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ABSTRACT 

The purpose of this dissertation study was two-fold; (1) to discover the health 

culture, or explanatory model of latent tuberculosis infection (LTBI) for Mexican 

immigrants at the U.S.-Mexico border who have been diagnosed with LTBI; and, (2) to 

identify those coercive and/or oppressive elements unique to this setting and population, 

embedded in power structures and worldviews that may shape both the conditions and 

social responses to diagnosis and treatment of LTBI. The viewpoints of nine Mexican 

immigrants diagnosed with LTBI and their spouses in their every day struggles within the 

historical, sociocultural, political, and economic context of the U.S.-Mexico border were 

explored to address the three research aims. 

This critical ethnographic study provided a foil and systematic account of the 

popular and professional explanatory models that underpinned the Mexican immigrants' 

cultural construction of LTBI and preventive therapy. Informants participated in three in-

depth interviews conducted primarily in their homes with a bilingual interpreter during a 

four-month period. Kleinman's Explanatory Model of Illness provided the conceptual 

underpirmings and critical theories provided the theoretical perspective for this study. 

Data sources included interviews, a demographic data questionnaire, participant 

observation, and field notes. Data analysis was directed toward the inductive generation 

of subcategories, categories, and domains that answered the research aims. 

The results of the study illuminated several points including the: (a) multiple 

conflicting viewpoints between the Mexican immigrants' popular explanatory model of 

TB and the diagnosis of LTBI; (b) powerful and dominating Mexican popular 
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explanatory model of TB and how it influenced the informants' understanding of LTBI; 

(c) lack of folk knowledge and exclusive use of the formal health care system for 

producing household health during preventive therapy; and, (d) the macro-level social, 

political, economic and historical factors that influenced adherence to preventive therapy 

in the Mexican immigrant diagnosed with LTBI. 

This research has significance for nursing in three areas, it: (a) elicited the 

Mexican immigrants' popular explanatory model of TB; (b) identified points of departure 

with the U.S. professional explanatory model of TB and LTBI; and (c) provided essential 

information that the immigrants used to inform treatment decisions for LTBI. 
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CHAPTER ONE 

INTRODUCTION 

The background for this research, which focuses on tuberculosis disease (TB) and 

latent tuberculosis infection (LTBI), tuberculosis health care policy in the United States 

(U.S.) and Mexico, and the epidemiological shift in U.S. TB will be explicated in this 

chapter. The significance of the U.S.-Mexico border region as a distinct region will be 

described as background and context for the study. The statement of problem, the 

research questions, specific aims and significance of the study to nursing and other health 

professions will also be described in this chapter. 

Backgromd 

Approximately two billion people, or one third of the world's population are 

infected with the TB organism Mycobacterium tuberculosis (M. Tb.) (Centers for Disease 

Control, 1999; Zuber, McKeima, Binkin, Onorato, & Castro, 1997). In the U. S., an 

estimated 10 to 15 million persons are infected with M. Tb. and, without proper treatment, 

about 10 percent will develop active TB disease at some point in life. M Tb. infection in a 

person who does not have active disease is often referred to as latent TB infection 

(LTBI). Preventive drug therapy can prevent M.Tb. infection from progressing to active 

TB disease (Centers for Disease Control and Prevention, 2000). 

Tragically, adherence to preventive therapy is a major public health problem in 

the U.S. as evidenced by a 69.3% adherence rate to the six-month preventive drug 

protocol (Centers for Disease Control and Prevention, 1994). However, in 2000 the 

Centers for Disease Control and Prevention recommended the length of time for the 



preventive drug protocol be increased from six months to nine months. The national goals 

for adherence to latent preventive therapy are 85% completion rate for persons who have 

been in close contact (contact) with an individual diagnosed with active TB disease (case) 

and 75% for others who were not contacts to TB cases (Centers for Disease Control and 

Prevention, 2000). 

In the U. S., minorities are disproportionately affected by TB. Compared to non-

Hispanic whites, Asians are ahnost 16 times more likely to have TB; African Americans 

are eight times more likely; and Hispanics, Native Americans, and Alaska natives are five 

times more likely (Centers for Disease Control and Prevention, 2000). Since 1984, more 

than 28,000 new TB cases have been reported in the U.S.; there was a 77% increase in 

the Hispanic population (National Heart, 1995). TB rates tend to be higher in the U.S.

Mexico border region than in the interior of either country (Health Resources and Service 

Administration, 1999; Power & Byrd, 1998), especially for those strains that are multi

drug resistant as evidenced by the 10 percent per year increase in some of the border 

areas (Health Resources and Service Administration, 1999). 

Given that 10 percent of persons infected with M. Tb. may progress to active 

disease without completion of preventive drug therapy, the rapidly increasing population 

at the U.S.-Mexico border, the increase incidence and prevalence of TB and the increased 

prevalence of multi-drug resistance to TB at the U.S.-Mexico border (Health Resources 

and Service Administration, 1999; Power & Byrd, 1998), it is imperative that the 

contributing factors to non-adherence to preventive therapy for LTBI in Mexican 

immigrants at the U.S.-Mexico border be explored. After all, there is a societal-level 
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benefit derived from preventive therapy; prevention of tuberculosis disease precludes the 

spread of new infection. 

Effective treatment and control of TB requires a complete understanding of the 

local (emic) beliefs, values, and norms of behavior (Hahn & Harris, 1999; Leininger, 

1990c) of those who have been diagnosed with LTBI. Such a local view includes a 

critical perspective (Singer, 1986; Stevens & Hall, 1992) that extends beyond individual 

cultural beliefs and is inclusive of the historical, social, political, and economic context. 

Therefore, the social, economic, and cultural processes that maintain LTBI create the 

conditions that facilitate its spread and contribute to non-adherence must be examined. 

Also important are insights into the social burdens that occur or are incurred by the most 

disadvantaged who are unable to adhere to treatment regimens (Farmer & Nardell, 1998; 

National Heart, 1995; Ogden et al., 1999; Rubel & Garro, 1992). A working knowledge 

of the client's health culture, or explanatory model of the illness, is vital to securing 

adherence with preventive therapy for LTBI (Rubel & Garro, 1992). More specifically, 

"The notion of health culture emphasizes the existence of complex patterns of 

ethnomedical knowledge and ilbiess management, which influence therapeutic decision 

making in pluraUstic medical systems and compliance with prescribed regimens" 

(Vecchiato, 1997, p. 185), In this study, latent tuberculosis infection and TB disease, 

conflicting U.S. and Mexican explanatory models of LTBI, the U.S.-Mexico border 

region, and the concepts of adherence and household production of health contribute to 

the picture of LTBI in Mexican immigrants. 
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Tuberculosis Disease and Latent Tuberculosis Infection 

Tuberculosis, caused by Mycobacterium tuberculosis (M. Tb.) represents a global 

public health threat. Globally, there are an estimated 8 million cases of M Tb. annually 

and 2 million to 3 million deaths a year (Gietler, 2000). Tuberculosis disease ranks 

second only to human immunodeficiency virus (HIV) infection as an infectious cause of 

death (Dye, Scheele, Dolin, Pathania, & Raviglione, 1999). The World Health 

Organization estimated that in the mid-1990s, over 1.7 billion people worldwide had been 

infected with M Tb. Projections estimate another 500 million infections in the next 50 

years. The World Health Organization (WHO) has called for an international 

commitment to stop the global TB epidemic (Murray, Styblo, & Rouillon, 1990). People 

in the U.S. are not protected from the ongoing epidemic of tuberculosis occurring in the 

poorer, developing nations of the world. Currently in the U.S. about 50 percent of the 

new cases of M Tb. are occurring in persons bom outside of this country (Centers for 

Disease Control, 2002). 

Tuberculosis is a communicable disease caused by M.Tb., or the tubercle bacillus. 

Tuberculosis is spread primarily by tiny airborne particles expelled by a person who has 

infectious and active TB disease. If another person inhales air containing these droplet 

nuclei, transmission may occur. The probability that M. Tb. will be transmitted depends 

on four factors: (1) the infectiousness of the person with TB (the number of organisms 

expelled into the air), (2) the environment in which exposure occurred, (3) the duration of 

exposure, and (4) the virulence of the organism. Persons at highest risk of becoming 

infected v^dth M Tb. are close contacts, that is, persons who have had prolonged, frequent. 
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or intense contact with a person with active disease (Centers for Disease Control, 2002). 

The number of persons potentially exposed to a patient with TB varies considerably from 

patient to patient and is dependent on the individual's household, work, and social 

environments (Reichler et al., 2002). 

Ten percent of persons infected with M Tb. who have normal immune systems 

will develop active TB disease at some point in life. Because the risk of developmg active 

disease is highest in the first two years after becoming infected, it is important to detect 

new infection early and begin preventive treatment (Centers for Disease Control, 2002). 

The number of new tuberculosis infections caused each year by one case of undiagnosed 

and untreated smear-positive TB has been estimated to be between 10 and 14 persons per 

year. It has been estimated that the 10 to 14 persons with LTBI will cause 0.6 to 1.2 cases 

of active TB disease over the next 1.5 years (Murray et al., 1990). However, early and 

sustained intervention with persons who are infected with M Tb. is complicated by the 

fact that they are asymptomatic, not infectious (Centers for Disease Control and 

Prevention, 2000), and, if Mexican immigrants, are not likely to share the U.S. 

professional explanatory model of LTBI (Ailinger & Dear, 1997; Poss, 1998). 

Treatment 

There are several treatment options available for persons diagnosed with LTBI. 

The most common treatment protocol for LTBI is a nine to 12 month course of isoniazid. 

In clinical trials, daily isoniazid treatment for 12 months reduced the risk of TB disease 

by more than 90 percent in patients who completed a fiill course of therapy. There is also 

evidence that a 6-month regimen can confer a high degree of protection, approximately 
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70 percent in patients who complete the foil drug course. A series of clinical trials has 

demonstrated the effectiveness of isoniazid ranging from 92 percent in preventing active 

tuberculosis in patients when adherence is high, to 26 percent when adherence is low. 

While a nine month regimen is considered optimal, a 6-month regimen is also accepted 

by the CDC. The CDC acknowledges that treatment for six months rather than nine 

months may be more cost-effective and result in greater client adherence (Gietler, 2000). 

The TB Prevention and Control Program in Santa Cruz Comty, the site for this study, has 

elected to follow the nine months treatment option. Isoniazid is normally the single drug 

for treatment however, if a person was previously treated for LTBI and did not complete 

the therapy, it is possible that isoniazid resistance has developed and a multi-drug 

regimen is required (Gietler, 2000). 

Unique to persons living at the U.S.-Mexico border is the possibility of 

developing isoniazid resistance secondary to using cough medicines with anti-tubercular 

drugs that are sold in Mexican pharmacies. As noted in several studies related to 

accessing health care in Mexico (Homedes et al., 1994; Macias & Morales, 2001), many 

U.S. residents buy prescription drugs at Mexican pharmacies because they cost less than 

prescription drugs in the U.S. In addition, because the sales of pharmaceutical products 

are less regulated in Mexico compared to the U.S., therapeutic categories such as 

antibiotics, antihypertensives, antihistamines, anti-inflammatory agents, and anti-ulcer 

medications are available over-the-counter without a prescription. Another drug that is 

sold in Mexican pharmacies for a "bad cough" is rifampin suspension; rifampin is an 

anti-tuberculosis drug (Borrego, 1998). As concluded in a study conducted in the city of 



Nogales, Mexico, the availability of rifampin suspension indicates a potential for abuse of 

anti-tuberculosis medications along the U.S.-Mexico border (Gellert & Pyle, 1994). The 

abuse or overuse of anti-tuberculosis medications has serious implications for the 

treatment of LTBI and the elimination of TB at the U.S.-Mexico border. 

Current Status of Tuberculosis - U.S. and Mexico 

An understanding of issues related to LTBI ui Mexican immigrants at the US -

Mexico border requires a base-line knowledge of the incidence, prevalence, and 

morbidity of tuberculosis disease in both countries. The current status of tuberculosis in 

these two countries is presented. Next, the status of tuberculosis in the ten states that 

comprise the U.S.-Mexico border region will be discussed. 

Armed with anti-TB medication that was introduced in the late 1940s in the U.S., 

the hope was that TB would soon be eradicated. Indeed, there was a downward decline in 

the incidence of TB in the U.S. from 1953-1984. This period of success was followed by 

a 20 percent increase in case rates as represented by the leveling of the incidence rate 

curve that began in 1985 followed by the increasing case rates in the late 1980s and early 

1990s (Centers for Disease Control and Prevention, 2000). Fortunately, TB disease m the 

U.S. has declined sharply in the last decade. Factors that contributed to the rise and 

subsequent decline in the rate of TB disease in the U.S. will be discussed later in this 

chapter. The TB incidence rate peaked at 10.5 cases per 100,000 population (26,673 

cases) in 1992. The regular decline in TB case rates that resumed in 1993, reached an all-

time low of 6.4 per 100,000 population in 1999 (17,528 cases) (Geiter, 2000). The 
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mortality rate from TB in the U.S. for 2001 was 0.3 per 100,000 population (U.S. 

National Center for Health Statistics, 2003). 

Tuberculosis in Mexico is a very different picture in comparison to the U.S. In 

Mexico TB occupies IS"* place among the general causes of death. The mortality rate 

from TB declined from 7.6 to 5.1 per 100,000 population between 1990 and 1995. In 

1995, 4,648 Mexicans died from TB. Pulmonary TB is the most common type of TB and 

responsible for the majority of TB deaths (87%). The incidence rate from tuberculosis 

rose slightly from 17.3 per 100,000 population in 1990 to 17.5 in 1996. The annual 

average incidence of TB in Mexico is approximately 16,000 cases. In 1996, 85% of new 

cases occurred in persons over 15 years of age (Pan American Health Organization, 

2001). 

In the global picture, Mexico is not one of the 23 high-burden coimtries that 

account for 80% of all TB cases in the world. Tuberculosis burden is defined as the 

prevalence of infection estimated to be equal to or greater than the global median of 36 

percent. With a prevalence rate of 17.5 per 100,000 population Mexico is below the 

global median. However, adjusting for underreporting, the World Health Organization 

estimates the incidence of pulmonary TB in Mexico to be 45 cases/100,000 (Pan 

American Health Organization, 1999). To put this into perspective with regards to U.S. 

implications, Mexican-bom individuals account for nearly one-quarter of the foreign-

bom individuals with tuberculosis each year and just under 10 percent of the total number 

of individuals with tuberculosis in the U.S. (Geiter, 2000). 
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TB rates at the U.S.-Mexico border are greater than the rates of TB within the 

interior of both countries. The 1999 incidence of pulmonary TB in Mexico was 17 

cases/100,000 population nationally and 27.1 cases/100,000 population along the U.S.

Mexico border. In 1999, Mexico was the country of origin for 23% (1,753) of all foreign-

bom persons with TB. Seventy five percent of the TB cases among Mexican-bom 

persons in the U.S. in 1999 were reported from the four U.S. states bordering Mexico 

(Lobato & & Cegielski, 2001). The four U.S. states and the tuberculosis case rates per 

100,000 population are: California, 9.7; Texas, 7.7; Arizona, 5.4; and New Mexico, 3.0. 

The incidence of TB was higher for the majority of border counties in these four states 

than the national TB rate (Centers for Disease Control, 2001). The incidence of 

pulmonary TB cases per 100, 000 population in the six Mexican states that border the 

U.S. are as follows: Baja California Norte, 35.1; Sonora, 20.8; Chichuahua, 16.4; 

Coahuila, 22.5 ; Nuevo Leon, 36.6; and Tamaulipas, 38.5) (Reguera, 2002). The ability to 

situate LTBI in the context of TB at the U.S.-Mexico border is critical to illuminating the 

purpose of this study (Pan American Health Organization, 1999). 

Tuberculosis Health Care Policy in the U.S. and Mexico 

The U.S. and Mexico have unique approaches to the control of tuberculosis. For 

example, in Mexico a bacteriologically confirmed case is defined as a patient with a 

positive Acid Fast Bacillus (AFB) smear. In contrast, in the U.S. a positive M Tb. culture 

is required to meet this definition. In addition, susceptibility testing of tuberculosis 

isolates is usually the rale in the U.S., but this type of testing is rarely performed in 

Mexico. The Mexican Tuberculosis program places emphasis on the identification of 
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symptomatic patients who may be expectorating bacilli. Tuberculosis prevalence in 

Mexico identifies three age groups of concern: (1) those less than five years of age (these 

children had a significant number of TB meningitis); (2) 15-34 years of age; and (3) 65 

years of age and older (Escobedo & de Cosio, 1997). In contrast, the U.S. program 

attempts to (1) identify and treat individuals with active tuberculosis; (2) find and test 

individuals who had contact with tuberculosis patients to determine whether they are 

infected and if they are, provide appropriate treatment; and lastly (3) screen populations 

at risk for infection to detect infected individuals and provide therapy to prevent 

progression (Geiter, 2000). 

In the U.S. when an infectious case is identified, the preferred method for testing 

for TB infection in close contacts is the Mantoux tuberculin skin test. In some 

circumstances, testing for TB disease with chest radiographs or sputum smears may be 

more appropriate than testing for infection with skin testing (Centers for Disease Control 

and Prevention, 2000). In Mexico, screening of contacts is also conducted. Sputum AFB 

smears may be performed on persons who are symptomatic. However, skin testing is 

rarely performed; it is done only on contacts less than 15 years of age who have not 

received the tuberculosis vaccination. Isoniazid may be given if such individuals are 

infected with M.Tb. Directly observed therapy (DOT) is highly recommended in both 

countries (Escobedo & de Cosio, 1997). 

Bacille Calmette-Guerin (BCG) 

Although the use of Bacille Calmette-Guerin or BCG vaccination has been in use 

since 1921 (Colditz et al., 1994), as a TB prevention strategy in the United States, BCG 
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vaccine is limited because of the comparatively (global) low risk of infection with M Tb., 

the variable effectiveness in preventing infectious forms of TB, and the vaccines 

interference with the ability to determine tuberculin reactivity (Centers for Disease 

Control and Prevention, 2000, p. 97). In the U.S., treatment of the foreign-bom is 

complicated by the fact that many foreign countries, including Mexico, still use Bacille 

Calmette-Guerin (BCG) as part of their TB control programs. Mexico uses BCG 

immunization as the single medical prevention measure for TB (Escobedo & de Cosio, 

1997). Ninety nine percent of infants under the age of one year are vaccinated with BCG 

in Mexico (Pan American Health Organization, 1999). 

In persons vaccinated with BCG, sensitivity to tuberculin is highly variable, and 

there is no reliable method of distinguishing tuberculin reactions caused by BCG from 

those caused by natural infections. Therefore, persons from high-prevalence countries, 

such as Mexico, are considered a high-risk group and should be considered for treatment 

of LTBI if their reaction to the tuberculin skin test is > 10 mm and they are recent arrivals 

(< 5 years) to the United States. In the U.S., the preventive therapy protocol for this 

population is a 9-month regimen of isoniazid (INH) (Centers for Disease Control and 

Prevention, 2000). 

While the Centers for Disease Control guidelines (Centers for Disease Control 

and Prevention, 2000) are explicit, they are a source of great confrision for many Mexican 

immigrants as well as Mexican health care providers. Because immigrants believe that 

BCG affords life-long protection from TB and Mexican physicians instruct them that the 

reaction to the TB skin test was due to BCG and not M.Tb. infection, many immigrants 
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with LTBI are confiised and choose not to take preventive therapy and/or discontinue 

drug therapy prematurely (J. Hubbard, personal communication, October, 2000). 

Other Issues 

Reporting, treatment, and surveillance for LTBI are not consistent between 

Mexico and the U.S. Because it is not mandatory to report data on LTBI in either 

country, the actual prevalence of LTBI is not known. According to Joyce Hubbard, 

Director of Public Health Nursing for the Santa Cruz County Health Department, there 

are approximately 225 clients per year diagnosed with LTBI m Santa Cruz County. The 

number of persons diagnosed with LTBI in Nogales, Sonora, Mexico is unknown. 

Economic resources, technology, and the national case distributions provide the 

rationale for the differences in the U.S. and Mexican tuberculosis programs. Health care 

providers at the U.S.-Mexico border must be knowledgeable of these unique approaches 

when interfacing with Mexican immigrants and engaging in formulating tuberculosis 

control policy (Escobedo & de Cosio, 1997). Therefore, to understand LTBI at the U.S.

Mexico border, it is imperative that the client's explanatory model of LTBI be explored 

for identification of congruence and conflict with the explanatory models of public health 

professionals in TB control and prevention programs in Nogales, Arizona and Nogales, 

Sonora, Mexico. 

Epidemiological Shifts in U.S. TB 

The 1989 Strategic Plan for the Elimination ofTB in the United States set a 

tuberculosis elimination goal of reducing TB to 1 per million by 2010, with an interim 

goal of 3.5 cases per 100,000 population by 2000. However, a longstanding downward 
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trend in M Tb. in the United States was reversed between 1985 and 1993 when in excess 

of 64,000 cases of active TB disease were reported (U.S. Department of Health and 

Human Services, 1997). The rate peaked at 10.5 cases per 100,000 population or 26,673 

new cases in 1992, a 12.9 percent increase over the 1985 rate of 9.3 cases per 100,000. 

While renewed efforts to combat the resurgence were mounted, in 1999 tuberculosis case 

rates reached an all-time low of 6.4 new cases per 100,000 population (17,528 cases). 

The lOM Report (Geiter, 2000) projects that, even with intensified tuberculosis efforts, it 

will take until 2030 to reach the target for tuberculosis elimination. The current status of 

M Tb. in the U.S. continues to be a bitter reminder that treatment of TB disease and LTBI 

must be labor-intensive, albeit still extremely cost-effective. The World Bank has 

identified treatment of TB as the most cost-effective health intervention of all (Reichman, 

1993a, 1993b). 

The resurgence of M Tb. in the U.S. between 1985 and the early 1990s has been 

attributed to several causative factors including; (1) immigration from foreign countries 

with high rates of M Tb.-, (2) the human immunodeficiency virus (HIV) epidemic; (3) 

increased rates of drug-resistant tuberculosis; (4) lack of patient adherence; and (5) 

failure of TB control programs to ensure completion of therapy (Horsburgh, 1998; 

Reichman, 1993b, 1997a). One of the most significant contributors to the resurgence of 

M Tb. was the deterioration of the public health infrastructure essential for the control of 

tuberculosis (Geiter, 2000). The decision made by policy makers in 1972 to eliminate 

categorical TB State grants that had brought and kept M Tb. under control since 1959 led 

to the decimation of the TB infrastructure that was followed by a resurgence of the 
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disease and infection (Buchanan, 1997; Gittler, 1994; Reichman, 1997a, 1997b). The 

monetary costs of losing control of tuberculosis in New York City alone have been 

estimated to be in excess of $1 billion (Geiter, 2000). 

Foreign-bom 

Another significant contributing factor to the resvirgence of M. Tb. is the foreign-

bom population. Foreign-bom persons residing in the U.S. have a higher rate of TB than 

the population bom in this country. Although from 1992 to 1999 the number of cases 

decreased by 49 percent among individuals bom in the U.S., it increased 2 percent among 

foreign-bom persons. The proportion of individuals with tuberculosis who were bom 

outside of the U.S. but who now reside in the U.S. increased from 27 percent in 1992 to 

43 percent in 1999. Three countries - Mexico, Philippines, and Viet Nam, accounted for 

nearly half of the foreign-bom population with tuberculosis. Persons from Mexico 

accounted for 23 percent of the foreign-bom individuals with tuberculosis (Geiter, 2000). 

The Centers for Disease Control (CDC) estimate that at least 7 million foreign-

bom persons in the U.S. are infected with M Tb. and that 140,000 - 210,000 will develop 

disease after immigration unless they complete preventive treatment (U.S. Department of 

Health and Human Services, 1999). For example, of the 4,804 foreign-bom persons 

reported with TB in the U.S. in 1995, 1441 (30%) had TB diagnosed within one year and 

2,567 (53.4%) within 5 years after entering the U.S. (Centers for Disease Control and 

Prevention, 1996b). The TB case rate for the foreign-bom population has remained at 

least four to six times greater than that of the U.S.-bom population (Centers for Disease 

Control and Prevention, 2000). 
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In summary, young foreign-bom persons from areas that have a high TB 

incidence or prevalence are likely to be infected with LTBI upon arrival to the U.S. This 

high risk population represents a growing pool of immigrants in whom active disease will 

continue to develop unless major efforts are mounted to screen for infection, provide 

treatment (McKenna, McCray, & Onorato, 1995), and monitor for adherence to 

prescribed regimen and for adverse reactions (Centers for Disease Control and 

Prevention, 1996b). 

U.S. - Mexico Border Region 

The U.S.-Mexico border region, characterized by sharply differentiated 

development, asymmetrical relationships and cross-border interdependence, is a 

microcosm of the challenges to global elimination of TB. Because of the transnational 

relocation of Mexican-origin persons in the U.S. borderlands (Alvarez, 2001), continued 

border crossings (Health Resources and Service Administration, 1999), contribution of 

the foreign-bom from Mexico to the epidemiological shift in LTBI (Centers for Disease 

Control and Prevention, 1996a), and the lack of inconsistency in TB policies between the 

United States and Mexico, it is important to understand the border as context for this 

study. The shared geographic border between the two coimtries extends more than two 

thousand miles and includes ten states, four in the United States and six in Mexico. The 

U.S.-Mexico border, where, the first world meets third world, has been defined as a 

contextual paradox - where the world's dominant economic-political nation meets 

Mexico, a third-world economy. No other border in the world exhibits such inequality of 

power, economics, and the human condition (Alvarez, 1995). 



To situate the U.S.-Mexico border in a historical, political, and economic context, 

significant events that contributed to transnational migration and the urbanization of the 

northern Mexican states will be discussed. In 1910, approximately seven percent of the 

92 million in the US and 11 percent of Mexico's 15 million people lived along the 

border. In the 1940s, 26,000 persons arrived in the border state of Sonora, and growth 

continued at a rate of 16.2 percent compared to 3.7 percent for the country. The 1940s to 

the mid-1960s was a period of outstanding economic growth for both countries. In 1970, 

16 percent of Mexico's population or 7.8 million Mexicans lived on the border. The 

population of the borderlands has continued to increase. In 1990 the population at the 

US-Mexico border was a reported 9.2 million - 5.4 million on the U.S. side and 3.8 

million on the Mexican side. Agricultural and industrial programs have added population 

to border towns since the mid-1940s, further evidence of the economic interdependence 

of the two countries. "Many predict that in the next decade the U.S.-Mexico border 

region will be the largest urban area in North America, and perhaps the world" (Weaver, 

2001, p. 110). 

Concentrated migration to the U.S.-Mexico borderlands occurred in conjunction 

with agricultural development, the advent of World War II, the Bracero Program and the 

return of hraceros to border towns after 1964. The steady stream of migrant workers 

northward across the border was formally initiated with the Bracero Program, a bilateral 

labor-contract arrangement that supplied Mexican workers for U.S. agriculture (Martinez, 

1994). The institution of the Bracero Accord in 1942 allowed for the legal recruitment of 

over four million Mexican migrant farmworkers to the U.S. duriQg World War II. The 



termination of the Braceros Program in 1964 resulted in millions of undocumented 

workers in Mexican border towns, high rates of unemployment and general social unrest. 

For example, in Nogales, Sonora, an estimated 50 percent of the work force was 

unemployed. In response to the economic and social situation, the Mexican government 

designed a plan to improve the quality of life and increase industry on the northern border 

- the Programa Nacional Fronterizo (PRONAF, the National Border Program). 

PRONAF led to the initiation of Mexico's Border Industrialization Program and the 

Maquiladora Program (Weaver, 2001). 

The Maquiladora, or low wage assembly plants, refers to the manufacturing and 

assembling of raw materials at low costs in Mexico and the distribution of goods in the 

U.S. where the manufactured items are sold at the greatest profit. The industry is 

supported by U.S. dollars and takes advantage of inexpensive semi-skilled Mexican 

labor; primarily women. For example, with the devaluation of the Mexican peso in the 

early 1980s, maquiladora workers' hourly wages decreased fi-om $1.65 to $0.43. U.S. 

businesses profited by the reduction in taxes paid, and Mexico experienced a backlash of 

diminished support for Mexican social programs due to the decreased tax base. The 

number of maquiladora plants steadily increased and by 1994 there were 2,065 plants 

employing 579,519 Mexican citizens (Weaver, 2001). By 1999, the maquiladora industry 

had become Mexico's third largest foreign exchange earner. In the six Mexican border 

states, 2, 677 maquiladoras were estabUshed with a reported excess of one million 

workers (Hackenberg & Alvarez, 2001). 
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The rapid industrialization of the border, or, the maquila effect, has resulted in a 

steep population increase. For example, inNogales, Sonora, the 1970 population base of 

25,000 escalated to an estimated 300,000 - 400,000 persons in 2000 (Hackenberg & 

Alvarez, 2001). The expanding industrial base fiiels migratory movements, especially for 

young people, toward both sides of the border as evidenced by 45 percent of the U.S. and 

46 percent of the Mexican border populations are under 20 years of age (Escobedo & de 

Cosio, 1997). Between 1990 and 2000, the Mexico border region grew by 39 percent, 

while the U.S. border region grew by 28 percent. According to the 2000 censuses of 

Mexico and the United States, there were about 17.9 million inhabitants in the border 

region, with 6.5 million on the Mexican side and 11.4 million on the U.S. side (Lobato & 

Cegielski, 2001). If the current population growth trends continue, the U.S. border 

population will double in 47 years compared to 90 years doubling time for the entire 

United States. The Mexican border population will double in nine years compared to 24 

years for all of Mexico (Escobedo & de Cosio, 1997). 

The ethnic composition of borderlanders is quite diverse as reflected in the Indian, 

Spanish, Mexican, and Anglo residents (Alvarez, 1995). While Escobedo and de Cosio 

(1997) report that the ethnic composition of the Mexican side of the border tends to be 

more homogeneous, the ethnic composition of the US border region differs substantially 

from the national average for the United States. In the year 2000, about 40 percent of the 

U.S. border population was of Hispanic origin, primarily Mexican ancestry, as compared 

to the U.S. which as a whole, hadl2.5 percent who were of Hispanic origin (Lobato & 
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Cegielski, 2001). The U.S. border Hispanic population is estimated to double in 25 years 

(Escobedo & de Cosio, 1997). 

Currently, the 11 million residents of U.S. border communities experience some 

of the highest rates of poverty and lowest levels of educational attainment in the U.S. For 

example, more than 30 percent of the families live at or below the poverty level and an 

estimated three million residents are uninsured (Health Resources and Service 

Administration, 1999). Many of the colonias, or unincorporated housing developments, 

particularly in Texas and New Mexico, lack running water and access to public sewer 

systems or connections to septic tanks (Lobato & Cegielski, 2001). If made the 51®' State, 

the border area (defined as 62.5 miles north of the U.S.-Mexico international line) would 

rank last in per capita income and last in access to health care (Health Resources and 

Service Administration, 1999). 

While the U.S. border regions include some of the poorest counties in the U.S., in 

contrast, the northern border of Mexico is one of the wealthier regions of Mexico. As 

measured by Mexico's marginalization index that combines information on education, 

housing and income, the major border cities of Mexico have favorable socioeconomic 

conditions. Certain municipalities on the Mexican side of the border experience greater 

employment opportunities with the maquiladora industry. While the U.S. border 

residents have lower levels of educational attainment in comparison with the rest of the 

nation, the opposite is true for Mexico border residents. However, the proportion of U.S. 

border residents with more than nine years of education is substantially larger than their 

Mexican counterparts (Lobato & Cegielski, 2001). 
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Tuberculosis on the border, which is becoming drug resistant, is six-times the 

national rate (Health Resources and Service Administration, 1999). Of significance to 

this study, is the suggestion that much of the increased risk for TB, particularly among 

U.S.-bom persons of racial/ethnic minorities, may be due to socioeconomic status 

(Cantwell, McKenna, McCray, & Onorato, 1998). Issues surrounding LTBI at the U.S.

Mexico border offer the irony created by the juxtaposition of biomedical technology that 

has recently completed the sequencing of the genome sequence of M Tb., yet 

unimaginable poverty, substandard living conditions, and low levels of educational 

attainment continue to contribute to the prevalence of LTBI at the U.S.-Mexico border. 

Transmigration 

Researchers are just begiiming to realize how important immigration and cross-

border mobility are to TB m the United States (Boyles, 1995). The U.S.-Mexico border 

is one of the busiest international borders in the world; an estimated 400 million crossings 

took place in 1999 (Health Resources and Service Administration, 1999), presenting 

unique challenges to health care providers binationally. 

Multiple border health studies document the influence of cross-border movement 

in increasingly cormecting the health care systems of both countries. For example, a study 

conducted in Nogales, Arizona revealed that 14 percent of women of childbearing age 

and their children accessed Mexican providers on a regular basis (Homedes et al., 1994). 

A survey of residents of southern New Mexico reported that 65 percent of respondents 

had sought medical care in Juarez, Mexico. In an additional survey of southern New 

Mexican residents who attended a rural clinic, respondents reported that they had 
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purchased medications in Juarez, Mexico during a two-month period. Hispanics 

responding to a health fair survey in south Los Angeles County, approximately 140 miles 

north of the US-Mexico border, revealed that 14 percent had crossed the border to seek 

medical care within the previous year. Of those border crossers, 80 percent were 

iminsured, and 70 percent reported the low cost of medical care in Mexico as the most 

common reason for seeking care in that country (Macias & Morales, 2001). 

An epidemiological study (Centers for Disease Control and Prevention, 1996a) 

characterized patterns of immigration and migration among the foreign-bom Hispanic 

population with M Tb. The study included 181 Hispanics who were under treatment for 

M Tb. in the eight U.S. county public health departments bordering Mexico. The median 

length of residency in the U.S. at time of diagnosis was 15 years. Immigration history 

revealed that 90% of these clients were bom in Mexico; 60% had been living in a 

Mexican border town before immigrating to the U.S. Overall, 82% reported periodically 

returning to Mexico. Of those who had retumed during the year preceding TB diagnosis, 

21% retumed at least weekly and 25% monthly to yearly. Such recurrent migration 

patterns increase the challenges of TB control. Tuberculosis prevalence among these 

foreign-bom Hispanics was 1.7 to 5.0 times higher than among U.S.-bom non-Hispanic 

clients. The prevalence of multi-dmg resistance (isoniazid plus rifampin) was 6.8 times 

higher than among U.S.-bom non-Hispanic clients. This finding may reflect the 

interruption of therapy resulting from frequent movement of persons across the U.S.

Mexico border, possible self-medication with TB dmgs that can be purchased without a 

prescription in Mexico, inadequate treatment or supervision by private providers in both 
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countries, and exposure to drug-resistant TB during visits with family and friends in 

Mexico and the U.S. 

The influence of immigration on the increased prevalence of TB and incidence of 

LTBI in the foreign-bom from Mexico is represented in U.S. vital statistics records as 

presented earlier. The influence of cross-border mobility on TB and LTBI is more 

difficult to capture, especially when considering Mexican citizens who enter the U.S. 

without the required Immigration and Naturalization Service (INS) documents and 

become a member of the "undocumented" population. Because the undocumented do not 

complete the admission application process which includes a medical examination that 

verifies that they are tuberculosis-free, their TB status is unknown to the U.S. Public 

Health System and INS; they may be infection free, they may have LTBI, or they may 

have active TB. In summary, cross-border mobility provides the means for transporting 

M Tb. from a country with a higher tuberculosis burden; creates barriers to accessing 

basic U.S. health care services without proper documentation or a lack of familiarity with 

the U.S. health care system; and, treatment and surveillance of LTBI becomes 

complicated when individuals seek health care on both sides of the border (Health 

Resources and Service Administration, 1999). Because TB rates tend to be higher in the 

U.S.-Mexico border region than in the interior of either country (Power & Byrd, 1998), 

further studies that explicate the contributing factors of cross-border mobility are 

indicated. 

In the context of the U.S.-Mexico border, abandonment of preventive therapy for 

LTBI maintains a reservoir for the continued spread of M Tb. and the development of 
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multi-drug resistant TB in both countries - both are difficult and costly to resolve. 

Reducing TB rates at the U.S.-Mexico border requires the cooperation and coordination 

of local, state, and national TB programs in both countries. Current binational 

cooperative efforts include the Ten Against TB program which coordinates the TB 

activities of the ten U.S. and Mexico border states. The U.S.-Mexico Border Health 

Commission has proposed the development of a TB card that could be used to track 

migrant TB cases and ensure completion of therapy (US-Mexico Border Health Report, 

2001). 

In summary the factors that contribute to the tension at the border in the context 

of TB are complex and multifactorial. The migration of poor Mexican citizens from the 

interior intent on obtaining better jobs in "£/ Norte" has created a steady migratory flow 

over the past 60 years, solidifying the dependence of many U.S. border communities on 

foreign workers, many of them imdocumented (Martinez, 1994). Mexican border cities 

have played a key role in the system of labor exchange; providing respite and resources 

before launching the migrants into the U.S. Other factors that contribute to the tension at 

the border include: the rate of TB in Mexico is greater than the rate in the U.S.; TB is 

more prevalent at the U.S.-Mexico border than it is in the interior of both countries; the 

rapid industrialization of the border; TB health care policies that are unique to each 

country; and, cross-border mobility 

Statement of the Problem 

Tuberculosis is increasingly occurring in foreign-bom populations in the U.S. and 

the Mexican foreign-bom contribute 25 percent of all new cases (Geiter, 2000). Effective 
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treatment and control of TB requires a complete understanding of the local (emic) beliefs, 

values, and norms of behavior (Hahn & Harris, 1999; Leininger, 1990a) of those who 

have been diagnosed with LTBI. A working knowledge of the client's health culture, or 

explanatory model of the ilhiess, is vital to securing adherence with preventive therapy 

for LTBI (Rubel & Garro, 1992). Diverse explanatory models of M.Tb. disease across 

cultures have been reported in the literature (Lieban, 1976; Mata, 1985; Ndeti, 1972; 

Ogden et al, 1999). Poss (2000) reported on the explanatory model of M Tb. disease for 

Mexican migrant farmworkers working in western New York State. A literature search 

revealed one nursing study (Ailinger & Dear, 1997) that addressed the explanatory 

models of LTBI in Latino immigrants who had emigrated from El Salvador and 

Guatemala, and were living in the northeastern region of the U.S. No studies were found 

that addressed the explanatory model of LTBI from the perspective of Mexican 

immigrants in the context of the U.S.- Mexico border and, this will be the focus of this 

study. 

Statement of Purpose of the Study 

The purpose of this study is two-fold; (1) to discover the health culture, or 

explanatory model related to LTBI of Mexican immigrants at the U.S.-Mexico border 

who have been diagnosed with LTBI; and, (2) to identify those coercive and/or 

oppressive elements unique to this setting and population, embedded in power structures 

and worldviews that may shape both the conditions and social responses to diagnosis and 

treatment. Identification of social structures and worldviews are essential to 



understanding the Mexican immigrants' experience and, are powerful influences on care 

outcomes (Leininger, 2001). 

The goal of this study is to develop knowledge about how to frame culturally 

competent community-based interventions that are congruent with the beliefs, values, 

practices and context in which this group goes about living their lives (Aamodt, 1991; 

Leininger, 1995; Thomas, 1993). Viewpoints of Mexican immigrants and their families in 

their every day struggles within the historical, sociocultural, political, and economic 

context of the U.S.-Mexico borderland were explored to address the research questions. 

This study provides a fiill and systematic account of the local health care systems 

(popular and folk explanatory models) that underpin the Mexican immigrants' cultural 

construction of LTBI and preventive therapy. 

Significance of the Study to Nursing 

Nurses responses to the health care needs of immigrants needs to incorporate a 

critical perspective of the political, economic and social structures that act as barriers to 

health and contribute to marginahzation of this vulnerable population. A broader, more 

comprehensive view of person-enviroiraient and health is critical in the context of 

immigrant health. Salsberry (1994) asserts, "A philosophy of nursing identifies what is 

believed to be the basic or central phenomena of the discipline, relates nursing to a 

particular world view, and provides some information on how one may come to learn 

about the world" (p. 13). The discipline's philosophical underpinnings have been 

dominated by ontological claims that characterize traditional nursing theories from an 

exclusive focus on individuals and their immediate mileus (Stevens & Hall, 1992). 
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Moccia challenges nurses to include social activism as part of their definition of caring 

(Moccia, 1988). To create social change, nursing as a field of inquiry and practice must 

depart from "ontological individuaUsm, the belief that the individual has a primary reality 

whereas society is a second-order, derived or artificial construct" (Bellah, Madsen, & 

Sullivan, 1985). Nurses must embrace a more comprehensive view of the four 

metaparadigm concepts - person, environment, health, and nursing - and engage in social 

action that exposes oppressive structures that perpetuate the inequities in the health of 

immigrants at the U.S.-Mexico border. Stevens and Hall maintain that the future of 

community health nursing depends on two things - (1) our ability to recognize social, 

economic, and political aspects of the environment as they affect health and (2) our 

willingness to intervene at the community level for structural change (Stevens & Hall, 

1992). 

