (Irving & Carroll, 1980). 

The translation of the NPHI will aim for equal familiarity and 

colloquialness in both the source and target language forms of the 

instrument. The unicentered approach will be utilized to translate an 

instrument loyal to the original NPHI. 

Summary 

Chapter 2 presented a review of the literature relevant to 

cross-cultural research, cross-cultural nursing care, critique of 

research of Hispanic culture, and the process of translating 

instruments into a culturally relevant second language. Importance of 

nursing research to expand scientific and research base for nursing 

practice were discussed. Back-translation will be the method utilized 

to translate the instrument "Needs of Parents of Premature or 

Critically 111 Newborns". 



CHAPTER 3 

METHODOLOGY 

The research design, translation protocol, setting, sample, 

research instrument, validity and reliability, field testing of the 

Spanish questionnaire/ human subjects review, data collection, plan of 

data analysis, and reporting ot results are presented in this chapter. 

The purposes of this study were: 

1. to translate the instrument "Needs of Parents of Premature or 

Critically 111 Newborns", and 

2. to test the Spanish language translation. 

Design 

The development of the questionnaire into the Spanish version 

represents cn instrument development design. This study was concerned 

with the revision and translation of the instrument "Needs of Parents 

of Premature or Critically 111 Newborns". 

Translation Protocol 

The instrument (NPIN) was translated into Spanish using the 

back translation method proposed by Brislin (1970). According to this 

method a bilingual individual will translate the instrument into 

Spanish while a second individual translates the obtained Spanish 

version into English. The English version obtained through back 

27 
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translation is then compared with the" original English version by a 

third person who makes the necessary adjustments in the items that are 

not similar. Brislin, Lonner and Thorndike (1973 as cited by Chapman & 

Carter, 1979) recommended that an instrument be back translated at 

least three times by a different translator. Literature concerned with 

translation procedures for the cross-cultural use of measurement 

instruments confirm that the obvious difficulty with this approach is 

to verify that the meanings of modified items are indeed equivalent. 

The methodology of the back translation process incorporated a 

procedure called decentering. Brislin (1970) describes decentering as a 

translation process in which the original and the second language 

versions are both subject to modification — aiming for loyalty of 

meaning and equal familiarity and colloquialness in each language. The 

individual that are involved in all three phases of the translation 

procedure were proficient in both English and Spanish. 

Setting 

The settings for this study were two neonatal intensive care 

units. One is an acute care childrens1 hospital located in a large 

Southwestern city which has 72 beds with an average census of 40 

infants. The other is an acute care community hospital located in a 

Southwestern metropolitan area and has 24 beds with an average census 

of 10 infants. 
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Sample 

For this study, a convenience sample of at least eight 

bilingual parents was selected. Parents of premature or critically ill 

newborns whose newborn had been hospitalized in a neonatal intensive 

care unit were contacted by the investigator during a parental visit, 

at least 48 hours after the infant's admission to the NICU. The 

investigator attempted to obtain an equal number of male and female 

parents. Married and single parents were invited to participate. 

This study utilized parents of high risk infants who were 

Hispanic, and who were bilingual in Spanish and English. The infants 

had been hospitalized in the neonatal intensive care unit for a minimum 

of two days and the maximum of 16 days. This time frame allowed some 

recovery time for parents following the experience of an unexpected 

birth outcome, stabilization of the infant, and immediate recall of 

needs endured by the parents. Excluded from this study were parents of 

infants who have been transported from another city and parents whose 

infants might die in the immediate future. Additional data collected 

included: gestational age of subject's infant, infant's age at time of 

initial questionnaire administration, and sex of parent completing 

questionnaires. 

Instrument 

The data collection instrument, "Needs of Parents of Premature 

or Critically 111 Newborns" (NPIN), was designed by Hopkin (1986), She 
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used Molter's (1979) tool, "Needs of Relatives of Critically 111 

Patients," as a guide in the construction of the instrument. 

Hopkin developed her instrument as follows: First, she induct

ively collected data and developed a limited taxonomy of parental 

needs. Secondly, from this listing of needs the structural statements 

for the interview schedule were derived. Finally, seven major subscales 

emerged: information, staff support, comfort, unit policies, support 

from others, psychological/spiritual, and preparation for discharge. 

Statements made by mothers were analyzed and assigned to a subscale 

(Appendix B). Random order assignment of statements from each subscale 

minimized response set bias. According to Polit and Hungler (1978), the 

tendency to answer with extreme response may still be demonstrated by 

the respondents. 

Hopkin1s instrument contained 37 declarative statements con

taining one need per statement, listed in random order on the left side 

of the page. To determine the importance of each need to the respond

ent, a five-point Likert-type rating scale was used. This type of 

rating allows the respondent to indicate their attitudes about each 

need (Polit & Hungler, 1978) from a ranking of 1, not at all important, 

to 5, very important. 

After the parents ranked the importance of each need, they were 

asked if the need was being met. Parents then were asked to identify 

who was meeting their needs from a list of eight different people 

(doctor, nurse, spouse, other relative, friends, chaplain, social 
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worker, and other). Selection was limited to the most important person 

or group of people meeting their needs. 

At the end of the questionnaire an open ended question was 

provided to encourage parents to describe needs not identified by the 

statements (See Appendix B for English questionnaire, Appendix C for 

Spanish questionnaire). Lastly, parents were asked to provide 

demographic information regarding sex of parent completing 

questionnaires, infant's age at time of initial questionnaire 

administration, and order of questionnaire administration. 

Validity 

Hopkin (1986) supported content validity through interviews 

with mothers and review of the literature. A panel consisting of two 

neonatal intensive care nurses, a neonatal intensive care social 

worker, and a clinical specialist doctoral student reviewed the instru

ment to determine if the statements accurately reflected parental needs 

based on their experience. They were also asked if the instrument was 

complete and included all needs of parents. Finally, the instrument was 

reviewed by two interview mothers for absence of items, accuracy, and 

comprehensiveness. 

Reliability 

Since the instrument was new in the 1986 study by Hopkin, an 

alpha coefficient of 0.70 or above was used to indicate an acceptable 

level of consistency (Hinshaw & Atwood, 1982). Reliability coefficients 

were computed for the instrument and its seven subscales. The standard
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ized item alpha coefficient for the instrument was 0.88; the range of 

coefficients for the subscales was -0.07 to 0.82. The 0.88 coefficient 

for the instrument suggested this new instrument possessed reliability. 

Two subscales had coefficients of 0.82. The Other Support subscale 

contained eight items and the coefficient suggested it was a reliable 

subscale (0.82). Although the Comfort subscale and the Discharge sub-

scale computed acceptable values for a new instrument, confidence in 

their reliability might be increased by adding items. The information 

subscale had a coefficient of 0.62 which is borderline value for a new 

subscale. All items in the subscale showed similar performance. Coeffi

cients for the subscales Staff Support and Psychological/Spiritual were 

0.48 and 0.46, respectively. The subscale with the lowest coefficient 

was Unit Policies (-0.07). Because two items of this four-item subscale 

did not show any variance, they were deleted in the computation of the 

coefficient. With only two items remaining, it was not possible to 

determine their performance. This subscale was found not to be reli

able. 

Concerned for the performance of certain items, the original 

researcher (Hopkin) suggested deletion of these items from the instru

ment; or combining items to enhance the level of items discreteness 

within the subscales. The revision of the instrument resulted in a 

37-item questionnaire in comparison to the original 39 items. 

Two of the subscales computing acceptable coefficients, Staff 

Support and Unit Policies, were combined for the questionnaire adminis

tration to a larger sample to increase reliability. Five neonatal 
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intensive care nurses reviewed the subscales and items to determine if 

the items accurately reflected the subscales. The instrument (NPIN) was 

then translated into Spanish utilizing the back translation method. 

After the translation was completed, the instrument was field 

tested to insure that parents would comprehend all questions, following 

the method of Brislin (1970). Eight Hispanic parents of high risk 

infants, who were bilingual in Spanish and English, were selected to 

participate in this procedure. Further development and testing of the 

NPIN enhanced content validity. As recommended by the literature, the 

back translation procedure combined with the decentering process 

maximized the consistency between the Spanish and English instruments. 

Field Testing of the Spanish Questionnaire 

Respondents were asked to voluntarily respond to a total of two 

questionnaires in Spanish and English. The questionnaires consisted of 

37 declarative statements relating to a need perceived by parents. 

Subjects were informed of the field testing procedure — to insure that 

future subjects would comprehend all questions. An open ended question 

was included to capture any needs not identified in the statements. 

Demographic data was collected to assist in describing parents. Written 

consent, a requirement of the facility, was obtained (Appendix D). 

Subjects were informed that the interview would require 15 to 30 

minutes each time they completed the questionnaire. 
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Human Subjects Review 

Participation in the study by parents of high risk infants 

requiring intensive care was voluntary. Parents were assured that care 

of the infant and staff interaction would not be influenced by 

participation or refusal to participate. Confidentiality of 

participants was protected through coding of the interview schedules. 

No known risk to parents or their infants existed. The study was 

submitted for review to the College of Nursing Human Subjects Committee 

and the Human Research Committee of the hospitals (Appendix E). 