This critical ethnographic study has significance for nursing and the broader 

public health community. Ethnographic research and analysis provide the mechanism to 

give voice to the people (Mexican immigrants and their families) and to help explain their 

health care systems relative to LTBI in the context of the U.S.-Mexico border. Such an 

xmderstanding of the emic (local) perspective builds transcultural nursing knowledge and 

informs the development of culturally relevant interventions at multiple levels. This 

perspective is of special importance because the practical implications of such 'knowing' 

not only contributes to nursing knowledge but has the potential to influence binational 

TB policy-making decisions. Nursing's ethical and professional responsibility when 
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intervening in the policy-related environment is to use our new knowledge to assure that 

policy does not serve to reproduce or sustain oppressive conditions. 

Specific Aims and Research Questions 

The specific aims and research questions of this dissertation study include: 

Aim I; Analyze the Mexican immigrants' explanatory model of the cultural 

context of care in which preventive therapy for latent TB infection 

occurs. 

1. What is the cultural ilkiess model of LTBI in the Mexican immigrant? 

2. How is the infection construed and experienced by the Mexican 

immigrant? 

3. What is the relationship between LTBI and active disease as perceived 

by Mexican immigrants? 

4. What viewpoints are in conflict between the client and the professional 

health care systems of the U.S. and Mexico? 

5. What influence do social, political, and economic factors have on the 

experience of LTBI? 

6. What are the social burdens or stigmas that are incurred with the 

diagnosis of LTBI? 

7. What are the emic views of non-affected persons (family members) 

about persons with LTBI? 
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Aim II: Describe self-care and the household production of health that occurs 

in the context of LTBI. 

1. What is the cultural knowledge that is transmitted intergenerationally 

that Mexican immigrants diagnosed with LTBI use for producing 

household health in the process of preventive therapy? 

2. What are the health producing behaviors of Mexican immigrant 

household members (spouse or significant other) that contribute to 

promoting, maintaining, and restoring the health of the household 

member(s) who has LTBI and is engaged in preventive therapy? 

3. What are the internal and external technologies used by Mexican 

immigrant households that restore, maintain, and promote the health of 

their members during the process of preventive therapy for LTBI? 

Aim III: Discover those factors that are facilitators or barriers to adherence of 

preventive therapy for Mexican immigrants diagnosed with LTBI. 

1. How and to what extent does the cultural ilhiess model of LTBI 

influence adherence to preventive therapy? 

2. How and to what extent do differing cultural views of LTBI and 

treatment affect adherence to preventive therapy? 

3. What are the social burdens or stigmas that are incurred with the 

diagnosis of LTBI and how do they affect adherence to preventive 

therapy? 
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4. What aspects of the U.S. TB Control Program facilitate access to 

obtaining and maintaining preventive therapy and which aspects serve 

as barriers to accessing preventive therapy for Mexican immigrants 

diagnosed with LTBI? 

In conclusion. The lOM Report on the elimination of TB (Geiter, 2000) maintains 

that the first priority for research is development of an understanding of latent M. Tb. 

infection. Clearly, the identification of persons with M Tb. infection and who are at risk 

for disease will tremendously simplify the process of TB elimination in the U.S. 

According to the lOM Report, an important area of research that has been lacking is 

behavioral and social science research targeted toward understanding and improving 

patient adherence with preventive therapy. This critical ethnographic study responded to 

the call for understanding LTBI. The focus of this nursmg study was to discover Mexican 

immigrants' explanatory model of LTBI. 

Chapter Summary 

Chapter One provided the background, an overview of the literature on 

tuberculosis disease and latent tuberculosis infection, tuberculosis health care policy in 

the U.S. and Mexico, and the epidemiological shift in U.S. TB. Next, the U.S.-Mexico 

border region was described to contextualize the problem of LTBI. The statement of 

problem, the purpose and significance of the study to nursing, assumptions, and the 

specific aims and research questions were also presented. 
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CHAPTER TWO 

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

Introduction 

Chapter 2 consists of five parts: (1) explication of the conceptual and theoretical 

underpinnings of this study - Kleinman's Explanatory Model of Ilbiess and critical 

theories; (2) a brief literature review of the use of explanatory models in nursing research; 

(3) a brief description of the concept of adherence and how it was situated within this 

study; (4) a review of the concept of household production of health and the folk healing 

system; and, (5) immigration and the concept of acculturation are defined and situated in 

this study. 

Kleinman's Explanatory Model of Ilbiess 

Explanatory models are concepts about an illness that help us make sense of the 

ilkiess within a cultural context (Kleinman, 1980). Illness represents the sick person's and 

their family's personal, social, affective, cognitive, and adaptive responses to disease. 

Disease refers to the anatomical, biochemical, and physiologic disorders that occur when 

a person is sick (Kleinman, Eisenberg, & Good, 1978). Both health care providers and 

clients draw from explanatory models to guide choices about prevention, care seeking, 

treatment and adherence. The source of a person's health culture or explanatory model 

includes ideas from the professional health sector, the popular sector (shared by the 

family, friends, and community), and the folk sector (oral traditions, spiritual, and 

indigenous healers). A person may hold a plurality of beliefs, drawing from multiple 

health sectors. It is important to note that Kleinman maintains that a client's explanatory 



model is subject to change as new information from health providers fits the client's 

estabUshed ideas or when the client judges the information to be more useful than 

previous ideas (Luyas, 1991). To elicit a client's explanatory model of an illness, 

Kleinman proposes five questions related to: (1) etiology, (2) symptom onset, (3) 

pathophysiology, (4) course of the illness, and (5) recommended treatment (Kleinman, 

1980). 

Health culture, or the explanatory model of the health care system, is derived 

from studying the way people act in it and use its components. It is both the result of £ind 

the condition for the way people react to sickness in local social and cultural settings, and 

how they perceive, label, explain, and treat sickness. The health care system includes 

people's beliefs (largely tacit and unaware of the system as a whole) and patterns of 

behavior. Those beliefs and behaviors are governed by cultural rules. Hence, the health 

care system, or explanatory model, meets Geertz's definition of a cultural system: it is 

both a map "for" and "of a special area of human behavior (Geertz, 1973; Kleinman, 

1980). 

Illness is culturally constructed. How we perceive, experience, and cope with the 

experience is based on our explanations of the sickness. Such explanations are specific to 

the social positions we occupy and systems of meaning we hold and therefore influence 

expectations and perceptions of the symptoms of the illness. Cultural beliefs affect to 

whom we communicate about the health problems, when and from whom we seek care, 

how long we remain in care and how we evaluate that care. Illness is shaped by cultural 
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factors governing perception - labeling, explaining, valuing - processes embedded in a 

complex family, social and cultural nexus (Kleinman et al, 1978, p. 252). 

The ilkiess process begins with personal awareness of a shift in body feeling and 

continues with the labeling of the individual by family or self as being "ill". Once 

articulated, everyone who has been involved in the process participates to bring about 

recovery. Kleinman reports that 70 - 90 percent of all self-recognized episodes of illness 

are managed outside the formal health care system. That is, the majority of persons with a 

self-recognized ilhiess seek care in the popular or folk sectors. Kleinman attributes the 

preponderance of care seeking outside of the professional sector to a discormect between 

disease and illness. That is, the professional model treats diseases, abnormalities in the 

structure and fiinction of body organs and systems. What the patient is seeking resolution 

of are the symptoms related to the ilbiess or the experiences of changes in states of being 

and in social fiinction - the human experience of sickness. In other words, the patient's 

perspective of the illness (difficulties with living with the sickness) is usually viewed as 

constituting the entire disorder (Kleinman et al, 1978). 

Healers from the popular and folk models respond to the illness rather than the 

disease. They seek to provide meaningfiil explanations for and respond to personal, 

family, and community issues surrounding the illness experience. According to 

Kleinman, bio medicine disregards illness that is the client's personal explanation and its 

treatment, and banishes the illness experience as a legitimate clinical concern. In this 

context, it is not surprising that remedies prescribed by the professional health care 

system may fail to cure disease despite effective pharmacological action due to the 
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patient choosing not to adhere to the treatment regime. The patient's non-adherence may 

be due to not understanding or disagreeing with the provider's reason for prescribing or, 

lack of consensus between the patient and provider related to the etiology, severity, or the 

social significance of such a diagnosis (Kleinman, 1978). The patient's non-adherence 

may be attributable to the lack of negotiation between the explanatory models of those 

involved in the illness and the care seeking experience. 

Contributing to the challenges of early and sustained intervention with persons 

who have been diagnosed with LTBI, is the fact that the health culture or explanatory 

model of the population at risk of developing active disease, Mexican immigrants, often 

differs from that of the professional care provider, resulting in conflicting expectations of 

treatment, outcomes, and evaluations (Kleiimian, 1980). The folk health culture refers to 

the information and understanding that people have learned from family, friends, and 

neighbors as to the nature of a health problem, its cause, and implications (Kay, 1996). 

In the context of the U.S.-Mexico border, two professional health cultures collide 

with different approaches to diagnosis and treatment for persons with LTBI, contributing 

to the gap between the health culture of the client and their U.S. professional provider. 

Given that 10 percent of persons diagnosed with LTBI may develop active disease, and 

the threat of developing multi-drug resistant TB in clients who inconsistently take 

preventive therapy, it is imperative that every effort be made to elicit and interpret the 

explanatory model of LTBI in Mexican immigrants. Conflicting explanatory models 

between clients and health professionals have likely contributed to non-adherence and 

inappropriate treatment for Mexican immigrants diagnosed with LTBI. Because the focus 



of this study is on the immigrants' explanatory model of LTBI, participant observation 

data and informal interviews with health professionals from the U.S. and Mexico TB 

Clinics were done for the purpose of contextualizing the immigrant's ilhiess experience. 

Unlike other illnesses that begin with self-labeling and attention to early 

manifestations (Kleinman, 1980), the illness construction of LTBI begins when the 

U.S. health care provider informs the client they are infected with M.Tb. However, 

such a process does not preclude the client and their family from culturally constructing 

the illness from their perspective. Once diagnosed, the client and family make use of the 

explanatory accoimts available to them in a particular cultural, historical, and health care 

context in making meaning of the ilbiess. Ilhiess is always a cultural construction. " 

Hence, the major mechanism by which cultxjre affects the patient and his disorder is via 

the cultural construction of illness categories and experience" (Kleinman, 1980, p. 78). 

Explanatory models, or the notions that individuals have about their illness and its 

treatment are powerfiil and define which health problems are most important, most 

feared, and require most immediate action. 

Nursing has expanded on Kleinman's work by using the explanatory framework 

to examine mental and physical conditions that may or may not be viewed as illnesses as 

well as common illnesses and diseases. For example, Allan used the explanatory model to 

explore obesity among Hispanic, Black, and Anglo women (Allan, 1998). Patel and 

colleagues explored explanatory models of common mental disorders in Zimbabwe 

(Patel, Gwanzura, Simunyu, Lloyd, & Mann, 1995), and Gray used an explanatory model 

framework to examine parents' beliefs about autism (Gray, 1995). Reifsnider and 
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colleagues adapted the explanatory model to focus on a child health condition - lack of 

child growth - which is not an illness (Reifsnider, Allan, & Percy, 2000). Nursing studies 

have also used explanatory models to explore common diseases (Ailinger & Dear, 1997; 

Luyas, 1991). 

Ailinger and Dear (1997) used Kleinman's model to explore the explanatory 

models of tuberculosis infection with 65 Latino immigrants enrolled in preventive 

therapy in a coimty health department. The majority (63 percent) were from El Salvador, 

only five percent or three participants, were from Mexico. The investigator focused the 

interviews on the informants' beliefs concerning the cause of their infection, their fears 

about it, and the results they hoped to achieve through preventive therapy. Significant 

findings revealed that most of the immigrants had no idea what had caused their 

infection. Fear related to the infection included being bedridden and contagious to other 

people especially family members. The theme, "halt the development of the disease," 

captured the informants' treatment expectations of preventive therapy. Luyas's study 

(1991) also used Kleinman's model to compare Mexican-American women's explanatory 

model for Type II non-insulin-dependent diabetes (NIDDM) with the biomedical model 

of NIDDM. McSweeney and others suggested that nurse researchers could use 

explanatory models to explore health and illness beliefs and relationships of beliefs to 

behavior to increase our understanding of clients' health beliefs and behaviors 

(McSweeney, Allan, & Mayo, 1997). 

Professional, popular, and folk explanatory models are often quite diverse and 

conflicting in relation to etiology, treatment, and expectations of the illness experience 



50 

(Kleinman, 1980). As nurses, if we are to understand the contributing factors to 

adherence to preventive therapy for LTBI in Mexican immigrants at the U.S.-Mexico 

border, we must elicit the clients' and their spouse or significant others' explanatory 

models of the illness - LTBI. Mexican immigrants' explanatory model of LTBI focuses 

on the immigrants' explanation of the etiology, severity, social significance, and 

treatment of LTBI. 

Critical Theoretical Perspective 

Qualitative research locates the observer in the world; qualitative researchers 

study things in their natural settings, attempting to make sense of, or to interpret, 

phenomena in terms of the meanings people share with them. "Critical theorists seek to 

produce practical, pragmatic knowledge that is cultural and structural, judged by its 

degree of historical situatedness and its ability to produce praxis, or action" (Denzin & 

Lincoln, 2000, p. 160). The ontological and epistemological underpinnings of this inquiry 

paradigm include, (1) historical realism; reality is shaped by social, political, cultural, 

economic, ethnic, and gender values that are crystallized over time; and (2) 

transactional/subjectivist; value-mediated findings. Methodology consistent with critical 

theory is dialogic and dialectical. The aim of the inquiry is critique and transformation; 

resituation and emancipation. Knowledge is drawn from structural and historical insights, 

accumulated from a historical revisionist perspective. The goodness or quality criteria are 

that the inquiry is historically situated, addresses erosion of ignorance and 

misapprehension and the findings prompt action. Values are not excluded, ethics are 

intrinsic with a moral tilt toward revelation (Denzin & Lincoln, 2000). 
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This study was a critical, focused ethnography of LTBl in Mexican immigrants in 

the culture and context of the U.S.-Mexico border. Critical theories provide the context-

specific process of critical analysis and practice (McGuire, 1998). A critical perspective 

drawn from medical anthropology examines health issues in light of the larger political 

and economic forces that pattern human relationships, shape social behavior, and 

condition collective experience, including forces of a national and global scale (Singer, 

1984). This perspective is shared by nurse researchers (McGuire, 1998; Messias, 1997) 

who are concerned with investigating the social origins of illness within the context of the 

macrolevel political and economic issues that expose the underlying social relationships 

that underpin the environmental and experiential conditions. Farmer (1997) advocates 

that large scale social forces such as economic inequalities should be studied to 

understand TB epidemics. Critical anthropology is concerned with the diversity and 

changing patterns of health and health-related behavior around the globe (Singer, 1984). 

Within the context of globalization (Yach & Bettcher, 1998), health risks and disease are 

of utmost concern to U.S.-Mexico public health professionals (Health Resources Service 

Administration, 1999). The application of a critical perspective in this study exposed the 

forces of oppression and power (McGuire, 1998) that contribute to LTBI in the Mexican 

immigrant. 

A critical perspective draws from the sociopolitical pattern of knowing (White, 

1995) that adds context to the nurse and patient, and questions assumptions about 

practice, nursing, and health policy. Sociopolitical knowing serves as the call to nursing 

to articulate the influence of social structures and how domination affects the health of 
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persons and communities. Sociopolitical knowing supports critique of domination within 

the flindamental social, political, and economic structures (White, 1995). Documented 

inequities in the health and everyday living conditions of the people at the U.S.-Mexico 

border call for a critical style of analysis and discourse. A critical perspective contributes 

to understanding the people's frameworks, beliefs, values, lifestyles, and ways of 

responding to health and illness while exposing oppressive factors and, contributing to 

the development of transcultural nursing knowledge. 

Adherence 

In the context of preventive therapy for LTBI, the Centers for Disease Control 

(1994) and Prevention have recommended that the term compliance, which connotes 

client passivity, be replaced with the term adherence. The rationale is that adherence 

suggests a partnership between the client and provider, a sharing of responsibility for 

treatment outcomes, and acknowledges the decisions clients make about treatment 

recommendations. Hess (1996) asserts that redefining the construct of compliance to 

include collaboration and partnership and substituting the term adherence does not 

address power, paternalism, and coercion that are basic assumptions that underpin the 

notion of compliance or adherence. Hess accuses much of the health care community of 

imcritically accepting these basic assumptions that preclude discourse and reflection. An 

alternative view is proposed in which the values and beliefs of the client and nurse and 

their relationship have a major role in constructing the meaning of the experience. 

While the term adherence was used in this study, it is with recognition of those 

basic assumptions that underpin the concept of compliance including explicit 
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acknowledgment by the investigator and the informants of the potential power 

differential in the relationship. Consistent with the methodology of ethnography that 

deals with power relationships, in this study the client or more appropriately the 

informant, was recognized as expert on the self with LTBI. 

Adherence with preventive therapy for clients diagnosed with LTBI is a major 

public health problem in the U.S. as evidenced by 69.3% of infected persons in the 15 to 

34 years of age group who completed six months of Isoniazid (INH) therapy (Centers for 

Disease Control and Prevention, 1994). There are reports in the literature on factors 

influencing adherence to preventive therapy for persons diagnosed with LTBI (Ailinger 

& Dear, 1998; Barnwell, Chitkara, & Lamberta, 1992; Ito, 1999; Pilote et al, 1996; 

Sumartojo, 1993; Sumartojo, Geiter, Miller, & Hale, 1997). However, little is known 

about the factors that influence adherence to preventive therapy in Mexican immigrants 

with LTBI who reside along the U.S.-Mexico border. 

The Santa Cruz County Tuberculosis Prevention Medication Program fell short of 

meeting the CDC guidelines of 85% completion for preventive treatment for persons 

diagnosed with LTBI (U.S. Department of Health and Human Services, 1990). A 

retrospective chart audit of223 clients enrolled in the program revealed that 70% of the 

clients completed at least 6 months of therapy; the average time to complete therapy was 

7.03 months (SD = 1.48). For clients who did not complete the program, the average 

length of therapy was 3 months (SD = 2.9) and 31% were lost to treatment within the first 

month. The major reasons for not completing the program were loss to follow-up (33%) 

and medication side effects (34%) (Borrego, 1996). These study findings beg the 
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questions of, what factors influenced successful completion of preventive therapy and, 

what factors influenced the early termination and loss to program follow-up or lack of 

adherence to preventive therapy for those persons diagnosed with LTBI? 

The perspective of the informants' spouse or significant other is critical to 

explicating the explanatory model of LTBI in Mexican immigrants. The informant's 

health culture and the social stigma of the disease influence adherence to TB therapy 

(Rubel & Garro, 1992). A study conducted in Mexico City of patients hospitalized for 

active TB disease reported that 52% of the patients were not received back into their 

homes after discharge due to the hostility of their families (Herrera, Senties, Esquivel, & 

Armas, 1971). Discontinuation of preventive therapy for LTBI has been attributed to a 

dread of family disintegration, and fear of rejection by friends (Rubel & Garro, 1992). 

Factors related to LTBI are complex and multidimensional and must be examined and 

presented in the context of how the immigrant goes about living their life (Sandelowski, 

1986). 

To understand the factors related to adherence, we must study how the illness is 

construed or constructed and experienced and how treatment is selected and organized in 

the context of the informant's own cultural environment. For example, a treatment may 

be considered effective if it results in the diminution of symptoms, resolution of 

discomfort, or restoration of health - or if it acts on the body as expected by the people 

using it. Such an outcome is termed emic efficacy, that is, it meets the culturally defined 

expectations of the healer, client, and social group, confirming and reaffirming shared 

beliefs about the nature of health (Kay, 1996). Emic efficacy begs the questions, how and 
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to what extent do cultiiral conceptions influence adherence to preventive therapy in the 

course of LTBI, and in what ways do differing cultural views of LTBI and treatment 

affect communication between client, family, and practitioners? 

If the goal of preventive therapy for LTBI is to engage the client fully so they 

successfully complete the program, then we must estabhsh at the begimiing of the 

nurse/client relationship, the shared and divergent beliefs about the illness, treatment, and 

expectations of outcomes. (Ailinger & Dear, 1998) state, "It is obvious that the subject of 

adherence, particularly influenced by client culture, remains a complex and intriguing 

problem for nursing. As we learn more about the intricacies of adherence, we can develop 

appropriate nursing interventions with more clarity and effectiveness" (p. 23). Eliciting 

the Mexican immigrant's explanatory model of LTBI provides a window into the unique 

worldview of the client's cultural construction of the illness. 

Self-care, Household Production of Health 

and the Folk Healing System 

Self-care has been defined in a variety of ways in the nursing literature 

(Goeppinger, 1984; Leininger, 1995; Orem, 1985; Pender & Pender, 1996). Leininger 

asserts that self-care is an Anglo-American middle and upper class practice and 

admonishes the use of the concept when other-care expectations and beliefs are dominant 

in the culture of study (Leininger, 1995). Following this logic, self-care in the context of 

Mexican culture may be in conflict with the cultural norms and values of people who rely 

upon other-care practices that are based on their cultural values offamilism and 

collectivism (Caudle, 1993; Lipson, Dibble, & Minarik, 1996). 
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An alternative concept to self-care and perhaps more relevant in the Mexican 

culture is the household production of health (HHPH). This concept was proposed to 

account for household health promotion, maintenance, and restoration behaviors (Berman 

& Bhattacharyya, 1988) in contrast to professional health care outside of the home. The 

HHPH is defined as: "a dynamic behavioral process through which households combine 

their (internal) knowledge, resources, and behavioral norms and patterns with available 

(external) technologies, services, information, and skills to restore, maintain, and promote 

the health of their members (Berman, et al., 1988, p. 2). In contrast, by definition, "Self-

care refers to the practice of activities that individuals initiate and perform on their own 

behalf in maintaining life, health, and well-being" (Orem, 1980, p. 35). 

The HHPH framework acknowledges that health has multiple determinants and a 

key focus of attention is on health-related behavior by household members which is 

conditioned by the cultural context and the economic conditions of the household. The 

household is placed at the center, as the locus of production of health. While households 

do not control all the resources required to respond to health problems, households are 

part of a social system, and cannot be analyzed independent of that social system 

(Berman, Kendall, & Bhattacharyya, 1994; Berman & Bhattacharyya, 1988). 

Utilizing the household as an institutional focus - examining events both internal 

to the household and external to it - is an inherently more fruitful approach (in 

terms of improving health) than focusing on the individual, on the one hand, or on 

the larger macroeconomy, on the other. Finally, this approach shifts attention 

away from formal health services (clinics, hospitals, disease control programs) as 
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the primary determinants of health, and sees them as one of many factors, 

technologies, and behaviors that households can employ to restore, maintain and 

promote health (Berman, et al., 1988, p. 3). 

The model posits three levels in the process of health maintenance. The first level 

represents the macro or socioeconomic envirormient that includes factors specific to each 

household as well as community factors affecting a larger number of households. The 

macro environment includes household income, education, and social status that affect 

the options available to the household. The second level that also makes up part of the 

social and economic envirormient includes physical access to health services, 

transportation, and other community-level variables. Second level behaviors relevant to 

this study were: health seeking behaviors such as home diagnosis and treatment and 

utilization of home-based services; use of preventative health services (BCG vaccine and 

traditional/indigenous prevention); use of curative services distinguishing type of 

treatment, promptness of use, intensity of use; and spending on all forms of treatment 

such as clinics, practitioners (modem/traditional in Mexico), drug purchases and travel 

(to Mexico). Patterns of knowledge, beliefs, cultural norms and expectations of efficacy 

underpin these behaviors. Finally, the third level in the process is the health effects or 

efficacy in health production of these behaviors (Berman, et al, 1994, p. 208). 

There are multiple and diverse definitions of what constitutes a household; Wilk 

and Netting explore structural and fixnctional definitions (Wilk & Netting, 1984). Berman 

and colleagues (1994) offer. 
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One approach to defining the household which may have practical value is the use 

of a 'functional' classification; i.e. one based on such specific household patterns 

as production, consumption, reproduction, and social relations and their relevance 

to particular health behaviors" (p. 207). 

For the purpose of this study, household was defmed as a functional and structural unit 

that contributes to the health of members who were related by blood or social ties. While 

household was viewed as the micro level of health production, the focus on health related 

behavior was at the dyadic level; the Mexican immigrant diagnosed with LTBI and their 

spouse or significant other. 

Knowledge gleaned through the application of the HHPH framework helps shed 

light on the various pathways that health is produced. The HHPH framework illuminates 

health production at two levels for Mexican immigrants in the context of LTBI: the micro 

or household level and the macro or socioeconomic environment that includes factors 

specific to each household as well as community factors affecting a larger number of 

households. Of particular interest to this study was the intergenerational transmission of 

folk healing specific to TB and LTBI. For example, medicinal plants are an integral part 

of curanderismo, or folk healing for Mexicans. The HHPH acknowledges that Mexican 

immigrants may consult with lay people or yerberos (herbal specialists) to obtain 

remedios (folk remedies) essential for preventing or treating TB (Kay, 1996). 

It is critical that nursing and other health care professionals understand the power 

of the HHPH and the Mexican folk healing system from which Mexican immigrants 

shape their explanatory model of LTBI. The magnitude of the contribution of the HHPH 
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is revealed in Kroeger's studies of self-care examining how often symptom treatment 

occurred in domestic, as opposed to professional, domains (Kroeger, 1983). Overall, the 

studies suggested in-home care might account for as much as 93% of all treatments when 

self-care and lay care are combined. Verbruggee and Ascione have concluded that the 

professional health care system sees only the "tip of the ilbiess iceberg" (Verbrugge & 

Ascione, 1987). Leininger contends that professional care based on cultural care 

knowledge is a powerfiil means to promote and preserve the health of culturally diverse 

clients (Leininger, 1978). 

Immigration and Acculturation 

Mexican immigrants who were bom in Mexico and came to the U.S. were the 

focus of this study. Therefore, it was crucial to identify informants that embodied 

characteristics unique to Mexican immigrants. To begin with, it is necessary to clarify 

terms that are commonly conceptually blurred, the term immigration means movement of 

persons from one country to another with intention of permanent residence; not to be 

confiised with migration which is movement within the same country (Lipson & Meleis, 

1999). The informants in this study were not forced from their country such as a person 

with the status of asylee or refugee, they made a conscious choice to leave Mexico and 

immigrate to the U.S. The informants were asked how frequently they and their family 

members in Mexico moved back and forth across the U.S.-Mexico border. 

Understanding the concept of acculturation is important to eliminating disparities 

in health and in access to services for minorities; a goal of Healthy People 2010 (U.S. 

Department of Health and Human Services, 1997). Because the Hispanic population is 
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the fastest growing and largest ethnic minority group, and those of Mexican descent 

comprise the majority of this population in the Southwest (Alvarez, 2001), it is important 

to understand the effects of acculturation to the dominant U.S. society on service use by 

Mexican Americans (Wells, Golding, Hough, Bumam, & Kamo, 1989). The concept of 

acculturation is addressed in this study because acculturation has been associated with 

adherence to preventive therapy, accessing health care services, ethnicity of social 

network, and culturally congruent care with diverse cultures (Ailinger & Dear, 1998; 

Leininger, 1995; May, 1992; Poss, 2000; Wells et al., 1989). 

Acculturation refers to the changes in behaviors and values made by members of 

one culture as a result of contact with another culture. Acculturation occurs at the micro 

and macro levels; individually and across generations. Related to immigration, 

acculturation is conceptually different; acculturation refers to psychosocial adaptation to 

a new cultural environment (Bumam, Telles, Karno, & Escobar, 1987). 

"The psychosocial adaptation which is acculturation involves more than 

becoming knowledgeable of the language, norms, and values of the new culture; it 

can involve a fiindamental change which includes relearning the meaning of 

symbols, readjusting to a new system of values, and relinquishing some old 

customs, beliefs and behaviors" (Bumam, Hough, Telles, Karno, & Escobar, 

1987, p. 107). 

Behaviors and values in which acculturation may be expressed include langxiage use, 

work and leisure time activities, food and music preference, ways of celebrating special 

events, and relationships with family and friends. Acculturation is a multidimensional 
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concept and a number of researchers have developed scales of acculturation for use 

among U.S. Hispanic populations (Burnam, 1987). For the purpose of this study, items 

from the Acculturation Rating Scale for Mexican Americans (ARSMA) were used in the 

development of the Demographic Questionnaire (Appendix H) and will be discussed in 

Chapter Three. 

Chapter Summary 

Chapter Two presented the concepts and literature relevant to this research. 

Kleinman's Explanatory Model of Ilbiess, the concept of household production of health 

and the folk healing system provided the conceptual underpinnings for this study. A 

review of the literature addressing the use of explanatory models in nursing was 

provided. A critical theoretical perspective was described and related to the aims of this 

study. Finally, the concepts of adherence and compliance, and immigration and migration 

were discussed and situated within this study. 
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CHAPTER THREE 

METHODOLOGY 

This chapter provides a description of the research methodology used to answer 

the research questions. This chapter will discuss ethnography and critical ethnography as 

the research approach, cultural equivalence, procedures used to protect human subjects, 

the research site, criteria for participant selection, and recruitment and compensation of 

informants. Data collection methods, the processes of analysis and evaluation including 

issues of trustworthiness are addressed. Finally, investigator assumptions that could 

potentially influence the inquiry are revealed. 

Ethnography 

Meleis asserts, "understanding patients' frameworks, beliefs, values, lifestyles, 

and ways of responding to health and illness is imperative, and the knowledge base 

reflecting and informing understanding urgently needs to be developed" (Meleis, 1996). 

Such an understanding of the people calls for naturalistic inquiry. Leininger maintains 

that ethnomethods, established within the qualitative paradigm, "are essential to estabUsh 

the epistemics of nursing and transcultural nursing knowledge related to human care, 

well-being, illness or disabilities because they are highly congruent with people-centered 

nursing" (Leininger, 1990b). Such a reaUst philosophical perspective of knowledge 

development includes ethnographic research. 

Ethnography represents an ethnomethod established within the qualitative 

paradigm. Ethnography is informed by the concept of culture and the collective 

generation and transmission of knowledge among members of a group (Leininger, 1990c; 



Morse, 1992). The ethnographic researcher seeks to understand experiences and actions 

within the context of culture or cultural subgroups from the emic (local) perspective 

(Aamodt, 1991; Leitiinger, 1990c). Nursing has a long tradition of ethnomethodological 

research designed to investigate human experiences of health and illness in the cultural 

context (Aamodt, 1989; Clark, 1993, 1995; Glittenberg, 1994; Kay, 1982; Leininger, 

1985; Lipson & Omidian, 1997). 

Methods to obtain the informants' perspective include participatory observation, 

field notes, and interviews (structured, unstructured, formal and informal) (Spradley, 

1980). In the process of participatory observation, the culture is revealed to the researcher 

through a variety of patterns including community life, health care systems, cultural 

artifacts and language. As the instrument, the researcher must always be present to not 

create change, and minimize one's presence with the aim of hearing the participant's 

voice (Thomas, 1993). 

Critical Ethnography 

The research methodology that is most appropriate for conducting an exploratory 

study of health at the U.S.-Mexico border is critical ethnography. Critical ethnography 

transforms conventional ethnography from an uncritical form of research that merely 

seeks to understand a culture, to a methodology that strives to unmask hegemony and 

address oppressive forces (Crotty, 1998). Critical ethnography is conventional 

ethnography with a political purpose. Critical ethnographers ask, "how can this be 

changed"? Critical ethnographers challenge the status quo and are acutely aware of the 

power and domination embedded within culture and how this acts as a force to distort 
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communication. Critical ethnography accepts that within culture there is a tension 

between acceptance and rebellion (Thomas, 1993). Critical ethnographers seek to know 

the emic perspective within a culture. Culture has been defined as the sum total of learned 

social behavior (Goodenough, 1980) that enables the ethnographer to go beyond what 

people say and do to understand that shared system of meanings (Boyle, 1994). Critical 

ethnography, even conventional ethnography, represents the most appropriate methods 

for an exploratory study of the Mexican immigrant's explanatory model of latent 

tuberculosis infection - an area where nursing and the greater public health community 

has limited knowledge. 

Embedded within conventional ethnography, critical ethnography is a style of 

analysis and discourse. Critical ethnography is grounded empirically in explicit prior 

evidence of a variety of debilitating social conditions. That is, well-documented problems 

alert critical thinkers that cultural forces may shape both the conditions and social 

responses that disadvantage some groups more than others. Critical realism penetrates to 

a deeper level of meaning; the ontological assumption is that beyond the superficial 

surface the oppressive mechanisms may be revealed. While conventional ethnographers 

study culture for the purpose of describing it, critical ethnographers do so to change it by 

invoking social consciousness and societal change (Thomas, 1993). 

Cultural Equivalence 

Responding to issues of cultural equivalence of the concept of latent tuberculosis 

infection was an essential first step in this study. Berry's (1969) model for developing 

cross-culturally equivalent research was considered in the assessment of cultural 
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equivalence for this study. The cultural equivalence model addresses three factors 

essential for cross-cultural research: fiinctional equivalence, a comparative descriptive 

framework, and language equivalence. This study was not constructed to compare one 

cultural group to another; therefore, not all of the factors in Berry's model were 

applicable. However, critical and unique aspects that could be useful for interpreting the 

research results needed to be identified and addressed (Phillips, Luna de Hernandez, & 

Torres de Ardon, 1994). 

Cultural equivalence of the concept of LTBI was achieved through collaboration 

with members of the culture. Because the purpose of this study was to discover the 

Mexican immigrants' understanding and experience of tuberculosis infection, developing 

materials for explicating responses to the research questions from the potential 

informants' perspective was achieved through an iterative process of negotiating with the 

bilingual, bicultural staff at the TB Clinic. All materials (consent forms and recruitment 

script) were developed by the investigator in English and translated into Spanish by a 

bilingual, bicultural translator. 

All of the translated forms were presented to the bilingual, bicultural staff at the 

TB Clinic in Nogales, Arizona. The purpose of the TB staff reviewing the documents was 

to identify unfamiliar or inconsistent language that might misrepresent the concept of 

LTBI. For example, in the original forms the translator literally translated the English 

word latent into Spanish. The TB staff strongly resisted use of this language because it 

was not consistent with the descriptors used at the TB Clinic and would likely create 

conceptual confusion for the study participants. This process resulted in removing 
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explanatory models and LTBI from the title of the study and replacing it with 

understanding and experience of tuberculosis infection. In addition, the TB Clinic staff 

recommended using language consistent with their forms and explanations of the 

diagnosis. Therefore, tuberculosis infection replaced LTBI on all documents related to 

this study and, the semi-structured interview guide began with, "Because you have been 

exposed to tuberculosis and the germ is present in your body . . . ." 

Translation and cultural interpretation activities may admit bias into the data 

collection process; this must be avoided. To assure equivalent meaning of the transcribed 

and translated interviews, a bilingual and bicultural individual familiar with the border 

language and culture was hired to transcribe the interview tapes in both EngUsh and 

Spanish. Confirmation of Spanish-English translation by the transcriptionists ensured the 

accuracy of questions posed and the participants' replies. This process also provided 

verification of the accuracy of the interpreter's translation of the informants' responses 

from Spanish into English. To compare for equivalent meaning, approximately 25% of 

the text of each transcribed document was reviewed by the bilingual, bicultural 

interpreter. The dissertation chair also participated in establishing equivalent meaning 

through the review of selected transcripts. In summary, because of the background and 

skills of the interpreter and the translator and the scrutiny inherent in determining cultural 

equivalence, faithful descriptions or interpretations of the Mexican immigrants' 

experience and understanding of LTBI are represented in this qualitative investigation. 
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Procedures for Protection of Human Subjects 

Human subjects protection was approved by the Human Subjects Committee at 

the University of Arizona (Appendix A). Initial contact with the Santa Cruz County 

Health Department, Tuberculosis Control and Prevention Program was sought to obtain a 

letter of approval to access the patient population. Unfortunately, the week data collection 

was to begin, the Health Department privatized clinical services which required obtaining 

a similar letter from the agency that would be providing TB Control and Prevention 

clinical services for Santa Cruz County - Mariposa Community Health Center (Appendix 

B). 

Once permission was granted from the Human Subjects Committee of The 

University of Arizona, the Subject and or Spouse/Significant Other Consent Form 

(Appendix C) was verbally reviewed with each potential informant by this researcher 

through the bilingual interpreter in their preferred language of Spanish or English. Many 

immigrants have little understanding of or sympathy for research (Lipson, 1994), 

especially those that are doubly vulnerable; such as the undocimiented (Messias, 1997). 

Ethnographers have a responsibility to protect informant anonymity and confidentiality 

(Lipson, 1994). Therefore, the verbal review with informants in this study included 

explainmg the purpose of the study, selection criteria, procedures, risks and benefits, 

confidentiality, compensation, how to contact the researcher, and their voluntary rights to 

participate, including their right to withdraw from this study at any time. The participants 

were informed that withdrawing from the study would not influence the care they 

received at the Tuberculosis Clinic. There were no known risks to participation and all 
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information obtained from informants was treated in an anonymous and confidential 

manner. 

To not exclude a participant who was illiterate, a verbal consent form was also 

developed for both the subject and the spouse/significant other in both English and 

Spanish. The verbal consent form was required for one participant, a spouse. The verbal 

consent was read to him in Spanish by the interpreter, and his written consent was 

obtained (Appendix D). 

Consent forms were signed by informants prior to participating in the research 

study. Consent included permission for the interviews to be tape recorded. The 

informants were assured that any identifying information would be deleted. Instead, 

pseudonyms were used and audiotapes were destroyed once transcription and analysis 

were completed. Each consent form was signed by the presenter (interpreter) and the 

investigator. 

Research Site 

The site for data collection was Santa Cruz County, a rural, medically 

underserved, health profession shortage area, and frontier county which has a population 

of 39,325. Santa Cruz County shares a geographic border with the state of Sonora, 

Mexico that extends for more than 300 miles. The population in this U.S.-Mexico border 

area increased by about 21.5 percent from 1990-1998. Almost 90 percent (80.8%) of the 

county population is Hispanic and 90.8 percent of the population of Nogales, Arizona is 

Hispanic (Arizona Department of Health Services, 2002). The tvm border cities of 

Nogales, Arizona and Nogales, Sonora, Mexico are referred to as Ambos (both) Nogales. 
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Nogales, Arizona with a population of28,890 has been referred to as a suburb of 

Nogales, Sonora. Unofficially, the population of Nogales, Sonora is estimated to be 

between 300,000 and 400,000 (Alvarez, 2001). 

Criteria for Participant Selection 

A purposive sampling technique (Lincoln & Guba, 1989) was used to select nine 

informants who had been diagnosed with LTBI and their spouse/significant other. The 

purpose of sampling in an ethnographic study is for developing and discovering 

categories on the way to developing theory. Sampling is concerned not only with the 

selection of key informants to give insight into the phenomena under study, but also with 

the selection of place and timing of data collection. It is an ongoing process occurring at 

those points during the fieldwork, when people, places, and time are selected (Mackenzie, 

1994). In ethnographic studies the number of informants is not as important as the depth 

of information they provide that illuminates the phenomenon under study (Mackenzie, 

1994; Sandelowski, 1986). Good informants are not only those that have experienced the 

phenomena under study, but those who are willing and able to discuss and examine their 

own experience (Morse, 1991). Informants with varied LTBI experiences, from different 

age groups, years of education, and had an insider's knowledge of LTBI and were willing 

to share their stories, were selected to enrich the data. 

The following criteria were used to select informants: 

1. The key informant with LTBI and their spouse/significant other were required 

to speak and write in either Spanish or English. 
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2. The key informant with LTBI could be either male or female, an immigrant 

from Mexico, born in Mexico, and immigrated to the U.S. 

3. The spouse/significant other was required to be of Mexican descent. 

4. All informants were required to be 18 years of age or older, or an emancipated 

minor. 

5. The key informant with LTBI is currently seeking medical treatment through 

the Mariposa Community Health Center Tuberculosis Control Program, or, to 

have completed preventive therapy for tuberculosis infection in Nogales, 

Arizona. 

6. The key informant with LTBI and their spouse/significant other were required 

to be willing and able to talk about their explanatory model of LTBI, 

including preventive therapy. 

7. The key informant with LTBI and their spouse/significant other were required 

to be able to participate in the scheduled interviews. 

All informants stated that they fit the criteria required for inclusion in the study. 

Most informants were monolingual Spanish-speaking and were interviewed in Spanish by 

the investigator and the bilingual-bicultural interpreter. Two informants (husband and 

wife) were interviewed in English by the investigator only. The wife of one informant 

comfortably shifted between Spanish and English during her interviews. One informant 

agreed to participate and signed the consent form, however, attempts to schedule 

subsequent interviews were unsuccessful due to multiple cancellations. Notably this 

informant received dialysis three days per week. This clearly limited his availability to 
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participate in the study. Therefore, data from this informant was excluded and not 

replaced. 

Recruitment of Informants 

Recruitment occurred in two steps; first potential informants (who were patients 

at the TB Clinic) were identified, and secondly, the spouse/significant other was recruited 

from the Mariposa Tuberculosis Prevention and Control Program (TB Clinic) in Nogales, 

Arizona to contribute to a description of the Mexican immigrants' cultural context of 

LTBI. Related to recruitment is the fact that Mexican immigrants represent marginalized 

groups and may therefore be associated with increased error, as validity and reliability 

may be compromised by their misunderstanding the purposes of the research, or because 

they have been coerced into consent (Mackenzie, 1994). To minimize the risk of such 

errors and acknowledging the language and cultural challenges in accessing this 

population, Spanish-speaking staff from the TB Clinic assisted in the identification and 

recruitment of eligible informants. Based on the number of TB Clinic patients who 

reftised to participate, coercion was not a factor in the recruitment process. 

The Participant Recruitment Script (Appendix E) provided a complete description 

of the purpose of the study and was presented verbally, in the preferred language of each 

informant by either the principal investigator or one of the two bilingual employees at the 

TB Clinic. Interested potential informants were given a copy of the Participant 

Recruitment Script if they so desired. After potential informants provided their consent to 

be contacted, either the receptionist at the TB Clinic, the bilingual interpreter, or the 
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investigator contacted them to set up an appointment for the first encounter. At the initial 

meeting participation of the informant's spouse and/or significant other was secured. 

Approval for participating in the study was granted individually by each 

informant in the signing of the formal consent forms as discussed earlier. In addition, the 

informant with LTBI was required to sign a Release of Medical Records Form (Appendix 

F) which allowed the investigator access to specific data in their medical records. 

Informant Compensation 

Each informant was paid for their participation. In an effort to minimize 

coerciveness, the Participant Recruitment Script stated, "When all of the interviews are 

completed, you will be compensated for your participation in the interviews." However, 

the Subject's and Spouse/Significant Other Consent Forms were more specific, "When all 

my interviews are completed, I will receive a twenty dollar certificate from WalMart as a 

gift for my participation in the interviews." This meant that if both the informant and 

their spouse/significant other participated in the interviews, a family received $40.00 in 

compensation. For all but two of the informants, the spouse/significant other was able to 

participate in the study. 

Personal funds of the investigator were used to provide payment to the 

informants. This decision was made based on the information required about the 

participants required by the University related to payment to nonresident aliens. 

Specifically, nonresident aliens must comply with documentation regulations established 

by the Immigration and Naturalization Service. Because not all Mexican immigrants in 

this county are U.S. citizens and/or eligible to apply for a social security card, the federal 
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reporting requirements were believed to be in direct conflict with the purpose of this 

investigation and could have increased the vulnerability of informants should they not 

possess the required documentation. 

Payment to participants was carefully considered in the design of this 

investigation. Financial reimbursement was selected as a means of acknowledging the 

participants' time and competing demands, expertise as person and/or spouse of 

individual diagnosed with LTBI, the typical low level income of Mexican immigrants 

due to seasonal and unemployment rates in this county, and in hopes of facilitating 

thoughtfiil, reflective responses to the multiple questions asked of the participants. The 

amount of compensation was believed not be coercive. 

Data Collection Procedures 

The techniques used to collect data are not a neutral enterprise, and how data are 

gathered can dramatically shape the critical potential of the study (Thomas, 1993, p. 37). 

Where and from whom data are obtained ultimately provides the meanings that shape the 

analysis. The researcher is challenged to decide what counts as data; and to identify the 

best sources of information that reveal the details and nuances of cultural meaning and 

process (Thomas, 1993). 

For critical ethnographers the limits of relevant data may seem to close in much 

tighter and sooner, because we are looking at topics for which conventional naifve 

accounts may not always be sufficient when the answers are pre-pattemed 

rhetoric that reflects learned accounts rather than actual reasons. The gap between 

onstage rhetoric and backstage action becomes a way of teasing out the 
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contradictions that subjects must resolve when faced with competing demands of 

their daily existence (Thomas, 1993). 

Ethnographic research maintains three primary data collection methods; 

participant observation, interviews, and field notes. Data collection occurred in four parts: 

(1) participant observation; (2) demographic questionnaire and informant interviews; (3) 

review of medical records; and (4) field notes. Each of these data collection methods will 

be presented and discussed in terms of how they were operationalized in this study. 

Participant Observation 

Participant observation means that you are actually present in the world of the 

people you are working with as opposed to bringing them into your world (Agar, 1996). 

The validity of this study was strengthened by collecting data in the participants' natural 

setting for an extended period of time. Over the course of 13 years, this investigator has 

actively participated in diverse community activities in Ambos Nogales including health 

fairs, fiestas, religious activities and holiday events. During the process of data collection, 

the investigator lived part time in the community of Rio Rico that is about 10 minutes 

north of the U.S.-Mexico border. The participant experiences generated stories and 

narratives of what people said and did. 

As an ethnographer, immersed in the border community, intimate observations of 

the mundane rhythms, the practices of everyday life and the way those practices were 

built out of shared knowledge, and other things relevant to the moment were accessible. 

For example, early in the data collection the INS implemented a new laser identification 

card requirement for Mexican citizens entering the U.S. The binational response to this 
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policy was omnipresent during the course of data collection and managed to weave itself 

into several of the informant interviews. Agar (1996) reminds us, "The stories aren't just 

about some group of folks; they're about national and international issues as well. 

Whatever else we do now, we have to connect local ethnographic detail with the nature of 

the state, the nature of the world." Participant observation at the U.S.-Mexico border of 

the macro-level political and economic issues contributed to contextualizing the lives of 

Mexican immigrants with LTBI. 

To acquire a systematic picture of the immigrants and their family members and 

the public health providers, participant observation and discussions were used to gather 

data in social situations; the clients' homes and the TB clinics in Nogales, Arizona and 

Nogales, Sonora. Data collected from the health professionals were for the purpose of 

contextualizing the immigrant experience. While previous observations had been made at 

both of these clinics by the investigator, the activities, people, and physical aspects were 

revisited through a wide-angled lens. To avoid the problem of overlooking important 

ethnographic data, a detailed record of both objective observations and subjective 

feelings were maintained as the investigator alternated between insider and outsider 

experiences. Participant observation in the Clinics required alternating days to include a 

variety of activities and providers. Types of participation ranged from nonparticipation to 

active participation (Spradley, 1980). Active participation occurred as the investigator 

tapped informants' knowledge about the cultural scene. For example, informal questions 

for key informants included: 
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There are a lot of people in here, how long are you usually at the Clinic? This 

Clinic has limited hours, does that pose a problem for you? What is the difference 

between this Clinic and the one across the line? Informal questions for public 

health professionals included: can you describe to me your agency's procedure for 

identifying persons with LTBI? From your observations, how does BCG vaccine 

influence client participation in preventive therapy for LTBI? What is the 

difference between this Clinic in treating LTBI and the one across the line? 

Consistent with criteria for informing participants about the study and their rights, 

a Subject Disclaimer Form (Appendix G) was read to potential informants in the TB 

Clinic waiting room prior to engaging in discussion. Once the verbal approval was 

received by the investigator, the informal questions presented earlier were asked of the 

informants. Unfortunately, this particular data collection strategy produced limited data. 

Interviews 

In-depth key informant mterviews were conducted with 14 Mexican immigrants 

by the investigator and a bilingual, bicultural Spanish-English interpreter, in the language 

preferred by the informants. All materials for the study, including the informed consent 

and the interview schedule were developed in English and written at a sixth-grade 

reading level, then translated into Spanish by a bilingual translator. 

Consistent with the language used at the TB Clinic, the introductions to the 

interviews began with, "Because you have been exposed to tuberculosis and the germ is 

present in your body ...." Five open-ended, focused questions and additional probing 
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questions facilitated the interviews. Fvirther questions were generated in response to 

informants' statements throughout the interviews. 

(1) I am interested in learning about your understanding of this illness; 

(a) What do you call this ilbiess that you have? 

(b) What were your thoughts, how did you feel when your were first told 

that you had (insert their language). 

(c) Tell me about what you had previously heard about this ilhiess. 

(d) Tell me about how you describe (insert their language) to 

your family, friends, and others. 

(2) Tell me about how people respond to you when you tell them that you 

have this . 

(a) Do they treat you differently? 

(b) Tell me about how this has affected your social life. 

(c) Tell me about how this has affected you financially. 

(3) What do you think caused this ? 

(4) What are you doing to take care of yourself during this time that you are 

being treated for LTBI? 

(a) What is your spouse doing to take care of you during this time that 

you are receiving treatment for LTBI? 

(b) Remedios Inventory 
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(c) Are there any other alternative therapies that you use for treatment 

for LTBI? For example, sobadoras (massage), limpias (cleansing), 

alternative healers? 

(5) What are those things that have been facilitators and/or barriers to 

completing your medication? 

(a) How did you get to this point and/or complete preventive therapy, 

many people quit before the required time. 

Informants were encouraged to choose an mterview location that was convenient. 

Consequently, interviews took place primarily in the informants' homes. One informant 

and her husband chose to be interviewed at the TB Clinic. Another informant and her 

husband were interviewed in an office at the Southeast Arizona Health Education Center 

located next to her place of employment and scheduled during her lunch hour. Five of the 

informants had young children who were present during the interviews who contributed 

to a lively discussion but sometimes inaudible transcript. 

Nine informants were diagnosed with LTBI, including a husband and wife 

(Antonio y Maria) who were both diagnosed with LTBI. Five of the seven 

spouse/significant others participated. The spouse/significant other of two informants 

were not able to participate due to work schedule conflicts. All informants chose to be 

interviewed with their spouse although they were given the option to conduct separate 

interviews. 

Although ecological validity is usually high in ethnographic research, threats 

should be recognized (Mackenzie, 1994). Three separate interviews were conducted with 
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six informants diagnosed with LTBI. Only two interviews were conducted with the other 

two informants diagnosed with LTBI. Informant interviews continued until saturation of 

categories occurred. In all, 19 interviews were conducted and 13 of these were tape-

recorded. In addition to the interviews, on average, one extra hour was spent with each 

informant m conversation, answering their questions and providing requested information 

after the final interview was concluded. This approach provided for an honest, morally 

sound, and reliable exchange between the investigator and the informants, contributing to 

an egalitarian philosophy, reducing distance between investigator and informant, and 

allowing the opportunity for empathic understanding (Fontana & Frey, 1994). 

Interviews were audio taped and privacy was afforded. The audio taped interview, 

usually about one hour in length, was transcribed in Spanish and English by a transcriber 

who was bilingual and bicultural and from the community of Nogales, Sonora, Mexico. 

The transcribed and translated audio tapes were checked for accuracy by the Spanish-

English interpreter who was present during the home interview. When the transcription 

was considered valid, data analysis began. Additional or follow-up questions were 

addressed in subsequent encounters with the informants. 

In addition, a retrospective audit of each key informant's medical record at the TB 

Clinic was conducted to assess adherence with the preventive therapy protocol, discover 

episodes of professional care seeking, and identify and provide insight into conflicting 

view points between the key informant and professional health care providers. 

Discrepancies between key informant and practitioner view points were further 
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investigated for their effect on adherence, subsequent use of professional care, and the 

prevalence of clinical management problems (e.g. medication side effects). 

Demographic Data Instrument 

The items in the demographic data instrument (Appendix H) were drawn from the 

literature related to barriers to completion of preventive therapy in persons diagnosed 

with LTBI and from the Acculturation Rating Scale for Mexican Americans (ARSMA) 

acculturation scale. Items in the Demographic Data Instrument included: age, gender, 

marital status, language spoken and read, birthplace, years of education completed and 

where, family migration, time in the U.S., insurance, source of transportation, cross-

border mobility for health care seeking in Mexico, and financial status. Information 

related to citizenship status was not requested. Participants were asked if they had 

previously taken preventive therapy for LTBI and if so, for what length of time, and their 

reasons for terminating therapy. 

Acculturation Rating Scale for Mexican Americans 

The Acculturation Rating Scale for Mexican Americans (ARSMA) has been 

tested in English and Spanish and is able to differentiate between five types of Mexican-

Americans based on level of acculturation. Psychometric properties of the scale include 

internal consistency of .88, and test-retest reliability with a correlation of .72 at the .01 

level (Cuellar, Harris, & Jasso, 1980). Two of the four empirically derived factors that 

were borrowed from the ARSMA scale and used in the Demographic Questiormaire 

(Appendix H) included: language of reading and writing; and, ethnic identification and 

generation. 
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Household Remedios Inventory 

The Household Remedios Inventory (Appendix I) comprised of open-ended 

questions, was developed by the investigator as a guideline for eliciting the prevalence of 

therapeutic treatments from the popular and folk sectors of the health care system that 

informants used while engaged in preventive health treatment for LTBI. A variety of 

plant and herbal remedios for the treatment of TB and other pulmonary ailments in the 

Mexican culture have been identified in the literature (Kay, 1996). Remedios are a 

dimension of the concept of household production of health used in the Mexican culture 

and represent internal resources used to produce household health (Clark, 1992; 

Mendelson-Klauss, 2000). During the second interview informants were prompted to 

share all the therapeutics (remedios) other than prescribed medications from the 

professional sector they used for treatment of LTBI. Participants were asked to provide 

the "story" behind each of the remedios. 

These two instruments. Demographic Questionnaire and the Household Remedios 

Inventory were used for ioterpreting and contextualizing the findings, not for inferential 

pvirposes. 

The Process of Analysis 

Data analysis began with the data collection process and true to this qualitative 

methodology, continued throughout the study. Data analysis involved the following steps: 

(a) reading the transcribed interviews; (b) data reduction or the identification of major 

story lines and summarizing each interview; (c) inductive generation of domains, 

categories, and sub-categories and finally, cultural themes. 
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Data Reduction 

Interpretative explanation is more than creating a list of typological terms or 

labels imposed by the investigator to make sense of the data. "It requires attending to 

institutions, actions, images, utterances, events, customs, and all the usual objects of 

scientific interest, as well as to those on whom these objects of interest bear most 

heavily" (Geertz, 1980). Interpretation of data requires stepping back from the 

observations, anecdotal notes, impressions, and other symbolic representations of the 

culture studied that appear mundane and common (Sandelowski, 1995), and reframing 

them into something new. 

The critical ethnographer, ... decodes the ways that the symbols of culture create 

asymmetrical power relations, constraining ideology, beliefs, norms, and other 

forces that unequally distribute social rewards, keep some people disadvantaged 

to the advantage of others, and block fuller participation in or understanding of 

ovir social environs (Thomas, 1993). 

To gain such a perspective, the transcripts were read multiple times to summarize 

the major story lines. Following interviews, a narrative summary of the encounter was 

created to capture the major elements of the informants' story. The audiotaped interviews 

were transcribed verbatim by a bilingual, bicultural transcriber who was not familiar with 

the informants. Accuracy of the audiotapes was achieved by comparing the typed 

transcripts to the audiotapes. Transcribed audiotapes were entered into Word and each 

line of text was numbered to facilitate coding. Responses to the Demographic 
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Questionnaire and data extracted from the informants' medical record at the TB Clinic 

were organized into tables and narratives for presentation in chapter four. 

Data Analysis 

The aim of a qualitative study is to describe and explain a pattern of relationships, 

which can be done only with a set of conceptually specified analytic categories 

(Huberman & Miles, 1994). Categories may be generated deductively or inductively but 

the trick in the early stage of analysis is to try and develop categories from the way the 

informants talked, rather than imposing a set from outside (Agar, 1996). 

Analysis began with penciling on transcripts those portions of text that were 

coherent because they responded to a specific question or adhered to a topic generated by 

the informants. In the iterative process of ethnographic research and immersion in the 

data, the process of coding occurred. Each transcript was reviewed multiple times, the 

common patterns across interviews surfaced and were transformed into topic-oriented 

codes, possible themes, and categories. Informants' responses were also reviewed as they 

related to the research aims. Recurring patterns or themes grew from the way informants 

expressed themselves during the interviews. 

The identification of themes is an integral part of data analysis. DeSantis and 

colleague provide a definition for the term. "A theme is an abstract entity that brings 

meaning and identity to a recurrent experience and its variant manifestations. As such, a 

theme captures and unifies the nature or basis of the experience into a meaningful whole" 

(DeSantis & Ugarriza, 2000). 
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The process of thematic analysis considered both the observation of participants' 

behavior as well as interview data (Leininger, 1985). First, patterns were identified in the 

raw data and listed, then combined into larger meaningfiil units according to relatedness. 

Minor or sub-categories were identified and linked to develop major categories or the 

basis of domains. Finally, cultural themes were synthesized to create a broad, 

comprehensive holistic view of the data. 

Evaluation of Qualitative Studies 

Qualitative research has different criteria for rigor than those associated with 

quantitative inquiry. Lincobi and Guba (1989) address methods of ensuring research 

accuracy in qualitative research. Trustworthiness is the qualitative term that corresponds 

to the general quantitative terms of scientific rigor. The following criteria are proposed to 

estabUsh trustworthiness in qualitative inquiry; credibility, transferability, dependability, 

and confirmability (Lincoln & Guba, 1989). These four criteria were applied to this study 

and will be defined and discussed. 

Credibility 

Credibility is roughly equivalent to internal validity in a quantitative study and 

refers to the accuracy of the findings and interpretations of a qualitative study. In this 

study, credible or true data and conclusions were achieved by the techniques of prolonged 

engagement, triangulation and member checking. Each of these techniques will be 

described and situated in this study. 
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Prolonged Engagement 

"Prolonged engagement" provides credibility by ensuring that enough time and 

involvement with the informants in their community occurs to correctly represent the 

fmdings within the cultural context (Lincoln & Guba, 1985). This study occurred over the 

course of six months; prolonged engagement was achieved. Prior to the study, the 

investigator worked in the community for 13 years as a faculty member supervising 

nursing students in the community in a case management model and as a Co-Principal 

Investigator in an interdisciplinary rural health training grant with students from multiple 

disciplines. A productive, collaborative relationship was developed and has been 

maintained with Mariposa Community Health Center for the past ten years. Participant 

observation was a second technique used to establish credibility of this study. 

Threats to the truth value of this qualitative investigation were minimized by the 

participation of a bilingual, bicultural interpreter who grew up in the community of 

Nogales, Arizona, as well as an investigator familiar with the language, cultural 

underpirmings, and the binational community context. This degree of familiarity with the 

culture helped narrow gaps between the investigator and informants, and minimize "elite 

bias" (p.32). Also, the bilingual, bicultural interpreter provided cultural information about 

her perception of interviewee level of comfort, strain, or anxiety. Collaborating with the 

interpreter enhanced cultural relativism and produced a study of the culture on the 

informants' terms, avoiding ethnocentric value judgments about them (Lipson, 1994). 
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Triangulation 

Triangulation contributes to the richness and depth of understanding of the 

phenomena being studied. Recognizing that objective reaUty can never be captured, 

triangulation facilitates knowing about the phenomenon by use of multiple methods. 

Triangulation reflects an attempt to secure an in-depth understanding of the phenomena 

in question by adding rigor, breadth, complexity, richness, and depth to the inquiry 

(Denzin & Lincoln, 2000). Data triangulation in this study drew from each of the 

following sources; (1) the Demographic Data Instrument, (2) informant interviews, (3) 

Household Remedios Inventory, (4) participant observations, (5) field notes, and (6) 

discussions with dissertation chair and committee members. 

Member Checks 

Member checking processes, consisting of obtaining and incorporating the input 

of participants and interpreters, was used in the building and confirming of themes and 

categories. Because themes are derived from patterns and are general and abstract, as 

patterns were identified they were shared with and verified by the informants allowing 

for distortions or misrepresentations to be clarified. Each category was checked for 

consistency within each informant transcript and variation across informants identifying 

what was discussed and what was not. Peer debriefing was also used to ensure data 

collection methods and interpretation processes were rigorous (Lincobi & Guba, 1989). 

This process facilitated the generation of questions for return interviews and contributed 

to building conclusions over time, in collaboration with the informants; consistent with a 

participatory methodology. 



Informant-Investigator Relationship 

Sandelowski (1986) maintains that a major threat to the truth value or validity of a 

qualitative study lies in the closeness of the investigator-subject relationship. Because 

field research is a paradigm based on human interaction and, field researchers are 

themselves the measuring instruments, subtle ethical issues are characteristic of this 

methodology. For example, relationships between investigator and informant become 

close and multifocal, roles and boundaries are blurred in comparison to positivistic 

models that discourage interaction between researcher and subjects (Lipson, 1994). A 

strategy for enhancing the credibility of qualitative research is for the investigator to 

describe and interpret his or her own behavior and experiences as researchers in relation 

to the behavior and experiences of the informants. Sandelowski (1986) recommends that 

the investigator view self as a subject in their own study, separating their own 

experiences from their informants by deliberately focusing on how the researcher 

influenced and was influenced by an informant (p. 30). 

In spite of a prolonged relationship, investigator-informant distance was enhanced 

because these were not dyad encounters but included an interpreter, the investigator's 

lack of Spanish language fluency, and the limited three encounters with the informants 

over a three- month period of data collection. In comparison to the informants in this 

study, the investigator's previous role with other Mexican immigrants in Nogales was in 

the context of case management that requires a prolonged and intense relationship. The 

purpose of this investigation was discovery of the informants' emic perspective not 
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intensive nursing intervention; creating a distinct bovindary and distance in the 

investigator-informant relationship. 

Culture and power differentials between informants and the investigator are to 

anticipated (Allen, 1987; Engebretson, 1994; Hess, 1996; Stacey, 1988). The investigator 

was not a member of the TB Clinic staff This was made explicit in the recruitment of 

informants and facilitated termination of the investigator-informant relationship. The 

investigator was seen not only as an outsider but also as a professional. Contributing to 

further distance in the investigator-informant relationship were fiindamental cultural 

values that underpin the Mexican culture. The influence of the cultural values, respeto 

(respect) and simpatia (social behavior promoting smooth relations) were acknowledged 

as confianza (confidence) was established with the mformant and their spouse/significant 

other (Caudle, 1993; Lipson et al., 1996). 

Transferabilitv 

Transferability is roughly equivalent to external validity in a quantitative study. In 

the discussion of transferability, the investigator is obligated to provide the context, data, 

and conclusions in sufficient detail to enable other investigators to estimate the 

applicability of the findings to another inquiry. Thick, rich descriptive information is 

required to determine transferability. To meet the criterion of transferability, thick 

description of the informants are provided in chapter four, selection of informants was 

based on their ability to articulate their understanding and experiences of LTBI. 

Additionally, informants were selected who could represent the various points along the 

treatment trajectory that contribute to early termination of preventive therapy for LTBI. 
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Transcripts of taped interviews, field notes, and iterations in the process of analysis were 

maintained. Despite the safeguards of thick description and theoretical sampling, 

providing an index of transferability is not the investigator's task. "The researcher is only 

responsible for providing the data base that makes transferability judgements possible on 

the part of potential appliers" (Lincoln & Guba, 1985). 

Dependability 

Dependability refers to the stability of the data analysis process and is similar to 

internal consistency and repeatability of a study. Lincoln and Guba (1985) propose 

several options for demonstrating dependability. Similar to the requirement of 

establishing reliability before validity in a quantitative study, credibility is a necessary 

precursor to dependability. The multiple and overlapping methods used in data collection 

represent a form of triangulation that strengthens credibility and therefore provides 

evidence for dependability. In addition, an audit trail was maintained to monitor decision 

making in the process of conducting the investigation and to verify the consistency of the 

analysis process. The dissertation chair periodically reviewed the methodological 

processes and materials were shared with other committee members and an external 

methodological consultant during the progression of the study. 

Confirmabilitv 

Guba and Lincoln (1985) define confirmability as the degree of investigator 

neutrality in interpreting the phenomenon under study. The findings should reflect the 

perspective of the Mexican immigrants diagnosed with LTBI and their spouses, rather 

than the notions of the investigator. The audit trail is a major technique for establishing 
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conlirmability; providing linkages between the raw data and final conceptualizations. The 

audit trail in this study was composed of field notes, raw transcripts, and a series of 

investigator reflections and theoretical decisions linking and justifying the findings. One 

of the most critical components of the audit trail was a log of reflexive thoughts kept by 

the investigator. 

Reflexivitv 

Critical ethnographers hold that the ethnographer is inevitably a participant 

throughout the text and its construction. They believe that ethnography is subjective, 

reflecting the stance, values, and awareness of its scribe. The dynamic and mutual 

influence of ethnographer and research field on each other is referred by the term 

reflexivity (Muecke, 1994). 

Reflexivity illuminates the investigator's personal and historical investments in 

the research, including the biases or assumptions brought to the scholarly work. 

However, the primary obligation of the research is to present the informants' stories, 

recognizing that their stories are constructed through the relationship and dialogue 

created in collaboration with the investigator. In this context, the stories of Mexican 

immigrants, their understanding and experience of latent tuberculosis infection are re

presented. 

Assumptions 

Qualitative research methodology calls for the investigator to engage in reflective 

thinking to reveal the assumptions they hold and recognize the potential influence of 
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these assumptions on the study. The following assumptions have been generated by this 

investigator: 

1. Ilbiess is culturally constructed. 

2. Eliciting the Mexican immigrant's explanatory model of LTBI provides a window 

into the unique worldview of the client's cultural construction of the illness. 

3. Explanatory models, or the notions that individuals have about their ilhiess and its 

treatment are powerful and define which health problems are most important, 

most feared, and require most immediate action. 

4. The explanatory model of the provider (professional), the explanatory model 

shared by the family, friends, and community (popular) and the oral traditions, 

spiritual, and indigenous healers (folk) explanatory model are often quite diverse 

and conflicting in relation to etiology, treatment, and expectations of the illness 

experience. 

5. Understanding the contributing factors to adherence to preventive therapy for 

LTBI in Mexican immigrants at the U.S.-Mexico border, can be learned through 

the client's (and their family's) explanatory model of the illness - LTBI. 

6. Mexican immigrants at the U.S.-Mexico border represent a vulnerable and 

marginalized population. 

7. A power differential exists between the client, the nurse, and the formal health 

care systems that influences the client's willingness to share their explanatory 

model of LTBI. 
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8. Social, political, economic, cultural, and historical factors related to the U.S.

Mexico border contribute to the construction of the client's explanatory model of 

LTBI and can learned through the emic view and a critical perspective. 

9. Because explanatory models are transient, nursing has the opportunity to co-

create with the client, the explanatory model of LTBI. 

10. Explication of explanatory models builds transcultural nursing knowledge. 

Chapter Summary 

Chapter Three presented the methodology used in this research study. The 

ethnographic research approach, critical ethnography, and cultural equivalence of 

meaning were described. The protection of study informants, selection criteria, 

recruitment, informant compensation, data collection procedures, issues of 

trustworthiness, and investigator assumptions were addressed. 
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CHAPTER FOUR 

INFORMANT INTRODUCTION AND DEMOGRAPHICS 

Chapter 4 consists of three parts: (a) introduction of the informants; (b) 

demographics of the sample of 14; and (c) medical records data from the nme informants 

diagnosed with LTBI. 

Introduction of the Informants 

Foiirteen informants participated in this study; each was given a pseudonym. Nine 

informants diagnosed with LTBI and each of their spouses who met the inclusion criteria 

were interviewed. Seven of nine spouses participated in the study. Because one married 

couple, Antonio and Maria were both diagnosed with LTBI, no spousal data were entered 

for either. The spouses of five other informants diagnosed with LTBI - Lucia, Carmen, 

Claudia, Federico, and Mehssa, participated in the study. Because of work conflicts 

spouses of two mformants. Celeste and Guadalupe, were unable to participate. Each of 

the informants will now be described. 

Antonio and Maria 

Antonio and Maria, both diagnosed with LTBI, were seeking treatment at the TB 

Clinic. Antonio was 34 years old and came to the U.S. from his home state of San Luis 

Potosi, Mexico seven years ago for employment purposes; he was the manager of an 

import/export business that is based in central Mexico. Antonio had the highest level of 

education of all informants; he received a degree in agriculture from the University in 

San Luis Potosi, Mexico. He read in both Spanish and English and in spite of his lack of 

confidence, spoke very good Enghsh. Antonio worked 48 - 60 hours per week, but he 
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managed to participate in all three interviews during his 2-hour lunch break. Maria came 

to the U.S. 5 years ago. She was 28 years old and completed 12 years of formal education 

including secretarial training. Maria was bom in Los Mochis, Sinoloa where the rest of 

her family lived. Maria did not work outside of the home, she was kept quite busy with 

their delightful 18-month old son. As parents they were lovingly attentive and actively 

engaged in the education and discipline of their son. The child participated in two of the 

three interviews offering most every toy in his room to the investigator. Maria and 

Antonio's apartment was neat and clean and well furnished. Pictures of their wedding, 

family members, and religious artifacts - crosses and a picture of the Virgen de 

Guadalupe, adorned the walls in the living room and kitchen. Maria and Antonio traveled 

to Mexico about four to five times per year to visit family. 

Lucia and Ricardo 

Lucia had completed preventive therapy for LTBI. Her husband, Ricardo, had 

been tested for LTBI and was negative. Lucia was 32 years old, bom in the state of 

Sinoloa, had 10 years of formal education and has six children. She came to the U.S. four 

years prior to the study. Lucia spoke Spanish but understood a little bit of English; she 

did not work outside of the home. Because Lucia was in the process of obtaining U.S. 

citizenship, the last time that she traveled to Mexico was 4 years prior to the study. 

Ricardo was 37 years old, bom in Guadalajara, Jalisco and moved to Nogales, Sonora 

when he was five years old. He completed 12 years of formal education, was 

vmemployed, but usually worked 60-70 hours per week. He had been in the U.S. for 14 

years, spoke and read a little bit of English. He retumed to Mexico about once a week. 
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and his family from Mexico visited them in the U.S. every three days. Their very active 

and verbal 3-year old daughter participated in two of the three interviews contributing to 

several gaps in the transcription of the tape-recorded interview. As parents they were both 

loving and attentive but not actively engaged in disciplining their child contributing to a 

few near accidents at the TB Clinic where all of the interviews were conducted. 

Federico and Estella 

Federico had been diagnosed with LTBI after cardiac surgery. At the time of the 

interviews, he had completed seven of the required nine months for preventive therapy. 

His wife, Estella, had been tested for LTBI and was negative. Federico was the oldest 

participant in this study; he was 72 years old. He was bom and went to school for seven 

years in Nogales, Sonora. Federico was previously married and had several children and 

grandchildren in Nogales, Sonora whom he visited several times a week. Federico has 

been the U.S. for 18 years and was retired. He spoke and read Spanish only. His wife 

Estella was 66 years old, and was bom in Nogales, Sonora where she also completed 

public education. She had lived in the U.S. for 45 years, was one of the few informants 

that had a college education, spoke and read in English and Spanish and was retired. 

Estella was also previously married and had four children; one lived in Arizona and the 

others lived out of state. Estella moved back and forth across the border almost daily as 

the primary caregiver for her 93 year-old mother from Nogales, Sonora. Her mother 

contributed to one of the interviews by clarifying the vaccines her children had received 

in Mexico. Unfortunately, between the second and third interviews, her mother passed 

away. The final interview with Federico and Estella was difficult; they were both very 
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saddened by their loss. Their home was in an older neighborhood in the downtown area 

of the city. The yard had mature vegetation that provided abundant shade and color for 

the home. Over the years they remodeled their home. This had resulted in a rambling, 

comfortable environment. The many large leafy plants, soft apricot colored walls and 

saltillo floor tile contributed to a tranquil garden-like ambiance. Federico and Estella's 

home reflected the centrality of the Catholic religion to their lives. The decorations 

throughout the home were primarily religious icons and included rosaries, votive candles, 

and pictures of Jesus, Mary, the Virgen de Guadalupe, and children of Estella. In addition 

to multiple tile and silver crosses, Federico proudly displayed Estella's ceramic creations; 

all were religious artifacts. 

Carmen and Paco 

Carmen was diagnosed with LTBI two years after her son and she had 

successfully completed preventive therapy. Her husband, Paco, had been tested for LTBI 

and his results were negative. Carmen was 36 years old and came to the U.S. eight years 

prior to the study from her home in Nogales, Sonora. Carmen had 11 years of formal 

education, spoke English and Spanish in the home and read in Spanish only. She did not 

work outside of the home but stayed active with the demands of raising her two children. 

Carmen used to cross the border into Mexico twice a month to visit family but stated the 

children's schedules had changed the frequency of visits to about one time per year. Her 

family from Mexico visited in the U.S. about twice a month. Paco was 36 years old and 

was bom in Nogales, Sonora where he completed secondary school or nine years of 

formal education. He spoke and read in Spanish only, and had lived in the U.S. for 12 
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years. Paco crossed the border into Mexico at least five days per week to work with a 

construction crew. Upon reflecting on the changes that have occurred since September 

11, 2001, he stated that the most significant was the very long delays for border crossers. 

On the weekend Paco worked as a carpenter for Chicanos por la Causa, a program that 

provided resources to qualifying persons for the construction of new homes. The 

recipients of the program, or the new homeowners, participated in the construction of 

their homes. Paco and Carmen were the recipients of this program, their home in Rio 

Rico was completed in the previous year. The front yard was sparsely landscaped. The 

house had a modest three bedroom and was very neat, clean and newly furnished. The 

interviews were conducted at the kitchen table with their 3-year old daughter shifting 

from her mother's to her father's lap. The kitchen was decorated in sunflowers. Religious 

icons were sparse and present in the living room only. 

Claudia and Roberto 

Claudia had completed preventive therapy for LTBI. Her husband, Roberto, had 

never been tested for LTBI. Claudia was 34 years old, bom in the Mexican state of Baja 

California Norte, where she received 10 years of formal education followed by a nursing 

course. She spoke Spanish and read a little bit of English. Claudia worked about 50 hours 

per week for an import/export business in Nogales, Arizona. She came to the U.S. four 

years prior to the study but crossed into Mexico every weekend to visit family and shop. 

However, on her last border crossing from Mexico back into the U.S. she was informed 

by INS that her identification was a work permit and would not meet the requirements for 

a border crossing card. She had not returned to Mexico since that time. Their families 
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from Mexico visited them about every weekend. Roberto was 42 years old and was bom 

in Nogales, Sonora where he completed three years of formal education. He had lived in 

the U.S. for 26 years, spoke and read in Spanish only. Roberto worked about 60 hours per 

week and crossed into Mexico every day. He was previously married and his 14 year-old 

son from Mexico recently moved in with them. Their home was in a sparsely populated 

area east of the city off the highway to Patagonia and down a very dark and abandoned 

street. The interviews were conducted in the evening to accommodate Claudia and 

Roberto's work schedules. Their home reflected the 1940s architecture. It had an 

expansive front porch, smaller rooms, high ceilings, and wood floors. The home was very 

neat and clean. The furnishings were traditional Mexican with an abundance of religious 

icons on the walls and tabletops. The living room boasted an enormous and colorful 

picture of the Virgen de Guadalupe and in the dining room hung a velvet picture of the 

Last Supper. 

Celeste 

Celeste had recently been diagnosed with LTBI and at the time of the study had 

completed three months of preventive therapy. Celeste's husband did not participate in 

this study due to work conflicts nor had he been tested for LTBI. Celeste was 34 years 

old, was bom in Nogales, Sonora and completed 13 years of formal education. She spoke 

Spanish only but read a little bit of English; she had been in the U.S. for seven years. 

Celeste did not work outside of the home instead she was challenged with the daily 

activities of four young children; only one child was in school. Celeste crossed into 

Mexico to visit with family and shop about twice a month. Almost every weekend her 
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family from Mexico visited her in Rio Rico. Her ranch-style home was very well kept 

and nicely furnished. Family pictures and a few religious icons were placed throughout 

the living room. The interviews were conducted at the dining room table and the children 

were playing in a bedroom. However, there were frequent interruptions, many requiring 

Celeste's intervention. 

Guadalupe 

Guadalupe had completed preventive therapy for LTBI. Her husband was unable 

to participate in the study due to work conflicts. Guadalupe was 39 years old and was 

born inNogales, Sonora where she completed 12 years of formal education. She spoke 

and read in both Spanish and English but did not speak English during the interview. 

Guadalupe had lived in the U.S. for five years. She crossed the border into Mexico one 

time per week. Her family from Mexico visited her often and were at the home during the 

two interviews. Guadalupe worked in her home as a hair stylist and saw about six clients 

per week. Guadalupe's home was quite different from other informants. Eleven family 

members lived together in her mobile home. Guadalupe had two teenage children. Her 

93-year old grandmother lived there as well as her sister and her five children. The home 

was sparsely decorated, the walls were bare, and a well-worn sofa was the only fiimiture 

in the living room. We conducted the interviews at the dining room table and could hear 

the older children in the bedrooms playing the music. The younger children played 

outside, and the grandmother wandered in an out of the kitchen. Guadalupe was the only 

informant who did not have a telephone and this contributed to two missed interviews. 
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Melissa and Manny 

Melissa had recently begun preventive therapy for the second time. Her husband, 

Manny, had never been tested for LTBI. Melissa was 25 years old. She was bom in 

Nogales, Sonora but had been in the U.S. for 15 years. She graduated from the Nogales 

High School and was trained as a phlebotomist at a technical school in Tucson. Melissa 

and Manny were fluent in Spanish and English but preferd to speak Spanish in their 

home. Their interview was the only one conducted in English and without an interpreter 

present. Melissa and Manny do not have children, Mehssa worked 40 hours per week and 

was in the Army. She and Manny crossed the border about once a month, "to go to 

dinner." Family from Mexico infrequently visited them in the U.S. Both of their parents 

and siblings lived in Nogales, Arizona. Manny was 25 years old, also bom m Nogales, 

Sonora, and had been in the U.S. for 13 years. He also graduated from Nogales High 

School and completed three years at a local junior college. Manny was fluent in English 

and Spanish and worked 40 hours per week. The interviews were conducted at a 

community education complex next to MeUssa's work and during her lunch hour. 

Therefore no observations were made of their home. As she anticipated, Mehssa was 

deployed to the Middle-East shortly after completion of the interviews. 

Demographics of the 14 Informants 

Informant responses to the demographic questionnaire served to describe the 

sample. There are two demographic questionnaires, one for the informant diagnosed with 

LTBI and the other for their spouse. The responses from all informants were aggregated 

in the analyses. Demographic analysis is divided into five sections: (a) personal data; (b) 
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language and family migration history; (c) mobility across the U.S.-Mexico border; (d) 

economics; and (e) history of LTBI. Data collected with the demographic questionnaire 

were analyzed quantitatively to determine the means and ranges. The mean number of 

visits across the border into Mexico and Mexican family visits into the U.S., for example, 

were computed and taken into consideration when the remedios inventory was reviewed, 

since the use of traditional alternative treatment is influenced by availability and 

accessibility of remedios and healers. Qualitative analysis of demographic data included 

consideration of length of time in the U.S., migration patterns, and health seeking 

patterns. Often, the discussions dviring the demographic data collection provided 

information relevant to their understanding and experience with LTBI. 

The demographics that follow (Table 1) are for the 14 informants collectively. 

Table 1 includes items 6-12 on the Subject Demographic Questionnaire (Appendix H) 

and items 4-10 on the Spouse or Significant Other Demographic Questionnaire 

(Appendix H). 

Age 

The youngest informant was 25 and the oldest was 72. The mean age was 38.5 

years. 

Gender and Marital Status 

Eight women and six men participated in the study. Of those diagnosed with 

LTBI, seven were female and two were male. The spouses were foxir men and one 

woman. All informants were married. 
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Table 1 

Demographic Data - Personal 

Participant Age Gender Marital School 

Education 

Attained Lives at home Family Comp. 

Lucia 32 F M Sinoloa, MX 

Ricardo 37 M M Nogales, MX 

Federico 72 MM Nogales, MX 

Estella 66 

Antonio 34 M 

Maria 28 

M Same & U.S. 

Jr. College 

M San Luis 

Potosi, MX 

M Sinoloa, MX 

10 

12 

11 

6 children 

& husband 

Same 

Mother-in-law 

& wife 

93yo mother 

8MX, 3US & husband 

17 Wife & baby 

Carmen 36 F M Nogales, MX 

Paco 36 M M Nogales, MX 

Claudia 34 F M Nogales, MX 

Tecate, Baja 

5 yrs @ Univ. 