Data Collection 

The questionnaire administration was conducted by the investi

gator during a parental visit, at least 48 hours after the infant's 

admission to the unit. The participants were asked to fill out a total 

of two questionnaires in English and Spanish* 24 to 48 hours apart. 

Questionnaires were administered in the family room or waiting room 

adjacent to the neonatal intensive care unit. The investigator varied 

the order of administration randomly, hence, half the subjects received 

the English questionnaire first and half received the Spanish question

naire first. Additional data about gestational age of the subject's 

infant and the infant's condition at time of initial questionnaire 

administration were collected from the chart to assist in describing 

the infant. 
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Data Analysis 

Data pertaining to the translation quality and equivalence was 

analyzed using percentage agreement and descriptive techniques. Each 

item was compared for exact agreement between responses to "need 

importance" and "need is being met." A minimum of 75 percent exact 

agreement, out of 75 percent total items, was used for an acceptable 

translation quality and equivalence between questionnaires. The percent 

of responses to "need importance" and "need is being met" did not meet 

the criteria set by the researcher, therefore, the categories were 

collapsed for secondary analysis. 

Categories 1, "not at all important", and 2, "slightly 

unimportant" were combined; 3, "uncertain", remained alone; and 4, 

"slightly important", and 5, "very important", were combined. A minimum 

of 75 percent agreement of collapsed categories, out of 75 percent 

total items, was needed for an acceptable translation quality and 

equivalence between questionnaires. 

The six major subscales emerging from Hopkin's original study 

were examined for cultural sensitivity. Descriptive analysis was 

utilized for the demographic data. Analysis was computerized. 

Reporting 

Results obtained through analysis will be reported through the 

use of percentage agreement to look at differences between items from 

the English and Spanish questionnaires. 
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Summary 

Chapter 3 presented the study methodology. An instrument 

developed by Hopkin was translated. The investigator administrated 

questionnaires to eight bilingual Hispanic parents of high risk 

infants requiring hospitalization in a neonatal intensive care unit. 

The quality and equivalence of the translated instrument was evaluated 

utilizing exact and collapsed agreement. Issues of validity and reli

ability were discussed. Revision of instrument, techniques for data 

collection, and the procedures for method of translation and field 

testing were described. The procedures to assure protection of partici

pant rights, as well as data analysis were presented. 



CHAPTER 4 

PRESENTATION AND ANALYSIS OF THE DATA 

This chapter presents the description of the sample# consist

ency between questionnaires, results of the data collection, and the 

statistical analysis. 

Data were derived from eight bilingual parents recruited during 

two of their visits to the neonatal intensive care unit 48 hours to 16 

days after admission of the newborn. Parents of high risk infants who 

were Mexican American, and who were bilingual in Spanish and English 

were approached by the investigator and invited to participate in this 

study. Parents were informed of the field-testing procedure — to 

insure that future subjects would comprehend all questions. Thirteen 

parents were contacted; eight (61%) participated. 

Description of the Sample 

Gestational age of the newborn ranged from 24 to 36 weeks. The 

mean gestational age was 31.5 weeks, with a standard deviation (SD) of 

4.75 weeks. The infant's age at time of the questionnaire administra

tion ranged from 48 hours to 16 days. The mean age at time of the 

questionnaire administration 10.1 days old, with a standard deviation 

of 4.99 days (Table 1). The infant's condition at time of questionnaire 

administration ranged from critical to stable. The majority of infants 

were in stable condition, one in guarded condition, and two in critical 

37 
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Table 1. infant's Demographic Characteristics 
(n = 8) 

Gestational Age % Mean SD 

24-28 weeks 

29-33 weeks 

34-38 weeks 

2 

5 

1 

25 

62 

13 

31.5 4.75 

Age at Time of Initial 
Questionnaire Administration % Mean SD 

2- 4 days old 

5- 8 days old 

9-12 days old 

13-16 days old 

2 

1 

2 

3 

25 

13 

25 

37 

10.1 4.99 
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condition (Table 2). The parent sample consisted of six females and two 

males (Table 3). 

Item Consistency Between Questionnaires 

Thirty-seven item Likert type scale questionnaires, English 

(Appendix B) and Spanish (Appendix C), were presented to each respond

ent. A total of two questionnaires in Spanish and English, 24 to 48 

hours apart, were administered. Respondents were asked to rank the 

importance of each need on a Likert type scale from 1, "not at all 

important", 3, "uncertain", to 5, "very important". Data pertaining to 

the translation quality and equivalence were analyzed using percentage 

agreement — exact and collapsed. Percent agreement is the proportion 

of persons consistently responding to the same item on both question

naires. In addition, the subscales were examined for cultural sensitiv

ity by evaluating the number of respondents completing each item (n=8) 

and by percent exact agreement between questionnaires. 

Exact Agreement: "Need Importance" 

Each item was compared for exact agreement between responses to 

"Need Importance" on the English and Spanish questionnaires. A minimum 

of 75 percent exact agreement (EA), out of 75 percent total items, was 

needed for an acceptable translation quality and equivalence between 

questionnaires. Table 4 presents the results of exact agreement between 

questionnaires. 

Five of the items has 100 percent exact agreement; these were 

items 3, 6, 7, 16 and 18. Eight out of eight respondents completed 



Table 2. Infant's Condition at Time of Initial 
Questionnaire Administration 

(n = 8) 

Variables *n 

Critical 2 

Guarded 1 

Stable 5 



Table 3. Sex of Parent Completing Questionnaires 

Sex n Percent 

Female 6 75 

Male 2 25 

Total 8 100 
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Table 4. Exact Agreement Between Responses to "Need Importance" 
on English and Spanish Questionnaires 

Item N (%) Subscale* 

1.  "treated in a courteous manner" 7/8 87 SS 

2. "chance to rest" 4/8 50 C 

3. "call at anytime to talk about 
my baby" 

8/8 100 SS 

4. "someone available to talk about 
what is happening" 

7/8 87 OS 

5. "express my feelings and concerns" 7/8 87 OS 

6. "deny that anything has happened 
to my baby" 

6/6 100 PS 

7. "be with my baby 8/8 100 SS 

8. "why things happened to my baby" 8/8 100 I 

9. "food available" 5/8 63 c 

10. "physical activity, i.e., a place 
to walk" 

5/8 63 c 

11. "visit my baby at any time" 7/8 87 SS 

12. "deal with events of my baby's 
hospitalization in intensive care" 

2/7 29 PS 

13. "have faith and believe that every
thing will turn out all right" 

7/8 87 PS 

14. "information on what will happen 
once I take my baby home" 

5/8 63 D 

15. "kept updated on what is 
happening to my baby" 

6/7 86 I 

Table Continued 
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Table 4. Exact Agreement, "Need Importance", Continued 

Item N (%) Subscale* 

16. "treated with kindness" 8/8 100 SS 

17. "to sleep" 6/8 75 C 

18. "hold my baby" 8/8 100 SS 

19. "others to visit me" 5/8 63 OS 

20. "comfort and love" 6/8 75 OS 

21. "involved in decisions affecting 
my baby's care" 

3/8 38 PS 

22. "know about the growth and develop
ment of my baby after discharge 
from the hospital" 

7/8 87 D 

.23. "to give me regular reports on my 
baby's response" 

7/8 87 I 

24. "give me a realistic picture 
of my baby's situation" 

7/8 87 SS 

25. "attention from others" 6/8 75 OS 

26. "know plans about my baby's care" 7/8 87 I 

27. "to give help to others" 5/8 63 PS 

28. "how to get my home ready 
for my baby" 

7/8 87 D 

29. "know exactly what is wrong 
with my baby" 

7/8 87 I 

30. "prepare myself in care my baby 
does not survive" 

3/6 50 PS 

31. "once my baby is ready to go home, 
to know who to call for answers 
to questions or problems" 

6/8 75 D 

Table Continued 
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Table 4. Exact Agreement, "Need Importance", Continued 

Item N (%) Subscale* 

32. "someone to be with me during 
times of uncertainty about my 
baby's condition or treatments 

7/8 87 SS 

33. "not to get too attached to 
my baby" 

6/7 86 PS 

34. "to pray" 6/7 86 PS 

35. "feel that it's all right to cry" 7/8 87 0 

36. "to be alone" 4/8 50 c 

37. "learn how to care for my baby 
at heme" 

6/8 75 F 

* Subscales: 

SS = Staff Support Subscale 
C = Comfort Subscale 
0 = Other Support Subscale 
PS = Psychological/Spiritual Subscale 
1 = Information Subscale 
D = Discharge Subscale 
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items 3, 7, 16 and 18. Items 3, 6, 7, 16 and 18 were assigned to the 

subscale of staff support. Six of the eight respondents completed item 

6. One missing datum was noted from item 6 which was assigned to the 

psychological/spiritual subscale. 

Thirteen of the items had 87 percent exact agreement; these 

were items 1, 4, 5, 11, 13, 22, 23, 24, 26, 28, 29, 32 and 35. Eight 

out of eight respondents completed these items. The majority of items 

were assigned to staff support and other support subscales. One item 

represented the psychological/spiritual subscale. 