12 

Tech. Acad. 

11 

9 

10 

Husband & 

2 children 

Same 

Husband & 

step-son 

Same 

Same plus those 

in MX 

Same plus 

brothers in MX 

Same plus 

adult children 

Same 

Husband & baby Same 

Roberto 42 MM Nogales, MX Same 

Same 

Same 

Same plus 2 

sisters in 

Nogales, MX 

and 1 in CA 

Same 
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Table 1, Continued 

Education 

Participant Age Gender Marital School Attained Lives at home Family Comp. 

Celeste 34 F M Nogales, MX 13 Husband & Same 

4 children 

Guadalupe 39 F M Nogales, MX 12 11 Husband & 

2 children 

Melissa 25 F M Nogales, MX 12 Husband Parents, brothers, 

other family 

Manny 25 M M Same& 15 Wife Same 

Jr. College 



104 

Education 

With the exception of the youngest informants, Melissa and Manny, all of the 

mformants went to school in Mexico. The highest level of formal educational attaiimient 

was 17 years, and the least level was three years. The mean level of formal educational 

attainment for the total population was 11 years. 

Home and Family Composition 

When asked the question, "Who lives with you in your home", the range in 

informants' response was from two (MeUssa and Manny) to 11 (Guadalupe). The mean 

number of persons per household was 4.7. When asked, "Who do you consider to be part 

of your family", seven informants gave the same number as those who lived in the 

household. The other seven informants included extended family in the community and 

family in Mexico. Of interest, Guadalupe's response included herself and her two 

children; she did not include the other eight members in the household in her definition of 

family. 

Table 2 illuminates demographic data specific to language, informant birthplace 

and family migration history; items 13-21 on the Subject Demographic Questiormaire 

(Appendix H) and items 11-19 on the Spouse or Significant Other Demographic 

Questionnaire (Appendix H). 

T.anguage Spoken and Read at Home 

All informants reported speaking Spanish at home. Two families with school-age 

children also spoke some English at home. Nine informants read in both Spanish and 



Table 2 

Demographic Data - Language & Family Migration History 

Lang Lang BOTH 
Participant Home Read Place 

Fatiier 
Bom 

Lucia 

Ricardo Span 

Federico Span Span 

Esteila 

Antonio Span 

Maria 

Span Span&Eng Cuiiacan, Same 

Sonora 

Span & Eng Guadalajara Same 

Jalisco 

Nogales Magdalena 

MX MX 

Span Span & Eng Nogales Jalisco 

MX 

Span & Eng San Luis Same 

Potosi MX 

Span Span LosMochisMX Same 

Mother Mat Mat Pat Pat 
Bom GM GP GM GP 

Same Same 

City 

Same Same 

Nogales Hermosillo 

MX MX 

Magdalena Same 

Sonora 

Same Same 

SinoloaMX Same 

Same as Same Topolobampo, 

Mat GM Sinoloa, Japanese 

Same Same Same 

Same or Magdalena DK 

La Paz MX 

Jalisco Same Magdalena 

Sonora 

Zacoteca Cuaquilla San Luis 

Potosi 

Same Sinoloa Guadalajara MX 



Table 2, Continued 

Lang Lang Bom Father Mother Mat Mat Pat Pat 
Participant Home Read Place Bom Bom GM GP GM GP 

Carmen Span& Span Nogales Santa Cmz Parredes DK DK DK DK 

Eng MX Sonora Sonora 

Paco Span Span Same Same DK DK DK DK DK 

Claudia Span Span & Eng Tijuana MX Chichuahua Cananea Same Same Chihuahua Same 

Roberto Span Span N<^ales Cananea Nogales DK DK DK DK 

Sonora Sonora Sonora 

Celeste Span Span & Eng Nogales Same Sonora Same Same Nogales Same 

Sonora SonOTa 

Guadalupe Span Span & Eng Nogales MX Same Caborca Same Same Banamidii Same 

MX Sonora 

Melissa Span Eng & Span Nogales MX Same Same Mazatlan MX DK DK DK 

Manny Span Eng & Span Nog, MX Guaymas Sinoloa DK DK DK DK 
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English. All informants spoke Spanish in the home; two informants with school-age 

children also spoke English at home. Nine informants read in both English and Spanish. 

Informant Birthplace 

Mapping across three generations, eight of the 32 Mexican states were 

represented as the birthplace of these informants and their relatives. Five Mexican states 

were the birthplace of the informants. Ten informants were bom in the state of Sonora 

that borders the U.S. states of Arizona and California. Nine of 10 persons from the state 

of Sonora were bom in the city of Nogales. The other four informants were bom in the 

following states: (1) Sinoloa which is directly south of Sonora; (2) Jalisco in western 

Mexico; (3) San Luis Potosi in central Mexico; and (4) Baja California Norte which is in 

the extreme northwest comer of the Mexican republic and bounded by the U.S. states of 

California and Arizona. 

Family Migration History 

Most families maintained close geographic proximity across the three generations. 

The majority of informants came from Sonora (n=5) with one family migrating from 

Sinoloa. Two families from Sinoloa had grandfathers migrating from the 

adjacent state of Jalisco. Antonio's grandparents were bom in Zacatecas and Coahuila 

and migrated to central Mexico - San Luis Potosi. Of interest, three informants from 

Sonora did not know where their grandparents were bom. 

Demographic data specific to border mobility are reported in Table 3, 

Immigration and Migration. This table responds to items 22-25 on the Subject 
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Table 3 

Demographic Data - Immigration and Migration 

Participant Time in U.S. Freq MX MX F/F Visit Health Care MX 

Lucia 4 years - Nogales 5 years - last Every 3 days; No 

AZ only time in MX family 4 times/year 

Ricardo 14 years Once/week Every 3 days No 

Federico 18 years - Nogales Every day or Never No 

AZ only 2-3 times/week 

Antonio 7 years - Nogales 4 times/year 1 time/year Yes-IMSSS 1998 

AZonly 

Maiia 4 years - Nogales 4-5 times/year 2 times/year Yes-IMSSS 1998-

AZ only 1999; prenatal care 

Carmen 8 years - Nogales 2 times/month 2 times/month Yes - Private 

AZonly but changed to But not in past month Doctor for son 

1 time/year 

Paco 12 years Every day -work N/A Yes ~ currently 

Claudia 4 years - Nogales Every weekend; Every weekend; Yes - Private 

AZ only but not since husband's family Doctor in 

April 2 times/month Nogales MX 

Roberto 26 years Every day Every day Yes - currendy 

Celeste 7 years - Nogales Every 15 days Every week No 

AZ only 
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Table 3, Continued 

Participant Time in U.S. Freq MX MX F/F Visit Health Care MX 

Guadalupe 5 years - Nogales 1 time/week Often - most family No 

AZ only in Nogales, AZ 

Melissa 15 years-Prev. 1 time/month Infrequently No 

2 years in Los Angeles 

Manny 13 years Once/month Twice/year No 
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Demographic Questiomiaire and items 20-22 on the Spouse or Significant Other 

Demographic Questionnaire (Appendix H). 

Time in U.S. 

The amount of time the Informants had lived in the U.S. ranged from 4 to 45 

years. The mean number of years was 13. Federico and Estella had lived in the U.S. for 

the longest period of time; Maria and Claudia had lived in this country for the shortest 

period of time. With the exception of one person, all informants had lived only in the 

community of Nogales, Arizona. 

Frequency of Visits to Mexico 

Informants reported a wide range in the frequency of trips to Mexico. Four 

informants reported crossing into Mexico daily, three reported crossing weekly, four 

reported crossing one to two times per month. The others reported crossing yearly or a 

few times a year with the exception of Lucia who had not been to Mexico for five years; 

she was awaiting the proper documents that would allow her to visit Mexico and return to 

the U.S. Of the seven informants who crossed the border into Mexico at least weekly, 

only three had been tested for LTBI. 

Frequency of Family Visiting from Mexico 

Again, there is a wide range in the frequency with which family from Mexico 

visited informants in the U.S. The numbers of visits ranged from one person who had 

visitors everyday to Federico's femily who never crossed the border into the U.S. 

Federico visited his family in Mexico every day. 
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Health Care in Mexico 

Six informants reported receiving health care in Mexico after moving to the U.S. 

Maria had initiated prenatal care while living in Nogales, Sonora. When she moved to 

Nogales, Arizona and began prenatal care at the Community Health Center, she 

continued to access care from the Mexican obstetrician. Antonio also continued to access 

health care in Nogales, Sonora when he first moved to the U.S. because his employer 

provided health insurance through IMSSS in Mexico. However, it had been one year 

since Antonio and Maria had accessed health care in Mexico. The purpose of their last 

encounter with the Mexican health care system was to get their child vaccinated with 

BCG. Carmen reported taking her son to a private doctor in Mexico during multiple 

illness events when he was younger because they were dissatisfied with the care he was 

receiving from the U.S. physicians. Paco was receiving care from a psychiatrist in 

Nogales, Mexico. Claudia accessed care through her private physician in Nogales, Sonora 

shortly after completion of preventive therapy for LTBI but had not returned for five 

months. Roberto continued to access health care through his private physician in Nogales, 

Sonora. 

Demographic data specific to economics are reported in Table 4 and respond to 

items 26-31 on the Subject Demographic Questionnaire and items 24-29 on the Spouse or 

Significant Other Demographic Questionnaire (Appendix H). 
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Table 4 

Demographic Data - Economics 

Work/ Health 

Participant Pay Hr/Wk Other Financially Insurance Transportation 

Lucia No No Husband Not enough MCHC Yes 

Ricardo Yes 60-70 No Same Same Yes 

Federico No- N/A N/A Barely make Medicare Yes 

Retired ends meet 

Estella Same Same Same Same Same Same 

Antonio Yes 48-60 No Enough to Private ~ Yes 

do whatever Employer 

Maria No No Husband Same Same Same 

Carmen No No Husband Barely make MCHC Plan Yes 

ends meet 
Paco Yes 56 No Same Same Same 

Claudia Yes 50 Yes Enough to pay MCHC Plan Yes 

bills w/ extra 

Roberto Yes 60 Yes Same Private Dr., MX Yes 

Celeste No No Yes Enough to pay MCHC Plan No 

bills w/ extra 

Guadalupe Yes 0-6 Yes Barely make MCHC Plan No 

ends meet 

Melissa Yes 40 Yes Enough to pay Private ~ Yes 

bills w/ extra employer 

Manny Yes 40 Yes Same Same Yes 
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Employment Information 

Eight informants worked for wages outside of the home; two informants were 

retired; and four did not work outside of the home. Of those who were employed outside 

of the home, the total number of hours worked per week ranged from 6 to 70. 

Finances 

Informants were asked to select from four statements the one that most accurately 

represented their current financial situation. The response options were: 

(1) Do not have enough money to pay bills. 

(2) Barely make ends meet 

(3) Have enough to pay bills with a little extra 

(4) Have enough money to do whatever you want 

Lucia and Ricardo reported that they did not have enough money to pay the bills. 

Ricardo normally works 60-70 hours per week but was unemployed at the time of the 

interviews. Three families reported that they barely had enough money to make ends 

meet. Three families reported having enough money to pay bills with a little extra. The 

last two families, with the highest levels of education, reported having enough money to 

do whatever they wanted. However, Antonio qualified that statement, "Not enough to 

buy a new car or house though." 

Health Insurance 

Thirteen of the 14 informants were enrolled in some type of U.S. health insurance 

plan. Seven informants were enrolled in the Mariposa Health Plan that had a sliding fee 

scale. Eligibility for the Plan required provide proof of residency in Santa Cruz 
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County. Federico and Estella were both enrolled in Medicare. Four informants had 

employer-based private health insurance. Roberto was the only informant who did not 

have some form of health insurance in the U.S. 

Transportation 

Guadalupe was the only informant who did not have a personal vehicle. 

Fortunately, her family members provided this service for her. Several informants had 

one car per household, meaning the wife was left at home without transportation while 

her husband was working. Several informants reported transportation difficulties that 

resulted in a delayed monthly pick up of their medication at the TB Clinic. Antonio was 

the only informant who made arrangements with the TB Clinic to get a two-month supply 

of medication. The clerk at the TB Clinic revealed that she had delivered medication to 

Guadalupe's home on several occasions when Guadalupe was unable to get 

transportation to the Clinic. 

LTBI 

Reported in Table 5 are the demographic data specific to diagnosis, treatment, and 

history of LTBI. These items respond to questions 1-5 on the Subject Demographic 

Questionnaire and questions 1-3 on the Spouse or Significeint Other Demographic 

Questioimaire (Appendix H). 

Of the nine informants diagnosed with LTBI, three had been previously diagnosed 

and were known reactors. Known reactor means that the person has a positive response to 

the tuberculin skin test (TST). None of the spouses had been diagnosed with LTBI. 

Melissa was the only informant who had previously initiated preventive drug therapy. 
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Table 5 

Demographic Data - LTBI 

Treatment Previous Previous 

Participant Dx Length Dx Treatment Term 

Lucia 1994 & 2002 None/1994 1994 MCHC No N/A 

MCHC Began 08/2002 

Ricardo No N/A N/A(TSTNeg) N/A N/A 

Federico 2002 MCHC Began 03/28/02 No N/A N/A 

Estella No N/A No (TST Neg) N/A N/A 

Antonio 2002 MCHC Began 03/25/02 No N/A N/A 

Maria 2002 MCHC Began 03/22/02 No N/A N/A 

Carmen 2001 MCHC Began 08/10/01 No N/A N/A 

Completed 

Paco No N/A No (TST Neg) N/A N/A 

Claudia 2001 MCHC Began 11/16/01 No - possibly TB N/A N/A 

Completed of kidney in MX 

PPD-neg 8/01 

Roberto No N/A N/A (No TST) N/A N/A 

Celeste 1999 St. Elizabeth Began 07/19/02 Yes - St. Eliz., No - was N/A 

2002 TB clinic 1999 pregnant 

Guadalupe 1999 MCHC Began 12/11/98 No N/A N/A 

Completed 
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Table 5, Continued 

Participant Dx 

Treatment Previous Previous 

Length Dx Treatment Term 

Melissa 1997 Army 

2000 Tucson 

2002 MCHC 

Manny No 

Began 10/24/02 

N/A 

Yes 1997,2000 

N/A (No TST) 

Yes 2000 Hassle -

2 mo. only Hard to take 

No treatment pill every 

prescribed by day 

Army in 1997 

NO NA 
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Melissa was diagnosed with LTBI during a physical examination for the military. She did 

not recall that drug therapy was presented as an option by the military health system. 

Several years later she had a second positive TST for a school physical examination. 

While she initiated drug therapy, she terminated it after two months because, "It was a 

hassle to take the pills everyday." Three of the five spouses had received a TST skin test 

and all responses were negative. Roberto and Manny never had a TST. 

Medical Records Data 

Table 6 organizes data extracted from patients' medical records at the TB Clinic. 

The data are organized in six sections: (a) purpose of TST; (b) TST response; (c) BCG; 

(d) medication side effects/documentation; (e) contacts; and (Q family. 

The informants' purpose for obtaining a tuberculin skin test were varied but 

clustered around meeting requirements for immigration, prenatal care, and employment. 

Four informants were referred to the TB Clinic as a requirement for the immigration 

physical examination. One informant referred herself after her son was diagnosed with 

LTBI. Two informants sought testing as a requirement for employment. One had a TST 

as part of a routine physical examination. 

While Lucia's and Celeste's TB screening experiences illuminated health systems 

fractures, their experiences also illustrated the multiple avenues through which Mexican 

immigrants intersect with the U.S. Public Health System around TB. Both women were 

labeled by the TB Clinic as "known reactors". That is, both had previous PPD skin tests 

as a requirement of prenatal care and their responses were positive. However, after the 

birth of their babies neither returned to initiate preventive therapy; they "fell through the 
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Table 6 

Medical Records Data 

Purpose 

Informant of TST Response BCG Symp/Doc Contacts Family 

Lucia Immigration 

physical 

Federico Routine PE 

Antonio Self-referral; 

Wife tested 

positive 

Maria Immigration 

physical 

Carmen Classes at 

MCHC 

required 

Known reactor; Yes 

Previous TST/ 

Prenatal 1995 

28x22 mm Not 

documented 

22x25 mm Yes 

10x15 mm; 

previous TST 

negative in 

2000 

32 mm; 

previous TST 

negative 1999 

Yes 

Yes 

Denies 

side effects 

Denies 

side effects 

Denies side 

effects; re

quested 2 mo. 

supply of med. 

C/o fatigue 

when began 

medication -

resolved 

Denied side 

effects; 

completed Rx 

Unknown Husband/ 

daughter 

negative 

Unknown Wife 

negative 

Unknown Wife positive; 

Unknown 18mo.-old 

child positive 

Unknown; Husband 

possibly positive; 

mother in Child 

Sinola positive 

Unknown 1996 son 

positive; 

2002 daughter 

positive 
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Table 6, Continued 

Purpose 

Informant of TST Response BCG Symp/Doc Contacts Family 

Claudia Immigration 10x10 mm; 

Physical previous TST 

Negative 1 mo. 

Before in Sonora 

Celeste Immigration Known reactor; 

physical previous TST 

1999 positive/ 

prenatal - Tx 

not initiated 

Guadalupe Inunigration 17 mm 

physical 

Melissa Employment Known reactor; 

physical previous TST/ 

Military 1999 

15 mm 

Yes C/o fatigue 

took pill in 

a.m. Vi in p.m. 

until resolved; 

no other probs; 

Completed Rx 

Not doc- Denied side 

umented; effects 

verbally 

states 

received 

Yes Denied side 

effects; 2 T/C 

Reminders to 

Pick up meds; 

Completed Rx 

Yes Terminated 

after 2 mos. 

"hassle"; 4 

T/C reminders 

for med pickup 

Aunt No one else 

diagnosed has been 

with TB tested 

6 yrs ago 

Unknown No one else 

has been 

tested; 4 

children 

under age 6 

Unknown Son/daughter 

positive; GM 

negative; 

other 7 

not tested 

Unknown Sister tested 

Negative; 

husband not 

tested 
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cracks" in the health system. Therefore, as part of a subsequent immigration physical 

examination requirement, Lucia and Celeste received a chest x-ray to rule out active 

tuberculosis disease. Both women were diagnosed with LTBI and began preventive 

therapy. 

The reasons for getting a TST and the stage in preventive therapy was diverse in 

this sample. Two informants had TSTs for employment purposes. Mehssa was referred to 

the TB Clinic for a chest x-ray to rule out active TB disease as part of an annual 

employment screening requirement. Claudia's experience with screening for TB began in 

Mexico which was most uncommon. Claudia's physician in Nogales, Sonora ordered a 

TST to determine if her repeated kidney infections were caused by tuberculosis. The test 

response was negative and she subsequently passed kidney stones. One month later 

Claudia received a TST in the U.S. as a requirement of the immigration physical 

examination; the response was positive. Three of the nine informants had completed 

preventive therapy before the interviews took place. 

The informants' family's history of tuberculin skin testing is diverse and again 

revealed the inconsistency in the pediatric TB screening protocol of skin testing at the 

annual examination by the primary care provider. Lucia's 3-year old daughter was tested 

and her response was negative. Celeste's five children had not been tested. When Maria 

had a positive TST, Antonio and the baby were also tested. All three were diagnosed with 

LTBI. Carmen's two children were also diagnosed with LTBI. 
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TST Response Size 

Per U.S. TB Policy, all of the informants were diagnosed with LTBI because their 

responses to the TST exceeded the 10 millimeters (mm) response for persons who had 

been previously vaccinated with BCG. While two informants were known reactors, the 

response to their previous TSTs were not documented in the medical record at the TB 

Clinic. The TST responses of two informants were at or barely exceeded the CDC 

requirement of greater than 10 mm. Claudia's response measured 10x10 mm and 

Maria's response measured 10x15 mm. The other five informants had PPD skin test 

responses that ranged from 15 mm to as large as 32 mm; clearly exceeding the limits of a 

normal TST response in this population. 

BCG 

While all of the informants diagnosed with LTBI reported receiving BCG as a 

child in Mexico, the medical records of two informants did not have this information 

documented. All of the spouses also reported receiving the BCG vaccine as a child in 

Mexico. 

Medication Side Effects/Docimientation 

Seven informants denied experiencing side effects related to preventive drug 

therapy. Two informants complained of fatigue when starting the medication. The TB 

Clinic Nurse recommended taking half of the pill in the morning and other half in the 

evening and increasing water intake. The problem with fatigue was resolved within one 

week and the informants took the medication each day without fiirther problems. Two 

informants required telephone calls from the TB Clinic staff reminding them to pick up 
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their medication. There were no other problems documented in the informants' medical 

records related to preventive drug therapy. 

Contacts 

None of the informants could identify the contact or person(s) with active disease 

who had infected them with M Tb. Maria speculated it might have been her mother in 

Sinoloa because she coughed frequently. Claudia recalled an Aunt m Tijuana who had 

been diagnosed with TB six years earlier. 

Familv 

Three spouses who had received TSTs had negative responses which was 

confusing to them and generated a high degree of suspicion about the efficacy of the test. 

The other two spouses that participated in the study had never been tested. Celeste and 

Guadalupe also reported their husbands had never had a TST. Lucia, Antonio and Maria, 

Carmen and Guadalupe had their children skin tested and they were all positive for LTBI. 

Celeste stated that none of her four children had received a TST. This was confusing to 

her because they had regular atmual physical examinations at the community health 

center. 

Chapter Summary 

In Chapter Four, the fourteen informants who formed the sample for this research 

were introduced to familiarize the reader with their backgrounds and current living 

situation at the U.S.-Mexico border. Demographic data representing the informants on 

multiple dimensions determined to be pertinent for describing a vulnerable, Mexican 

immigrant population in the context of LTBI at the U.S.-Mexico border were presented. 
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CHAPTER FIVE 

FINDINGS AND INTERPRETATIONS 

Chapter Five presents the findings in the form of domains, categories, and sub

categories derived from analyzing the ethnographic interviews and informant responses 

to the Household Remedios Inventory. The three aims of this study were: (1) Analyze the 

Mexican immigrants' explanatory model of the cultural context of care in which 

preventive therapy for LTBI occurs; (2) Describe the household production of health that 

occurs in the context of LTBI; and (3) Discover those factors that are facilitators or 

barriers for adherence to preventive therapy for Mexican immigrants diagnosed with 

LTBI. The results of the inquiry, organized by aims, addresses the understanding and 

experience of Mexican immigrants diagnosed with LTBI. Critical analysis of the 

informant interviews were abstracted into sub-categories, categories, and domains. The 

analysis reveals relationship between the powers - social, cultural, political, historical, 

and economic - that maintain distinct international health policies within national and 

binational contexts. The analysis also contributes to the Mexican immigrants' cultural 

illness model of LTBI. This chapter will answer the research questions developed for the 

three aims using the data as collected and analyzed by the procedures described in 

Chapter Three. 

Aim I 

Aim I was: Analyze the Mexican immigrants' explanatory model of the cultural 

context of care in which preventive therapy for latent TB infection occurs. Kleinman's 

Explanatory Model of Illness was used to frame the following questions that would elicit 
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the informants' multiple explanatory models and identify contributing factors as well as 

points of conflict and coherence between the health sectors. 

(a) What is the cultural illness model of LTBI in the Mexican immigrant? 

(b) How is the infection construed and experienced by the Mexican immigrant? 

(c) What is the relationship between LTBI and active disease as perceived by 

Mexican immigrants? 

(d) What viewpoints are in conflict between the client and the professional health 

care systems of the U.S. and Mexico? 

(e) What influence do social, political, and economic factors have on the experience 

of LTBI? 

(Q What are the social burdens or stigmas that are incurred with diagnosis of LTBI? 

(g) What are the emic views of non-affected persons (family members) about 

persons with LTBI? 

Agar (1996) maintains that in narratives of everyday life, people do not just 

implement the shared knowledge but rather, "They mix it up with other things, "contest" 

and "subvert" it, maybe even ignore it" (p. 10). The individual informants' multiple and 

conflicting stories created variability across data points, exposing the characteristics of 

contesting, subverting, ignoring, and finally, reconstruction of a new explanatory model 

of TB that included LTBI. 

Consistently informants' cultural illness knowledge or popular explanatory 

model of LTBI reflected a mixing of the professional and popular explanatory 

models of TB in Mexico and the new knowledge or professional explanatory model 
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of LTBI espoused by the U.S. Public Health System. The Mexican immigrants' shared 

cultural illness model of LTBI was a departure from the U.S. Centers for Disease Control 

and Prevention professional explanatory model of LTBI. The Mexican immigrants' 

cultural illness model of LTBI mirrored the colKsion of two diverse yet nationally and 

historically unique TB health policies that blow through the U.S.-Mexico borderlands 

like a tornado. The cultural ilkiess model of LTBI represents the background or what is 

known and drawn from; the foregroxmd or the contextual elements such as the tension 

between the two different national TB policies, create conflict and challenge the Mexican 

immigrants' understanding and experience of LTBI. The Mexican Immigrants' Popular 

Explanatory Model of Tuberculosis identifies: (1) how the infection is construed and 

experienced by the Mexican immigrant; (2) viewpoints in conflict between the client and 

the professional health care systems of the U.S. and Mexico; and (3) historical, social, 

cultural, and economic influences on the experience of LTBI. 

Through an iterative process of abstractiog meaning, two domains were 

constructed: Mexican Popular Explanatory Model of Tuberculosis and U.S. Professional 

Model of TB. The categories and sub-categories are presented in Table 7, and are 

described in detail in the following sections. Because this study was done using a 

bilingual interpreter, the informants' responses are in third person with the exception of 

one interview which was conducted in English and that is m first person. 
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Table 7 

Conflicting Explanatory Models of TB 

Domain Categories Sub-categories 

Mexican Popular Explanatory Fear and Terror 

Model of Tuberculosis 

Hidden Awareness 

TB Means Death 

Stigmatization 

Family TB Stories 

TB Was Not Talked About 

How You Get It 

Contagious 

BCG Vaccine 

Vector 

Like a Sexually Transmitted Disease 

Prevent and Protect Against TB 

Following the Rules 

Testing the Practice Is BCG not good for life? What's in 

the vaccine? 

U.S. Professional Model 

of Tuberculosis 

Cognitive Dissonance LTBI is Not Serious in Mexico 

About the Diagnosis No Symptoms of TB 

A Germ Everybody Gets 

Suspicion of Diagnosis Sometimes People Make Mistakes 

The Diagnostic Test 

The TSTIsALie 

BCG Causes It to Come Up Positive 
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Table 7, Continued. 

Domain Categories Sub-categories 

Immigration Requirements When Positive TST Started Showing Up 

Required for Papers to Immigrate 

Could Jeopardize Immigration Papers 

Confiasion: Infection or Disease I Have a Virus 

Never Heard of LTBI 

Scared of the Illness 

Fear of Being Stigmatized 

Etiology 

Deciding With Whom to 

Share the Diagnosis 

U.S. Health Care System 

Transmission 

Explaining the Diagnosis to Others 

Emic Response: How Others Respond 

Unfamiliar with Health System 

Confusion with Hospital General 

They Need to Explain 
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Mexican Immigrants' Popular Explanatory 

Model of Tuberculosis 

During the course of interviewing, informants consistently drew upon the popular 

explanatory model of TB in Mexico when attempting to articulate their understanding 

and experiences of LTBI. The informants' popular explanatory model of tuberculosis 

provided the scaffolding for constructing their cultural illness model or, popular 

explanatory model of LTBI. In exploring this domain, informants revealed their shared 

cultural knowledge of TB disease and why it was important to differentiate what they had 

(LTBI) from TB disease. Five categories and ten sub-categories were identified in this 

domain. 

Fear and Terror 

Data in this category illuminated the historical and social influences of TB disease 

on the Mexican immigrants' construction of a cultural illness model of LTBI. In 

reflecting upon their experience with LTBI informants responded initially by discussing 

their shared or popular explanatory model of TB disease which consistently included fear 

of death and stigmatization. 

TB Means Death 

For those informants who chose to share their diagnosis of LTBI with family, 

friends, and coworkers, it was critically important for them to differentiate the infection 

from active TB disease so as not to frighten others. Carmen shared the origin of her 

knowledge of TB, "Back when she was young she heard her mom say that she knew this 

lady who died of tuberculosis. So for her tuberculosis is death" (IB, lines 379-384). 
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Guadalupe confirmed that she had also heard that you get TB and you die (1 A, line 782). 

Federico stated, "That is a disease that can kill you. If you don't take care of yourself and 

then it is contagious if it is full blown" (lA, lines 574-577). Antonio and Maria made a 

conscious decision not to share their diagnosis of LTBI with family or others because of 

the potential for confusion with active disease. "People have the concept that if you 

tuberculosis you die" (Antonio & Maria, 1 A, lines 91-92). 

Stigmatization 

Informant responses to the question, who gets TB, revealed the stigmatization of 

the disease in Mexico. Responses included the lower class, people who don't take care of 

themselves, indigenous people, and undernourished people get TB disease. Lucia and 

Roberto shared, "The lower class get tuberculosis, that didn't take care of themselves, 

will get a lot of infections . .. that didn't have a way to take medications" (IB, lines 81-

87, 95-96). Antonio had an alternative theory, "They know that some people, the 

indigenous people, get TB but that is because they don't get BCG" (IB, 168-170). 

Hidden Awareness 

This category reinforces the Mexican popular explanatory model of TB. Because 

they are protected from TB by the BCG vaccine, TB is not a problem in Mexico. This 

perspective is supported by the lack of information provided in the private Mexican 

health care system. Hidden Awareness has three subcategories and speaks to the stories 

that are shared between generations about TB disease, how it was something that was 

ignored or not talked about in the formal health care system, and lastly, how informants 

thought a person got TB. 
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Family TB Stories 

Five informants shared stories about TB that were passed down from their family 

members or from personal experiences. Three informants had family members who had 

died from tuberculosis. 

Antonio reflected, he had heard that in San Luis at the beginning of the centviry, 

like the 20s and 30s there was a confinement hospital where they would put 

people with cancer, tuberculosis and leprosy. That maybe it stays in the Mexican 

peoples minds because he says back then it was like the norm. They did those 

confinements for people who were ill and he thinks that is where the roots of the 

fear about tuberculosis being deadly is. He thinks it was common to confine 

people who were very sick (IB, lines 1782-1811). 

Estella reported, "An uncle, a very, very distant uncle, my mom's uncle, he was married 

to my aunt, he used to work for a mine and yes, I knew that he had that [TB] and he died 

from it. When I was 7 or 8 years old we used to go and visit. He used to cough a lot and 

he was very thin and he died from it" (1 A, lines 608-626). Claudia's story about TB 

comes from an experience she had in Tijuana when taking a nursing class. 

A lady had tuberculosis, an older lady and she saw that the nurses when they 

would talk to her would cover their mouths. You know, to guard themselves 

against her when they were in the same room with her. She thought being a 

student and watching the nurses take those precautions and covered their mouth 

and stuff that it must be something bad. Because if the nurses were, you know. 
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were doing that and they were nurses that it must have been something bad to 

have tuberculosis (lA, lines 1612-1632). 

TB Was Not Talked About 

The sub-category of TB Was Not Talked About informs the Category of Hidden 

Awareness and reveals the influence of the historical and social factors of TB disease on 

the Mexican immigrants' popular explanatory model. TB was something that was not 

openly discussed in Mexico. Nine informants reported never knowing anyone who had 

been diagnosed with TB. Informant language in this category included TB disease was 

hidden, ignored, or not discussed. Lucia defended her lack of knowledge in the following 

statement, "They wouldn't know about people who had tuberculosis so it was something 

that was ignored. They didn't go around telling people you have tuberculosis, it was 

something that wasn't talked about" (lA, lines 770-777). 

Carmen shared, it is not very common to hear about tuberculosis. Before she got 

on the U.S. insurance plan she used to go across the line because it was cheaper. 

She used to go to the doctor [in Mexico] for ear infections or whatever, and the 

questions that they asked were like the intake. They never asked questions about 

tuberculosis. They would ask questions about diabetes, heart disease, but never 

about tuberculosis. No materials [posters, pamphlets] about symptoms (IB, lines 

921-959). 

How You Get It 

This subcategory contributes to the category of Hidden Awareness and 

demonstrates how an inaccurate popular explanatory model is perpetuated in the absence 
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of a clearly articulated professional explanatory model. How You Get It also responds to 

a key question for eliciting an individual's explanatory model of an illness (Kleinman, 

1980) 

When asked how a person gets LTBI, there was a variety of responses reflecting 

the relationship between LTBI and active disease as perceived by the informants. Three 

informants thought you got LTBI from being in close proximity with a person who had 

active disease. Lucia suggested, "Maybe it is inherited" (1 A, line 593). Estella thought 

maybe her husband got LTBI from working in the mines. The informants' responses 

reflected knowledge of transmission from an individual with active disease within close 

proximity. Claudia's response reflected the Mexican folk explanatory model of TB, "She 

says that people used to think that you got tuberculosis because you didn't eat well like 

mahiutrition or possibly that you didn't take care of yourself when you were giving birth" 

(1 A, lines 730-735). Carmen revealed, "I thought in the blood, also about the cough" (IB, 

632-641). 

Contagious 

All of the informants understood that TB was a communicable disease. What was 

not so clear as presented in this category, was how TB was spread. The informants' 

statements spoke of the fear of being contagious; revealing the historical and social 

influences on TB. In spite of having received explanation of the U.S. professional model 

of LTBI, most informants continued to ask if they or their spouse might be contagious. 

This type of questioning reflected the continued conceptual muddiness of the relationship 

between LTBI and active disease as perceived by the immigrants. 
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Vector 

Claudia revealed her cautiousness in sharing with co-workers her diagnosis of 

LTBI. 

She knew if she would have told them that she had tuberculosis that they would 

have gotten scared because over there [in Mexico] people are scared of the people 

who have tuberculosis. They used to think that they can get contaminated with 

people who have tuberculosis and some of them, that she felt like they were 

scared, that they were not going to use the bathroom if she used the bathroom or 

just talk with her. She told them they can't get infected that she just has the virus 

not tuberculosis (lA, lines 475-492). 

Antonio emphasized the absence of conceptual clarity between LTBI and TB in 

Mexico. 

No, people in Mexico don't know the difference between TB disease and LTBI. If 

you have the symptoms or if you come up positive on the test people say you are 

sick. It is like you are condemned because you could spread it (IB, lines 918-

935). 

Like a Sexually Transmitted Disease 

Ricardo reflected upon the shared knowledge of TB in his peer group when in 

school in Mexico. 

They thought that tuberculosis was something like syphillis or VD or something 

like that. That only people in prisons are the ones that would get tuberculosis. 
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That is what they would think (1 A, lines 748-755). Like a virus that is transmitted 

from one prisoner to another, like AIDS (Ricardo, IB, lines 166-168). 

BCG Vaccine 

This category, BCG vaccine, was a predominant pattern woven throughout the 

interviews illuminating the shared popular knowledge of TB in Mexico and the centrality 

to the conflict with the U.S. professional explanatory model of LTBI. There are two sub

categories within the category of BCG Vaccine: Prevent and Protect Against TB and 

Follow the Rules. 

Prevent and Protect Against TB 

Informants revealed the professional explanatory model of TB in Mexico that 

includes BCG; a model that was bestowed upon them by their parents, family members 

and physicians in Mexico. This sub-category reveals the predominance of the Mexican 

professional explanatory model of TB and the influence on the construction of the 

informants' model of LTBI. Mexican immigrants reported security in their shared belief 

of life-long TB immunity because they had received a BCG vaccine at birth. This sub

category provides the backdrop for the conflict between the Mexican and U.S. 

professional explanatory models of TB. Ricardo explained, 

He is saying that they are being told, that they were always told, if they get the 

vaccine they can't get tuberculosis. That is what everybody thought, that if they 

had the vaccine they couldn't get tuberculosis. In Mexico they would tell them 

that if they took the vaccine that was it, that's all they needed and that they will 

not get it [TB] (1 A, lines 464-470; IB, lines 703-707). 
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Guadalupe reported on how she learned of BCG. 

They give it to you when you are little so kids usually don't ask what it is about so 

they really don't understand it. Once you get older since it leaves a big mark that 

is why she asked her mother what was the mark about. Her mother explained to 

her that it was the BCG that they had put on her and supposedly it was to prevent 

and protect against tuberculosis (lA, lines 851-861). 

The protective power of BCG began to unravel for Celeste when she sought prenatal care 

in the U.S. 

When you are young they give you BCG and they tell you, you are protected for 

life. They never talk about it again or even informed about it again. The only time 

she heard about it again was when she came to the States. When she was pregnant 

they told her that they test for tuberculosis and she came up negative and then this 

last time she came up positive (1 A, lines 211-218). 

Following the Rules 

This sub-category emerged during the second informant interview and was 

consistently organized around discussions of the BCG vaccine. 'Follow the Rules' 

addresses the historical, social, political, and economic factors that influence the 

informants' vaccine behavior. After consulting with her 93 year-old mother, Estella 

reported. 

She always followed the rules of the immunization starting at the beginning of 

school. In the beginning of the school term she would take us to have all the 
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immunizations that we needed and she remembers people coming to the house to 

give us something through the mouth (lA, lines 551-554, 540-545). 

MeUssa, the youngest of the informants stated, "I don't know what it [BCG] is. I'm sure 

my mom had us take everything" (lA, lines 135-137). Federico reported, "He got all of 

the ones that are normal, to prevent disease" (1 A, lines 285-287). 

Informants who had been vaccinated with BCG in Mexico spoke of the pressure 

from family and physicians in Mexico to continue to follow the rules with their children 

in the U.S. Maria shared, "In Mexico they say to get the children immunized, to protect 

them" (IB, lines 937-938). Therefore, when her mother and aunt told her to have the 

baby vaccinated in Mexico she did so. 

Since that is the way that she was brought up and she was raised so when she 

went to visit her mother, her mother told her, what do you mean you haven't 

given him the vaccine and so she still had the insurance so she took him and got 

the vaccine. The baby was 6 months old (1 A, lines 426-433; 437). 

Maria's aunt was a nurse in Mexico and told her, "have the baby immunized with BCG 

because they do it at birth" (IB, lines 956-990). Carmen reflected upon the advice of her 

Mexican physician. 

The doctor told her he [son] needed to get the vaccine. She told him that he got 

his vaccines on this side [U.S.] but the doctor said that because they are in Mexico 

so much she should get vaccines over there. He also told her that she should get 

the vaccines when there was a vaccine campaign (because she didn't have 

insurance) (lA, 506-524). 
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Testing The Practice 

This category recognizes the continued questions that the informants had about 

BCG and TB. The informants' inquiries represent testing of the investigator's knowledge 

of TB disease and the U.S. professional explanatory model of LTBI. This sub-category 

illuminates the conflict between the client and the professional health care systems of the 

U.S. and Mexico as the informants' construct their emerging popular explanatory model 

of LTBI. Guadalupe inquired, "So, it [BCG] is not for the rest of your life? The vaccine 

itself, what is in it? Does it have the antibody for tuberculosis or what is it that is in the 

vaccine BCG" (1 A, lines 870-873; 964-965). 

Antonio wanted detailed information, "The tuberculosis germ, what does it 

measure, millimeters, centimeters inches? Once you get active disease how large can the 

cavity become" (IB, lines 1446-1456)? Antonio wanted to know if TB was always 

curable. 

U.S. Professional Model of Tuberculosis 

Questions that respond to Aim I are also addressed in this domain. U.S. 

Professional Model of Tuberculosis addresses the disconnect between the Mexican and 

U.S. professional explanatory models of TB and LTBI and the informants' own popular 

explanatory model of TB. This domain extends the informants'construction and 

experience of LTBI through: illuminating the relationship between LTBI and active 

disease; identifying those viewpoints that were in conflict between the client and the 

professional health care systems of the U.S. and Mexico; revealing the influence that the 

social, political, and economic factors have on the experience of LTBI; and sharing the 
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emic (local) views of non-affected persons about persons with LTBI. There are seven 

categories and 20 sub-categories in this domain. The seven categories presented in Table 

7 include: Cognitive Dissonance About the Diagnosis; Suspicion of Diagnosis; 

Immigration Requirements; Confusion; Infection or Disease; Etiology; Deciding with 

Whom To Share the Diagnosis; and, U.S. Health Care System. 

Cognitive Dissonance About the Diagnosis 

This category highlights the collision and ever-present tensions between the 

Mexican immigrants' explanatory model of TB disease and the U.S. professional 

explanatory model of LTBI. Informants' responses reveal the cognitive dissonance 

created with the diagnosis of LTBI. In Mexico LTBI is not taken seriously in the context 

of TB disease which can kill you. With LTBI the person has no symptoms, they can still 

function; and it makes sense that they have the TB germ because they had the BCG 

vaccine. Three sub-categories were identified; LTBI is Not Serious in Mexico; No 

Symptoms of TB; and, A Germ Everybody Has. 