Three of the items had 86 percent exact agreement; these were 

items 15, 33 and 34. Seven out of eight respondents completed these 

items. Item 15 was assigned to the information subscale. Items 33 and 

34 were assigned to the psychological/spiritual subscale. 

Five of the items had 75 percent exact agreement; these were 

items 17, 20, 25, 31 and 37. Eight out of eight respondents completed 

these items. Items 17, 20 and 25 represented the subscales of comfort 

and other support. Items 31 and 37 were assigned to the subscale 

discharge. 

Six of the items had 63 percent exact agreement; these were 

items 8, 9, 10, 14, 19 and 27. Eight out of eight respondents completed 

these items. These items were assigned to information, comfort, other 

support, psycho!J>gical/spiritual, and discharge subscales. 

Three of the items had 50 percent agreement; these were items 

2, 30 and 36. Eight out of eight respondents completed items 2 and 36. 
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Six of the eight respondents completed item 30. Item 30 was assigned to 

the psychological/spiritual subscale. 

One of the items had 38 percent exact agreement; this was item 

21. Eight out of eight respondents completed this item. This item was 

assigned to the psychological/spiritual subscale. One of the items has 

29 percent exact agreement; this item was 12. Seven out of eight 

respondents completed this item. This item was assigned to the psycho

logical/spiritual subscale. 

Overall, 14 percent of the items had 100 percent EA, 35 percent 

had 87 percent EA, 8 percent had 86 percent EA, 14 percent had 75 

percent EA, 16 percent had 63 percent EA, 8 percent had 50 percent EA, 

3 percent had 38 percent EA, and 2 percent had 29 percent EA. Seventy-

one percent of the responses to "Need Importance" demonstrated 75 

percent exact agreement. This figure did not meet the criterion set by 

the researcher; therefore, the categories were collapsed. 

Agreement of Collapsed Categories: "Need Importance" 

Categories 1, "not at all important", and 2, "slightly unim

portant", were combined; 3, "uncertain", remained alone; 4, "slightly 

important", and 5, "very important", were combined. A minimum of 75 

percent agreement of collapsed categories (ACC), out of 75 percent 

total items, was needed for an acceptable translation quality and 

equivalence between questionnaires. Table 5 presents the results of 

agreement of collapsed categories between questionnaires. 

Twenty-six items had 100 percent agreement of collapsed categor

ies. Eight out of eight respondents completed 21 items (80%), seven out 
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Table 5. Agreement of Collapsed Categories Between Responses 
to "Need Importance" on English and 

Spanish Questionnaires 

Item N ( % )  Subscale* 

1. "treated in a courteous manner" 7/8 87 SS 

2. "chance to rest" 7/8 87 C 

3. "call at anytime to talk about 
my baby" 

8/8 100 SS 

4. "someone available to talk about 
what is happening" 

8/8 100 OS 

5. "express my feelings and concerns" 8/8 100 OS 

6. "deny that anything has happened 
to my baby" 

6/6 100 PS 

7. "be with my baby 8/8 100 SS 

8. "why things happened to my baby" 5/8 100 I 

9. "food available" 8/8 100 C 

10. "physical activity, i.e., a place 
to walk" 

8/8 100 c 

11. "visit my baby at any time" 8/8 100 SS 

12. "deal with events of my baby's 
hospitalization in intensive care" 

7/7 100 PS 

13. "have faith and believe that every
thing will turn out all right" 

8/8 100 PS 

14. "information on what will happen 
once I take my baby home" 

7/8 87 D 

15. "kept updated on what is 
happening to my baby" 

7/7 100 I 

Table Continued 
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Table 5. Collapsed Agreement, "Need Importance", continued 

Item N (%) Subscale* 

16. "treated with kindness" 8/8 100 SS 

17. "to sleep" 7/8 87 c 

CO H
 "hold my baby" 8/8 100 SS 

19. "others to visit me" 7/8 87 OS 

*
 

o
 

CM 

"comfort and love" 7/8 87 OS 

21: "involved in decisions affecting 
my baby's care" 

7/8 87 PS 

22. "know about the growth and develop
ment of my baby after discharge 
from the hospital" 

8/8 100 D 

23. "to give me regular reports on my 
baby's response" 

7/8 87 I 

24. "give me a realistic picture 
of my baby's situation" 

8/8 100 SS 

25. "attention from others" 8/8 100 OS 

26. "know plans about my baby's care" 8/8 100 I 

27. "to give help to others" 8/8 100 PS 

28. "how to get my home ready 
for my baby" 

8/8 100 D 

29. "know exactly what is wrong 
with my baby" 

8/8 100 I 

30. "prepare myself in care iny baby 
does not survive" 

5/6 83 PS 

31. "once my baby is ready to go home, 
to know who to call for answers 
to questions or problems" 

7/8 87 D 

Table Continued 
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Table 5. Collapsed Agreement, "Need Importance", Continued 

Item N (%) Subscale* 

32. "someone to be with me during 
times of uncertainty about my 
baby's condition or treatments 

8/8 100 SS 

33. "not to get too attached to 
my baby" 

7/7 100 PS 

34. "to pray" 7/7 100 PS 

35. "feel that it's all right to cry" 8/8 100 0 

36. "to be alone" 6/8 75 c 

37. "learn how to care for my baby 
at home" 

8/8 100 F 

* Subscales: 

SS = Staff Support Subscale 
C = Comfort Subscale 
0 = Other Support Subscale 
PS = Psychological/Spiritual Subscale 
1 = Information Subscale 
D = Discharge Subscale 
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of seven respondents completed four items (15%), and six out of six 

respondents completed one item (4%), therefore, a total of five items 

had missing data. The majority of the items with missing data were 

assigned to the psychological/spiritual subscale. The above 26 items 

represented all the subscales developed by Hopkin (1986) — informa

tion, staff support, comfort, other support, psychological/spiritual, 

and discharge. 

Nine items had 87 percent agreement of collapsed categories. 

Eight out of eight respondents completed these items. No consistent 

pattern in item response between questionnaires or specific subscale(s) 

was noted. 

One item had 83 percent agreement of collapsed categories. Six 

out of eight respondents completed this item. This item stated: to 

prepare myself in case my baby does not survive. The missing data may 

be related to the health condition of the respondents' infants — the 

majority of the infants were in stable condition. 

One item had 75 percent agreement of collapsed categories. 

Eight out of eight respondents completed this item. This item stated: 

to be alone. Several respondents noted they did not want to be alone 

while dealing with the health condition of their infants. 

Overall, 70 percent of the items had 100 percent ACC, 24 per

cent had 37 percent ACC, 3 percent had 83 percent ACC, and 3 percent 

had 75 percent ACC. One hundred percent of the responses to "Need 

Importance" demonstrated 75 percent (or better) agreement of collapsed 
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categories. This figure demonstrated acceptable translation quality and 

equivalence between questionnaires. 

Exact Agreement: "Need is Being Met" 

Each item was compared for exact agreement between responses to 

"Need is Being Met" on the English and Spanish questionnaires. A mini

mum of 75 percent exact agreement, out of 75 percent total items, was 

needed for an acceptable translation quality and equivalence between 

questionnaires. Table 6 presents the' results of exact agreement between 

questionnaires. 

Four of the items had 100 percent exact agreement; these were 

items 8, 19, 22 and 34. Eight out of eight respondents completed items 

8 and 19. Seven out of eight respondents completed items 22 and 34. 

These items were assigned to information, other support, psychological/ 

spiritual, and discharge subscales. These "needs identified" had been 

met 100 percent of the time by the respondents who completed the items. 

No comments or consistent patterns of responses were noted from 

respondents who did not complete items 22 and 34 or between question

naires. 

Six of the items had 88 percent exact agreement; these were 

items 11, 14, 18, 23, 26 and 31. Seven out of eight respondents com

pleted these items. Subscales that were represented were information, 

staff support and discharge. Eight of the items had 75 percent exact 

agreement; these were items 1, 5, 9, 15, 21, 24, 28 and 37. Eight out 

of eight respondents completed these items. These items were assigned 
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Table 6. Exact Agreement Between Responses to "Need is Being 
Met" on English and Spanish Questionnaires 

Item N (%) Subscale* 

1. "treated in a courteous manner" 6/8 75 SS 

2. "chance to rest" 5/8 63 C 

3. "call at anytime to talk about 
my baby" 

5/8 63 SS 

4. "someone available to talk about 
what is happening" 

5/8 63 OS 

5. "express my feelings and concerns" 6/8 75 OS 

6. "deny that anything has happened 
to my baby" 

2/5 40 PS 

7. "be with my baby 5/8 63 SS 

8. "why things happened to my baby" 8/8 100 I 

9. "food available" 6/8 75 c 

10. "physical activity, i.e., a place 
to walk" 

2/7 29 c 

11. "visit my baby at any time" 7/8 88 SS 

12. "deal with events of my baby's 
hospitalization in intensive care" 

2/7 29 PS 

13. "have faith and believe that every
thing will turn out all right" 

4/8 50 PS 

14. "information on what will happen 
once I take my baby home" 

7/8 88 D 

15. "kept updated on what is 
happening to my baby" 

6/7 75 I 

Table Continued 



Table 6. Exact Agreement, "Need is Being Met", Continued 

Item N (%) Subscale* 

16. "treated with kindness" 5/8 63 SS 

17. "to sleep" 5/7 71 C 

18. "hold my baby" 7/8 88 SS 

19. "others to visit me" 8/8 100 OS 

20. "comfort and love" 4/8 50 OS 

21. "involved in decisions affecting 
my baby's care" 

6/8 75 PS 

22. "know about the growth and develop
ment of my baby after discharge 
from the hospital" 

7/7 100 D 

23. "to give me regular reports on my 
baby's response" 

7/8 88 I 

24. "give me a realistic picture 
of my baby's situation" 

6/8 75 SS 

25. "attention from others" 5/7 71 OS 

26. "know plans about my baby's care" 7/8 88 I 

27. "to give help to others" 5/8 63 PS 
a 

00 CM 
"how to get my home ready 
for my baby" 

6/8 75 D 

29. "know exactly what is wrong 
with my baby" 

5/8 63 I 

C
O
 
o
 

* "prepare myself in care my baby -
does not survive" 

2/6 33 PS 

31. "once my baby is ready to go home, 
to know who to call for answers 
to questions or problems" 

7/8 88 D 

Table Continued 
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Table 6. Exact Agreement, "Need is Being Met", Continued 

Item N (%) Subscale* 

32. "someone to be with me during 
times of uncertainty about my 
baby's condition or treatments 

3/8 38 SS 

33. "not to get too attached to 
my baby" 

2/5 40 PS 

34. "to pray" 7/7 100 PS 

35. "feel that it's all right to cry" 4/8 50 O 

36. "to be alone" 4/8 50 c 

37. "learn how to care for my baby 
at home" 

6/8 75 F 

* Subscales: 

SS = Staff Support Subscale 
C = Comfort Subscale 
0 = Other Support Subscale 
PS = Psychological/Spiritual Subscale 
1 = Information Subscale 
D = Discharge subscale 
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to information, staff support, comfort, other support, psychological/ 

spiritual, and discharge subscales. 

Two of the items had 71 percent exact agreement; these items 

were 17 and 25. Seven out of eight respondents completed these items. 

These items were assigned to comfort and other support subscales. 

Seven of the items had 63 percent exact agreement; these items 

were 2, 3, 4, 7, 16, 27 and 29. Eight out of eight respondents com

pleted these items. Five out of the seven items were assigned to staff 

support, comfort, and other support subscales. Four of the items had 50 

percent agreement; these items were 13, 20, 35 and 36. Eight out of 

eight respondents completed these items. These items were assigned to 

comfort, other, and psychological/spiritual subscales. 

Two items had 40 percent exact agreement; these items were 6 

and 33. Five of the eight respondents completed these items. Items 6 

and 33 represented the psychological/spiritual subscale. One item had 

38 percent exact agreement. Eight out of eight respondents completed 

item 32. This item was assigned to the subscale staff support. 

One item had 33 percent exact agreement. Six out of eight 

respondents completed item 30. This item represented the psychological/ 

spiritual subscale. Two items had 29 percent exact agreement. Seven out 

of eight respondents completed items 10 and 12. Item 12 was assigned to 

the psychological/spiritual subscale and item 12 was assigned to the 

comfort subscale. 

The greatest amount of missing data was in the subscale 

"psychological/spiritual." Five out of eight respondents completed 
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items 6 and 33 — two out of five had exact agreement. Item 6 was not 

completed by several respondents who noted not liking a word in the 

item, "deny". Also, respondents voiced hostility towards item 33 — 

"How can anyone not want to become too attached to their baby?" they 

said. 

Six out of eight respondents completed item 30 — two out of 

six had exact agreement. Items 6 and 30 were ranked as having "need 

importance", however, the need was not experienced by the respondents 

participating in this study. Respondents expressed (by missing data) 

the lack of "need importance" and "need being met" in item 30 — not an 

issue or need during the time of data collection. 

Overall, 11 percent of the items had 100 percent EA, 16 percent 

had 88 percent EA, 22 percent had 75 percent EA, 5 percent had 71 per

cent EA, 19 percent had 63 percent EA, 11 percent had 50 percent EA, 5 

percent had 40 percent EA, 3 percent had 38 percent EA, 3 percent had 

33 percent EA, and 5 percent had 29 percent EA. Forty-nine percent of 

the responses to "Need is being met" demonstrated 74 percent exact 

agreement. This figure did not meet the criteria set by the researcher, 

therefore, the categories were collapsed. 

Agreement of Collapsed Categories: "Need is Being Met" 

Categories 1, "not at all important", and 2, "slightly unim

portant", and 2, "slightly important", were combined; 3, "uncertain", 

remained alone; and 4, "slightly important" and 5, "very important", 

were combined. A minimum of 75 percent agreement of collapsed categor

ies (ACC), out of 75 percent total items, was needed for an acceptable 
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translation quality and equivalence between questionnaires. Table 7 

presents the results of agreement of collapsed categories between 

questionnaires. 

Ten items had 100 percent agreement of collapsed categories. 

Eight out of eight respondents completed eight items (80%) and seven 

out of seven completed two items (20%). The included items stated: to 

know why things happened to my baby, to visit my baby at any time, to 

be kept updated on what is happening to my baby, others to visit me, to 

know about the growth and development of my baby after discharge from 

the hospital, to have someone call me to give me regular reports on my 

baby's progress, people to be honest with me and to give me a realistic 

picture of my baby's situation, to know plans about my baby's care — 

once my baby is ready to go home, to know who to call for answers to 

questions or problems, and to pray. 

Fourteen items had 87 percent agreement of collapsed cate

gories. Eight out of eight respondents completed these items. No con

sistent pattern in item response between questionnaires or specific 

subscale(s) were noted. One item had 86 percent agreement of collapsed 

categories. Seven out of eight respondents completed this item. This 

item stated: to sleep. 

Five items had 75 percent agreement of collapsed categories. 

Eight out of eight respondents completed these items. The included 

items stated: to be with my baby, to have food available, to be treated 

with kindness, someone to be with me during times of uncertainty about 

my baby's condition or treatment, and to feel that it's all right to 
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Table 7. Agreement of Collapsed Categories Between Responses 
to "Need is Being Met" on English 

and Spanish Questionnaires 

Item N (%) Subscale* 

1. "treated in a courteous manner" 7/8 87 SS 

2. "chance to rest" 7/8 87 C 

3. "call at anytime to talk about 
my baby" 

7/8 87 SS 

4. "saneone available to talk about 
what is happening" 

7/8 87 OS 

5. "express my feelings and concerns" 7/8 87 OS 

6. "deny that anything has happened 
to my baby" 

3/5 60 PS 

7. "be with my baby 6/8 75 SS 

8. "why things happened to my baby" 8/8 100 I 

9. "food available" 6/8 75 C 

10. "physical activity, i.e., a place 
to walk" 

5/7 71 C 

U. "visit my baby at any time" 8/8 100 SS 

12. "deal with events of my baby's 
hospitalization in intensive care" 

5/7 71 PS 

13. "have faith and believe that every
thing will turn out all right" 

7/8 87 PS 

14. "information on what will happen 
once I take my baby home" 

7/8 87 D 

15. "kept updated on what is 
happening to my baby" 

8/8 100 I 

Table Continued 
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Table 7. Collapsed Agreement, "Need is Being Met", Continued 

Item N (%) Subscale* 

16. "treated with kindness" 6/8 75 SS 

17. "to sleep" 6/7 68 C 

18. "hold my baby" 7/8 87 SS 

19. "others to visit me" 8/8 100 OS 

20. "comfort and love" 7/8 87 OS 

21." "involved in decisions affecting 
my baby's care" 

7/8 87 PS 

22. "know about the growth and develop
ment of my baby after discharge 
from the hospital" 

7/7 100 D 

23. "to give me regular reports on my 
baby's response" 

8/8 100 I 

24. "give me a realistic picture 
of my baby's situation" 

8/8 100 SS 

25. "attention from others" 5/7 71 OS 

26. "know plans about my baby's care" 8/8 100 I 

27. "to give help to others" 7/8 87 PS 

28. "how to get my home ready 
for my baby" 

7/8 87 D 

29. "know exactly what is wrong 
with my baby" 

7/8 87 I 

30. "prepare myself in care my baby 
does not survive" 

3/6 50 PS 

31. "once my baby is ready to go home, 
to know who to call for answers 
to questions or problems" 

8/8 100 D 

Table Continued 



Table 7. Collapsed Agreement, "Need is Being Met", Continued 

Item N (%) Subscale* 

32. "someone to be with me during 
times of uncertainty about my 
baby's condition or treatments 

6/8 75 SS 

33. "not to get too attached to 
my baby" 

2/5 40 PS 

34. "to pray" 7/7 100 PS 

35. "feel that it's all right to cry" 6/8 75 0 

36. "to be alone" 5/8 63 C 

37. "learn how to care for my baby 
at home" 

7/8 87 F 

* Subscales: 

SS = Staff Support Subscale 
C = Comfort Subscale 
0 = Other Support Subscale 
PS = Psychological/Spiritual Subscale 
1 = Information Subscale 
D = Discharge Subscale 
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cry. These items represent staff support, comfort and other support 

subscales. 

Three items had 71 percent agreement of collapsed categories. 