LTBI is Not Serious in Mexico 

Informants' responses in this sub-category reflected the relationship between 

LTBI and active disease as perceived by family in Mexico. 

At first she didn't take it too seriously. The relatives and friends from Mexico 

don't take it too seriously like it wasn't very important. The only time they do 

take it as important is when they have active TB. Just having the virus is not taken 

very seriously, until she has been explaining it to them that it is asleep and that 
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she does have it but it is sleeping. So now they are kind of understanding that it is 

something that is important" (Lucia and Ricardo, lA, lines 41-47; 261-272). 

No Symptoms of TB 

This sub-category illustrated an initial and continued conflict related to the 

diagnosis of LTBI for this sample of Mexican immigrants. Drawing from the shared 

knowledge of the professional and popular health sectors related to tuberculosis disease, 

having no symptoms created a major obstacle for accepting the diagnosis of LTBI. The 

informants' responses reflected their confusion and continued questioning of the 

diagnosis of LTBL Federico's statements highlighted the cognitive dissonance and denial 

associated with LTBI; at one point he slammed his fist down on the dining room table 

and said, "I don't have TB", and he left the room. He returned promptly and we 

continued the interview. 

He doesn't explain it because he doesn't have anything or doesn't feel anything. 

They have been telling him that he has it but who knows how long he has had it. 

He has done lots of studies and it has never come up before. He doesn't feel bad 

and doesn't even know how a person would feel who has had that. He didn't feel 

anything because almost everybody is probably positive" (1 A, lines 3, 112-114, 

122-130, 143-145, 245-247). 

Roberto also shared his disbelief with his wife's diagnosis, "He felt like it 

couldn't be true because she was fine after the marriage, she's been fine. No coughing, 

and he never saw that in her" (IB, lines 67-69, 2, 91-92). 
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A Germ Everybody Has 

These responses served to normalize the LTBI experience for those who had the 

BCG vaccine. Federico maintained, 

For him it is a germ that everybody has but it hasn't developed. At his age it 

doesn't develop. According to the doctor [in Mexico] everybody has the germ 

when you are bom and that in some people it develops and other people it doesn't. 

(lA, lines 62- 63, 76-77; IB 115-118). 

Lucia countered this belief. 

Some people have the infection, but not all of them, that she doesn't believe that. 

At the Clinic they tell you that the majority of Mexican immigrants do come with 

the infection. But they don't say all of them. But that at the Clinic they do tell 

them that the majority of immigrants do come with the infection. Sometimes 

people don't listen to exactly what has been said and they just take a piece of it. 

She thought the same thing but then she thought no, it is not, because my husband 

doesn't have it (IB, 26, 1172-1232). 

Suspicion of the Diagnosis 

Informants' responses revealed their suspicion of the diagnosis and the coercive 

elements that underpin U.S. immigration, health care organization (prenatal and routine 

physical exams), school health, and employment policies related to LTBI. Suspicion of 

the diagnosis of LTBI was captured in the following four sub-categories: Sometimes 

People Make Mistakes; The Diagnostic Test; The TST Is a Lie; and BCG Causes it to 

Come Up Positive. 
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Sometimes People Make Mistakes 

In this sub-category an vmdercurrent of distrust related to the diagnosis of LTBI is 

exposed. Federico challenged, 

I have the infection, when did I get it? I run like a mile and don't even get tired 

(IB, lines 355-357; 1 A, lines 393-394). If you have the infection do you still heal 

right? Because the parrot bit him on the hand and that is what he has there, it all 

healed up (IB, lines 372-384). 

Federico displayed the site on his hand where the parrot had bit him and the scar from 

cardiac surgery of several months ago. Both injuries had healed completely and provided 

evidence of being healthy, or not having an infection that would impede the healing 

process. In spite of Federico completing seven months of preventive therapy, Estella 

stated. 

We haven't shared this because we don't know anything about it and I think we, I 

need to know. I need to learn more about this and then we can just talk it over 

especially with my two daughters. I don't think he would like to discuss this with 

anyone else (1 A, lines 946-953). Estella added, after that [medication] are they 

going to do the same test again to see if - because sometimes people make 

mistakes (lA, lines 725-726; 731-732). 

Manny said, "I want to look this up on the internet, I want to learn more" (1 A, lines 480-

481). Ricardo shared his initial response to Lucia's diagnosis, "Where did she get it, from 

her mom, and then how come the kids don't have it" (IB, lines 255-258). 
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The Diagnostic Test 

There was a great deal of discussion about the diagnostic tests required for LTBI. 

All informants received chest x-rays to rule out active TB disease. Seven informants 

received a tuberculin skin test (TST); the two known reactors had chest x-rays only. 

Several informants had questions about the skin testing protocols and procedures 

and their responses to the TST. Guadalupe questioned the protocols of the Community 

Health Center, "At the clinic here they have a protocol that they do tuberculosis test for 

physicals. She doesn't know of other clinics or other places if that is part of the protocol 

to do tuberculosis tests" (lA, 816-822). 

Carmen reported, "About 15 years ago when she did her papers that she came up 

negative. She remembers she was negative so she's not always come up positive" (IB, 

lines 859-862). Antonio questioned, "The tuberculosis test, is it possible that two or three 

weeks afterwards for you to come up negative after you had been positive" (IB, lines 

1256-1259). 

Claudia was the only informant to receive a TST in both Mexico and the U.S. In 

her story she compared the two different experiences. Claudia's response reflected her 

conftision about the TST administration procedure and her responses to the diagnostic 

test for LTBI. 

The first time she got the skin test it was in Nogales, Sonora because they thought 

she was getting the infections because she had tuberculosis in her kidneys. The 

skin test never reacted. Over there, there was the initial where they put the liquid 

in, but then it went down after a couple of hours and then it was only the prick 
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mark. But here [U.S.] when they put it in, the bubble never went down and started 

to get a little red and stuff. She knew she didn't have a positive reaction, she 

knows somebody who had and she has seen the reaction of somebody who had 

the test come up positive and that it was really big and that hers it was like a little 

reaction, but that it was small. She didn't consider the measurement of it (lA, 

lines 209-224, 226-271, 346-354, 418-430). They did the chest x-rays and they 

came out fine, she did not have tuberculosis and she doesn't know why the skin 

test came out so big (IB, lines 1113-1117). 

The TST is a Lie 

In this sub-category as shared through their experiences, the informants' unveiled 

a profound and communal fracture in the Mexican immigrants' explanatory model of 

LTBI. Carmen was quite animated as she shared her experience in the Community Health 

Center waiting room in Nogales, Arizona. 

People would say no, don't take it, that it was a lie. She thinks that maybe they 

thought that if you have the tuberculosis that you would be sick and die. They 

were telling her that she is fine, that she didn't have anything and she shouldn't 

take the medicine. They were not family or friends, they were some ladies at the 

Health Center. When she came up positive she was saying that it was itching and 

they told her what do you have? She told them that she had come up positive and 

that two of the ladies were telling her oh, it is a bunch of lies about the test and 

she shouldn't worry about it (lA, lines 880-995). Her friend decided not to take 

preventive therapy because, "her friend did fall for it and that she heard people 
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saying that the only reason she came up positive for the test is because she had the 

vaccine (IB, 138-143). 

Antonio shared his processing of a positive TST, 

Part of it was having a belief that it wasn't true. First was depression and then 

after that disillusion. His belief is that you should trust all doctors. It is kind of 

like they lied to you (IB, lines 210-266). Antonio expressed further 

disillusionment and distrust with the Mexican health care system. It all goes back 

to the politics of health in Mexico. The standards of procedures, who gets tested 

and who doesn't get tested and what happens if people were to be tested, there is 

no protocol, no procedures in place. Basically when people get tuberculosis they 

are treated but other than that there is no protocol or procedures for testing if you 

are contaminated. There is no procedure for testing people and there is no 

campaign to give information to educate the public. Maybe some of the health 

care professionals know about the testing but they don't share the information 

with anybody. The decisions and the conflicts are very interesting (IB, lines 351-

362, 370-377, 1061-1062). 

BCG Causes It to Come Up Positive 

While the previous sub-category. It's a Lie, unveiled the fracture in the TB 

explanatory model, this sub-category linked the positive TST response directly to the 

BCG vaccine. This subcategory exemplified the conflicting viewpoints between the 

informants and the professional health care systems of the U.S. and Mexico; the influence 

of historical, social, political, and cultural factors on the experience of LTBI; and 
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identified the TST as a major aspect of the U.S. TB Control Program that served as a 

barrier to accepting the diagnosis of LTBI in Mexican immigrants. Claudia and her 

husband Roberto shared their experiences about BCG and TST. 

Roberto said that he talked to his friend in Mexico who is a doctor and he said, he 

is almost sure that the reason it came up positive is because of the vaccine that she 

got when she was little (IB, lines 311-316). The Cruz Roja in Mexico also said if 

you get the BCG that you'll come up positive if they ever test you. He says that 

maybe one of the reasons that he didn't come up positive is because he hardly 

went to school so he missed a lot of the vaccines that were giving across the line. 

He heard that a lot of people come over here and they come up positive because 

they had the BCG (IB, lines 969-978, 1051-1055). 

Claudia shared specifics about her visit with a doctor in Mexico after completing 

preventive drug therapy. 

She explained to him that she had been taking the medication and he said, the 

people here in the States don't understand, that it doesn't get through their head. If 

you take the vaccine that of course you are going to come up positive. He asked 

her, so did you take the medication? She said yes and he said that she did it, that 

there was no need, that she did it for just for doing it (IB, lines 1428-1440). 

Antonio drew upon his agronomy background to explain. 

At first they thought the only reason they came up positive is because of the BCG. 

His understanding is the vaccine has the same makeup as the test they put in the 

arm. The same makeup and so that is evidence that you would have a reaction to 
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it, that there is an immune thing going on with the BCG and the test. It is a 

reaction of the body to microbes like other immunizations. When they inject the 

active protein you are going to come up positive, there is going to be a reaction 

(IB, lines 274-276, 880-806, 211-223). 

Immigration Requirements 

This category and the three sub-categories revealed the macro-level policy of 

immigration and brought into question the ideology of choice. While the TST is a 

required component of the immigration physical examination, immigrants do have a 

choice of whether or not to take preventive drug therapy if they are diagnosed with LTBI. 

But does this vulnerable population really have a choice when the stakes are so high - to 

potentially jeopardize the opportunity to become a U.S. citizen? The immigrants' shared 

knowledge revealed the powerful and coercive elements associated with the immigration 

process when one was diagnosed with LTBI. Three sub-categories were identified: When 

Positive TST Starting Showing Up; Required for Papers to Immigrate; and. Could 

Jeopardize Immigration Papers. 

When Positive TST Started Showing Up 

This subcategory identified for Lucia and Ricardo the origin of LTBI. 

When people are trying to get their papers and they are doing their physicals and 

being tested that is when it started showing up. More people were coming up with 

their skin test positive (1 A, lines 369-374). Ricardo emphasized, for a lot of 

people and also for his wife that once they become positive it so important 

because it is on the test [immigration] when they start taking it seriously . .. and 
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start saying, oh well I came up positive I'm going to have to go through this 

treatment and have to do these things. There are a lot of people that he has seen 

that it is on the physical when they start taking it seriously (1 A, lines 661-673). 

Required for Papers to Immigrate 

Lucia situated the importance of the immigration papers, "She already had it in 

mind that what she needed to do but this time it was even more because it was for the 

immigration papers and she knew that she had to show documentation" (IB, lines 930-

935). Lucia shared that she thought, "The majority of people that are coming [TB Clinic] 

because it is a requirement for the papers for citizenship and that is why they are coming" 

(IB, lines 1024-1029). Claudia's personal experience was related to applying for a work 

permit, "She went to the notary public to get the paperwork and they told her that it 

[TST] was one of the examinations she had to take to get the papers" (1 A, lines 160-165). 

Could Jeopardise Immigration Papers 

Roberto commented that he had heard, "If it comes up positive they wouldn't give 

them their immigration papers" (IB, lines 350-352). Claudia recalled her cousin's 

experience in Tijuana, "He came up positive and they told him to do the medication and 

then come back with the paperwork" (IB, lines 862-866). Celeste stated, "They told her 

from the start that it was her option to take it [preventive medication] or not and that it 

will not affect the immigration papers" (1 A, lines 903-914). 

Confusion: Infection or Disease? 

This category unveiled the disruption that the diagnosis of LTBI imposed upon 

the immigrants' explanatory model of TB. This category was supported by four 
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subcategories: I Have a Virus; Never Heard of LTBI; Scared of the Illness; and Fear of 

Being Stigmatized. 

I Have a Virus 

When asked what was this that they had, what they called it, informants 

consistently referred to LTBI as a virus. This language was used to differentiate between 

TB disease and LTBI when describing the ilhiess to others. Kleinman (1980) situates 

language and terms used to communicate a health problem within the Illness Recognition 

and Management Process component of his model. This subcategory illustrated how the 

informants were beginning to construct and experience the infection. Lucia explained to 

her family in Mexico, 

I have a virus inside of my body that hasn't developed and that is something that 

could develop as I get older, it could be a problem for me. I have the positive TB 

virus within me that is sleeping and it could at anytime awaken and become of 

great danger to me (1 A, lines 69-72, 235-238). 

While other informants were clear about having the virus, not the disease, they 

varied in their ability to articulate what this meant. Claudia was explicitly clear in her 

description, I have the virus but not tuberculosis" (1 A, lines 473-475). Roberto 

differentiated TB and LTBI as, "Having the virus is to have kind of like the antibodies of 

the disease, but having the illness is totally a different thing it is being sick and having it 

in your lungs" (IB, lines 1526-1530). Celeste shared that her definition came from the 

TB Clinic, "She doesn't know but they told her that it was the virus of the tuberculosis" 

(1 A, lines 19-20). Guadalupe and Melissa had difficulty in articulating what it was that 
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they had. Melissa said, "I was exposed to TB germ or the virus. I don't know what it is 

called" (1 A, lines 22-24). 

The nurse at the TB Clinic stated that she informs the patients that they have the 

TB germ in their body. She said that virus is a more familiar and common term used by 

the Mexican culture and that may be why they use this the word virus to differentiate 

LTBI from active TB disease. 

Never Heard of LTBI 

Six informants diagnosed with LTBI and their participating spouses reported 

never hearing of LTBI, supporting the absence of this concept in the popular explanatory 

model of TB in Mexico. The informants' first knowledge of the concept of LTBI 

occurred when they or a family member was diagnosed with LTBI at the TB Clinic m 

Nogales, Arizona. Paco stated, "No, not until his wife told him that their son had it" (1 A, 

lines 328-329). Guadalupe shared that neither she nor her family knew the difference 

between active TB disease and the virus, "They didn't know until after this happened" 

(1 A, liens 715-723). Celeste said that she didn't hear anything, "She heard of the illness 

tuberculosis, but not of the virus. They don't have any information in Mexico. She never 

knew about the vims" (1 A, lines 2-3, 106-116, 1041-1048). Melissa also supported, "I 

knew the disease existed but that is all" (lA, lines 181-182). Federico states, "Since he 

has never had any he never heard about the difference" (1 A, lines 366-367). Carmen and 

Paco shared their first encounter with the word LTBI, "No, no, only active tuberculosis, 

her husband said the same thing, that he hadn't heard about this and she says that when 

they went to the health department they explained to her what it was" (1 A,lines 223-228). 
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Scared of the Illness 

This subcategory contributed to the Mexican immigrant construction of the 

cultural illness model of LTBI. Kleinman (1980) calls this "making meaning of the 

illness". Notions the informants' drew from TB disease in the Mexican explanatory 

model were powerful and defined the health problem of LTBI. According to Kleinman, 

in this process an individual identifies what is most feared and requires immediate 

attention. This subcategory revealed how informants looped back to the Mexican 

explanatory model when discussing LTBI. They were unable to separate infection from 

disease; TB infection conjured up fear of getting TB disease. 

Claudia reflected upon the experience of being told that she had LTBI, "She knew 

it was bad that she had this, this virus, but she thought that sometime in the future she 

was going to get tuberculosis" (1 A, lines 125-129). The experience of being diagnosed 

with LTBI was very traumatic for Maria. "She cried a lot, she was really depressed. She 

was scared for her and her baby and her husband. She almost fainted, she was scared 

when they told her" (1 A, lines 26-133, 935-937). Antonio summarized, "It's like being 

scared of something that you don't have control of (IB, lines 541-543). Guadalupe 

reflected upon her confusion and fear of the diagnosis. 

When they first told her she hadn't read the brochures or anything so right away 

she thought oh no, I have an illness, that I might die because it effects something 

like the lungs. The lungs you need to live you know, to get oxygen. That was the 

first thing that ran through her mind" (1 A, lines 626-634). 
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Melissa recalled, "Well, I didn't know much about it, I didn't know what it was, I didn't 

know what it could do to you. At school they talked about it is scarey if you let it, and 

don't treat it" (1 A, lines 143-155/ 

Fear of Being Stigmatized 

This subcategory spoke to the historical, social, and cultural influences of TB 

disease on the understanding and experience of LTBI. Similar to the subcategories of 

contagious and deciding whom tell about the diagnosis, this subcategory reflected the 

social burden or stigmatization associated with TB disease in Mexico. Celeste stated, 

"She was scared because of the reaction" (1 A, lines 69-96). Maria remembered thinking, 

"They might put her in a separate room like quarantine her. At first she had nightmares 

that she was in a quarantine room and her baby, they had him far away from her. She had 

a lot of nightmares" (1 A, lines 956-961, 968). Antonio shared, "For them the worst thing 

was they were going to be, that she was going to be separated from the rest of the public 

or quarantined" (1 A, lines 1072-1075). 

The fear of being stigmatized as someone with TB disease was so powerful that 

several informants decided not to share the diagnosis with family and friends. Antonio 

and Maria made a conscious decision not to share their diagnosis of LTBI with anyone. 

It's hard because the concept that people have about what it is. In fact, when he 

tested positive at first he thought he had the same concept. People have the 

concept that if you have tuberculosis you die. The rest of their family, they might 

be scared, afraid to be infected" (Antonio and Maria, 1 A, lines 86-92, 477-479, 

488). 
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Federico had a powerful reason for not sharing the diagnosis with others, "He knows a lot 

of people that will say, oh don't get near that guy because he's got tuberculosis and they 

will shut him down. He says he would rather shoot himself (1 A, lines 1063-1066, 1078-

1079). 

Etiology 

This category is derived from Kleinman's Explanatory Model of Ilhiess (1980) 

and assisted the informant in making meaning of what it was that they had. This category 

contributed to the Mexican immigrants' cultural construction of the ilhiess model. 

Etiology also demonstrated the intersection of the LTBI and active disease, illuminating 

those viewpoints that were in conflict between the client and the professional health care 

systems of the U.S. and Mexico. The data are organized within the following sub

category: How You Get LTBI. 

Transmission 

In response to the question, how do you get LTBI, informants drew upon their 

popular explanatory model of TB and the information that they received at the TB Clinic 

relative to the professional explanatory model of LTBI. All informants understood the 

concept of aerosol transmission. However, several believed TB was transmitted by a non-

airbome route, such as saliva, sharing eating utensils, and hugging their child who was 

diagnosed with LTBI. Estella prompted Federico's memory with the following question. 

Maybe when he was young and used to go out drinking with his buddies. Maybe 

they shared a glass or something" (1 A, lines 839-846). Estella believed that you 
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got LTBI from, "a glass or if somebody coughs on you or saliva, very close 

contact" (1 A, lines 875-877). 

Lucia stated, "She is about 70 percent sure that she got it from somebody in her family 

and that her mom does have some of the symptoms that she has heard of active TB" (1 A, 

lines 310-314). Claudia thought she might have gotten LTBI from her aunt who had been 

diagnosed with TB disease. "Because we used to spend a lot of time in her house when 

they had vacations they used to go and stay with her. She thinks by the dishes or her 

coughed on her" (lA, lines 795-801, 814-815). 

She has no idea, maybe being around her son. Maybe because she is always with 

him playing and kissing him and touching him and stuff. Maybe because he has 

always gotten bronchitis and a cough and stuff. Before they lived in a small trailer 

and that she was always with him, holding him and picking him up and he would 

cough in her face" (Carmen, 1 A, lines 405-442, 452-459). 

Celeste responded, "In the air from another person who was contagious. Maybe from 

drinking out of the same glass or eating out of the same plate or using the same utensils 

of someone who has active TB" (lA, lines 643-659). 

Deciding With Whom to Share the Diagnosis 

This subcategory related to the illness recognition process of Kleinman's (1980) 

explanatory model of illness. The informants' cultural beliefs about the illness and their 

perceptions of how others would respond affect to whom they share and discuss their 

diagnosis of LTBI. This category demonstrated how the informant diagnosed with LTBI 

responded to conflicting viewpoints between the professional health care systems of the 
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U.S. and Mexico, the historical and social factors that influence the experience of LTBI, 

and the emic views of non-affected persons about persons with LTBI. 

Two subcategories are presented: Explaining the Diagnosis and Emic Response: 

How Others Respond. 

Rxnlaining the Diagnosis 

Celeste shared that she told her family and friends. 

In the vaccine that she got that she had come up positive and she had the virus for 

tuberculosis (C, 1 A, lines 39-41). Because her mom usually accompanies her to 

the doctor's business so she knew that the x-rays had come out negative and so 

they knew that she didn't have the illness so they were fine (1 A, lines 400-404). 

Guadalupe shared her decision and the resources that she used to describe LTBI 

to her family. 

She told them that she had come up positive for the tuberculosis skin test and at 

first they go scared and so she went to the clinic and got some information, some 

brochures and things and they explained to her better. She came back and she 

explained to them that it was positive skin test but it was positive for virus not for 

tuberculosis. She explained to them that it was a virus that it was in her body but 

it was not active but that she still had to be carefiil and take her medication (1 A, 

lines 539-540). 
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Rmic Response: How Others Respond 

This sub-category addressed the responses of others with whom the informant 

diagnosed with LTBI chose to share their experience and understanding of LTBI. 

It was a shock, you know, but since nobody told me the process was two separate 

things. I thought maybe this is easy being the infection is there so I am just going 

to keep checking and see what develops. But I am a little bit scared you know 

about this and I woiild like to know all there is to know (Federico and Estella, 1 A, 

Imes 592-601). 

Guadalupe reported that when she told her femily they were scared. "At first they 

were quiet and then after that they started consoling her and telling her not to worry that 

there was a cure for tuberculosis even if she had tuberculosis. They were the ones that 

were giving her strength" (lA, 741-747). 

Melissa compared two very different experiences of others around her when her 

TST response was publicly disclosed. 

Well, in the army I didn't know about it. Everybody was like, oh my God, it is 

positive and they scattered. I didn't know what it was so they just told me it was 

positive. So just let them know that you are not to get the TB skin test again and I 

was like, ok. I didn't know what it was, I had no idea (1 A, lines 271-279). A very 

different response occurred with her co-workers at a community-based health 

clinic several years later. Oh, it seemed normal, I wasn't the only one with a 

positive skin test though. I guess they did tell me that I was exposed, I don't 

remember. They gave me some explanation so I guess that is the explanation I 
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gave them and they were ok with it (lA, lines 310-324). Melissa's husband 

revealed his concerns when she told him of her diagnosis, I asked her about 20 

questions. What is it, what will it do, is it contagious? Because I wasn't sure, I 

wanted to be sure. I just wanted to know (1 A, lines 291-303). 

Carmen and Paco reflected on their feelings and thoughts when their son was diagnosed 

with LTBI, 

She was scared for him. She thought he was going to die (1 A, lines 137-146). At 

the time she didn't know anything about tuberculosis or an5l;hing. When her son 

came up positive, she remembered way back when she was little that somebody 

had died of tuberculosis. She asked her mom what it was and she said it was like a 

cough, a bad cough that you get. When her son came up positive she remembered 

that and she felt bad (1 A, lines 177-192). His wife told him that it could be bad 

and he didn't know anything about tuberculosis (1 A, lines 289-292). 

Two families used humor as a way to deal with the experience of LTBI. Roberto 

and Ricardo both laughed as they recalled joking about LTBI or TB in the context of 

family. "Look at this old lady takes a lot of medication. He thought he is much older, he's 

older than she is, she is a little girl and that for her to be taking the medication she was 

getting older on him" (Roberto, IB, lines 919-920; 934-938). Ricardo commented, "that 

before her mom had symptoms of tuberculosis and that she used to take it more of a joke 

because she would say maybe you have it too and that she took it more of a joke" (1 A, 

lines 587-593). 
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U.S. Health Care System 

This category captured binational health care systems-level factors that 

contributed to the Mexican immigrants' conflict with the professional health care sectors 

of the U.S. and Mexico. Contributing to the informants' conflict with the U.S. 

professional explanatory model of TB and LTBI, was their lack of familiarity and ability 

to navigate the U.S. public health care system. Further compounding their frustration 

with the U.S. public health system were the perceptions and experiences that the 

informants had about Hospital General or the health department in Mexico. Three sub

categories emerged from the data: Unfamiliar with U.S. Health System; Like Hospital 

General', and They Need to Explain. 

Unfamiliar with U.S. Health System 

Several informants spoke about their lack of familiarity with the U.S. health care 

system and the relationship between the private and public health care systems. Lucia 

was most verbose in sharing her experiences with the public and private health systems in 

the U.S. and Mexico, and her perspective of why Mexican immigrants may choose not to 

engage with the U.S. public health care system. 

She didn't go to the TB Clinic the first time because when they referred her to the 

health department, she thought, if it was serious the [private] doctor would have 

taken care of it. She saw the health department more like a health information 

kind of a place. Like where they give you vaccines (IB, lines 770-778; 908-909). 

She is saying that maybe what happened to the people that he knows about that 

came out positive and she is thinking that maybe they said, oh you are positive go 
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to the health department and they'll tell you more over there and she is thinking 

that a lot of them didn't come to get more information. She knows that when 

people say to her it came out positive and all they told them is go the health 

department and they'll give you medicine and stuff and that is why they don't 

take it seriously (1 A, lines 548-557; 569-575). It is going to be the same [as in 

Mexico at Hospital General] and that is the lowest level of care I can get (IB, 

lines 956-965). 

Confusion with Hospital General? 

This subcategory contributed to the conflicting explanatory models that emerged 

from an early interview and generated an additional question for each informant. The 

purpose of the question was to clarify the contribution of the informants' experiences 

with Hospital General in Mexico as a potential barrier to engaging with the TB Clinic in 

the U.S. public health system. The public health system of Mexico, Hospital General, 

includes tertiary-level care. Five informants had never accessed health care services at 

Hospital General in Mexico, but heard from family and friends about long waits and 

inadequate supplies and equipment. Lucia and Estella had personal stories to share about 

their lack of confidence in Hospital General. 

There have been cases where people, like negligence, there has been problems 

with negligence. Like for operations, they don't take it seriously since there is 

such a large quantity of people that they are seeing. They don't pay a lot of 

attention to each case and so there has been a lot of things or bad things that have 

happened. That is why people don't have a lot of confidence in it. There has been 
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a lot of cases where doctors aren't really experienced or they don't have the 

proper training and they've been put into situations for doctors that have [require] 

a lot training. So people are weary of the Hospital and they don't want to be there 

because they're not really quaUfied doctors that are taking care of the people. She 

has been thinking about going to have her operation so she can't have children 

anymore but that she is scared because of that. (Lucia, IB, lines 418-432; 443-

545; 460-464). 

Estella reflected on the care that her brother received at Hospital General when he was 

treated for a heart attack. 

My brother, in the morning he was ok and then all of a sudden he started sweating 

and he had a heart attack right there. They called Cruz Roja and they took him 

and he stayed there all day. They waited until around six in the afternoon when he 

was ready to go home. He was talking, he was ready just to jump in the car, then 

all of a sudden he had another attack and he died. So I don't know, I don't think, 

they must have good doctors, they must have good doctors. I know that there is a 

lot of good doctors; neurologist, cardiologists, just all the doctors are young guys 

and they are good doctors. I don't know I feel that when you have a heart attack 

you would be in a private room you would have all the equipment and you will be 

with all the considerations of a sick patient and he was in a bedroom with a lot of 

people. You know, my brother could have gone to Tucson, because he had 

insurance and everything, but he decided to stay there, because he was sure he 

could get out the same day (IB, lines 772-795; 819-823). 
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Federico and Claudia related positive experiences that they had heard about 

people accessing care at Hospital General. Despite the fact that he had never accessed 

care at Hospital General, Antonio defended the Mexican public health system, "It is not 

bad, they have a lot of resources at the Hospital but they might not have everything that 

you need. (lA, lines 1006-1009). 

They Need to Explain 

This sub-category also responds to system-level issues; specifically the 

experiences that occurred between the informants and care providers. The informants' 

comments exposed inadequacies in the professional health sector related to patient 

education and follow-up after diagnosis of LTBI. 

When I came up positive for the first time they tell you that you are positive, you 

have a positive skin test. They didn't tell you what medications you need and 

what treatment you needed and so since they didn't take it seriously. Like they 

didn't explain it the way it should be explained, that leaves people thinking well it 

is not that serious, because otherwise they would have talked to me about it now 

instead of sending me somewhere. (Lucia, 1 A, lines 520-535). They did the test 

twice and why did they do the test again if they knew that they had on the chart 

that she had already come up positive once before. In effect when she did it this 

time, the doctor did tell her you have to go because she explained it to her more. 

She told her about that after 35 the medication is not as effective and so the doctor 

right there told her more information. If they would have explained it to her the 

first time, she would have come the first time because she likes taking care of her 
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health. She was pregnant when she did one of the tests [TST] and they told her 

let's go take some x-rays of her lungs. She went and took the x-rays but she still 

didn't understand what was going on (IB, lines 831-843; 870-874; 886-892). 

Maria's prenatal experience related to the TST parallels Lucia's. 

In the chart it says that she did have a TB test when she was pregnant with the 

baby but she doesn't remember taking the test and that the test was negative. She 

doesn't remember coming back or any of the stuff that she did this time. She 

doesn't remember them explaining it to her at the Clinic (1 A, lines 225-229; 254-

256). 

Celeste was most confiised about the importance of ruling out LTBI in her 

children. The TB Clinic staff missed the opportunity to educate her about having the 

children tested for LTBI. She reported that she took the children to the community health 

center every year and they have never been given a TST. She concluded that the next 

time she takes them for physicals she should remind the health center staff to test her 

children for LTBI. 

Aim II 

This aim was: Describe the household production of health that occurs m the 

context of LTBI. The Household Production of Health Model was used to frame the 

following questions. 

(a) What is the cultural knowledge that is transmitted intergenerationally that 

Mexican immigrants diagnosed with LTBI use for producing household 

health in the process of preventive therapy? 
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(b) What are the health producing behaviors of Mexican immigrant household 

members (spouse or significant other) that contribute to promoting, 

maintaining, and restoring the health of the household member(s) who has 

LTBI and is engaged in preventive therapy? 

(c) What are the internal and external technologies used by Mexican 

immigrant households that restore, maintain, and promote the health of 

their members during the process of preventive therapy for LTBI? 

Two domains were identified in response to the questions of Aim II: Household 

Production of Health and Systems Protection from TB. The six categories and five sub

categories are presented in Table 8, and are described in detail in the following sections. 

Household Production of Health 

Internal resources or knowledge, behavioral norms and patterns engaged in for 

producing, maintaining, and restoring household health in the context of LTBI are 

identified in the following three categories: Household Knowledge of Remedios; Health 

Producing Behavior of Household Member with LTBI; and Spouses' Health Producing 

Behaviors. 

Household Knowledge of Remedios 

The Household Remedios Inventory (Appendix I) was administered to discover a 

type of internal resources or remedios, used by informants diagnosed with LTBI and their 

spoxise for producing health in the context of LTBI. Qualitative analysis of the remedios 

data revealed two sub-categories: (1) Haven't Heard and (2) Remedios Don't Work. 
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Table 8 

Protecting from and Preventing TB 

Domain Categories Sub-categories 

Household Production Household Knowledge Haven't Heard 

of Health of Remedios Don't Work 

Health Producing Behavior 

Behavior of Household 

Member with LTBI 

Spouse's Health 

Producing Behaviors 

System-Level Protection Systems-Level 

from TB Considerations 

Obedient to Doctors 

Reminding and Protecting 

Options Available to 

Household 

Access to Care Issues 

Seeking Health Care 

in Mexico 
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None of the informants were aware of any remedies for LTBI. All of the informants 

queried the investigator and translator; were there other things that they should be taking? 

Haven't Heard. Most informants attributed their lack of knowledge of LTBI 

remedios to the fact that neither TB nor LTBI are discussed in Mexico. Ricardo noted, 

"Since people don't know about tuberculosis that is why he hasn't heard anything about 

remedies or hasn't heard about herbs" (1 A, 1152-1156). Carmen supported the absence of 

shared knowledge related to remedios for LTBI, "Nobody told me anything about teas or 

anything like that" (1 A, 33,1474-1475). Lucia's response represented the perspective of 

all informants, "She hasn't heard of any other remedies or herbs or anything just that the 

pills take care of all of that" (1 A, 25, 1139-1141). 

This sub-category, 'Haven't Heard' parallels the category of'Hidden Awareness' 

and the subcategory of'Never Heard of LTBI' discussed in response to Aim I. 

Intergenerational knowledge specific to household production of health in the context of 

LTBI did not exist for this sample. Several of the informants described cautions from 

their mother to stay away from people who were coughing and to not get cold. 

Remedios Don't Work All informants were familiar with remedios for other 

illnesses, especially >'er6a buena tea. However, several informants voiced strong feelings 

about the use of traditional remedios. Carmen and Paco revealed. 

They are scared of those types of remedies. For example, if they tell her that her 

son is sick with a cough or whatever that he should take tea with lemon or honey 

or whatever that she won't give it to him, especially for kids. But maybe she 

would take a cup of tea or something but for the kids she would never give them 
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anything. When her son was sick they would tell her about the different types of 

homeopathies and all kinds of stuff and she said no (1 A, 25-26,1160-1164). 

Other informants added that they didn't believe in remedies. Melissa and Manny 

laughing responded, "There are teas for everything; if you have a cold, for anything. 

Yerba buena is good for everything" (1 A, 9, 452-455). 

Health Producing Behavior of Household Member with LTBI 

Six informants diagnosed with LTBI reported that the behavior they engaged in to 

produce health was taking their prescribed medication. Several other informants 

expanded upon their health producing behaviors while taking preventive therapy. 

Exercise was noted by two informants and eating healthy. Claudia was the most specific, 

"She was taking care of her diet, watching her carbohydrates and fat and she was doing 

exercise." (1 A, lines 1427-1430). Maria revealed that she was trying to decrease her 

stress and rest. 

Spouses' Health Producing Behaviors 

This category reveals health producing behaviors spouses engaged in to support 

the family member who was diagnosed with LTBI during the nine months of preventive 

therapy. 

Reminding. A universal spousal activity was reminding their spouse to take their 

medication. Other activities included reminding them to drink enough water, learning 

about LTBI, and supporting them. 

Her husband is constantly telling her, did you take this pill and he is the one that 

is concerned and telling her to drink lots of water. That is because he knows that 
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the last time she didn't take it seriously and she didn't go for her medicine so now 

he is making sure. Just being attentive of what she needs and that she is very 

forgetful (Ricardo, lA, lines 1051-1059; 1098-1100; 1182-1186). 

Antonio reflected, "The support that they had in each other to be taking the 

medicine and what helped them finish the medicine was that it was a commitment that 

they made to each other and to the doctors" (lA, lines 751-757). 

Protecting. Other spousal behaviors were related to protecting other family 

members from TB disease. Protective behaviors were illuminated in the continual 

questioning about whether their spouse who had LTBI could infect their children and for 

how long would preventive therapy provide protection from TB disease. Informants with 

young children were still questioning the possibility of their spreading TB to their 

children, "One thing my husband was wondering if that was contagious, what she has 

right now, is it contagious to others" (Lucia, 1 A, lines 96-98)? Celeste echoed this 

concern, "She is wondering, since she has the virus can she give the virus to the kids" 

(lA, lines 597-598)? 

Svstems-T.evel Protection from TB 

This domain addresses those macro-level or external technologies, services, 

information and skills to restore, maintain, and promote the health of household 

members. Informants' maintained that the formal health services provided by the 

Community Health Center and TB Clinic were the primary determinants for health 

production in the context of LTBI. Categories identified included: Systems-Level 

Considerations; Obedient to Doctors; and Seeking Health Care in Mexico. 
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Svstems-Level Considerations 

The systems level or macro environment included two levels in the process of 

health maintenance: the macro socioeconomic system and the health care system. The 

macro socioeconomic system included household income, education, and social status 

that affect the options available to the household. 

Options Available to Household. These macro-level environmental factors that 

effect household health production were addressed in the demographic data presented in 

Chapter Four. Briefly, only two informants believed they were able to pay their bills and 

had a little extra money left over. This meant most informants in this study experienced 

financial stressors and one lived in abject poverty. The mean educational level of this 

sample was 11 years, which exceeded the mean educational level for Ambos Nogales and 

likely contributed to the low level of unemployment in the group. 

Access to Care Issues. The second level in the process of health maintenance 

included physical access to health services, transportation, and other community-level 

variables that made up the social and economic environment. All informants except one 

had a personal source of transportation to get their preventive therapy medication and a 

telephone in their home to receive reminder calls from the TB Clinic. An additional 

factor, border crossing and immigration policies, were also relevant to the context of a 

binational community. That is, does the Mexican immigrant living in the U.S. possess 

the proper documents that allow movement across the international line. Several of the 

informants were in the process of applying for U.S. citizenship and therefore were not 

allowed to return to Mexico. One of the informants had been reprimanded by the Border 
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Patrol that her work permit did not provide sufficient documentation for a crossing card. 

Therefore, the cross-border mobility of at least three informants to access their family and 

the Mexican health care system was impaired by U.S. immigration policies. Therefore, 

the influence of their Mexican familial and social systems and Mexican health care 

system on their construction of LTBI is unknown. 

Obedient to Doctors 

This category reflected informants' beliefs in the health care system outside of the 

household. Five informants reported they were doing what the doctor told them to do. 

Themes that underpinned this category included: just the pill and only what the doctor 

told them. Federico asserted that the reason he had almost completed preventive therapy 

was because of his obedient nature. 

If somebody tells him to take the medication for that long, he will. So if he died it 

is not going to be because he didn't follow the instructions about taking 

medications (Federico, lA, lines 1393; 1401-1403; 1430-1433). 

Seeking Health Care in Mexico 

Informants were asked if they were seeking health care m Mexico either from a 

Mexican physician, pharmacy, or other healers, while taking preventive therapy for 

LTBI. All informants diagnosed with LTBI said no. Reasons included: I haven't been 

able to cross the line and, I didn't see any other doctors after the skin test. Claudia 

summarized, "She was under medication so she didn't feel it was necessary" (1 A, lines 

856-858). 
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Aitti 111 

Aim III was: Discover those factors that are facilitators or barriers to adherence of 

preventive therapy for Mexican immigrants diagnosed with LTBI. Kleinman's 

Explanatory Model of Illness and the concept of adherence were used to frame questions 

that would elicit those factors that influenced informants' decision-making processes to 

initiate preventive therapy and, the facilitators and barriers associated with adherence to 

preventive therapy for LTBI. 

(a) How and to what extent does the cultural illness model of LTBI influence 

adherence to preventive therapy? 

(b) How and to what extent do differing cultural views of LTBI and treatment 

affect adherence to preventive therapy? 

(c) What are the social burdens that are incurred with the diagnosis of LTBI 

and how do they affect adherence to preventive therapy? 

(d) What aspects of the U.S. TB Control Program facilitate access to 

obtaining and maintaining preventive therapy and what aspects serve as 

barriers to accessing preventive therapy for Mexican immigrants 

diagnosed with LTBI? 

Reconstructing a Popular Explanatorv Model of TB and LTBI 

Reconstructing an explanatory model of TB that includes LTBI represents the 

third domain in this study. This domain reveals the transition between their original 

explanatory model of TB and the developing or reconstructing of a new explanatory 

model that includes LTBI. The data were reviewed with the ever-present questions: in 
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this period of transition, are the informants demonstrating conflict resolution or quiet 

submission to the U.S. professional explanatory model of LTBI? This domain has five 

categories and 16 subcategories that are presented in Table 9. The categories include: 

After the TB Clinic Encounter; Negotiating Conflict: Decision Making About Preventive 

Therapy; Expectations of Preventive Therapy; Facilitators for Completing Preventive 

Therapy; and Barriers to Completing Preventive Therapy. 

After the TB Clinic Encounter 

In this category the shift that the informants made in their explanatory model of 

TB to include LTBI began with new information in the initial TB encounter. There is one 

sub-category, Response to Educational Interventions. 