Seven out of eight respondents completed these items. The included 

items stated: physical activity, time to deal with the events of my 

baby's hospitalization in intensive care, and attention from others. No 

consistent pattern in item response, between questionnaires, however, 

comfort, other support, and psychological/spiritual subscales represent 

these items. 

Four items had between 63 and 40 percent agreement of collapsed 

categories. Eight out of eight respondents completed item 38 (ACC 63%). 

This item stated: to be alone. Respondents denied the need to be alone, 

therefore, the need was not met. Five out of eight respondents com

pleted item 6 (ACC 60%). This item stated: at time, to deny that any

thing has happened to my baby. Several respondents refused to complete 

this item. Six out of eight respondents completed item 30 (ACC 50%). 

This item stated: to prepare myself in case my baby does not survive. 

Five out of eight respondents completed item 33 (ACC 40%). This item 

stated: not to get too attached to my baby. The last two items men

tioned were assigned to the psychological/spiritual subscale. 

Overall, 27 percent of the items had 100 per"ant ACC, 38 

percent had 87 percent ACC, 3 percent had 86 percent ACC, 14 percent 

had 75 percent ACC, 8 percent had 71 percent ACC, and 10 percent had 

between 63 and 40 percent ACC. Eighty-two percent of the responses to 

"Need is being met" demonstrated 75 percent (or better) agreement of 
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collapsed categories. This figure demonstrated acceptable translation 

quality and equivalence between questionnaires. 

Who Met Needs 

Respondents were asked to select among eight persons or groups 

of people who met each specific need. A discrepancy between instruc

tions given in the Spanish and English questionnaires was discovered 

after the data collection was completed. The English questionnaire 

instructed the selection of a single person or group or group of 

people; in contrast, the Spanish version of the questionnaire instruc

ted the selection of more than one person or groups of people meeting 

each specified need. However, the order of questionnaire administration 

did not affect the selection of more than one person or group of 

people. The following are the person(s) or group(s) of people selected 

who met specific needs that were consistent between questionnaires. 

Items pertaining to personal needs were met most often by a 

spouse, other relatives, and/or friends. These need items were assigned 

to comfort and other support subscales (Appendix A). These needs 

included: a chance to rest, to have food available, to be able to have 

faith and believe that everything will turn out all right, comfort and 

love, attention from others, to pray, and to feel that it's all right 

to cry. 
» 

The items specific to the health condition of the infant were 

most frequently met by doctors. The need items were assigned to infor

mation and discharge subscales (Appendix A). These needs included: to 

be involved in decisions affecting my baby's care, to know about the 
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growth and development of my baby after discharge from the hospital, 

people to be honest with me and to give me a realistic picture of my 

baby's condition, to know plans about my baby's care, and to know 

exactly what is wrong with my baby. 

Nurses were identified most frequently as meeting needs 

assigned to staff support and unit policies (Appendix A). These needs 

included: to be treated in a courteous manner, to be able to call at 

any time to talk about my baby, to visit my baby at any time, informa

tion on what will happen once I take my baby home, to be kept updated 

on what is happening to my baby, and to hold my baby. Items assigned to 

the subscale psychological/spiritual were inconsistent between the 

Spanish and English questionnaires. Several of these items had missing 

data. This occurrence may be related to the cultural differences in 

psychological/spiritual needs. 

Additional Needs 

Following the structured questionnaire schedule and open ended 

question was presented asking each parent "what other needs do you have 

that are not listed in the statements above?" Two parents offered 

comments. Their statements included: financial needs concerning their 

infant's hospitalization and financial needs their infant would require 

to insure proper care — if needed after discharge from the hospital. 

Summary 

The study sample consisted of eight parents who were bilingual 

in Spanish and English. Parents were informed of the field testing 
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procedure and were voluntarily invited to participate. The investigator 

administered a 37 item structured questionnaire on two separate occa

sions, once in Spanish and then in English. 

Item consistency between questionnaires did not meet the 

criteria for exact agreement, as set by the researcher. The responses 

to categories "need importance" and "need being met" were collapsed. 

The figures acquired by agreement of collapsed categories demonstrated 

acceptable translation quality and equivalence between questionnaires. 

The categories described "who met needs" and "additional needs" were 

briefly discussed. 



CHAPTER 5 

DISCUSSION OF FINDINGS, FIELD PROBLEMS, 
CONCLUSIONS, IMPLICATIONS AND RECOMMENDATIONS 

This chapter presents the findings relating to the translation 

of the instrument "Needs of Parents of Premature or Critically 111 

Newborns" (NPIN), including initial field testing of the Spanish 

language translation. Field problems, conclusions, implications and 

recommendations for future study are also discussed. 

Findings of the Study in Relation to Item 
Consistency Between Questionnaires 

The major focus and purpose of this study was to field test the 

Spanish translation of the NPIN. The literature has documented that 

every researcher will have to deal with translation problems many times 

while'carrying out cross-cultural research. Questionnaires, such as the 

one utilized in this study, are structured data collection tools that 

allow for the systematic gathering of information. The "Needs of 

Parents of Premature or Critically 111 Newborns" (NPIN) questionnaire, 

in its Spanish form, is in a preparatory stage for conducting cross-

cultural research, which should ultimately allow for the collection of 

data from individuals who speak only Spanish. Data collection when 

aided by a questionnaire that is in appropriate language form coupled 

with culturally sensitive items, promotes better understanding of 

cultures different from the investigator's language and culture. To 

65 
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follow is a discussion addressing items that did not meet the 75 

percent exact agreement criterion. 

Translation 

A concern for the translation process between questionnaires 

focused on the individuals who translated the NPIN. Translator A was a 

professional nurse whose first language was Spanish. Translator B was 

an undergraduate student whose first language was English. And finally, 

translator c was a professional translator who spoke five languages — 

Spanish being her second language. The concern is specific to the 

educational/occupational level of the translators, possibly influencing 

the description of major concepts between questionnaires. Implications 

for the future suggest that lay individuals be used for the translation 

of questionnaires directed for the general population. 

Need Importance. The items identified below were compared for 

exact agreement between responses to "Need Importance" on the Spanish 

and English questionnaires. Only those items with 63 percent exact 

agreement and below will be presented. 

Items 9 and 10 had 63 percent exact agreement and were assigned 

to the subscale of comfort. The focus of these items were food to eat 

and a place to walk for physical activity. Five out of eight 

respondents completed these items. It is speculated that these did not 

represent "need importance" and/or low agreement in the translation 

equivalence between questionnaires. No comments were offered by 

parents who did not complete these items. 
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Items 8 and 14 had 63 percent exact agreement and were assigned 

to the subscales of information and discharge. Five out of eight 

respondents completed these items. Two of the parents not completing 

these items stated that they just wanted to know general things 

concerning their infant's health condition — too many details added to 

their confusion, and discharge planning was not a priority — during 

the data collection phase. 

Item 19 was from the subscale other support. This item stated: 

others to visit me. Five of the eight respondents completed this item. 

The missing data may be related to not understanding what the statement 

was asking. For example, who are "others" and where were they to visit 

me, at home or in the hospital? 

Items 2 and 36 had 50 percent exact agreement. Eight out of 

eight respondents completed these items. Item 2 stated: a chance to 

rest, and item 36 stated: to be alone. As suggested by the low percent 

exact agreement, these items were either not viewed as "need 

importance" or the translation equivalence between questionnaires was 

ambiguous. 

Items 6, 12, 21, 27 and 30 were assigned to the subscale of 

psychological/spiritual. Item 6 had 100 percent exact agreement, how

ever, only six of the eight respondents completed this item. This item 

stated: at times, to deny that anything has happened to my baby. The 

missing data may be related to several parents who refused to complete 

this item. Parents noted "how can you deny something that is so serious 

and real." Parents did not like the word "deny". Item 12 had 29 percent 
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exact agreement. Seven of the eight respondents completed this item. 

Item 12 stated: time to deal with the events of my baby's hospitaliza

tion in intensive care. No comment was offered from the parent who did 

not complete item 12, moreover/ no consistent patterns between ques

tionnaires were noted. The low percentage in exact agreement may be 

related to the lack of "need importance" or linguistic problems in the 

translation process between questionnaires. The greatest amount of 

missing data was in the items mentioned above. This occurrence may be 

because the items were not culturally specific for the population under 

investigation. 

Item 21 had 38 percent exact agreement. Eight out of eight 

respondents completed this item. Item 21 stated: to be involved in 

decisions affecting my baby's care. Item 27 had 63 percent exact 

agreement. Eight out of eight respondents completed this item. Item 27 

stated: to give help to others. Several parents stated that the doctors 

knew what they were doing in caring for their infants and not knowing 

how to help others. Items 21 and 27 were not viewed as "need 

importance" by parents at the time of data collection. 

Item 30 had 50 percent exact agreement. Six out of eight 

respondents completed this item. This item stated: to prepare myself in 

case my baby does not survive. Parents voiced hostile feelings concern

ing this item. Host of the respondent's infants were in stable condi

tion and viewed this item as a threat. The major concern over their 

infant's health condition — survival — was over, thus, this item 

uncovered emotional discomfort. 
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Need is Being Met. The items identified below were compared for 

exact agreement between responses to "Need is Being Met" on the English 

and Spanish questionnaires. Only those items with 63 percent exact 

agreement and below will be presented. 

Items 2, 10, 17 and 36 had between 29 and 71 percent exact 

agreement. These items were assigned to the subscale comfort. Items 10 

and 36 had the lowest percent exact agreement (29 percent and 50 

percent). These items were specific to physical activity and to be 

alone. These items were consistent in not being a "need importance" as 

indicated by agreement between questionnaires and verbal feedback from 

the parents, wanting to have significant others with them therefore, 

the "need was not being met." 

Items 3, 7 and 16 had 63 percent exact agreement. Item 32 had 

38 percent exact agreement. Eight out of eight respondents completed 

these items. I^ems 3, 7 and 16 stated: to be able to call at any time 

and talk about my baby, to be with my baby, and to be treated with 

kindness. Item 32 stated: someone to be with me during times of 

uncertainty about my baby's condition or treatment. The score of item 

32 was consistent with the same score of item 32 "need importance", 

suggesting that this was not viewed as a need, thus, one that was not 

being met or the translation between questionnaires did not agree. No 

consistent patterns or comments offered from parents on items 3, 7 and 

16. These items were assigned to the staff support subscale. 

Items 4, 20, 29 and 35 had between 50 and 71 percent exact 

agreement. Eight out of eight respondents completed these items. The 
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included items stated: to have someone available to talk about what is 

happening, comfort and love, to know exactly what is wrong with my 

baby, and to feel that it*s all right to cry. The subscales of other 

support and information were represented by these items. 

The items presented above had low scores of exact agreement, 

however, the number of missing dats was minimal. These findings suggest 

a good understanding of the concepts presented by the items. 

Conversely, the "need importance" and "need being met" were not of 

concern to the participants of this study. 

Items 6, 12, 13, 25, 26, 30 and 33 had between 29 percent ana 

71 percent exact agreement. Item 6 had 40 percent exact agreement with 

five out of eight respondents completing the item. This item stated: at 

time, to deny that anything has happened to my baby. Item 12 had 29 

percent exact agreement with seven out of eight respondents completing 

this item. This item stated: time to deal with the events of my baby's 

hospitalization in intensive care. Item 13 had 50 percent exact agree

ment with eight out of eight respondents completing this item. This 

item stated: to be able to have faith and believe that everything will 

turn out all right. Item 25 had 71 percent exact agreement with seven 

out of eight respondents completing this item. This item stated: atten

tion from others. 

Item 26 had 63 percent exact agreement with eight out of eight 

respondents completing this item. This item stated: to know plans about 

my baby's care, item 30 had 33 percent exact agreement with six out of 

eight respondents completing this item. This item stated: to prepare 
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myself in case my baby does not survive. Item 33 had 40 percent exact 

agreement with five out of eight respondents completing this item. This 

item stated: not to get too attached to my baby. Items 6, 12, 13, 25, 

26, 30 and 33 represent the subscale psychological/spiritual. The 

significance in finding large amounts of missing data and low exact 

agreement scores may suggest the lack of culturally-specific items. 

Field Problems 

Several sources of field problems were identified: recruitment, 

subjects and design. 

Recruitment 

1. There was difficulty in recruiting subjects who were bilingual 

in Spanish and English. Twenty subjects were invited to parti

cipate, however eight spoke Spanish but were not able to read 

Spanish, leaving 13 subjects eligible for the study. 

2. Possible response set bias was noted by the pattern of 

responses on category "who met needs" between questionnaires. 

The majority of responses indicated the nurse was the individ

ual "who met needs". It seems unlikely that the needs experi

enced by parents of high risk newborn would be met by the nurse 

alone. 

3. During data collection, the investigator did not introduce him

self and present the study in Spanish to establish a congenial 

atmosphere. This may have caused the subjects to have ambiva
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lent feelings toward the study or investigator, resulting in 

refusal to participate. 

Subjects 

1. Problems in getting data completed were encountered as four 

subjects out of 13 did not return to fill out the second 

questionnaire. This could possibly indicate the cultural 

insensitivity in item content or the time required to fill out 

each questionnaire. 

2. Attrition rate may have been contributed to be the uncovering 

of past emotional feelings concerning the health condition of 

their infant and/or getting the subjects to respond on two 

separated occasions. 

Design 

1. Error in questionnaire consistency was attributed to the 

translation process, e.g., instructions indicating more than 

one person(s) or group(s) of people meeting the need (Spanish 

form). 

2. Several subjects asked for further explanation of concepts not 

understood as presented by the Spanish and English question

naires. This is in addition to low agreement of certain items 

between questionnaires. 

3. Possible differences in education/occupation between transla

tors and subjects may have influenced subjects' understanding 

of the Spanish language questionnaire. 
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Conclusion 

The intent of the research was to evaluate item consistency 

between two questionnaires; one in Spanish and one in English. The 

purposes of this study were 1) to translate the instrument "Needs of 

Parents of Premature or Critically 111 Newborns" and 2) to test the 

Spanish language translation. 

Following completion of data collection and analysis of the 

data, the following conclusions were made. 

1. In its Spanish form, the instrument "Needs of Parents of 

Premature or Critically 111 Newborns" does not meet the anticipated 

level of 75 percent exact agreement out of 75 percent total items. 

Certain items in the Spanish and English versions suggest that the 

items were not equivalent or that the concepts tapped were not 

culturally relevant. This was evidenced by parents asking for further 

clarification of certain items. 

2. The ranking of "need is being met" was interpreted differently 

by parents. Error in this area was noted as some parents indicated more 

than one person or group of people meeting needs — in all 37 items. 

3. The questionnaire lacks clarity as suggested by parents asking 

for further explanation of certain items. 

4. Items within the subscales discharge and psychological/ 

spiritual need to be examined for cultural relevance. The items with 

the greatest percent of exact agreement were from the subscales staff 
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support, other support, and unit policies. This suggest an acceptable 

translation quality and equivalence between questionnaires. 

5. Providing a questionnaire, appropriate in the language of the 

target population under study, does not achieve a oetter understanding 

of cultural needs. Questionnaires developed for jross-cultural research 

should be culturally sensitive — this can hi achieved by exploratory 

inductive methodology. 

Implications for Nursing 

The nursing profession has long been aware of the phenomenon of 

"parents of premature or critically ill newborns." However, nursing is 

in the early stages of understanding this phenomenon. Any parenting 

involves a considerable amount of anxiety, disorganization, and 

relearning as this role emerges; parents of premature or critically ill 

newborns must deal with greater anxiety, greater disorganization and 

more complex role changes. Literature shows the need to explore 

parental adjustments to premature or critically ill newborns. 

Nurses can play a major role in helping parents with a prema

ture or critically ill newborns to cope. Understanding how parents deal 

with an unexpected outcome at birth enhances the ability to differenti

ate between transient inadequate coping mechanisms (an initial response 

when confronted with an unexpected outcome at birth) versus inadequate 

adjustment. The ability to understand and appreciate this phenomenon 

allows nurses to recognize behavior patterns that place the family at 

risk for disunity. The goal of nurses who deal with parents and 
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families of premature or critically ill newborns, is to prevent and 

reduce high risk family problems by promoting satisfaction and inter

action among family members. 

Families and infants come from various cultures and deal with 

health/illness according to their values and beliefs. Moreover, coupled 

with cultural differences between nurses and clients are different 

languages which create and express different realities. To promote 

better communication and understanding, instrument appropriately 

translated into a culturally relevant second language for the target 

population is of great value. This study has shown that translation is 

difficult and that nurses should be cautions in using translated 

instruments. 

The recognition of cultural differences will challenge the 

nurse to make his or her care culturally specific. The emergency and 

continuation of cross-cultural research in nursing will strengthen the 

profession and reinforce the claim of social significance and the 

assertion of providing a unique service to society. 

Recommendations 

If this questionnaire is to be developed further, the following 

recommendations are: 

1. Change or refine the items that were found to be inconsistent 

between questionnaires. 

2. Investigate items in the subscale psychological/spiritual for 

cultural differences. 
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3. Conduct further testing of the Spanish questionnaire including 

an interview to evaluate the subjects understanding of the 

questionnaire. 

4. In addition to the questionnaire, incorporate an interview 

format to identify parental needs that are culturally relevant. 

5. Utilize lay individuals for further refinement of the concepts 

describing the needs of Hispanic parents of premature or 

critically ill newborns. 

Summary 

To summarize, the investigator translated the instrument "Needs 

of Parents of Premature or Critically 111 Newborns" and field tested 

the Spanish language translation. A discussion of item consistency 

between questionnaires was presented. The importance of cross-cultural 

research within the context of nursing was discussed. In addition, this 

chapter described field problems, conclusions and recommendations. 
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NEED IMPORTANTCE! TOTAL SCALE AND INDIVIDUAL ITEMS 

Needs ("I need ...") 

Information Subscale Items 

8. To know why things happened to my baby. 
15. To be kept updated on what is happening to my baby. 
23. To have someone call me to give me regular reports on my baby's 

progress. 
26. To know plans about my baby's care. 
29. To know exactly what is wrong with my baby. 