Response to Educational Interventions. This category addresses the informants' 

experiences with the TB Clinic. The informants and their spouses spoke of how their 

specific learning needs had been met and their appreciation of the process. Several 

informants shared the influence that the educational interventions had on the decision 

making process of other family members to get a TST. The affect of educational 

interventions on initiating preventive therapy for Mexican immigrants diagnosed with 

LTBI is presented below in the story of two informants. 

When the nurses started talking to her she started xmderstanding a little bit more 

and now she understands that it [LTBI] is something serious and that's when she started 

thinking this could be a problem. After the diagnosis he didn't take it very seriously 

either or give it too much importance and now that they are reading more about it and 
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Table 9 

Reconstructing a Popular Explanatory Model of TB 

Domain Categories Sub-categories 

Integration and Negotiation 

of U.S. and Mexico's 

Explanatory Model of TB 

Response to Educational 

Interventions 

The Lesser of Two Evils 

Avoiding TB Disease 

Growing Public Awareness of 

TB in Mexico 

Others Took Medication 

Questions About Preventive Therapy 

Expectations of Keeping the Virus Asleep 

Preventive Therapy It's a Good Thing 

After the TB Clinic 

Encounter 

Negotiating Conflict: 

Decision Making 

About Preventive 

Therapy 

Facilitators for 

Completing 

Preventive Therapy 

Barriers to 

Completing 

Preventive Therapy 

Not Going to Get Disease 

Family 

TB Clinic 

Faith 

Treatment Is A Long Time 

Considering Early Termination 

Medication Side Effects 

No Social or Financial Effects 
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know more about it now. What he has learned and everything and what he is 

learning, he can go out and tell other people and make sure that they understand it 

and he understands it more now too. He understands now. Before he was under a 

different understanding that there was no cure and that she had the disease. After 

it was explained taking the medication and stuff, he is better (Lucia and Ricardo, 

lA, lines 47-53; 895-900; 1303-1309; IB, 277-288). 

Claudia had a similar response to the educational intervention that she received at 

the TB Clinic. 

When she went to [TB] Control they gave her information to read, that is when 

she saw that if she takes the medication and that she wasn't going to get the 

ilbiess. She was worried about it and when she went to the health department the 

Tuberculosis Control told her about having the virus doesn't mean you have 

tuberculosis. She got the results back from the x-rays that everything was clear. 

She was even less worried about it. She knew taking the medicine would take care 

of it. She didn't know that living with somebody who had the disease that you 

could get infected. She got the brochures and the nurse told her that if she lived 

with somebody who had tuberculosis that you could be infected or be on the bus 

and somebody had tuberculosis and they cough on you. (1 A, lines 594-599; 881-

886; 660-664; 698-704) 

Negotiating Conflict: Decision Making About Preventive Therapv 

This category illuminates the multidirectional, non-linear movement that occurred 

in the process of negotiating a new cultural construction of illness. Constant comparisons 



173 

between their original and the developing explanatory model of TB were revealed in the 

five sub-categories: Lesser of Two Evils; Avoiding TB Disease; Public Revealing of TB; 

Others Took Medication; and Testing About Preventive Therapy. 

The Lesser of Two Evils 

This subcategory reflects the informants' experience of negotiating multiple and 

diverse explanatory models of TB in the process of redefining self with LTBI and the 

decision to initiate preventive therapy. Antonio and Maria and Claudia and Roberto's 

stories represent this djoiamic process. Maria and Antonio revealed their hesitations about 

the diagnosis of LTBI. 

She still has a little bit of a doubt that maybe the reaction was because of the 

vaccine but even with that bit of doubt, she still decided to take the medication. 

Antonio stated. It's the same argument, he thinks that people think it is not bad to 

do the BCG shot and it is not bad to take the medication. If the germ is there it 

gets rid of it, and if it is not then there is no danger. For them having the shot 

[BCG] or not having the shot or for the baby having the shot or not, that was not 

an argument, it didn't even enter into the decision of taking the medicine. If they 

are giving them the medication to attack the germ or guard against the germ, then 

why not take it. (Antonio and Maria, IB, lines 569-573; 1028-1042; lA, 849-851; 

1079-1093). 

Claudia shared, there is a 10 percent chance and out of that 10 percent it could be 

you. Well, I told him [doctor from Mexico] if it's not going to do any good then it 

is not going to do any harm and I'd rather take it and not take the risk. If she had 
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gone to the doctor [in Mexico] earlier when she was taking her medication and if 

he would have said the same thing to her that she would have not stopped taking 

the medication because she didn't want to take the risk. (IB, lines 1263-1264; 

1446-1449; 1506-1512). 

Avoiding TB Disease 

This sub-category was created to capture the shift that occurred in the informants' 

explanatory model as they seriously considered the potential of having LTBI and their 

goal to avoid TB disease. Three informants revealed their fear of getting tuberculosis and 

how this directly influenced their decision to initiate preventive therapy. Antonio and 

Maria shared experiences that influenced a shift in their explanatory model of LTBI. 

They told them that they had no signs or symptoms so it was totally optional. It 

was their option whether to take the medicine or not and they decided to take the 

medicine ... because they didn't want to die. He knew that with medicine, even if 

they had the germ, it could take care of it within two months. They even knew it 

was going to be 9 months that it was worth the investment taking the medication 

for 9 months (Antonia and Maria, lA, lines 684-690; 700-701; 717-724). 

Growing Public Awareness of TB in Mexico 

After being diagnosed with LTBI, four informants experienced public discussion 

of TB in Mexico through public service announcement and word of mouth. This 

subcategory acknowledges the influence of social, cultural, and political factors on 

immigrants' experience of LTBI. Carmen remembered, "seeing on the Mexican news 

towards the end of a program that they were going to start a support group for people 
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with tuberculosis" (IB, lines 972-980). Claudia said, "... hearing on the radio [in 

Nogales, Sonora] some doctors talking about tuberculosis and that there were some cases 

of tuberculosis was another reason that reinforced her to take the medications" (IB, lines 

1192-1198). 

Lucia shared that a relative of her husband's told them. 

Right now there is a lot of it [TB] in Nogales, Sonora. When they said that she 

had [LTBI] and she is taking medication that they say, oh yeah, that is really 

going around in Nogales, Sonora. They are talking about it more (IB, lines 304-

313). 

Others Had Taken Medication 

This sub-category addresses one of the reasons that the informants decided to 

initiate preventive therapy for LTBI. Four informants revealed that other family 

members and friends engaged in and completed preventive therapy. Carmen and 

Claudia's stories were selected to represent this sub-category. 

Carmen stated, she knew she was going to take the medicine. She knew that at 

any time she never considered not taking the medicine, because her son had taken 

it and she was worried that if she didn't take it she was going to feel bad. She 

wasn't scared since her son had come out positive and he had taken the medicine. 

She knew what was going to happen it was like a virus, like a cold or something 

like that. She knew that she would be put on medicine and she wasn't in danger. 

Her nephew, her sister's son, came up positive and they were living here for 
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awhile and he became positive of his skin test and they gave him the medicine in 

1992 (lA, lines 975-1000; 95-126; 691-699). 

Claudia remembered, as soon as she saw that she was itching and that she was 

swelling she already knew what was going to happen. She was going to go to the 

health department and they were going to give her medication. She was going to 

take the medication so she already knew that it was going to happen. She was 

prepared, but she thought it was going to be six months but it was nine. She called 

a relative and relative told her not to worry that her son had also come out 

positive. She said what's going to happen is they are going to give you some 

medication and you are going to take the medication and that is gonna help you 

get better. Her cousin's son also took the medicine (lA, lines 1544-1566; 1570-

1571). 

Questions About Preventive Therapv 

Questioning reveals the informants' need for more information as they generate 

questions in the process of reconstructing a new explanatory model of LTBI. Questions 

ranged from how long have they been giving this medication to the effectiveness of the 

medication. For example, "Is it true that if you are 35 and you come up positive the 

medication would not be effective?" (Lucia, 1 A, lines 854-856). Antonio required several 

attempts to articulate his concerns. 

The medicine that they are taking will that cover them now until forever or will 

they have to take medication again at some point? (Antonio, IB, lines 667-671). 

Later he continued stating his question is clear now. You come up positive for the 
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skin test, you take the medication, you never take that medication again. Is that 

because you have some resistance? So you finish the medicine and you become 

like the rest of the population and are susceptible to the infection. How soon, is it 

the next day (Antonio, IB, lines 1198-1203; 1235-1238). 

Expectations of Preventive Therapy 

Data in this category responded to the questions: How and to what extent does the 

cultural illness of LTBI influence adherence to preventive therapy; how and to what 

extent do differing cultural views of LTBI and treatment affect adherence to preventive 

therapy; and, what viewpoints are in conflict between the client and the professional 

health care systems of the U.S. and Mexico. From Kleinman's Explanatory Model of 

Illness, this category addresses the informants' expectations of treatment outcomes. This 

category also speaks to emic efficacy, or the informants' expectation of treatment. Two 

subcategories were constructed from the data: Keeping the Virus Asleep and It's a Good 

Thing. 

Keeping the Virus Asleep 

This subcategory revealed the confidence that the informants had in their decision 

to initiate preventive therapy. Three informants spoke of their expectation that the 

medication would keep the virus asleep and keep it from becoming active. 

"She knows that she has to take the medication to make sure it [TB] doesn't develop. 

Being on the medication that it won't become active if she gets the medication - it is 

going to stay asleep." (Lucia, lA, lines 145-146; 284-289). 
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It's a Good Thing 

Eight informants believed taking the medication was a good thing, they would be 

fine, the medication would take care of it, and nobody would get sick. The spouses of 

three informants spoke of how they proud they were of the decision that their spouses had 

made. Three informant experiences will be used to support this sub-category. 

He told his wife that if her mother does have tuberculosis that it is a good thing 

that she is getting the medication for her positive reaction because even though 

her family [in Mexico] doesn't take it seriously. It is a good thing that she is 

taking it seriously and that she is going through the medication. People know that 

if they come up positive they take their medication, that they are going to be fine 

(Lucia and Ricardo, lA, lines 836-847; 1000-1003). 

Claudia and her husband Roberto shared their thoughts on a good thing. 

She knew taking the medication would take care of it. When they told her to go to 

the health department to get the medication she thought well I have to go and get 

the medication because they are telling me it is for my sake. She says that in fact 

when she was there and saw the people who had said they did not want to take the 

medication that she thought they were dumb. How can they risk knowing that 

they have the infection and they can get the disease if they don't take this 

medication. (1 A, lines 1141-1158) Roberto added, he is just happy that she took 

the medication and that he congratulates her for taking the medication and that he 

is glad that she didn't get sick or that anybody gets sick (IB, lines 1901-1904). 
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Carmen remembered, 

At first Paco didn't know what it was about and then she explained it to him, what 

it was about, and that she was going to take medicine for that and that it was 

going to be ok. It was for her own good. She would not have stopped the 

medication if the doctor [in Mexico] had told her to because she was always sure 

that it was for their good (Carmen and Paco, 1 A, lines 774; 286-274; IB 423-

434). 

Facilitators for Completing Preventive Therapy 

In this category are revealed those aspects of the U.S. TB Control Program that 

facilitated access to obtaining and maintaining preventive therapy for Mexican 

immigrants diagnosed with LTBI and the social, political, and economic factors that 

influenced treatment for LTBI. There were four sub-categories: Not Going to Get the 

Disease; Family; TB Clinic; and Faith. 

Not Going to Get the Disease 

Seven informants identified this sub-category as a factor that positively affected 

adherence to LTBI preventive therapy. Subcategories included: not going to get the 

disease, thinking about the fiiture and wanting to have better health for self and children. 

Statements from Celeste and Antonio illustrate this perspective. "What made it easy for 

her to take the medication is that she wants to have better health and also she wants to 

have better health for her kids." (Celeste, 1 A, lines 935-938). Antonio stated, "In the 

beginning the motivation was not to get the disease, but then you think about it and after 

you get the information you think about the future." (IB, lines 1135-1138). 
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Family 

Four informants diagnosed with LTBI and their spouses identified family as a 

facilitator for adherence to preventive therapy. Lucia's family jfrom Mexico had been 

calling her and telling her that if it [preventive therapy] was for her health that she should 

take the medication. Estella was most adamant about her perspective of preventive 

therapy and supporting her husband, "I feel that you don't play with things like this, you 

have to follow instruction and just continue." (lA, lines 1421-1424). 

TB Clinic 

The staff at the TB Clinic and the informants' relationship with them were 

identified as positively related to medication adherence. The interactions between the 

staff and the informants included reminder telephone calls to their home to pick up their 

monthly medication, being nice to them, developing a friendship, providing continuing 

education about the diagnosis and preventive therapy. The secretary at the TB Clinic 

revealed that because Guadalupe did not have a car and her house was on her way home, 

she dropped off her medications on several occasions. 

Claudia reflected on what helped her to successfully complete preventive therapy. 

She says that she developed a friendship with the girls that work there and they 

were telling her that it was good for her to take the medicine and that helped her 

to motivate her. That when she went to weigh herself the girls would say oh, you 

gained some weight or you lost some weight and that would motivate her. (1 A, 

lines 30-31; 1365-1370; 1377-1381). 



181 

Maria and Antonio recounted their interactions with the TB Clinic staff. 

Nothing was difficult.They explained to her that if she stopped taking the 

medicine that the virus might become resistant. They told them about the 

medication, the possible side effects like nausea or maybe some inflammation or 

different things like that but just for short time, while they took the medication 

(lA, 765-774; IB, lines 613-616; 1103-1108). 

Faith 

This sub-category included religious faith, faith in doctors, and faith in the U.S. 

health care system as facilitators of adherence to completing preventive therapy. Estella 

and Federico were the only informants to speak of religious faith. Claudia and Roberto 

and Antonio spoke of faith in doctors, and Lucia shared her thoughts about the U.S. 

health care system. 

She says that if she wouldn't have been diagnosed her on this side, that she 

probably would never have known that she had it. She is happy to be in a country 

where everything is cured and taken care of She is really at peace knowing that 

everything medical and everything is taken care of (Lucia, IB, lines 501-505; 

512-517) 

Roberto and Claudia shared their faith in the U.S. and Mexican health care systems. 

He has a lot of faith in the doctors over there. He just would not like to see her get 

sick. Claudia followed. She thinks that people are not really informed and that 

you have to listen to the doctors that are informed that do have the information. If 

they say that you need to take the medication then you need to take the 
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medication because they know and they are informed more than you are (IB, lines 

1478-1488). 

Barriers to Completion of Preventive Therapy 

In this category three sub-categories were identified that represented barriers to 

completion of preventive therapy: Treatment is A Long Time; Considering Early 

Termination; and Medication Side Effects. In addition, one sub-category was generated 

in response to questions about how what the informants had (e.g. virus) affected them 

socially and financially? This fourth sub-category is termed No Social or Financial 

Effects. 

Treatment is A Long Time 

Themes that supported this sub-category included: people don't like taking 

medication and it is such a long time. Melissa, who had previously terminated preventive 

therapy after two months, captured this sub-category in the following explanation. 

"I don't like to take pills everyday, it is a hassle for me, I would forget to take them. I 

stopped taking them. I'm hoping that I will finish them this time. It's a long time, I'm 

hoping, I want to." (Melissa, lA, lines 92-97; 106-107). Claudia added an additional 

dimension to the barrier of time; 6 months of medication is enough. "People when they 

take like six months of medication that they think that's enough. That six bottles is a lot 

of medication and maybe that is enough." (Claudia, IB, lines 529-534). 

Considering Early Termination 

Guided by the literature related to barriers to completion of preventive therapy, 

informants were asked if they had considered at any time terminating treatment. Five of 
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the informants replied that they never considered terminating preventive therapy 

prematurely. Melissa did terminate early in 2000 and Claudia considered terminating 

therapy early due to weight gain. Carmen summarized her perspective on early 

termination of preventive therapy. 

Never, never it was for her and her family, protection from the virus. Like for the 

future, protecting herself, as if she took a vaccine for the flu to protect herself. For 

her and her son taking the medication was like a road block for the tuberculosis 

(Carmen, IB, lines 324-362). 

Medication Side Effects 

Three informants reported experiencing side effects from the preventive drug 

therapy. Celeste and Claudia complained of feeling tired and Antonio experienced "some 

kind of inflammation in the first month" (Antonio, 1 A, lines 864-871). A previous study 

of the completion rate of preventive therapy for LTBI at the TB Clinic revealed that of 

those who did not complete, 34% terminated therapy due to side effects. Side effects this 

sample experienced were resolved quickly and in Claudia's case, reflected the support 

and flexibility provided by the TB Clinic staff. 

In the beginning they told her to take one pill a day and she would get very sleepy 

and so the third day she called and told them. They said try taking half of a pill for 

a couple of days until you get used to the medication and then once you see the 

medicine doesn't make you sleepy, start taking a whole. She says that's what she 

did for five days and she noticed that she wasn't sleepy anymore so she started 

taking the whole pill (Claudia, lA, lines 29-30; 1318-1334). 
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No Social or Financial Effects 

Again, drawing from the literature on barriers to successflil completion of 

preventive therapy, informants were asked about the social and financial effects of 

treatment. Informants were consistent in their response to the questions; Tell me how this 

(insert their language e.g. virus) has affected your social life and has affected 

you financially? Only one informant, Maimy, repUed that his wife's diagnosis of LTBI 

had affected them socially because of not drinking alcohol. Melissa was quick to respond, 

"Yes, but it doesn't affect me" (Melissa and Manny, 1 A, lines 327-335). Other 

informants said the virus did not affect them socially. Lucia's response represents the 

perspectives of the majority of the respondents. "No, because they know she is on 

medication and so everybody is ok with it and they are not being different with her or 

anything" (Lucia, lA, lines 21-22). 

The informants' reply to the question about how this had affected them financially 

was universal - it has not, because preventive drug therapy for LTBI was free of charge. 

When queried further if it was a hardship for them to get to the TB Clinic to get their 

medication, Guadalupe was the only person to say yes; she had no personal source of 

transportation. The informants' responses to these questions were not consistent with the 

literature on barriers to successful completion of preventive therapy. 

Chapter Summary 

In Chapter Five, the findings from the analysis of ethnographic interviews were 

presented. This research was guided by three aims: (1) Analyze the Mexican immigrants' 

explanatory model of the cultural context of care in which preventive therapy for latent 
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TB infection occurs; (2) Describe the household production of health that occurs in the 

context of LTBI; and (3) Discover those factors that are facilitators or barriers for 

adherence to preventive therapy for Mexican immigrants diagnosed with LTBI. The 

findings were organized into domains, categories and sub-categories, described in detail, 

and presented in response to questions developed for each of the research aims. The 

findings were integrated with the demographic data presented in Chapter Four and related 

to the literature in the context of the cultural construction of illness specifically related to 

BCG and TST. 

A significant finding and one worth clarifying is how the informants consistently 

looped back to the Mexican popular explanatory model of TB. This process reflected a 

mixing of the professional and popular explanatory models of TB in Mexico with the new 

knowledge or professional explanatory model of LTBI espoused by the U.S. Public 

Health System. Looping back to what they knew or the Mexican popular explanatory 

model of TB resulted in an overlap between domains. For example, the category of Fear 

and Terror appeared in the domain of the Mexican Explanatory Model of Tuberculosis. 

In the domain of the U.S. Explanatory Model of TB, Scared of the Illness is a 

subcategory to the category of Confusion: Infection or Disease. While the findings may 

appear redundant, data analysis remained true to the informants' voice and illustrated the 

power of the Mexican popular explanatory model of TB disease and the fear and terror 

that it elicited. The Mexican immigrants' cultural illness model of LTBI mirrored the 

collision of two diverse yet nationally and historically unique TB health policies 

prominent in the U.S.-Mexico borderlands. 
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CHAPTER SIX 

SUMMARY AND CONCLUSIONS 

"Seek first to understand and then to be understood" (St. Francis of Assisi). 

Chapter 6 has three parts: (a) the summary of the findings that includes the 

cultural themes, a summary of the research questions and relevant literature, and a 

description of the Co-Creating Cultural Ilhiess Model; and, (b) the conclusions, which 

includes the strengths and limitations of the study, the significance of the study to 

nursing, recommendations for future research and the epilogue. 

Cultural Themes of Mexican Immigrants 

Understanding and Experience of LTBI 

Three cultural themes abstracted from the data capture the essence of the 

experience of LTBI for Mexican immigrants at the U.S.-Mexico border: (1) Conflicting 

Explanatory Models; (2) Reconstructing a Popular Explanatory of TB; and (3) The Stakes 

Are High. The first two cultural themes are data bound and reflect the understanding and 

experiences of the Mexican immigrants diagnosed with LTBI as shared in the interviews. 

The third cultural theme, The Stakes Are High, is not tangibly or indisputably contained 

in the interviews. The Stakes Are High is drawn from the interpretation of the phenomena 

of LTBI as the informants shared their experiences. This third cultural theme is the 

product of critique; exposing the structural and historical coercive macro-level policies 

believed to mfluence the decision making process of Mexican immigrants to engage in 

and complete preventive therapy for LTBI. 
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These three cultural themes create an ethnographic bridge that facilitates reader 

entrfe into the experiences of Mexican immigrants with LTBI. The constructed 

ethnographic bridge illuminates what it is like for the Mexican immigrant who 

understands that they have life-long protection from TB to receive the diagnosis of LTBI, 

how they go about negotiating conflict to arrive at a revised popular explanatory model 

that includes LTBI, and the decision to initiate and complete preventive therapy in spite 

of the tension produced by competing explanatory models of TB at the U.S.-Mexico 

border. The immigrants' or micro-level experiences are inextricably linked to the macro-

level policies related to immigration, organizational health, and employment. In this 

section each cultural theme will be described. The findings from the research aims and 

related relevant scholarship will be linked to and integrated with the appropriate cultural 

theme. 

Conflicting Explanatory Models of TB 

This cultural theme responds to the research questions in Aim I. Conflicting 

explanatory models of tuberculosis was both a description of the informants' popular 

explanatory model of TB from Mexico and the collision that occurred when they were 

introduced to the U.S. professional explanatory of tuberculosis that includes LTBI. 

Consistent with Kleinman's (1980) explanatory model of illness, the informants' popular 

explanatory model of TB was an integration of the Mexican health sectors professional, 

popular, and folk explanatory models of TB. 

As discussed in the synopsis of the Mexican Normas, Manual de Procedimientos, 

Mexico's official guide for tuberculosis, BCG vaccination is the mainstay of TB 
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preventive efforts. The only time that a Mexican citizen would be introduced to 

preventive drug treatment is if a member of their household had active TB disease and a 

contact investigation was being conducted by the health department. The primary purpose 

of contact investigation is to detect and treat new cases of TB and to administer 

chemoprophylaxis to persons under age 15 who have no BCG and are likely to 

experience disseminated disease. Household contacts are screened by symptoms and the 

TST is applied only to persons imder age 15 who have not received BCG (Escobedo & de 

Cosio, 1997). 

Within this historical and social context the conflicting experience of the Mexican 

immigrant diagnosed with LTBI is clarified. With the exception of Lucia, none of the 

informants could identify a person with active TB disease who may have exposed them to 

M. Tb. This is consistent with findings in the literature (Ailinger & Dear, 1997; Fujiwara, 

2000). The experience of bemg diagnosed with LTBI elicited the fear of contagion and 

stigmatization related to TB disease that is consistent with other studies (Ailinger & Dear, 

1997; Poss, 1998). Fear of being stigmatized is addressed by Kleinman (1988) and refers 

to the cultural meaning of illness as the prominence the ilbiess holds in a particular 

society that places a strong cxiltural significance on the ilkiess, often in the form of 

stigma. Many informants in this study revealed the fear of death and stigmatization of TB 

disease. Maria's fears of being confined, unable to be with her husband and baby and 

Federico's statement that he would rather shoot himself than tell his family and fi-iends 

that he had TB profoundly represent the stigmatization of TB disease in Mexico. Moored 

in powerfiil feelings of stigmatization, the Mexican popular explanatory model of TB is 
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directly linked to abandonment of treatment and delays in seeking professional care 

(Rubel & Garro, 1992). 

To further compound the conflicting explanatory models, the informants had no 

symptoms associated with active disease; this would have eliminated them from fiirther 

assessment in Mexico. Not only was the study sample asymptomatic, but they were able 

to go about their lives without any compromise as accentuated by Federico's resistance to 

accept the diagnosis of LTBI. The informants were healthy and therefore suspicious and 

resistant to the diagnosis of LTBI because they had received the BCG vaccination. The 

BCG vaccination reveals a profound communal fracture in the Mexican immigrant model 

of LTBI. BCG is another point of conflict between the U.S. and Mexico TB policies 

related to administration of the TST. The subcategory "TST is a Lie" links a positive skin 

test response directly to a history of receiving the BCG vaccine in Mexico. 

Finally, in the explanation of Conflicting Explanatory Models, the conflicts 

related to preventive therapy and the public health system were revealed. In Mexico only 

children under the age of 15 and/or immunocompromised receive preventive therapy for 

TB. To participate in this study the informant had to be 18 years of age or older. The 

informants had already established that they were healthy, able to heal, and lead 

productive lives. The U.S. TB policy created multiple points of conflict for the Mexican 

immigrant upon diagnosis of LTBI. Conflicts related to confusion between the roles, 

services, and qiiality of care in the public health systems of both countries were discussed 

in chapter five. 
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The theme, Conflicting Explanatory Models, revealed that the cultural illness 

model of LTBI draws from the popular explanatory of TB disease in Mexico. The 

popular explanatory model of TB in Mexico is powerful and defines the health problem, 

identifies what is most feared, and requires prioritization of attention. Nurses practicing 

in the U.S.-Mexico border region with Mexican inmiigrants must be aware of the 

coexistence of multiple cultural illness models of TB and the policies and procedures of 

both coimtries related to diagnosis, treatment, and surveillance. They must also have 

familiarity with the border context to be able to elicit the clients' health beliefs about TB. 

Eliciting the informants' explanatory model of TB is critical for situating the new 

information they will receive about LTBI from the U.S. professional explanatory model 

of TB. The lOM Report on Elimination of TB (Geiter, 2000) argues that to make 

significant progress toward the elimination of tuberculosis in the U.S., efforts to prevent 

cases from occurring must be increased. The U.S.-Mexico border represents a 

tuberculosis tide pool (Fujiwara, 2000) composed of diverse ecosystems; and, a reservoir 

for TB for both coimtries. Understanding the Mexican inmiigrants' cultural construction 

of TB is vital to adherence with preventive therapy treatment. 

Reconstructing a Popular Explanatory Model of TB 

This cultural theme responds to research Aims II and III: Describe self care and 

the household production of health that occurs in the process of dealing with LTBI; and, 

Discover those factors that are facilitators or barriers to adherence of preventive therapy 

for Mexican immigrants diagnosed with LTBI. The findings from both of these aims will 
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be summarized and related to relevant literature in the context of the cultural theme. 

Reconstructing a Popular Explanatory Model of TB. 

An unexpected finding related to the household production of health was the fact 

that none of the informants possessed household knowledge of remedios for treating 

LTBI. Several of the informants remembered their mothers' advising them to stay away 

from people who were coughing and to stay warm. This finding can be understood in the 

context of TB which is not talked about in Mexico, "we receive BCG at birth and are 

protected from TB for life". Therefore, household knowledge of remedios for the 

prevention and treatment of LTBI does not exist. Furthermore, Wells and colleagues 

relate acculturation and socioeconomic status to the use of remedios and other traditional 

healing practices of Mexican immigrants (Wells et al., 1989). Immigrants who are more 

acculturated and have a higher socioeconomic status are less likely to use traditional 

health practices and more likely to rely upon the formal health care system. While the 

socioeconomic status of these informants was low in comparison to the national norm, 

they enjoy a higher level of resources than their Mexican counterparts on the other side of 

the border. Acculturation and socioeconomic status explain the findings related to the 

Remedios Inventory. 

Other findings related to the household production of health revealed that this 

sample of Mexican immigrants relied upon external resources in the formal health care 

system to produce household health while they were taking preventive therapy for LTBI. 

Consistent with Mexican cultural values, family members and their social network 

provided a source of support for the person taking preventive therapy. All informants 
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except one had a personal source of transportation to secure external resources and only 

one family was unemployed. None of the informants accessed health care including 

pharmaceuticals in Mexico while taking preventive therapy for LTBI. The cross-border 

mobility of three informants was impaired by U.S. immigration policies. 

Findings related to Aim III, or those factors identified as facilitators or barriers to 

adherence of preventive therapy for Mexican immigrants diagnosed with LTBI will be 

discussed and linked to supporting literature. The immigrants' complex patterns of 

ethnomedical knowledge and illness management influenced their decision making to 

inititate and ultimately, complete preventive therapy. 

Kleinman (1980) notes that an individual's health culture is transmitted and 

reinforced through surrounding social networks. The influence of social networks were 

evident in the transition between conflicting explanatory models to reconstructing a 

cultural illness model of TB that included LTBI. In this study, the important factor in 

adherence with preventive therapy treatment was the informants' fear of getting TB 

disease and the support of their family members, friends, and relationship with the staff at 

the TB Clinic. The significance of family to adherence was also cited by Ito (1999). 

However, through continued interactions with others (e.g. family members, Mexican 

physicians) the Mexican cultural interpretations of LTBI that were in conflict with the 

U.S. Professional Explanatory Model of LTBI continued to create tension for the 

Mexican immigrant diagnosed with LTBI. 

It was clear from the informants' continued testing of the investigator that the one

time educational intervention they received from the TB Clinic about LTBI and the U.S. 
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professional explanatory model of TB was inadequate. The process of constructing a new 

explanatory model required negotiating multiple and diverse cultural ilbiess models of 

TB in the process of redefining self with LTBI and the decision to initiate preventive 

therapy. Informants' responses in the sub-categories of the Lesser of Two Evils, Avoiding 

TB Disease and Others Had Taken Medication capture the processing involved in 

decision making about preventive therapy. These findings are consistent with other 

authors (Ailinger & Dear, 1997, 1998; Poss, 1998). 

The influence of the immigrants' cultural illness model of LTBI on preventive 

therapy and adherence is linked to their expectations of treatment or emic efficacy (Kay, 

1996; Kleinman, 1980) and other facilitators related to social support. In this study, two 

subcategories. Keeping the Virus Asleep and It's a Good Thing, reflected the informants' 

expectations of treatment. Similar to these findings, (Ailinger & Dear, 1997) captured 

treatment expectations in the theme "halt the development of the disease" (p.527). The 

category. Facilitators for Completing Preventive Therapy reveals those aspects of the 

U.S. TB Control Program that facilitate access to obtaining and maintaining preventive 

therapy and the social, political, and economic factors that influence treatment for LTBI. 

The barriers to completion of preventive therapy were the length of time required 

and "it's a hassle to take pills". Because three informants had successfully completed 

preventive therapy and three others were near completion, they were able to thoughtfully 

reflect on their considerations about early termination of preventive therapy. While none 

of the informants had prematurely terminated preventive therapy at the time of 

interviews, one informant had done so previously. Consistent with the findings of a chart 
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audit on adherence to preventive therapy for patients at the Santa Cruz County Health 

Department (Borrego, 1996), this informant had previously initiated and prematurely 

terminated preventive therapy within the first three months. Surprisingly, only three 

informants experienced side effects to the isoniazide medication for preventive therapy; 

another common reason for prematurely terminating treatment. 

Another unexpected finding was the informants' response to questions about the 

social and financial affect of preventive therapy. Consistent with treatment for TB, 

preventive therapy for LTBI is free to patients at the TB Clinic. However, informants' 

denied hardships in retrieving their medications from the Clinic. Again, this could be 

related to their socioeconomic status and available transportation. One has to also 

consider the very strong motivation of the informants' fear of getting TB disease in their 

perception of no financial hardship. One unexpected finding was related to the 

informants' denial that the diagnosis of LTBI has affected them socially. While "no or 

none" were responses to this question, their answers were countered in previous 

responses in the domains of Mexican Explanatory Model of TB and U.S. Explanatory 

Model ofTB. 

In spite of the multiple conflicting viewpoints between the Mexican immigrants' 

popular explanatory model of TB and the diagnosis of LTBI, all informants chose to 

initiate preventive therapy and three had successfully completed nine months of 

preventive therapy. While the Mexican immigrants' cultural illness model of TB had been 

revised to include preventive medication treatment for LTBI, the suspicion and 
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questioning reflected in this cultural theme suggests that several informants retained the 

Mexican professional explanatory model of TB. 

The Stakes are High 

"Nurses often are hypothesized as crucial in facilitating the extrication of humans 

from disease, illness, and helplessness and into conditions of health and 

empowerment; yet this theorization is based on a problematic (or, more likely, 

absent) understanding of power and discourse" (Drevdahl, 1999). 

Critical analysis of the data revealed coercive macro-level policies believed to 

influence the decision-making process of Mexican immigrants to engage in and complete 

preventive therapy for LTBI; hence the cultural theme The Stake are High. The complex, 

multifaceted issues that surround LTBI and preventive therapy require addressing the 

issues through legal, political, economic, or other structural approaches. Traditional 

approaches at the individual level do little to transform the power structures that 

influence Mexican immigrants' popular explanatory model of LTBI at the border. The 

context, or the sociopolitical environment (White, 1995) of the Mexican immigrant and 

their interactions with the U.S. Public Health System must be considered in the context of 

LTBI. That is, situating LTBI in the broader context in which nursing and health care 

take place. 

Initiating preventive therapy for LTBI is not simply a personal issue. The 

Mexican immigrants' response to LTBI is inherently political rather than simply a 

personal problem. Nurses who intersect with Mexican immigrants in the context of LTBI 

must be able to critique the domination of social, political, historical and economic 
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structures and analyze how this domination affects the health of person at the U.S.

Mexico border. This effect would include the position of nursing in policy planning and 

decision making about TB and LTBI in a binational context. To have a voice in creating 

system-level change nurses must be able to articulate their contributions and have an 

understanding of the gatekeeping mechanisms within the binational public health political 

arena and their function (Stevens & Hall, 1992). A sociopolitical understanding that 

explores and exposes alternative constructions of health is an essential part of 

comprehending the Mexican immigrants' experience with LTBI at the U.S.-Mexico 

border. 

A population-based focus leads to exploring the social roots contributing to the 

problems identified. The emphasis is on the broader social and political causes 

and strategies. The rhetoric around the ideology of choice instead emphasizes 

individual solutions to social problems, a view particularly rampant within the 

context of America's exaggerated valuing of individualism and privatization 

(Geiter, 2000). 

At the current rate of decline, the U.S. case rate of tuberculosis would reach the 

stated goal for 2010 (1 per 1 million population) only after about 60 more years (Geiter, 

2000). TB is not an individual problem but represents failures at multiple levels - health 

care providers, communities, industry, governments, and the individual. Conceiving of 

Mexican immigrants as separate and unique persons having nothing in common with 

others, may in fact conceal practices of oppression. An alternative perspective is to view 

Mexican immigrants as a group to see and analyze how systematic oppression operates 
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within the power structures. An individualist approach anchored in the ideology of choice 

(Lowenberg, 1995) is inherent in pervasive views that individuals are responsible for and 

choose their disease. Such a perspective perpetuates victim blaming, accusing Mexican 

immigrants of making a poor choice related to initiating preventive therapy and 

potentially becoming a public health threat should they go on to develop active TB 

disease. 

Several dimensions of the U.S. TB policy that call for critique include the purpose 

and expectations of screening for LTBI and preventive therapy. In this study, 

immigration, employment, and health care policies initiated the Mexican immigrants' 

encounter with the U.S. Public Health TB Control and Prevention Program. The goal of 

testing for LTBI is to identify persons who, because they are at increased risk for the 

development of TB, would benefit from treatment of the infection. Since only persons 

who would benefit from treatment should be tested, a decision to test presupposes a 

decision to treat if the test is positive (Geiter, 2000). Presupposition negates the existence 

of multiple cultural illness models and the call for nurse/client negotiation; a participatory 

decision making process void of coercive elements of reasoning about the U.S. 

professional model as the superior choice. Created within this situation is a schism 

between social and political policy and the ethical principal of beneficence. Hence, the 

critical nature of eliciting the Mexican immigrants' explanatory model and through the 

process of negotiation, the reconstruction of an illness model that includes LTBI. 

Because sufficient knowledge exists about the benefits of preventive therapy for 

interrupting the future potential of developing active disease, the nurse has a professional 
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responsibility to share this knowledge with the Mexican immigrant who has been 

diagnosed with LTBI. Treatment of LTBI greatly reduces the likelihood that active 

tuberculosis will develop. Thus, it has the potential to both preserve the health of an 

individual person and to protect the health of the public by reducing the number of 

potential sources of infection (Jasmer, Nahid, & Hopewell, 2002). 

To participate fiilly in negotiating a reconstructed explanatory model of TB with 

Mexican immigrants, the niirse is obligated to include the knowledge of the professional 

explanatory model as well as the knowledge that is still under construction. Areas of 

uncertainty need to be acknowledged and included in negotiating with the immigrant 

about preventive therapy for LTBI. For example: 1) the effectiveness of the primary drug 

isoniazid in reducing the incidence of active tuberculosis averages about 60 percent, with 

a range of 25 to 92 percent, the higher values being associated with better adherence to 

the treatment regimen; 2) in spite of the recommended treatment duration of 9 months, 

the duration has not been studied directly; and 3) hepatitis and peripheral neuropathy can 

be a side effect of Isoniazid (Jasmer et al., 2002). Lastly, LTBI is about prevention; it is 

an infection, the person is not sick, and the concept of treating now to prevent something 

that may happen in the future is often difficult for vulnerable groups who are 

overwhelmed by the chaos of day to day life. The Stakes Are High moves beyond the 

micro-level to confronting macro-level social, political, economic and historical factors 

that influence adherence to preventive therapy in the Mexican immigrant diagnosed with 

LTBI. What is called for is a model that facilitates micro- and macro-level negotiation of 
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the conflicts and tensions and, co-creation of a revised cultural illness model that situates 

LTBl at the U.S.-Mexico border. 

Co-Creating a Cultural Illness Model 

The Co-Creating a Cultural Illness Model (Figure 1) was developed to capture the 

experiences of Mexican immigrants as they go about the process of reconstructing a 

revised cultural illness model of TB that includes LTBL The Co-Creating a Cultural 

Illness Model is an adaptation of the nursing practice model, cultural negotiation: a 

constructivist-based model (Engebretson & Littleton, 2001). The purpose of the Co-

Creating a Cultural Illness model is to (1) provide a pragmatic model for nursing practice 

at the U.S.-Mexico border; (2) incorporate an understanding of cultural constructivism in 

interacting with clients at the micro- and macro-levels; and, (3) situate border health 

issues in a broader ecological and binational context. 

Definitions of the Model 

Nurse. The nurse is a professional engaged in the nursing process with the goal of co-

creating a cultural illness model in the cultviral context. The nurse comes to the encounter 

with assumptions and a cultural background that must be exposed and considered in the 

process of co-creating with the client. 

Client. The client is defined at the individual or micro-level, or at the system or macro-

level. The client is expert on self or system and is composed of multiple, diverse 

explanatory models of illness that are affected by the health care system and ecological 

context. It is necessary for the client to engage with the nurse in the process of co-

creating a cultural illness model. 



Figure 1 
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Health Care System. The health care system at the U.S.-Mexico border is comprised of 

both the U.S. and Mexico formal and informal health systems. The formal health care 

system is where the client and nurse and other health care professionals mteract. 

Ecological Context. The ecological context is the U.S.-Mexico border composed of the 

historical, political, economic, cultiiral, and social factors that contribute to the 

uniqueness of this geo-political boundary. 

Assumptions of the Model 

Five assumptions underpin this newly constructed model: (1) Cultural 

constructions of illness are represented by a plurality of beliefs and are open to revision; 

(2) Cultural constructions of illness occur in a historical, social, economic and political 

context; (3) Self-determination, an egalitarian philosophy, and active engagement provide 

the foundation for the nurse-client interaction; (4) Co-Creating an ilhiess model is an 

interactive process requiring active participation and engagement of the nurse-client; and, 

(5) Both client and nurse bring expert knowledge to the interaction. 

Co-Constructing a revised explanatory model of illness occurs through the 

process of recognition and negotiation of the multiple diverse explanatory models of TB. 

Active participation and engagement, or personal responsiveness to the other (Hess, 

1996), in a cultural context, at the micro-level and macro-levels are represented by the 

recursive arrows between client and nvirse in the process of negotiating and co-creating. 

Central to this approach is the philosophy of the cultural construction of reality. 

This perspective, well accepted in the social sciences, assumes that much 

knowledge of orientations to and descriptions of reality are constructed from 
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selective observations and interpretations grounded in cultural models. Thus, 

descriptions of reality and social processes are culturally shaped according to 

shared and often tacit rules and values. From this perspective, culture is seen as 

influential in personal orientations and understandings of health and illness 

(Engebretson & Littleton, 2001). 