Staff Support Subscale Items 

1. To be treated in a courteous manner. 
3. To be able to call at anytime to talk about my baby. 
7. To be with my baby. 
11. To visit my baby at any time. 
16. To be treated with kindness. 
18. To hold my baby. 
24. People to be honest with me and to give me a realistic picture of 

my baby's situation. 
32. Someone to be with me during times of uncertainty about my baby's 

condition or treatment. 

Comfort Subscale Items 

2. A chance to rest. 
9. To have food available. 
10. Physical activity/ i.e., a place to walk. 
17. To sleep. 
36. To be alone. 

Other Support Subscale Items 

4. To have someone available to talk about what is happening. 
5. To feel free to express my feelings and concerns. 
19. Others to visit me. 
20. Comfort and love. 
25. Attention from others. 
35. To feel that it's all right to cry. 
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Weeds ("I need continued 

psychological/spiritural Subscale Items 

6. At times, to deny that anything has happened to my baby. 
12. Time to deal with the events of my baby's hospitalization in 

intensive care. 
13. To be able to have faith and believe that everything will turn out 

all right. 
21. To be involved in decisions affecting my baby's care. 
27. To give help to others. 
30. To prepare myself in case my baby does not survive. 
33. Not to get too attached to my baby. 
34. To pray. 

Discharge Subscale Items 

14. Information on what will happen once I take my baby home. 
22. To know about the growth and development of my baby after dis

charge from the hospital. 
28. To know how to get my home ready for my baby. 
31. Once my baby is ready to go home, to know who to call for answers 

to questions or problems. 
37. To learn how to care for my baby at home. 
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NEEDS DP PARENTS OF PREMATURE OR 

CRITICALLY ILL NEWBORNS 

Instructional Following are items identified ad needs of 
parents of premature or critically ill newborns. Your are 
asked to rank each item according to 1) if the need is met, 
2) the degree to which the need is met. Finally you are 
asked to identify the most important person or group of 
people meeting the need. Use the following rating scales tfor 
each item. 

Need Importancet Need is met byi 
1 Not at all important 1 Nurses 
2 Slightly unimportant 2 Doctors 
3 Uncertain 3 Spouse 
4 Slightly Important 4 Other relatives 
5 Very important 5 Friends 

6 Chaplain 
Need is being meti 7 Social worker 
1 Strongly agree Q Other (specify) 
2 Agree 
3 Uncertain 
4 Disagree 
5 Strongly disagree 

Need Need is Need i« 
Need Importance Being Met Met by 

To be treated in 
a courteous manner. 

2. A chance to rest. 

3. To be able to call 
at any time to 
talk about my baby. 

4. To have someone 
available to talk about 
what is happening. 

5. To feel free to 
express my feelings and 
concerns. 

£. At times, to deny 
that anything is 
happened to my baby. 

7. To be with my baby. 
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Need Importancet 
1 Not at all important 
2 Slightly unimportant 
3 Uncertain 
4 Slightly important 
5 Vary Important 

Naad 1b being matt 
1 Strongly agree 
2 Agree 
3 Uncertain 
4 Disagree 
5 Strongly disagree 

Need is met byt 
1 Nuraea 
2 Doctors 
3 Spouse 
4 Other relatives 
5 Friends 
6 Chaplain 
7 Social worker 
a Other (specify) 

Heed 
Heed 

Importance 
Need Is 
Being Met 

Need is 
Met by 

8. To know why things 
happened to my 
baby. 

9. To have food 
available. 

10. Physical activity 
i.e. a place to walk 

11. To visit my baby 
at any time. 

12. Time to deal with 
the events of my baby's 
hospitalization In 
intensive care. 

13. To be able to have 
faith and believe 
that everything will 
turn out alright. 

14. Information on 
what will happen once 
I take my baby home. 

15. To be kept updated 
on what is happening 
to my baby. 

16. To be treated 
with kindness. 

17. To sleep. 



Need Importancei Heed is met byi 
1 Not at all important 1 Nurses 
2 Slightly unimportant 2 Doctors 
3 Uncertain 3 Spouse 
4 Slightly Important 4 Other relatives 
5 Very important 5 Fritmds 

6 Chaplain 
Need is being meti 7 Social worker 
1 Strongly agree 8 Other (specify) 
2 Agree 
3 Uncertain 
4 Disagree 
5 Strongly disagree 

Need Need is Heed is 
Need Importance Being Met Met by 

18. To hold my baby. 

19. Others to visit me. 

20. Comfort and love. 

21. To be Involved in 
decisions affecting 
by baby's care. 

22. To know about 
the growth and 
development of my 
baby after discharge 
from the hospital. 

23. To have someone 
call me to give me 
regular reports on 
my baby's progress. 

24. People to be 
honest vith me and 
to give me a 
realistic picture of 
my baby's situation. 

25. Attention from others. 

26. To know plans about 
my baby's care. 

27. To give help 
to others. 



Need Importance! Need is met byt 
1 Not at all Important I Nurses 
2 Slightly unimportant 2 Doctors 
3 Uncertain 3 Spouse 
4 Slightly important 4 Other relatives 
5 Very important 5 Friends 

6 Chaplain 
Meed is being neti 7 Social worker 
1 Strongly agree 8 Other (specify) 
2 Agree 
3 Uncertain 
4 Disagree 
5 Strongly disagree 

Need Need Is Need le 
Need Importance Being net Met by 

28. To know how to get 
my home ready for 
my baby. 

29. To know exactly 
what is wrong 
with my baby. 

30. To prepare myself 
in case my baby 
doee not survive. 

31. Once my baby is ready 
to go home, to know 
who to call for 
answers to questions 
or problems. 

32. Someone to be with 
se during times of 
uncertainty about 
my baby's oondition 
or treatment. 

i 

33. To not get too 
attached to my baby. 

34. To pray. 

35. To feel that It's 
all right to cry. 

36. To be alone. 

37. To learn how to care 
for my baby at home. 
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What other needs do you have that are riot listed in the 
statements above? 
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NECESIDADES DE PADRES DE NlfloS PREMATUROS 

D RECIEN NACIDDS EN ESTADO CRITICO 

Instrucciones : Lo siguiente son necesidades de padres con 
niffos prematuros o reci^n nacidos en estado crftico. Les 
pedimos que le asignen un numero a la siguiente lista de 
necesidades seglln esta designation : 1) la necesidad ha sido 
satisfecha, 2) el nivel en el que la necesidad ha sido 
satisfecha. Y por dltimo, les pedimos que identifiquen las 
personas o los grupos que ayudaron a satis-facer BUS 
necesidades. 

Importancia de la necesidad : La necesidad ha sido 
1 Ninguna importancia satisfecha por : 
2 Pequerfa importancia 1 Enfermeros 
3 Sin seguridad 2 Doctores 
4 De alguna importancia 3 Esposo 
5 De gran importancia 4 OtrDs -familiares 

5 Amigos 
necesidad ha sido satis-fecha : & CI4r i  go 
1 Totalmente de acuerdo 7 Trabajador social 
2 De acuerdo B •tros (especi-fique) 
3 Sin seguridad 
4 No de acuerdo 
5 No de acuerdo del todo 

La necesidad 
Necesidad Importancia ha sido satis- POR 

•f echa 

1. Ser tratado (-a) con 
cortesia. 

2. Oportunidad de des-
cansar. 

3. Llamar a cualquier 
hora para hablar de 

• i r * mi bebe. 

4. Tener alguien dispo-
nible para hablar de 
lo que sucede. 

5. Sentirme libre de 
expresar mis senti-
mientos y mis preo-
cupaciones. 

A. A veces, poder negar 
lo que le sucedi^ a 
mi beb£. 



Importances de la necesidad : La necesidad ha si do 
1 Ninguna importancia satisfecha por : 
2 Pequeffa importancia 1 Enfermeros 
3 Sin seguridad 2 Doctores 
4 De alguna importancia 3 Esposo 
5 De gran importancia 4 Ptros -f ami li ares 

5 Ami gos 
necesidad ha sido satisfecha : 6 CI^r i go 
1 Totalmente de acuerdo 7 Trabaiador social 
2 De acuerdo B Otros (especifique) 
3 Sin seguridad 
4 No de acuerdo 
5 No de acuerdo del todo 

La necesidad 
Necesidad Importancia ha sidD satis- PDR 

•f echa 

7. Estar CDD mi bebe. 

8. Saber por que estas 
cosas le sucedieron 
a mi bebe. 

9. Tener comida. 

10. Tener la posibili-
dad de tener una 
actividad -fisica, 
o sea un lugar 
donde caminar. 

11. Tener el derecho 
de visitar a mi 
beb£ a la hara que 
sea. 

12. Tener tiempo para 
acostumbrarme a la 
hospitalizacion de 
mi bebe en cuidada 
intensi vo. 

13. Tener -fe en el hecha 
de que tado se va a 
arreglar. 

14. Tener information 
sobre lo que padria 
suceder cuando me 
11eve mi beb^ a 
casa. 



Importance a de la necesidad 
1 Ninguna importancia 
2 Pequena importancia 
3 Sin seguridad 
4 De alguna importancia 
5 De gran importancia 

La necesidad ha eido satis-fecha 
1 Totalmentf? de acuerdo 
2 De acuerdo 
3 Sin seguridad 
4 No de acuerdo 
5 No de acuerdo del todo 

La nece5idad ha si do 
satis-fecha por i 

1 En-fermeros 
2 Doctores 
3 EsposD 
4 Otros -f ami li ares 
5 Amigos 
6 Cl^rigo 
7 Trabajador social 
8 Otros (especi-Fi que) 

La necesidad 
Necesidad Importancia ha sido satis- POR 

•fecha 

15. Estar al corriente 
de lo que sucede a 
mi beb£. 

16. Ser tratado (-a) 
con carirjo. 

17. Dormir. 

16. Tomar a mi beb^ en 
los brasos. 

19. Tener visitas. 

20. Sentirme bien y ser 
apreciada (-a). 

21. Participar en deci-
siones que afectan 
el cuidado de mi 
beb£. 

22. Tener informacion 
acerca del creci-
miento y desarrollo 
de mi beb£ despues 
de que lo den de 
alta del hospital. 

23. Que me 11 amen peri£-
dicamente acerca del 
progreso de mi bebe. 



Importancia de la necesidad : 
1 Ninguna importancia 
2 Pequena importancia 
3 Sin eeguridad 
4 De alguna importancia 
5 De gran importancia 

La necesidad ha sido satis-Fecha : 
1 Totalmente de acuerdo 
2 De acuerdo 
3 Sin seguridad 
4 No de acuerdo 
5 No de acuerdo del todo 

La necesidad ha sido 
satisfecha por : 

1 Enfermeros 
2 Doctores 
3 Espo5o 
4 Otros familiares 
5 Amigos 
6 Clerigo 
7 Trabajador social 
B Otros (especiiique) 

La necesidad 
Necesidad Importancia ha sido satis- PGR 

fecha 

24. Que los que se ocu-
pan de mi beb^ sean 
honrados y realistas 
sobre su situation. 

25. Tener la atencion de 
otros. 

26. Saber acerca del plan 
de cuidado de mi beb^. 

27. Ayudar a los denas. 

2B. Saber ctimo preparar 
mi casa para cuando 
venga mi bebe. 

29. Saber exactamente lo 
que padeee mi bebe. 

30. Estar preparado en 
el caso en que se 
muera mi beb^. 

31. Saber a qui en 
dirigirme si surgen 
preguntas D problemas 
con mi bebe en casa. 

32. Tener alguien a mi 
lado en caso de que 
la eondiciiSn o el 
tratamisnto de mi 
bebe se empeoraran. 



Importancia de la necesidad : La nDcssidad ha side 
1 Ninguna importancia sat is-f echa por : 
2 Pequefta importancia 1 En-fermeros 
3 Sin seguridad 2 Doctores 
4 De alguna importancia 3 Esposo 
S De gran importancia 4 Otros -f ami I i ares 

5 Amigos 
necesidad ha sido sat is-f echa : 6 CI^ri go 
1 Totalmente de acuerdo 7 Trabajador social 
2 De acuerdo 8 •tros <especi-f i que) 
3 Sin seguridad 
4 No de acuerdo 
5 No de acuerdo del todo 

La necesidad 
Necesidad Importancia ha si do satis- PDR 

•f echa 

33. No importer me dema-
siado a mi bebe. 

34. Rezar. 

35. Saber que esta bien 
1lorar. 

36. Estar solo (—a). 

37. Aprender^como cuidar 
a mi bebe en easa. 

Aparte de lo que se ha mencionado previamente, 1 tiene Usted 
algunas otras necesidades ? 
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Sub-i»ct '• cpnpffnl 

I understand I atn being asked to participate in a 
nursing research study titled "Needs of Parents of Critically 
111 or Premature Newborns Requiring Hospitalization in a 
Neonatal Intensive Care Unit." 

I understand the reason for this study is to see if the 
questionnaire conveys the same ideas in Englimh snd in' 
Spanish. 

I understand my participation in this study will not 
Involve any known discomfort or risk to me or my baby. I am 
free to answer all, some, or none of the questions. I will 
not be paid or be charged to participate. I will fill out a 
questionnaire now and then another one In 24-48 hours, in 
English and Spanish. 

Although I may not benefit, I understand my taking part 
in this study may increase the neonatal intensive care 
staffs' ability to know the needs of Spanish speaking 
parents of sick babies. 

I understand I have been asked to participate because my 
baby is in the neonatal intensive care unit and that I am 
bilingual. I will be asked to fill out one of the 
queatlonnalres for each of two visits. It will take about 
15-20 minutes to fill out each questionnaire. 

I understand I can ask the nurse researcher for answers 
to my questions at any time during my participation. If I 
should refuse to participate or not finish the questionnaire, 
I understand the staffs opinion of me and the care of my baby 
will not change. 

I understand the information I give and my name will not 
be known to others. Only the nurse researcher will see the 
Information. Hy answers, along with those of the 10 other 
parents filling out the questionnaire, will be written up 
in the nurse researcher's thesis and may be written in 
nursing journals. 

I have read the above Subject's Consent. The reason 
for, risks, and benefits of the study have been explained. 
I also understand this consent form will be kept in a safe 
place and only the nurse researcher be allowed to read it. 
A copy of this consent form is available to me upon request. 

Signature Date 

Witness, Date. 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N ,  A R I Z O N A  8 5 7 2 1  

COLLEGE OF NURSING 

MEMORANDUM 

TO: Ellas I. Vasquez, BSN, NNP 
Graduate Student . 
College of Nursing 

FROM: Ada Sue Hinshaw, PhD, RN Linda Phillips, PhD, RN 
Director of Research Chairman, Research Conmittee 

DATE: September 17, 1986 

FE: Human Subjects Review: Measuring the Needs of Hispanic 
Parents of High Risk Infants 

Vour project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Subcommittee of the 
Research Conmittee and the Director of Research. A consent form with 
subject signature is not required for projects exempt from full Uni
versity review. Please use only a disclaimer format for subjects to 
read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director 
of Research if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

ASH/fp 



96 

(3Cs*1 PHOENIX CHILDREN'S HOSPITAL 
OUTPATIENT CENTER 

MEMO 

TOt Nursing Research Committee Members 

FROMs Kathy Tripp Z~3f-

REs Proposal Revisions 

Attached are the revisions submitted by Elias 
Vesquez and Paula Garner for the proposal reviewed at the 
last meeting. As you will see they did seperate out the 
two proposals and thus clarified the methodology. 

They also have revised the questionairre to 
include s sex and relationship (ie, mother or father) of 
respondent, occupation of primary wage earner, age of 
respondent, income level, number of other children, other 
premature infants, admitting and current diagnosis, gestational age, 
and number of days hospitalized. 

Please review the revised proposals (instruments 
and consent forms are not duplicated as they are basically the 
same (with the additions mentioned above). Please respond 
to me in writing or by paging me on 817-8253 by Tuesday, 
October 28. If you have concerns or questions please do not 
hesitate to contact me. 

RESPONSES (Mark one response) 

Approve as submitted 

Do not approve as submitted 

Approve with revisions as indicated 

Comments: 

Mtj* W/ Aas*J>7"S . 

. A/jtrtmArr A? 

4#// 

/? S%vr) , Sa- -Z?2ss 

72* <̂ >V  ̂ ' 
909 East orill Street • Phoenix, Arizona 85006 
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November 14, 1986 

Mr. Elias Vasquez, B.S.N., N.N.P. 
Graduate Student 
College of Nursing 
University of Arizona 
Tucson, AZ 85724 

Dear Mr. Vasquez: 

you have been granted access to Tucson Medical Center to conduct your 
research project entitled, "Measuring the Needs of Hispanic Parents of 
High Risk Infants." Your proposal materials have been reviewed and 
approved by administrative staff of the division of Patient Care 
Resources and Human Research Committee (HRC). (Please see attached 
correspondence from HRC.) 

To facilitate your data collection activities and to minimize the impact 
of these activities on the unit, several individuals have been designated 
as your clinical liaison contacts: Jane Suprenaunt, AFCM, 7-3; Julie 
Seidel, APCM, 3-11; and Sheri Leimbach, CNE (through early December). 

Attached are the data collection policies and procedures which you are 
expected to follow. Upon completion of your study, you are expected to 
provide us with a formal copy of your study and to present your findings 
to interested staff. Accordingly, guidelines for presentation are also 
attached. Additionally, you may be asked to provide us with a brief 
written synopsis of your study for potential publication in the 
department's newsletter. 

We wish you a successful research experience, and we look forward to your 
sharing your results with us. If you have any problems, and/or special 
concerns, please call me at extension 5512. 

Sincerely, 

:.N., Ph.D. 
Coordinator, Publications and Reoearch 

GSO:dll 

Attachments 

cc: Jane Suprenaunt, Assistant Patient Care Manager, ICU/10 Nursery 
Julie Seidel, Assistant Patient Care Manager, ICU/IO Nursery 
Sheri Leimbach, CNE, Maternal Child Services 

5301 EAST GRANT ROAD • BOX 42195 . PHONE (602) 327-5461 . TUCSON. ARIZONA 85733 
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#yJ^k Phoenix f A T 1 Childrens 
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