At the micro-level, the interaction, identification of coherence, and points of 

departure between the explanatory models of clients and practitioners is a central 

component of co-creation. How do these differences get first, recognized; second, 

discussed; and finally negotiated? To begin with, acknowledgement of very important 

differentials between the nurse and the client, the U.S. and Mexico tuberculosis policies, 

the two national health care systems, and other contributions to the popular and folk 

sectors that constitute multiple cultural illness models of TB and LTBI must be 

recognized. Eliciting the clients' explanatory model or cultural construction of the ilhiess 

and clearly articulating the nurses' explanatory model, identifies points of coherence and 

discrepancy. Co-creation of a cultural ilbiess model occurs as new information is 

provided in a non-coercive manner by the nurse and client, that challenges the clients' 

established ideas or when the client judges the information to be more useful than 

previous ideas. Or, perhaps the client retains their original cultural illness model and 

illuminates the rationale for the nurse (Kleinman, 1980; Luyas, 1991). 

Interaction at the micro-level reveals how the practitioner understands and treats 

ilhiess; how the client makes sense of the illness, and how they choose and evaluate 

outcomes. Based on the findings in this study, a critical point of negotiation and co-
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creation of a cultural illness model of LTBI is the BCG vaccine and the tuberculm skin 

test. This study revealed that issues related to BCG represent upstream or primary 

considerations in the process of co-creating a cultural illness model of TB. Adherence to 

preventive therapy is a downstream concept in the phenomenon of LTBI in Mexican 

immigrants at the U.S.-Mexico border. Finally, client-nurse negotiation must also be 

situated in a compromise between the CDC goals for TB elimination and the reality that 

preventive therapy for LTBI is optional. Co-Creating and negotiating at the micro- and 

macro-levels are key elements for bridging the differences between the Mexican Popular 

Explanatory Model of TB and the U.S. Professional explanatory model of TB that 

includes LTBI. Knowledge of the professional explanatory models of both countries, the 

Mexican immigrants' popular explanatory model of TB, and engagement and co-creating 

are the foundations for negotiating the conflicts that arise when approaching LTBI from 

two different cultural systems and, ultimately co-creating an alternative cultural illness 

construction of TB. 

Strengths and Limitations of the Study 

This critical ethnography reflects various levels of interpretation and meaning and 

is socially, politically, and historically located. Kleinman's Explanatory Model provided a 

conceptual framework for the study. However, Kleinman's Model did not dominate 

analysis of data, was not tested in this study, nor was the data used to extend, rethink, 

reconstruct, and refine the Model. This study responds to limitations addressed in 

previous studies with immigrants about TB and LTBI (Ailinger & Dear, 1997). For 

example, the interviews were conducted in the homes or a place identified by the 
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informants not in the TB Clinic. While the focus of this study was the Mexican 

immigrants' explanatory model of LTBI, it also addressed their popular explanatory 

model of TB. Participants were interviewed in various stages in the 9-month trajectory of 

preventive therapy for LTBI that allowed addressing issues related to early termination of 

treatment at specific time periods. 

Limitations of the study include a selected population; time constraints; and the 

investigator's limited Spanish language. The sample of 14 informants represented the 

Mexican immigrants' explanatory model of LTBI. While the number of informants was 

small, the amoxint of data generated in this critical ethnographic study was voluminous 

and contributes to transferability of the findings. The citizenship status of the immigrants 

and their spouses was not ascertained in this study. Therefore, the influence of 

undocumentedness on the cultural construction of LTBI is unknown. In the context of 

deadlines for the dissertation, time constraints were imposed on the process of data 

collection and analysis. Finally, while the bilingual, bicultural interpreter and transcriber 

contributed to the truth value of this qualitative investigation, the limitations of the 

investigator's Spanish language capacity must be considered as a limitation of the study. 

Significance to Nursing 

The findings from this research study respond to the call of the lOM Committee 

on understanding and eliminating racial and ethnic disparities in health care. While the 

Committee acknowledged that the literature base provides significant evidence of racial 

and ethnic disparities in care, the evidence base from which to better understand and 

eliminate disparities in care remains fiizzy. The Committee calls for research to clarify 
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how race and ethnicity are associated with disparities in the process, structure, and 

outcomes of care. The aim of such research is to provide a better understanding of the 

contribution of patient, provider, and institutional characteristics to the quality of care for 

minorities (Smedley, Stith, & Nelson, 2002). The first research goal is to increase health 

care providers' knowledge so that they can effectively manage and treat diseases related 

to ethnic and racial minorities (Baldwin, 2003). 

The research aims and questions in this study elicited the Mexican immigrants' 

popular explanatory model of TB and identified points of departure with the U.S. 

professional explanatory model of TB and LTBI. Knowledge gained in this study 

contributes to nursing knowledge and provides essential information that the immigrants' 

use to inform treatment decisions for LTBI. Such knowledge is critical to co-creating a 

reconstructed explanatory model that includes LTBI. The findings of this study also 

address the second research goal of the lOM Committee; to inform the development of 

policies and standards of practice from which all ethnic/racial groups can benefit 

(Baldwin, 2003). That is, when the findings are shared with national (CDC), state 

(Arizona Department of Health Services), local (Mariposa Community Health Center) 

and binational (Arizona-Sonora TB Coalition) TB policy entities they have the potential 

to affect TB policy and standards of practice. 

Co-creating represents a strategy for decreasing the health disparity in TB 

morbidity in Mexican inmiigrants. Focusing on efforts to eliminate this unequal burden 

can strengthen existing solutions and policy formation related to LTBI in Mexican 

immigrants. The findings of this study will be shared with the Arizona-Sonora Binational 
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TB Coalition, the Arizona Department of Health Services TB Elimination Division, and 

the local community health center providers to provide insight into ways in which to 

close the gap and eliminate xinequal burdens in LTBI and TB rates in Mexican 

immigrants at the U.S.-Mexico border. 

Recommendations for Future Research 

Future research with Mexican immigrants can be guided by the Co-Creating 

Cultural Illness Model that illuminates and addresses the components for reconstructing 

an explanatory model of illness. The model requires lurther explication of TB and LTBI 

explanatory models to provide contextual knowledge and understanding of the 

phenomena more fully. For example, replicating this study with Mexican immigrants 

who choose not to initiate preventive therapy and/or did not successfully complete 

therapy would extend the knowledge related to TB explanatory models and adherence to 

preventive therapy. Because of the vulnerability of the undocumented person, this 

population may reveal other factors that contribute to the cultural construction of TB and 

LTBI in Mexican immigrants at the U.S.-Mexico border. Further studies that extend the 

concept of the household production of health will inform nursing knowledge and 

facilitate a shift from an individual-level responsibility to household health production. 

Epilogue: The Investigator's Experience 

The informants' illuminated for me the influence of macro-level historical, socio

political and cultural factors unique to the U.S.-Mexico border that influence their ability 

to co-create a revised cultural illness model of LTBI. The purpose of this study was 

created out of the explicit prior knowledge that I have accumulated over 13 years while 
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practicing at the border and, was fueled by a passion for understanding and exposing the 

power structures that increase vuhierability and create health disparities for Mexican 

immigrants at the U.S.-Mexico border. In the context of LTBI, the informants in this 

study revealed a deeper level of meanmg of the oppressive power structures embedded in 

immigration, employment and health care policies that affect the health of Mexican 

immigrants. Informed by the emic (local) perspective of the 14 Mexican immigrants, I 

now have the challenging opportunity to invoke social consciousness and create public 

health change specific to the experience of LTBI in Mexican immigrants at the U.S.

Mexico border. 
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THE UNIVERSRIY OF 

Human Subjects Proteoion Program 
brtp://vpT2.adTnin.arizona.edu/liunita^subjccts 

ARIZONA 1350 N. Vine Avenue 
P.O. Bojt 245137 
Tucson. AZ 85724-5137 
(520) 626-6721 

TUCSON ARIZONA 

8 October 2002 

Marylyn McEweo, Ph.D. Candidate 
Advisor; Jody Glittenberg, Ph.p., R.N. 
College of Nursing 
PO BOX 210203 

KE: BSCB02.131 MEXICAN MMIGRAmS' UNDERSTANDING AND EXPERIENCE OF 
TUBERCULOSIS INFECTION 

Dear Ms. McEwen: 

We received your 7 October letter and accompanjTUg revised consenting docmneEcte, recruitinent script. 
Release of Medical Records form and new site authorization. AH documents [English and Spanish 
versions] have been updated to reflect a change in selection criteria, recruitment procedure and study site. 
Permission is requested to recruit subjects who are 18 years of age and older rather than the previously 
approved 21 years of age and older and to include individuals who have completed treatment for . 
tuberculosis infection as well as the previously approved individuals who are currently seeking treatment. 
The study site has been changcd fi-oro the Santa Cruz County Tuberculosis Control and Prevention 
Program to the Mariposa Community Health Center and program staff will now singly ask potential 
subjects for permission for the investigator or translator to contact them about inclusion in fte study. 
These changes do not impact the total number of subjects to be recruited or subject safety. Therefore, 
apjjroval for these changes is granted effective S October 2002. 

The Human Subjects Committee (Institutional Review Board) of the University of Arizona has a currcnt 
assurance of compliance, number M-I233, which is on file with the Department of Health and Human 
Services and covers this activity. 

Approval is granted with the understanding that no fiirthcr changes or additions will be made either to the 
procedures followed or to the consent foma(s) used (copics of which we have on file) without the 
knowledge and approval of the Human Subjects Committee and your College or Departmental Re\new 
Committee. Any research related physical or psychological hann to any subject must also be reported to 
each committee. 

A linii-ersity policy requires that -all signed subject consent forms be teptin a psraaanent filsiia an area 
designated for that purpose by the Dqjartment Head or comparable authority. This will assure their 
acce.=!sibility in the event that imiversity officials require the information and the principal investigator is 
unavailable for some reason. 

®y yours. 

Theodore J. Glaitke, Ph.D. 
Chair 
Social and Behavioral Sciences Human Subjects Committee 

TJG:U 
cc: Deipartmcntal Review Committee 
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THE UNIVERSnYOF 

Htanan Subjects Protection Prc^am-
http://vpr2.adjni]i,ari20jia.edu^nmir!_subjects 

25 June 2002 

ARIZONA. 1350 N. Vint Avenue 
P.O; Box 245137 
Tucson, AZ 8572+-5137 
(520) 62M721 

TUCSON ARIZONA 

Maiylyn McEwan, M.S., R.N. 
Advisor Jody GKftenberg, Ph.D., R.N. 
College • of Nursing 
P O Box 210203 

RE; BSC B02.131 MEXICAN IMMIGRANTS' UNDERSTANDING AND EXPERIENCE 
OF TUBERCULOSIS INEECTION 

Dear Ms. McEwan: 

We received your 24 June 2002 letter and ajccompanying revised questionnaires for the above-
referenced project Permission, •was requested to change the tides of the Questionnaires to add the 
word "Subject's" and to employ a slî dy different questionnaire for Spouse or Significant Other 
participants. These changes do not alter the rislw to or time commitment of the participants in a 
significant way, therefore, approval for these changes is granted effective 25 June 2002. 

The Human Subjects Committee (Institutional Review Board) of the University of Arizona, has a 
current assurance of compliance, number M-1233, which is on file widi the Department of Health 
and Human Services and covers this activity. 

Approval is granted with the understanding that no further changes or additions will be made either 
to liie proce.dures followed or to the consent form(s) med (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your College or Departmental 
Review Committee. Any research related physical or psychological harm to any subject must also 
be reported to each committee. 

A University policy requires that all signed subjcct consent forms be kept in a perinanent file in an 
area designated for that purpose by the Departrrient Mead or comparable authority. This will 
assure their accessibility in Ae evejnt that university officials require the mformation and the 
prindped investigator is unavailable for some reason. 

Theodore J. Gla:̂  c.e, rh.D. 
Chair 
Sodal and Behavioral Sciences Human Subjects Committee 

TIGrtg 
cc: Departmental/College Review Committee 
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THE UNIVERSITY OF 

Human Subjects ProttcUon Program 
http://vpi2.aditmuarizoiu.edtiAuniaiu.subjects 

ARIZONA 1350 N. Vine Avenue 
P.O. Boi 245137 
Tucson, AZ 85724-5137 
(520) 626-6721 18 June 2002 

TUCSON ARIZONA 

Marylyn McEwan, M.S., R.N. 
Advisor: Jody Glitteriberg, Ph-D., R.N. 
College of Nursing 
PO Box 210203 

RE: BSC B02.131 MEXICAN IMMIGRANTS' UNDERSTANDING AND EXPERIENCE 
OF TUBERCULOSIS INFECTION 

Dear Ms. McEwen: 

We received yoUr research proposal as cited above. The procedures to be followed in this study 
pose no more than Tninimal risk to participating subjects. Regulations issued by the U.S. 
Depaitmeiit ofHealth and Human Services [45 CFR Part 46.110(b)] authorize approval of this 
type project throû  the expedited review procedures, with liie condition(s) that subjects' 
anonymity be maintained. Although full Committee review is not required, a brief summary of 
the project procedures is submitted to the Committee for their endorsement and/or comment, if 
any, after administrative approval is granted. This project is approved ejEfective 18 June 2002 for 
a period of one year. Note; Spanish translations of recruitment materials, consenting 
documents and study instruments must be submitted and approved prior to conduct of 
study. 

The Human Subjects Committee (Institutional Review Board) of the University of Arizona has a 
current assurance of compliance, number M-I233, which is on file with the Department of 
Healtb and Human Services and covers this activity. 

Approval is granted with the understanding that no furtibier changes or additions will be made 
either to the procedures followed or to the coilsent fonn(s) used (copies of which we have on 
file) without the knowledge and approval of the Human Subjects Committee and your College or 
Departmental Review Coinmittee. Any research related physical or psychological ham to any 
subject must also be reported to each committee. 

A university policy requires that all signed subject consent forms be kept in a pennment file in 
an area designated for that purpose by the Dqjartment Head or comparable authority. This will 
assure their accessibility ia the event that university officials require the information and the 
principal investigator is unavailable for some reason. 

Sinc&telyyoursj . 

Theodore J. Glattfce, Ph.D. 
Chair • ' 
Socî  and B̂ avioral Sciences Human Subjects Committee 

TJG:tl 
cc: Departmental/CoUege Review Committee 
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MARIPOSA 
• C O M M U N I T Y -
H E A L T H - C E N T E R  

October 4,2002 

The Universitjr of Arizona College of Nursing 
P.O. Box 210203 
Tucson, Arizona 85721 

To Whom it May Concern; 

Maiylyn Morris McEwen, RNT, MS, a doctoral candidate at the College ofNnrsing, is 
proposing to coirplete her fieldwork with Mariposa Community Health Center, Inc., ID 
the Tuberciilosis (TB) Control Program. She be conducting infoimant interviews 
with individuals bom in Mcxico vrfio are receiving treatment for latent tuberculosis 
infec^n at tfaftMacdposaCoinniuiiityHeaitbi Center oflace. Her plan is to elicit the value 
this cross-border culture plades on preventive therapy for TB. IB Conbcol Program staff 
will question each potential informant of willingness to participate in this study. 

Ms. McEwen has fiiH access to aD records pertaioing to the fcey informants included in 
her ethnogr^hic study at ^ Mar^osa Community Health Cejoter, Inc., Tuberculosis 
Control Program. As an integral part of her dissertation resesarcl^ it will be necessary for 
Ms. Mcfiwen to conduct a retrospective audit of each participant's medical record withm 
the Tuberculosis Control iE'rogram. This review will serve to validate the informatioiL dae 
has collected to date on each informant. In addition, Ms McEwen has permission to do 
observations in the clinic setting. She has permission also to engage clients in informal 
conversations in the clinic waiting room. Please feel £r«« to contact me at the above 
phone nianber if there are additional questions. 

In Good Health, 

mRn<3SAC0MMUNm HEALTH CENTER INC i lfc2 N. MAsnCK WiUf . NDCAlBftAIlIZONASKSI . (S20) 2KU1CT 

James R. Weldcn 
Chief Executive Officcr 
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; The University of Arizona College of Nursing DATE-/ 

SUBJECT'S CONSENT FORM 

Mexician Immigrants' Understanding and Experience pf Tuberculosis Infection 

I AM BEING ASKED TO READ OR HAVE READ TO ME HIE FOLLOWING MATERIAL TO ENSURE THAT I 
AM OJFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW I WrLL PARTTCrPATE IN IT, IF 
I CONSENT TO DO SO. SIGNING THIS FORM WILL INDICA,TE THAT J HAVE BEEN SO INFORMED AND 
THAT J GIVE MY CONSENT. FEDERAL REGULAHONS REQUIRE WRITTEN INFORMED CONSENT PRIOR 
TO PARTtCIPAnON IN TIBS RESEARCH STUDY SO THAT 1 CAN KNOW THE NATURE AND RISKS OF MY-
PARTICIPATTON AND CAN DECIDB TO PARTICIPATB OR NOT PARTICIPATE IN A FREE AND INFORMED 
MANNER. 

PURPOSE 
I am being invited to participate vohintaiily in ttie aljoye-tided research project The purpose of this project is to discover 
what I know and believe about tuberculosis infection. 

SELECTION CRITERIA 
I am being invited to participate because I am an immigrant from Mexico and bom in Mexico. I am 18 years of age or 
older or am an emancipated minor. I have beem diagnoMd tuberculosis infection and I am currently seeking medical 
treatment for tuberculosis infection tiiroû  the Mariposa Community Health Center Tuberculosis Control Program or, I 
have completed preventive therapy for tuberculosis infection. 1 am able to speak and write in eillier Spanish or English. I 
live with my spouse or significant other who is of Mexican descent, 18 years of age or older, and is able to speak and 
write in Spanish or English. I believe my spouse or significant other would be willing to participate in this study. 
Approximately 10 people will be enrolled in this study. 

PROCEpiJRE(S) 
If I agree to participate, I wiU be asked to describe my understanding, ideas, and ex̂ jeriences witli having tuberculosis 
infection .such as what I think caused this problem, what pills to take, other types of treatinent I may be receiving or had 
used for tuberculosis infection and my personal situation. I will talk about my understanding and experience of 
tuberculosis infection with Marylyn Morris McEwen, RN, MS and a bilingual, bicultural translator during three 
interviews. The first interview could be approximately one and a half hours or niaety minutes in length, the second 
interview could be thirty to Sixty minutes, and the final interview will not exceed sixty nmutes. There will be 
approximately four to six-weeks between each interview. The conversation will be tape recorded and will take place at a 
time and place convenient to me. Daring the conversation, I can talk about anything I think is important to lie topic. After 
comjpletion of the interviews there will be a review of my m edical record, at the Mariposa Community Health Center 
Tuberculosis Control Program and I will sign a separate form for the medical rewrd review. 

RISKS 
There are no'known risks to being in this study. I can £isk que.stions at any time ajqd stop talking if I dont want to say 
anything more. I may stop the interview at any time. I can stop being in the study at any time. My care will not be 
chmged at the Mariposa Coimnunity Healtii Centrar Tuberculosis Control Program if I stop being a part of this study. 

BENEFITS 
Thisre are no kno-vm benefits to participating in tiiis study. 



; COlSnDENTIAUTY 
In reports of fliis study, your name, or any names of family members will not be used. No one but 
MaryJyn Morris McEwen, RN, MS, her professors, and the bilingual translator will be able to 
know what you have said. A pseudonym (false name instead of my real name) will be used and 
the audiotape will be kept locked in a safe room at the College ojf Nursing. No information will be 
shared with the Mariposa Community Health Center Tuberculosis Control Program without your 
permission. When this study is finished and a report written, all names will be changed so that 
such persoital information will be unknown to the public. You can read this report anytime. The 
tape recordings will be destroyed by ctttting them up after Uie information has been written down. 
This infoimation will remain with Maiylyn Morris McEwen, RN, MS and may be used in other 
studies. 

PARTICIPATrON COSTS AND SUBJECT COMPENSATION 
The only cost for participating in this study is your time for the interviews and they will not be 
longer than three hours total. Whesn all your interviews are completed, you will receive a twenty 
dollar certificate from Walmart as a gift for your participation in the interviews. 

CONTACTS 
You can obtain fiirthcr information from the principal investigator Mai-vlvn Morris McEwen. 
KN. MS at (520) 626-6926. If you have questions concerning your rights as a resisarch subject, 
you may call the Human Subjects Committee office at (520) 626-6721. 

AUTHOREZATION 
BEFORE GIVING YOUR CONSENT BY SIGNING mS FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEHTS HAVE BEEN EXPLAINED TO YOU AND 
YOUR QUESTIONS HAVE BEEN ANSWERED. YOU MAY ASK QUESTIONS AT ANY 
TIME AND YOU ARE FREE TO WITHDRAW FROM THE PR:OJECT AT ANY TIME 
WITHOUT CAUSING BAD FEELINGS OR AFPECTENG YOUR FAMILY MEMBER'S 
MEDICAL CARE. YOUR PARHCIPATION IN THIS PROJECT MAY BE ENDED BY THE 
INVESHGATOR FOR REASONS THAT WOULD BE EXPLAINED. NEW INFORMATION 
DEVELOPED DURING THE COURSE OF TfflS STUDY WHICH MAY AFFECT YOUR 
WILLINGNESS TO CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN TO YOU 
AS IT BECOMES AVAILABLE. THIS CONSENT FORM WILL BE FILED IN AN AREA 
DESIGNATED BY THE HUMAN SUBJECTS COMMmEE WITH ACCESS RESTRICTED 
TO THE PRINCIPAL INVESTIGATOR Marvlvn Morris McEwen. RN. MS OR 
AUTHORIZED REPRESENTATIVE OF THE COLLEGE of NURSING. YOU DO NOT GIVE 
UP ANY OF YOUR LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF THIS 
SIGNED CONSENT FORM WILL BE GIVEN TO YOU. 

Subject's Signature Date 

Witness Signature Date 
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BV UMVERSITV OF AZ IHB 
BTAUP MUST APP&in nu n • 

Colegio D Enfermeiria de la Universidad De Arizona 

FORMULAJWO DE CONSENTCMIENTO DHL.SUJETO 

Comprension y Experienda de la Infecdon de Tuberculosis 
Por Parte de Los Ininigraiites Mexicanos • 

ME ESTAN PIDIENDO QUE LEA O QUE ALGUIEN ME LEA EL SIGUIENTE 
MATERIAL PARA ESTAR SEGUROS DE QUE ESTOY BIENINFORMADO DE LA 
NATURALEZA DE ESTE ESTUDIO DE INVESTIGAa6N Y EN QUE FORMA . 
VOY A PARTICIPAR EN EL SI ACEPTO. MI FHIMA EN ESTE FORMULARIO 
INDICARA QUE SE ME HA lOTORMADO Y QUE DOY MI CONSENTIMIENTO. 
REGLAMENTOS FEDERALES REQUIEREN CONSENTIMIENTO POR ESCRTTO E 
INFORMADO ANTES DE PARnOPAR EN ESTE ESTUDIO DE INVESTIGACI6N 
PARA QUE YO SEPA LA NATURALEZA Y RIESGOS DE MI PAR.TICIPACI6N 
Y PUEDA DECIDIR SI PARTTCIPO 0 NO PARHCIPO EN UNA FORMA LIBRE 
EINFORMADA. 

OBJEWO 
Me estm invitando a partidpar voluntariamente ea el proyecto aniba titulfldo. El objetrvo 
de este proyecto es descabiir lo que se y pienso de la infecd6n de tuberculosis. 

CRITERIO SELECnVO 
Me est^ invitaodo a paitidpar poique soy Trrmigrante de M^co y nacido en M6dco. 
Tengo ISaftosdeedadom^osoyxuxmcQoiemancipado. Semeliadiagaosticadocon . 
in&ccidii de tuberculosis, y actualmente ledbo tratamieato m&Hco para infecddn de 
tuberculosis en el Programa de Control de la Tuberculosis del Mariposa Community 
Health Center o, lie tenninado tcatamiento preventivo para la infecdon tuberculosis. 
Puedo hablar y escribir en eqjaflol o m ingles. Vivo con mi c6nyuge o parga que es 
descendiente de nusdcano, tieoe 18 anos o mis, y puede hablar y escdbir ea espailol 6 cn 
ingles. Creo que mi cdnyuge o parqa estaila dispoesto a partidpar ea este estodio: 
Aproximadameoie 10 pezsonas se mafricnlaran en este estodio. 

PROCEDIMIENTO(S) 
Si acepto participar, se me pedira que describa mi entendimiento, ideas y experiettdas 
por tener infcci6n de tuberculosis, cdmo por qemplo que creo yo que caus6 este 
pioblenia,qu6piIdoiastDmar, otFostiposde tratamientos que puedo estarredbieodo . 
para infecci6n de tuberculosis, y mi situacidn personal Hablarc sobre mi erttenriiniieofo y 
experienda con infecdon de tadierculosis eon Maiylyn Morris McEwen, RN, MS y un 
tiaductor bilingOeybicultural durante tissentrevistas. La primeraentrevista puede serde . 
aproximadamrate una bora y media o nomventa minutos de duraddn, la segunda 
entrevista podria durar de treinta a sesenta minutos, y la entrevista fiinal no exceder^ 
IDS sesema miniitos. Pasarm aproximadamente cuatro a sds semaaas entre cada 
entrevista. La convetsadonserigrabadaytEndrilugar en una hoiaysitio que sea . 



coaveniente para mf. Durante la conversacion, puedo hablar de cualquiex cosa que yo 
orea es importante para el fema. Ademas, me pediran que complete dos cuestionarios. El 
primer cueistionario es sofare infonnaciones personales, como edad, educacion, etc., y 
tomai^ aproximadamente 20-30 minutos para completar. EI segundo cuestionario es 
sobre los remedies que uso, que tomari aproximadamente 30 minutos para completar. 
Deques de completar las entrevistas y los cuestionarios, habriun aniiHsig de mi infarmp 
medico en el Programa de Control de la Tuberculosis del Mariposa Community Health 
Center, y yo firmare un formulario separado para este aiidlisis. 

RIESGOS 
No hay riesgos conocidos por estar en este estudio. Puedo hacer preguntas en cualquiesr 
momcnto y dgar de hablar si no quiero dedr nada mas. Puedo detenex la entrevista en 
cualquiea- momento. Puedo dejar de estar en el estudio en cualquier moroent. Mi 
cuidado en el Programa de Confrol de la Tuberculosis del Mariposa Community Health 
Center no cambiari si dejo de ser parte de este estudio. 

BENEFICIOS 
No hay benefidos conocidos por participar en esfte estudio. 

CONFIDENCIALIDAD 
En escritos de este estudio, no se usardn mi nombre, o los nombres de mis :fediajes. 
Nadie, sino Marylyn Morris McEwen, RN, MS, sus profesores, y el traductor bilingue, 
podra saber lo que yo he dicho. Se usard un pseudonimo (nombre aiso en vez del propio), 
y la cinta grabada se guardaia bajo Have en un cuarto seguro en el Colegio de 
Bofermeria. No se compartira ningima infoimacion con el Programa dfe Control de la 
Tuberculosis del Mariposa Community Health Center sin mi pamiso o el penmso de mi 
familiar. Cuando se complete este estudio y se esaiba el infonne, se cambiarSn todos los 
nombres para que el pdblico no sepa estas informaciones personales. Yo puedo leer este 
informe en cualquier momento. Se destruirSn las cintas grabadas coruindolas en pedazos 
despu^s que se haya escrito el informe. Esta informacion quedari con Maiylyn Morris 
McEwen, RN, MS y podria usarse en otros estudios. 

COSTOS DE PARTICIPAa6N Y COMPENS ACI6N AL SUJETO 
El linico costo por participar en este estodio es mi tiempo por las ibres entrevistas, que ho 
excederdn de un total de tres horas. Cuando se completen todas mis entrevistas, rerabir^ 
un certificado de Walmart de veinte dolares por mi participacion en las entrevistas. -

CONTACTOS 
Puedo obtenesr mis informaciones de la investigadora principal Maryiyn Monis 
McEwen, KN, MS en el telefono (520) 626-6926. Si tengo preguntas con respecto a mis 
derechos como sujeto de esta investigacidn, puedo Ilamar a la oficina del Comite de 
Sujetos 'Humanos, en el mimero (520) 626-6721. 



AUTORIZACION 
ANTES DE DAR MI CONSENTIMIENTO FIRMANDO ESTE FORMULARIO, ME 
HAN EXPLICADO LOS METODOS, INCONVENIENCIAS, RIESGOS Y 
BENEFICIOS. Y SE ME HAN CONTESTADO MIS PREGUNfTAS. PUEDO HACER 
PREGUNTAS EN CUALQUIER MOMENTO Y PUEDO RETIRARME DEL 
PRO YECTO EN CUAEQUIER MOMENTO SIN CAUSAR PROBLEMAS Y SIN 
AFECTAR MI CUIDADO MEDICO. MI PARTTCIPACI6N EN ESTE PROYECTO 
PUEDE SER TERMDSfADA PGR LA INVESTIGADORA POR RAZONES QUE ME 
EXPLICARIAN. CUALQUIERA NUEVA INF0RMACI6N QUE SURJA DURANTE 
EL CURSO DE ESTE ESTUDIO Y QUE PUEDA AFECTAR MI VOLUNTAD DE 
CONTINUAR EN ESTE PROYECTO? ME LA DIRAN A MEDIDA OUE 
APAREZCA. ESTE FORMULARIO DB CONSENTIMffiNTO SE ARCHTVARA 
UNA AREA DESIGNADA POR EL COMTT^ DE SUJETOS HUMANOS CON 
ACCESO LIMTTADO A LA INVESTIGADORAS PRINCIPAL, MAR,YLYN 
MORRIS MCEWEN, RN, MS O UN REPRESENTANTE AUTORIZADO DEL 
COLEGIO DE ENFERMERIA. NO PIERDO MNGUNO DE MIS DERECHOS 
LEGALES POR FIEIMAR ESTE FORMULARIO. RECIBmE UNA COPIA DE ESTE 
CONSENTIMIENTO FIRMADO. 

Finna del Sujeto Fecha 

FirmadelTestigo Fecha 

TESHMONIO DE LA DsfVESnGADORA 
He esqplicado cmdadosamente al sujeto la naturaleza del proyecto ambamendonado; Por 
la piesente certifico que, segiin lo que se, la persona que firma este consentimiesato • 
compreode claramente la natuialeza, exigencias, beneficios y riesgos involucrados 
con su participacion, y su firma es legaimente v^da. Problranas m&licos, de idioma, o 
de educacion, no han impedido este eaitendimiento. 

Firma del Presentador Fecha 

Firma de la Investigadora 
1/2000 

Fecha 
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The U»w«*ity o£Arizoiu College ofNnmhie 

SPOUSE or SIGNIFICA3ST OTHER CONSENT FORM 

Mexican Immigrants' Understanding and Experience of Tnbercidods Infection 

T AM BEING ASKED TO READ: OK HAVE READ TO ME TOT FOLLOWING MATERJLAL TO ENSURE THAT I 
AM mFORMBD OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW IWHJL PARTICIPATE IN IT. IF 
I CONSBNT TO DO SO. STONING THIS FORM WILL INDICATE THAT I HAVE BBENT SO INFORMED AND 
THAT I GIVE MY CONSBNT. FEDERAL KBGULATONS REQUIRE WRITTEN INFORMED CONSENT PRIOR 

. TO PARHOPATION IN THIS RESEARCH STUDY SO THAT I CAN KNOW THE NATURE AND RISKS OF MY 
PARTICIPATION AND CAN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED 
MAHNBR. " 

y 
PURPOSE 
I am being invited to participate vohmtarily in the above-titled research project The puipose of this project is to discover 
-wiiat I know and believe about tubercolows in&ction. 

SELECnON CRrrERU 
I am being invited to partfeipaie because I am tiic spouse or sigoificant other of a Mtexican inunigrant who has b«en 
diagnosed witli tuben̂ osis infection. My spouse or significant other is ounwitiy seeking medical treatment for 
tuberculosis infection tiirough flie Mariposa Community Health Center Tuberculosis Control Program or, baa completed 
preventive therapy for tub<nculosis infection and has agreed to participate in this stody. I am of Mexican descent and I live 
in the same household as my spouse or signiGcant other who has beai diagnosed wHth tuberculosis infection. I am 18 
years of age or older or am an emancipated minor and I am able to speak and write in eidier Spanish or English. 
Approximately 10 people will be enrolled in this study. 

PROaEl)URE(S> 
If I agree to participate, I will be asked to describe my tmderstanding, ideas, and ejqxsrienees of tuberculosis infection 
such as wltat 1 think caused this problem, what pills to take, other types of treatment my fiunily member may be receiving 
or used for tuberculosis Infectton and my personal situation. I will talk about my understanding and experience of 
tiiberculosis infecti<»i with Marylyn Morris McRwen, RN, MS and a bilingual, bicultnral translator. My spouse or 
significant odter may or may not Iw present during die interviews. Hiere may be a total of three interviews that could last 
a total of three hours. There will be approxSmately four to eight weeks between each interview. The conversation will be 
tape recorded and will take place at a time and place convenient to me. During the conversation, I can talk about anydiing 
I thmk is important to the topic. 

RISKS 
There are no known risks to being in tiiis study. I can ask questions at any time and stop talking if I don't want to say 
anything more. I may stop ̂  interview at any time. I can stop being in fbo study at any time. My qx>use or significant 
oBiet's care will not be chan̂  at the Mariposa Community Health Center Tuberculosis Control Proĝ  If I stop being a 
part of this study. 

BENEFITS 
There are no known benefits to participating in this study. 

CONTOBENTIAUry ' . • 
In reports of to study, my name, or any names of family members will not be used- No one but Marylyn Morris 
McEwen, RN, MS, her pro&ssorB, and the bilingual tnmslator will be able to know what I have said. A pseudonym (£il«e 
name instead of my teal name) will be used and lite audiot̂  will be k̂ t locked in a st& room at die College of 
Nursing. No information will be shaied with the Mariposa Community HealOi Center 1\ibereulosis Control Program 
without my ponnission. Wlicn study is finished and a report written, all names will be changed so tfiat such persona] 
information will be unknown to the public. I can read this r̂ ort anytime. The tape tccordings wiU be destroyed by cutttng 
them up after tlie information has been written down. This information will remain with Marylyn Morris KfcBwen, RN, 
MS and may be used in other studies. 
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PAiaiCaPATION COSTS AND StJBJECT COMPENa T̂ION 
the otriy cost for partioipatmg in this study is my time for Ihe interviews and they will not be longer tiian three hours total. 
When all my interviews arc completed, I.will reccivo a twenty dollar certificate from Walmart as a gift for my 
participation in (he intervievKS. - ' 

COOTACTS 
I can obtain further infermation 6am .die prinĉ  investigator Marvtvn Morris McEwen. RN. MS at (520) 626-6926. 
If I have questions conceniing mytî ts as a research subject, I may call the Human Soî ecta Committee o6Sce at (520) 
626-6721. 

AOTHOKIZATION 
BEFORE GIVING MV CONSENT BY SIGNING THIS FORH THE METHODS, INCONVENIENCES, RISKS, AND 
BENEFITS HAVE BEEN EXWAINED TO MB AND MY QUESTIONS HAVE BEEN ANSWERED. 1 MAY ASK 
QUESTIONS AT ANY TIME AND I AM FREE TO WITHDRAW FROM THE PROJECT AT ANY TIME WITHOUT 
CAUSING BAD FEELINGS OR AFFECTING MY FAMILY MEMBER'S MEDICAL CASE. MY PARTICIPATION 
IN THIS PROJECT MAY BE ENDED BY THE INVESTIGATOR FOR REASONS THAT WOULD BE EXPLAINED. 
NEW INFORMATION DEVELOPED DURING THE COURSE OF THIS STUDY WHICH MAY AFFECT MY 
WILtlNONESS TO CONTINUE IN THIS RESEARCH PROJECT WILL BE QTVRN TO ME AS IT BECOMES 
AVAILABLE. THIS CONSENT FORM WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN 
SUBJECTS COMMITTIE WITH ACCESS RESTRICTED TO THE PRINCIPAL INVESTIGATOR. Mavlvn Monis 
McEwen. RN. MS OR AUTHORIZED REPRESENTAITVE OF THE cnT.T.Rr!R nf i DO NOT GIVE UP 
ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF THIS SIGNED CONSENT FORM WILL BE 
GIVENTOME. 

Subject's Signature Date 

Witness Signature Date 

INVESTIGATOR'S AFFTOAVrr 
I have carefiiUy explained to the subject tiie nature of tlie above project I hereby certify that to the best of my knowledge 
the person who is signing this consent £)nn understands clearly the nature, demands, benefits, and risks involved in. 
his/her participatton and his/her signature is legally valid. A medical problem or language or educational barrier has not 
precluded this understanding. 

Signature of Presenter Date 

Signature of Investigator 
1/2000 

Date 
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OF « m 

Colegio De Enfermeria De La Universidad De Arizona 

FORMULARIO DE CONSENTIMIENTO DEL C6NYUGE O PAREJA 

Comprension Y Experiencia De La Infecdon De Tuberculosis JPor Parte DeLos 
Imnigrantes Mexicanos 

SE ME HA PEDIDO QUE LEA O QUE ALGUIEN ME LEA EL SIGINENTO 
MATERIAL PARA ASEGURAR DB QUE ESTOY MFORMADO DE LA 
NATURALEZA DE ESTE ESTUDIO DE INVESNOACIDN Y DE LA FORMA EN 
QUE VO Y A PARTICIPAR EN EL SI DO Y MI CONSENTIMIENTO. MI FIRMA EN 
ESTE FORMULARIO INDICARA QUE ESTOY INFORMADO Y QUE 
CONSIENTO.REGLAMENTOS FEDERALES EXIGEN CONSENTIMIENTO POR 
ESCRITO Y EXPLICADO ANTES DE PARNCIPAR EN ESTA INVESTTGACIQN 
PARA QUE YO PUEDA SABER LA NATURALE2A Y RJESGOS DE MI 
PARTTCIPAADN, Y PUEDA DECIDIR SI PARTICIPO 0 NO PARTTCIPO DE UNA 
MANERA UBRE EINFORMADA. 

OBJETIVO 
Estoy invitado a participar voluntariamente en el proyectxj titulado arriba. El objelivo de 
este proyecto es averiguar lo que s6 y pienso de Ja mfecci6ii de tuberculosis. 

CRITERIO SELECTTVO 
Estoy invitado a participar porque soy cdnyuge o pareja de un inmigrante mradcano que 
ha sido diagnosticado con infeccidn de tuberculosis. MS cdnyuge o parga actaalmente 
esta recibiendo tratamiento medico para infeccidn de tuberculosis por parte del ProgrMa 
de Control de la Tuberculosis del Mariposa Community Health Center o he terminado 
tratamiento preventivo para la infecion de tuberculosis y ha consentido participar ea este 
estudio. Yo soy descendiente de mexicano y vivo en la mistna casa con mi conyuge 
o parqa que ha sido diagnosticado con infecci6n de tuberculosis. Tengo 18 aiios de edad 
o mis o soy un menor emancipado y puedo hablar en espafiol o en ingMs. 
Aproximadameute 10 personas se mafricularan en este estudio. 

PROCEDIMIENTO(S) 
Si consiento participar me pedirm. que describa mi entendimiento^deas y escperiencias de 
la infecci6n de tuberculosis, como por ejemplo que pienso yo que cans6 este problema, 
qu6 pildoras tomjff, otros tipos de tcatamientos mi familiar puede estar recibiendo para la 
infecdon de tuberculosis, y mi situaci6n personal. Voy a hablar acerca de mi 
entendimiento y experienda con la infeccion de tuberculosis con Maiylyn Morris . 
McEwen, RN, MS y un traductor bilinglifi y bicultural. Mi conyuge o pareja puede estar o 
puede no estar presente durante las entrevistas. Puede haber un total de tres 



entrevistas que podilan durar un total de tres horas. Pasarfin aproximadameute cualro a 
ocho semanas entre cada entrevista. La conversaci6n se grabai^. y teaadia lugar en Tmn 
ioray sitio " ; • 
de mi conveniencia. Durante la conversacion, piiedo hablar de cualquier cosa que yo 
piense as imiportante para el tema. Ademds, me pedir&i que complete dos cuestionarios. 
El primer cuestionario es sobre informaciones personales, tales como edad, educacion, 
etc., y tomarf. ̂ roxiinadammte 20-30 minutos para completar El segundo cuestionario 
es sobre remedies que mi cdnyuge o pareja usa, y tomar^ aproximadamfinte 30 minutos 
para completar. 

RIESGOS 
Wo hay riesgos conocidos por estar en este estudio. Puedo liacer preguntas en cualquier 
momeaito y dejar de hablar si no quiero decir nada mSs. Puedo detener la entrevista en 
cualquier momento. Puedo dejar de estar en el estudio en cualquier momento. El 
cuidado de mi c6nyuge o parga en el Programa de Control de la Tuberculosis del 
Mariposa Community Health Center no cambiari si yo dejo de participar en este estudio. 

BENEFICIOS 
No hay beneficios conocidos por participar en este estudio. 

CONFEDENCIALIDAD 
En esciitos de este estadio, na se usar^n mi nombre 0 los nombres de mis femiliares. 
Nadie sino Maiylyn Morris McBwen, KN, MS, sus profesores, y el traductor bilingue, 
podr&i saber lo que yo he dicho. Se usari un pseudonimo (nombre falso en vez del 
propio) y la; cinta grabada se guardari con Ilave en un cuarto seguro del Colegio de 
Enfermeria. No se compartira ninguna informacion con el Programa de Control de la 
Tuberculosis del Mariposa Community Health Center sinmi penniso. Cuando este 
estudio est6 terminado y se haya esciito el infomie, todos los nombres se cambiardn para 
que e! publico no sqpa estas iirformaciones personales. Yo puedo leer este informe en 
cualquier momento. Las cintas grabadas se destruir^ cort^dolas enpedazos deques de 
esaita la informaci6n. Esfa iafoimacito quedard con Maiylyn Morris McdEwen y puede 
ser usada en otros estudios. 

COSTOS DE PART1CIPACI6N Y C0MPENSACI6N DEL SUJETO • 
El jjnico costo de este estudio es mi tiempo en las entrevistas y no durarto m&s de un 
tote.1 de tres horas. Cuando mis entrevistas estdn terminadas, recibii^ un certtficado de 
Walmart de veinte d61ares como regalo.por mi participaci6n en las entrevistas. 

CONTACTOS 
Puedo obtener mis informacion de parte de la. invesdgadora principal Maiylyn Morris 
McEwenJRN..MS en el ntoero (520)626-6926. Si tengo preguntas acerca de mis 
derechos como sujeto de esta investigacion puedo llamar a la oficina del Con^te de 
Sujetos Humanos, (520)626-6721. 



AUTORIZACI6N 
ANTES DE DAR MI CONSENTIMIENTO FIRMANDO ESTE FORMULARIO, SE 
ME HAN EXPLICADO LOS MfiXODOS, INCONVENXENOAS, RJESGOS Y 
BENEFICIOS, y SE ME HAN CONIESTADO MIS PREGUNTAS. PUEDO HACER 
PREGUNTAS EN CUi^UIER MOMENTO Y PUEDO REITRARME DEL 
PROYECTO EN CUALQUIER MOMENfTO SIN PROBLEMAS Y SIN AFECTAR EL 
CUIDADO M^ICO DE MI FAMILIAR. MI PARTICIPACI6N EN ESTE 
PROYECTO PUEDE SER TERMDSTADA POR LA INVESTIGADORA POR 
RAZONES QUE ME EXPLICARIA. CUALQUIER INFORMACIQN QUE SURJA 
DURANTE BL CURSO DE ESTE ESTUDIO QUE PUEDA AFECTAR MI 
VOLUNTAD DE CONTINUAR.EN ESTE PROYECTO, ME LA DIRAN A MEDIDA 
QUE APAREZCA. ESTE FORMULARIO DE CONSENTIMIENTO SE ARCHIVARA 
EN UNA AREA DESIGNADA POR EL COMITfi DE SUJETOS HUMANOS CON 
ACCESO LIMrTADO A LA INVESTIQADORA PRlNCff AL, MARYLYN MORRIS 
MCEWEN, RN, MS 0 UN REPRESENTASNTE AUTORIZADO DEL COLEGIO DE 
ENFERMERlA. NO PIERDO NINGUNO DE MIS DERECHOS LEGALES POR 
FIRMAR ESTE FORMULARIO.RECIBIR£ UNA COPL\ DE ESTE 
CONSENTIMIENTO FIRMADO. 

Finna del Sujeto Fecha 

Pinna del Testigo Fecha 

TESTIMONIO DE LA INVESTIGADORA 
He e^qplicado cuidadosamoate al sujeto la naturaleza desl proyecto airiba maicioriado. Por 
la presente certifico que, segiki lo que s6, la persona que finna este consentimiento 
comprende claramente la naturaleza, exigtacias, beneficios y riesgos involucrados 
con su participaci6n, y su finna es legalmente valida. Problemas medicos, de idioma, o 
de educacidn, no ban impedido este entendimiento. 

Firma del Presentador Fecha 

Finna de la Investigadora 
1/2000, 

Fecha 



APPENDIX D 

VERBAL CONSENT FORMS 

Subject's Verbal Consent Form - English 

Subject's Verbal Consent Form - Spanish 

Spouse or Significant Other Verbal Consent Form - English 

Spouse or Significant Other Verbal Consent Form - Spanish 
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UWlVEflSlTY OP « ,f,B 'H'S-STAMP MUST appcao ™ 
WJCUMEMTSUSEDTOrn DOCUME(i,c,uoco lurowRcurro. 
DATE-

The University of Arizona College of Nursing 
Mexican Immigrants' Understanding and Experience of Tuberculosis Infection 

SUBJECT'S VERBAL CONSENT FORM 

YOU ARE BEING ASKED TO READ OR HAVE RE^ TO YOU THE FOLLOWING 
MATERIAL TO ENSURE THAT YOU ARE INFORMED OF TEIE NATURE OF THIS 
RESEARCH STUDY AND OF HOW YOU WILL PARTICIPATE IN IT, IF YOU CONSENT 
TO DO SO. SIGNING THIS FOKM WILL INDICATE TILVT YOU HAVE BEEN SO 
INFORMED AND THAT YOU GIVE YOUR CONSENT. FEDERAL REGULATIONS 
REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION IN THIS 
RESEARCH STUDY SO THAT YOU CAN KNOW TI-IE NATURE AND RISKS OF YOUR 
PARTICIPATION AND CAN DECIDE TO PARTICIPATE OR NOT PARHCIPATE IN A 
FREE AND INFORMED MANNER. 

PTJKPOSE 
You are being invited to participate voluntarily in the above-titled research project. The purpose 
of this project is to discover what you know and believe about tuberculosis infection. 

SELECTION CRTTEiaA 
You are being invited to participate because you are an inunigrant from Mexico and bom in 
Mexico. You are 18 years of age or oldw or an emancipated minor. You have been diagnosed 
with tuberculosis infection and are currently seeking medical treatment through fite Mariposa 
Community Health Center Tuberculosis Control Program or, you have completed preventive 
thei'apy ifbr tuberculosis infection; You are able to speak and write in either Spanish csr English. 
You live with your spouse or significant other who is of Mexican descent, 18 years of age or 
older, and is able to speak and write in Spanish or English. You believe your spouse or significant 
other would be willing to participate in this study. Approximately 10 people wiH be enrolled in 
this study. 

PROCEDtmii:(S) 
If you agree to participate, you will be asked to describe your understanding, ideas, and 
experiences with having tuberculosis infection such as what you think caused this problem, what 
pills to take, other types of treatment you may be receiving for tuberculosis infection and your 
personal situation. You will talk about your understanding and experience of tuberculosis 
infection with Marylyn Morris McEwen, RN, MS and a bilingual, bicultural translator during 
three interviews. The first interview could be approximately one and a half hours or ninety 
minutes in length, the second interview could be thirty to sixty mimites, and the final interview 
will not exceed sixty minutes. There will be approximately four to six weeks between each 
interview. The conversation will be tape recorded and wiU take place at a time and place 
convenient to you. During the conversation, you can talk about anything you think is important to 
the topic. After completion of the interviews there will be a review of your medical record at the . 
Mariposa Community Health Center Tuberculosis Control Program and you will sign a separate 
form for the medical record review. 

RISKS 

There are no known risks to being in this study. You can ask questions at any time and stop 
talking if you don't want to say anything more. You may stop the interview at any time. You can 
stop being in the study at any time. Your care will not be changed at the Mariposa Community 
Health Center Tuberculosis Control Program if you stop being a part of this study. 
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INVESTIGATOR'S AFFIDAVIT 
I have carefuDy explained to tiie subject the nature of the above project I hweby certify that to 
the best of my knowledge the perMii who is signing this consent forai understands clearly the 
nature, demands, benefte," and risks involved in his/her participation and his/her signature is 
legally valid. A medical problem or language or educational barrier has not precluded tiiis 
understanding. 

Signature of Presenter Date 

Signature of Investigator 
:i/2000 

Date 
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Colegio De Enfermerfa De La Universidad De Arizona 

FORMULASIO DE CONSENTIMIENTO VERBAL DEL STJJETO 

Contprensidn y Experienda De La Infeccion De Tuberculosis 
Por Parte De Los Inmigrantes Mexicanos . 

SE LE ESTA PIDIENDO A USTED QUE ALGUIEN LE LEA EL SIGUIENTE 
MATEIOAL PARA ESTAR SEGUROS DE OUE USTED ESTA INFORMADO DE LA 
NATURALEZA DE ESTE ESTUDIO DE INVESTIGACION, Y DE LA FORMA EN 
QUE VA A PARHCIPAR SI DA SU CONSENTIMIENTO. SU FIRMA EN ESTE 
FORMULARIOINDICARA QUE USTED HA RECBBIDO LAS INFORMACIONES 
Y QUE HA DADO SU CONSENTIMIENTO. REGLAMENTOS FEDERALES 
REQUIEREN CONSENTIMIENTO POR ESCRITO ANTES DE PARTICIPAR EN 
ESTE ESTUDIO PARA QUE USIED SEPA LA NATURALEZA Y RIESGOS DE SU 
PARTICff ACI6N Y PUEDA DECIDIR EN FORMA LIBRE Y BIENINFORMADA 
SI PARHCIPA O NO PARTICffA. 

OBJETFVO 
Se le esti invitando a participar voluntariamente en el proyecto de investigaci6n airiba 
titulado. El objetivo de este proyecto es descubrir qu6 sabe y piensa de la infecci6n de 
tuberculosis. 

CRitERro SELECTTVO 
Se le est4 invitando a paiticipar porque usted es un immgrante de M&dcb y nacido esQ 
Mexico. Tiene 18 afios o mas o es im menor emancipado. Ha sido diagnosticado con 
iirfecxion de tuberculosis, y actuaJmente estA recibiendo tratamiento medico para 
infecci6n de tuberculosis del Programa de Control de la Tuberculosis del Mariposa 
Conununity Health Center o ite tenninado tratamiento preventivo para la infeccion 
tubarculosis. Puede hablar y escriisir ya sea m ingl6s o eqjanol. Vive con su c6nyuge o 
pareja quien es de descendencia mexicana, tiene 18 afios o mis. y puede hablar y escribir 
en espafidl o inglfe. Usted piensa que su conyuge o pareja esti dispuesto a participar en 
este estudio. Aproximadamente 10 personas sc taatrictilar^ en este estiidio. 

PROCEDIMIENTOCS) 
Si usted acepta participar, se le va a pedir que deseriba su entendimiento, ideas, y 
experiencias con respecto a la infecci6n de tuberculosis, por ejemplo, que cree usted que 
caus6 este problema, qui pildoras toma, otros tipos de tratamieaitos que puede estar 
redbiendo para la infecci6n de tuberculosis, y su situaci6n personal. Usted hablard sobre 
su entendimiento y experiencias de la infecci6n de tuberculosis con Maxylyn Morris 
McEwen, RN, MS y con un taductor bilingue y bicultural durante tres entrevistas. La 
primera entrevista serd de aproximadamente una. hora y media o noventa minutos de 
duracion, la segtmda entrevista puede durar de treinta a se^nta minutos, y la entrevista 
final no durara mis de sesenta minutos. Pasaran aproximadamente cuatro a seis semanas 
entre cada entrevista. La conversacidn scrd grabada y tendri lugar en ima hora y sitio de 
su conveniencia. Durante la conversaci6n, puede hablar de cualquier cosa que usted cree 
es importante en este tema. Ademis, se le va a pedir que complete dos cuesfionarios. El 



primer cuestionario es sobre infonnaciones personales, como edad, educacidn, etc., y 
tomara aproyimadamepte 20-30 minutos para completar. El segundo cuestionario es 
sobre remedios qxie urted usg, y tomard aproximadaraente 30 minutos para completar. 
Despues de completar las entrevistas habra im anitisis de sus infoimes medicos en el 
Programa de Control de la Tubcarculois del Mariposa Community Health Center, y usted 
finnara un. formulario sqjarado para el analisis de los informes medicos. 

RIESGOS 
No existem riesgos conocidos en la participacion en este estudio. Usted puede hacer 
preguntas en cualquier momento y dejar de hablar si no quiere decip nada mis. Puede 
detener la entrevista en cualquier momraato. Puede dejar de estar en el estudio en 
cualquier momento. Su cuidado en el Programa de Control de la Tuberculosis del 
Condado de Santa Cruz no cambiari si usted deja de participar en este estudio. 

BENEFICIOS 
No hay benefidos conocidos por participar en este estudio. 

CONFIDENCIALIDAD 
En los escritos de este estudio, no se usar5 su nombre o nornbres de sus ikmiliarfcs. Nadie, 
excepto M^Iyn Morris McEwen, sus profesores, y el traductor bilingiie sabrd lo que 
usted dijo. Se usari On pseud6mmo (nombre falso en vez del propio) y la cinta grabada 
se guardari con llave en un cuarto seguro en la Escuela de Enfermeria. No Se compartird 
ninguna infoimaci6ncon el Programa de Control de la Tuberculosis del Condado de 
Santa Cruz sin el penniso suyo o de sus familiares. Cuando se termine este estudio y se 
escriba un informe, se cambiar5n todos los nombres para que el publico no sqssi estas 
informaciones personales. Dicha infonnaci6n pemianeceia con Marylyn Morris 
McEwen, RN, MS y podrfa usarse en otros estudios. 

COSTOS DE PARTICIPACION Y COMPENSACION AL SUJETO 
El linico costo por participar en este estudio es el tiempo de las tres entrevistas, que no 
excederan de un total de tres hor^, Una vez completadas las eoatrevistas, usted recibird 
un corfificado de Walmart de veinte d6Iares por su participaci6n en dichas entrevistas. 

CONTACTOS 
Puede usted obtener mds informaciones de la investigadora principal Marylyn Morris 
McEwen, KN, MS en el tel^fono (520)626-6926. Si tiene preguntas con respecto a sus 
derechos como sujeto de esta investigaci6n, pi^e Ilamar a la oficina del Comity 
de Sujetos Humanos, en el ai5mero (520)626-6721. 

AUTORIZACI6N 
ANTES DE DAR SU CONSENTIMIENTO FIRMANDO ESTE FORMULARIO, SE 
LE HAN EXPLICADO A USTED LOS M^TODOS, JNCOlsTVENIENCIAS, RIESGOS 
Y BENEHCIOS, Y SE LE HAN CONTESTADO SUS PREGUNTAS. USTED PUEDE 
HACER PREGUNTAS EN CUALQUIER MOMENTO Y PUEDE REITRARSE DEL 
PROYECTO EN CUALQUIER MOMENTO SIN CAUSAR PROBLEMAS Y SIN 
AFECTAR SU CUIDADO MEDICO. SU PARTICIFACI6N EN ESTE PROYECTO 
PUEDE SER TERMINADA POR LA INVESTIGADORA POR RAZONES QUE SE 



LE EXPLICARtAN. SE LE HARA SABER A USTED CUALQUIERINFORMACION 
NUEVA QUE LLEGARA A SURJIR DURANTE EL CURSO DE ESTE ESrdDIO Y 
QUE PUEDA AFECTAR SU VOLUNTAD DE CONTINUAR. ESTE FORMULARIO 
DE CONSENTIMIENTO SERA ARCHTVADO EN UNA AREA DESIGNADA POR 
EL COMITE DE SUJETOS HUMANOS, CON ACCESO LIMITADO A LA 
INVESTIGADORA PRINCIPAL MARYLYN MORRIS MCEWEN, RN,MS O UN 
REPRESENTANTE AUTORIZADO DE LA ESCUELA DE ENFERMERfA. USTED 
NO PIERDE NINGUNO DE SUS DERECHOS LEGALES AL EERMAR ESTE 
FORMULARIO. SE LE ENTREGARA A USTED UNA COPIA DE ESTE 
FORMULARIO DE CONSENTIMIENTO. 

Firma del Sujeto Fecha 

Fircoa del Testigo Fecha 

TESTIMONIO DE LA INVESTIGADORA 
He explicado cuidadosamente al sujeto la naturaleza del proyecto arriba descrito. Por la 
presente certifico que, segiSii lo que s6, la persona que firma este foimulario de 
consentimieato comprende daramente la naturaleza, exigencias, beneficios y riesgos 
involucrados con su participaci6n, y su firma es legalmente vilida. Problenias mfdicos, 
de idioma, o de educacion no han impedido este entendimiento. 

Fiima del Presentador Fecha 

Fimja de la Investigadora 
1/2000 

Fecha 



The University of Arizona College of Nursing 

Mexican Immigrants' Understanding and Experience of Tuberculosis Infection 

SPOUSE or SIGNIFICANT OTHER VERBAL CONSENT FORM 

YOU ARE BEING ASKED TO READ OR HAVE READ TO YOU THE FOLLOWING 
MATERIAL TO ENSURE THAT YOU ARB INFORMED OF THE NATURE OF TfflS 
RESEARCH STUDY AND Of HOW YOU WILL PARTICIPATE IN IT, IF YOU CONSENT 
TO DO SO- SIGNING TtDS FORM WILL INDICATE THAT YOU HAVE BEEN SO 
INFORMED AND THAT YOU GIVE YOUR CONSENT. FEDERAL REGULATIONS 
REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION IN THIS 
RESEARCH STUDY SO THAT YOU CAN KNOW THE NATURE AND RISKS OF YOUR 
PARTICIPATION AND CAN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A 
FREE AND INFORMED MANNER. 

PURPOSE 
You are being invited to participate voluntarily in the above-titled research project. The purpose 
of this project is to discover what you know and believe about tuberculosis infection. 

SELECTION CRITERIA 
You are being invited to participate because you are the spouse or sigoificaat other of a Mexican 
immigrant who has been diagnosed with tub̂ ulosis infection. Your spouse or significant other 
is currently seeking medical treatment for tuberculosis infection through the Mariposa 
Community Health Center Tuberculosis Control Program or, has completed preventive therapy 
for tuberculosis Infection and has agreed to participate in this study. You are of Mexican descent 
and live in the same household as your spouse or signiiicant other who has been diagnosed with 
tuberculosis infection. You are 18 years of age or older or an emancipated minor and you are able 
to speak and write in either Spanish or English. Approximately 10 people will be enrolled in this 
study. 

l'ROCEDU»E(S) 
If you agree to participate, you will be asked to describe your understanding, ideas, and 
experiences of tuberculosis infection such as what you think caused this problem, what pills to 
take, other types of treatment your family member may be receiving for tuberculosis infection 
and your personal situation. You will talk about your imdarstanding and. experience of 
tuberculosis infection with Maiylyn Morris McEwen, RN, MS and a bilingual, bicultural 
translator. Your spouse or significant other may or may not be present during &e interviews. 
There may be a total of ibree interviews that could last a total of three hours. There will be 
approximately four to eight weeks between each interview. The conversation will be tape 
recorded and will take place at a time and place convenient to you. During the conversation, you 
can talk about anything you think is important to the topic. 

RISKS 
There are no known risks to being in this study. You can ask questions at any time and stop 
talking if you dont want to say anything more. You may stop the interview at any time. You can 
stop being in the study at any time. Your spouse or significant othei's care will not be changed at 
the Mariposa Community Healfli Center Tuberculosis Control Program if you stop being a part of 
this study. 

BENEFITS 
There are no known benefits to participating in this study. 



CONFIDENTIALITy 
In rq>oits of this study, your name, or any names of family members will not bo used No one but 
Marylyn Morris McEwen, RN, MS, her professors, and the bilingual translator will be able to 
know what you have said. A pseudonym (false name instead of my real name) will be used and 
the audiotape will be kept locked in a safe room at the College of Nursing. No information will be 
shared with the Mariposa Conununity Health Center Tuberculosis Control Program without your 
permission. When this study is finished and a report written, all names will be changed so that 
such personal infonnation will be unknown to the public. You can read this report anytime. The 
tape recordings will be destaoyed by cutting tiiem up after the infomiation has b̂  written down. 
This infonnation will remain with Marylyn Morris McEwen, RN, MS and may be used in other 
studies. 

PARTICIPATION COSTS AND SUBJECT COMPENSATION 
The only cost for participating in this study is your time for the interviews and they will not be 
longer than flaee hours total. When all your interviews are completed, you will receive a twenty 
dollar certificate ftom Walmart as a gift for your participation in the interviews. 

CONTACTS 
You can obtain further information from the principal investigator Marvtvn Morrfs McEwen. 
RN. MS at (520) 626-6926. If you have questions .concerning your rights as a research subject, 
you may call the Human Subjects Committee office at (520) 626-6721. 

AUTHORIZATION 
BEFORE GIVING YOUR CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO YOU AND 
YOUR QUOESTIONS HAVE BEEN ANSWERED. YOU MAY ASK QUESTIONS AT A1>1Y 
TIME AND YOU ARE FREE TO WITHDRAW FROM TOE PROJECT AT ANY TIME 
WITHOUT CAUSING BAD EEBI,INGS OR AFFECTING YOUR FAMILY MEMBER'S 
MEDICAL CARE. YOUR PARTICIPATION IN THIS PROJECT MAY BE ENDED BY THE 
INVESTIGATOR FOR REASONS IHAT WOULD BE EXPLAINED. NEW INFORMATION 
DEVELOPED DURING IHE COURSE OF TfflS STUDY WHICH MAY AFFECT YOUR 
WnXINGNESS TO CONTINUE IN THIS RESEARCH PROJECT WELL BE GIVEN TO YOU 
AS IT BECOMES AVAILABLE. THIS CONSENT FORM WILL BE FILED IN AN AREA 
DESIGNATED BY THE HUMAN SUBJECTS COMMITTEE WITH ACCESS RESTRICTED 
TO THE PRINCIPAL mVESTIGATOR. Marylyn Morris McEwen. RN. MS OR 
AUTHORIZED REPRESENTATIVE OF THE COT.T.PGR nf NURSING. YOU DO NOT GIVE 
UP ANY OF YOUR LEGAL SIGHTS BY SIGNING THIS FORM. A COPY OF THIS 
SIGNED CONSENT FORM WnX BE GIVEN TO YOU. 

Subject's Signature Date 

Witness Signature Date 



INVESTIGATOR'S AFFIDAVrr 
I have carefully explained to the subject the nature of the above project. 1 hereby certify that to 
the best of my knowledge the person who is signing ftis consent fonn understands clearly the 
nature, demands, beoefits, and risks involved in his/her participation and his/her signature is 
legally valid. A medical probl«n or language or educational barrier has not precluded tiiis 
tmdeistanding. 

Signature of Presenter Date 

Signature of Investigator 
1/2000 

Date 
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Colegio De Enfermcria De La Universidad De Arizona 

FORMULARIO DE CONSENTDMIENTO VERBAL DEL C6NYUGE O PAREJA 

Coinprensi6n Y Experiencia De La Infeccidn De Tuberculosis 
Por Parte De Los Inmigrantes Mexicanos 

SE LE ESTA PIDEENDO A USIED QUE ALGUIEN LE LEA EL SIGUIENTE 
MATERIAL PARA ESTAR SEGUROS DE QUE USIED ESTA INFORMADO DE LA 
NATURALEZA DE KSTE ESTUDIO DE INVESTIGACIQN, Y DE LA FORMA EN 
QUE VA A PARTICIPAR SI DA SU CONSENTIMIENTO. SU FIRMA EN ESTE 
FORMUI.ARIO INDICARA QUE USTED HA RECIBIDO LAS INFORMACIONES 
Y QUE HA DADO SU CONSENTrMIENTO. REGLAMENTOS FBDERALES 
REQUIEREN CONSENTIMIENTO POR ESCRITO ANTES DE PAR'nCIPAR EN 
ESTE ESTUDIO PARA QUE USTED SEPA LA NATURALEZA Y RIESGOS DE SU 
PARTIC1PACI6N Y PUEDA DECIDIR EN FORMA LIBRE Y BIENINFORMADA 
SI PARTICIPA O NO PARTICIPA. 

OBJETIVO 
Se le estd invitando a partioipar voluntariamente en el proyccto de investigacidn aniba 
titulado. El objetivo de este proyecto es descubrir que sabe y piensa de la infcccidn de 
tuberculosis. 

CRITERIO SELECTIVO 
Se le estd iavitando a participar porque usted es c6nyuge o pareja de un inmigrante 
mmtf^ann que ha sido diagnosticado con iiifecci6ii de tuberculosis. Su c6nyuge o parqa 
est^ actualmente recibiendo tralamiento medico para infecci6n de tuberculosis en el 
Programa de Control de la Tuberculosis del Mariposa Community Health Center o he 
terminado tralamiento preventive para la infeccion de tuberculosis y ha accedido a 
participar en este estudio. Usted es dc descendencia mexicana y vive en la misma casa 
con su conyuge o pareja que ha sido diagnosticado con infecci6n de tuberculosis. Usted 
tiene 18 afios de edad o o es un menor emaacipado y puede hablar en espa&>l o en 
ingI6s. Aproximadamente 10 personas se matricular^ en este estudio. 

PROCEDIMIENTO(S) 
Si usted acepta participar, se le va a pedir que describa su entendimiento, ideas y 
experiencias con re^ecto a la infecci6n de tuberculosis, por ejemplo, que cree usted que 
cause este problema, qu6 pildoras tomar, otros tipos de tratamientos que su familiar 
puede estar recibiendo para la infeccidn de tuberculosis, y su situaci6n personal. Usted 
hablara sobre su entendimiento y experiencia de la infecci6n de tuberculosis con Marylyn 
Morris McEwen, RN, MS y un traductor bilingiie y bicultural. Su c6nyuge o par^a puede 
estar 0 no estar presente durante las entrevistas. Habrd aproximadamente tres entrevistas 
que podrian durar un total dc tres horaa. Pasaran aproximadamente cuatro a ocho 
semanas entre cada eatrevista. La conversaci6n sera grabada y tendr^ lugar en una liora y 
sitio de su convesniencia. Durante la conversacion, usted puede hrislar de cualquier cosa 



qae crea es importante para el tema. Ademas, se le pedM que complete dos 
CTiestionarios. El primer cuestionaiio es sobre infonnaci6n personal, como edad, 
educaci6n,etc., y toniara aproximadamente 20-30 minutos para completar. El segundo 
cuestionaiio es sobre remedios que usa su c6nyuge o pareja, y tomard aproximad^ente 
30 minutos para 
completar. 

RIESGOS 
No existen riesgos conocidos en la participacidn en este estudio. Usted puede hacer 
preguntas en cualquier momento y dejar de hablar si no quiere decir nada mas. Puede 
detener la entrevista en cualquier momento. Puede dejar de estar en el estudio en 
cualquier momento. El cuidado de su c6nyuge o pareja en el Programa de Control de la 
Tuberculosis del Mariposa Community Health Center no cambiaia si usted deja de 
participar en este estudio. 

BENEFICIOS 
No hay beneficios conocidos por participar en este estudio. 

CONFIDENCIALIDAD 
En los escritos de este estudio, no se usai^ su nombre o nombies de sus familiares. 
Nadie, excepto Marylyn Morris McEwen, sus profesores, y el traductor bilingOe, sabri lo 
que usted dijo. Se usari un pseud6nimo (nombre falso en vez del propio) y la cinta 
grabada se guardara con Have en un cuarto seguro en la Escuela de Enfermeria. No se 
compartira ninguna informaci6n con el Programa de Control de la Tuberculosis del 
Mariposa Community Health Center sin el peimiso suyo o de sus familiares. Cuando se 
termine este estudio y se escriba un informe, se cambiardn todos los nombres para que el 
publico no sqja estas informaciones personales, Dicha infonnaci6n pweimanecerd con 
Marylyn Morris McEwen, RN, MS y podrla usarse en otros estudios. 

COSTOS DE PARTICIPACION Y C0MPENSACI6N AL SUJETO 
El unico costo por participar en este estudio es el tiempo de las tres entrevista, que no 
exceder^ de un total de tres horas. Una vez completadas las entrevistas, usted recibirS 
un certificado de Walmart por veinte dolares como regalo por su participaci6n en las 
entrevistas. 

CONTACTOS 
Usted puede obtener mSs informaciones de la investigadora principal Marylyn Morris 
McRwren, RN, MS en el teMfono (520)626-6926. Si tiene preguntas con respecto a sus 
derechos como sujeto de esta investigacion, puede Uamar a la oficina del Comite de 
Sujetos Humanos, en el niimero (520)626-6721. 



AUTORI2:ACI6N 
ANTES DE DAR SU CONSJhmiMffiNTO FIRMANDO ESIE FORMULARIO, SE 
LE HAN EXPUCADO A USTED LOS MfiTODOS, INCONVENIENCIAS, RIESGOS 
Y BENEFICIOS, Y SE LE IIAN CONTESTADO SUS PREGUNTAS. USTED PUEDE 
HACER PREGUNTAS EN CUALQUBBR MOMENTO Y PUEDE RETIRARSE DEL 
PROYECTO ENT CUALQUIER MOMENTO SIN CAUSAR PROBLEMAS Y SIN 
AFECTAR EL CUIDADO MEDICO DE SU FAMILL\R. SU PARTICIPACI6N EN 
ESIB PROYECTO PUEDE SER TERMINADA POR LA INVESTIGADORA POR 
RAZONES QUE SE LE EXPLICARIAN. SB LE HARA SABER A USTED 
CUA1.QUIER INFORMACION NUEVA QUE LLEGARA A SORJIR DURANTE EL 
CURSO DE ESTEESTUDIO Y QUE PUEDA AFECTAR SU VOLUNTAD DE 
CONTDsfUAR. ESIE FORMULARIO DE CONSENTIMIENTO SERA ARCHTVADO 
EN UNA AREA DESIGNADA POR EL COMITfi DE SUJETOS HUMANOS, CON 
ACCESO LDVHTADO A LA INVRSTIGADORA PRINCIPAL MARYLYN MORRIS 
MCEAWEN, RN, MS O UN REPRESENTANTE AUTORIZADO DE LA ESCUELA DE 
ENFERMERIA. USTED NO PIERDE NINGUNO DE SUS DERECHOS LEGALES AL 
FIRMAR ESTE FORMULARIO. SE LE ENTREGARA A USIED UNA COPL^ DE 
ESTE FORMULARIO DE CONSENTIMIENTO. 

Firma del Sujeto Fecha 

Firma del Testigo Fecha 

TESTIMONIO DE LA INVESTIGADORA 
He expltcado cuidadosamenle al sujeto la naturaleza del proyecto arriba descrito. Por la 
preseate certifico que, segun lo que s6, la persona que fiima este fonnulario de 
couseoitimiento comprende claiamente la naluialcza, exigencias, bencficios y 
riesgos involucrados con su paiticipaci6n, y su firma es legalmente v^da. ̂ blemas 
medicos, de idioma, o de educaci6a no ban impedido este entendimiento. 

Firma del Presentador Fecha 

Fiima de la Investigadora 
mooQ 

Fecha 



APPENDIX E 

PARTICIPANT RECRUITMENT SCRIPT 

English and Spanish 
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The University of Arizona College of Nursing 
Mexican Immigrants' Understanding and Experience of Tuberculosis Infection 

PARTICIPANT RECRUITMENT SCRIPT 

Because you have been diagnosed with tuberculosis infection, plan to receive medical 
care at the Mariposa Community Health Center Tuberculosis Control Unit or, you have 
completed preventive therapy for tuberculosis infection and, you are an immigrant from 
Mexico, bom in Mexico, you are being invited to participate voluntarily in the above 
titled research study. The purpose of this study is to discover what you know and 
believe about tuberculosis infection. You will be asked to describe your 
understanding, ideas, and experiences of tuberculosis infection such as what you 
think caused this problem, what pills you take, other types of treatments that you 
may use or did use to take care of the problem, and your personal situation. The 
results of this study will give us information about how to better help persons with 
Tuberculosis Infection. 

Participating in this study means that you will allow the investigator, Maiylyn Morris 
McEwen, MS, RN and a bilingual, bicultural translator to interview you at a place 
convenient to you. There will be three tape recorded interviews that will last about one 
hour each time (for a total of three hours). There will be approximately four to six weeks 
between each of the interviews. You must be 18 years of age or older, and be able to 
write and speak in Spanish or English. If you cannot read, the questions will be read to 
you by the translator. Also, you must have a spouse or significant other who is of 
Mexican descent, lives in the same household with you and is interested in being 
interviewed two to three times. The purpose of interviewing your spouse or significant 
otlier is to discover what they know and believe about tuberculosis infection, treatments 
that they use or used for this problem, and how this problem has affected the family. 
There will be about four to eight weeks between each interview with your spouse or 
significant other. 

If you do not want to participate in this study, your care at the Mariposa Community 
Health Center Tuberculosis Control Program will not be changed. Information that you 
give in these interviews will not be shared with the Mariposa Community Health Center 
Tuberculosis Control Program without your permission. There is no cost for participating 
in this study except for your time for the interviews. When all of the interviews are 
completed, you will be compensated for your participation in the interviews. 
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If you agree to be contacted about your participation in this study, please verbally 
indicate your permission to the staff of the Mariposa Community Health Center 
Tuberculosis Control Program. Marylyn Morris McEwen, MS, RN or the bilingual 
translator will contact you within a week to set up our first meeting. 

Name 

Contact information (phone number, address) 

THANK YOU FOR YOUR INTEREST IN THIS IMPORTANT STUDY ABOUT 
TUBERCULOSIS INFECTION. 
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Colegio de Enfermeria de la Universidad de Arizona 

Comprension y Experieneia de la Infecdon de Tuberculosis 
Por Parte de los Inmigrantes Mexicanos 

GUI6N DE RECLUTAJE DEL PARTICIPANTE 

Debido a que usted ha sido diagnosticado con infeccidn de tuberculosis, espera recibir 
atencion medica en la Unidad de Control de la Tuberculosis del Mariposa Conununity 
Health Center o, he terminado tratamiento preventivo para la infeccion de tuberculosis, y 
es un inmigrante de Mexico, nacido en Mexico, se le invita a participar en forma 
voluntaria en este estudio para descubrir que sabe y piensa de la infeccion de 
tuberculosis. Se le va a pedir que describa su entendimiento, ideas y experiencias de la 
infeccidn de tuberculosis, por ejemplo, que cree usted que caus6 este problema, que 
pildoras toma, otros tipos de tratamientos que usa para tratar este problema, y su situacidn 
personal. Los resultados de este estudio nos daran informaciones para mejor ayudar a 
personas con Infeccion de Tuberculosis. 

Su participacion en este estudio significa que usted permitira que la investigadora, 
Marylyn Morris McEwen, MS, RN y un traductor bilingiie, lo entrevisten en un lugar de 
su conveniencia. Habra tres entrevistas grabadas que van a durar una hora cada vez (un 
total de tres horas). Entre cada entrevista pasar&i aproximadamente cuatro a seis 

semanas. Usted tiene que tener 18 anos de edad o mas, y saber escribir y hablar en 

espanol o en ingles. Si no puede leer, el traductor le leer^ las preguntas. Tambien, debe 
tener cdnyuge o pareja de descendencia mexicana viviendo en su misma casa que tenga 
interes en ser entrevistado dos o tres veces. El propdsito de entrevistar a su conyuge o 
pareja es descubrir qu6 sabe y piensa de la infecci6n de tuberculosis, los tratamientos que 
usa para este problema, y en que forma el problema ha afectado a la familia. Pasar^ 
cuatro a ocho semanas entre cada entrevista con su conyuge o pareja. 

Si usted no desea participar en este estudio, su cuidado en el Programa de Control de la 

Tuberculosis del Mariposa Community Health Center no cambiara. La informacion que 

usted da en estas entrevistas no sera compartida con el Programa de Control de la 
Tuberculosis del Mariposa Conmiunity Health Center sin su permiso. No hay ningun 

gasto en su participaci6n en este estudio, excepto el tiempo de las entrevistas. Cuando se 

completen todas las entrevistas, a usted se le compensara por su participacion en dichas 

entrevistas. 
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Si usted acepta ser contactado para participar en este estudio, por favor estado su permiso 
a la personal de Control de la Tuberculosis del Mariposa Community Health Center. 
Marylyn Morris McEwen, MS, RN o el traductor bilingUe lo contactar^n dentro de una 
semana para determinar la primera reunion. 

Nombre 

Informacion para Contactarlo (telefono, direccion) 

GRACIAS POR SU INTERES EN ESTE IMPORTANTE ESTUDIO DE LA 
INFECCION DE TUBERCULOSIS. 



APPENDIX F 

RELEASE OF MEDICAL RECORDS FORM 

English and Spanish 
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The University of Arizona College of Nursing 

Mexican Immigrants' Understanding and Experience of Tuberculosis Infection 

RELEASE of MEDICAL RECORDS FORM 

To: Mariposa Community Health Center Tuberculosis Control Program 

From: Marylyn Morris McEwen, MS, RN 

Date: 

I agree to the release of the following medical information to the above named researcher 
for her study, "Mexican Immigrants' Understanding and Experience of Tuberculosis 
Infection". 

Medical Records Requested: 

Initial History form 

Medication schedule 

Physician's orders 

Nurse and Physician chart notes 

Patient Name: 

Date of Birth: 

This release is valid from the date signed until 30 days following my completion of the 
research study. I hereby authorize release of my medical records to the above researcher. 

Patient's Signature Date 
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COLEGIO DE ENFERMERIA DE LA UNIVERSIDAD DE ARIZONA 
COMPRENSION Y EXPERIENCIA DE LA INFECCI6N DE 

TUBERCULOSIS POR PARTE DE LOS INMIGRANTES 
MEXICANOS 

FORMULARIO DE CESI6N DE INFORMES MEDICOS 

A: Programa de Control de la Tuberculosis del Mariposa Community Health Center 

De: Marylyn Morris McEwen, MS, RN 

Fecha: 

Doy mi consentimiento para ceder la siguiente informacion mddica a la investigadora 
arriba mencionada para su estudio "Comprension y Experiencia de la Infeccion de 
Tuberculosis por parte de los Inmigrantes Mexicanos." 

Informes Medicos Requeridos: 

Forma de Historia Inicial 

Horario de Medicamentos 

Ordenes de los Medicos 

Notas grdflcas de enfermero v m6dico 

Nombre del Paciente 

Fecha de Nacimiento ^ 

La cesion es valida desde la fecha de la firma hasta 30 dias 
despues de completado el estudio. Por la presente autorizo abrir 
mis informes medicos a la investigadora mencionada arriba. 

Firma del Paciente Fecha 



APPENDIX G 

SUBJECT DISCLAIMER FORM 

English and Spanish 
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The University of Arizona College of Nursing 
Mesdcau Inuriigranfs' Understanding and Experience of Tuberculosis Infection 

SUBJECT DISCLAIMER FORM 
I am a researcher from the University of Arizona College of Nursing doing a study about 
people who have been diagnosed with tubcrciilosis infection. The oveisill aim of tiiis 
study is to give nurses more information about how to better help persons with 
tuberculosis infection. 

To better understand the experience of persons with tuberculosis infection, I am aUo 
interviewing people who use the Mariposa Community Healtti Center Tuberculosis 
Clinic. The interview will take place ia the lobby of the Mariposa Community Hcdth 
Center Tuberculosis Control Clinic. With your permission, notes will be takem during the 
interview. Hie interview notes will be locked in a cabinet at the College of Nursing in a 
secure place. The interview will not be tape recorded. Your response to these questions is 
strictly voluntary, you may answer some, all, or none of the questions. If you decide to 
participate, the interview will only take about 10-15 minutes. Your identity will not be 
revealed and your confidentiality will be maintained in all reports of this project. 

Any questions you have will be answered and you may withdraw from the study at any 
time without <-aiiiging bad feelings. There are no known benefits or risks involved in your 
participation. There are no costs to you except for your time for the interview, and you 
will not be compensated. By completing this interview, you are granting your consent for 
the use of this information for research purposes. 

You can obtain fiirther information from Marylyn Morris McEwen, MS, RN at 520-626-
6926. If you have questions concerning your ri^ts as a resoarch subject, you may call the 
Human Subjects Committee ofSce at 626-6721. 

Thank you. 

Marvlvn Morris McEwen. MS. RN 
Investigator Date 

1-520-626-6926 
Telephone Number 

fWWVED BY UNIVEflSny OF AZ IRB 
appear ON r 



Colegio de Enfermerfa de la Universidad de Arizona 

ComprensiSn y Experiencia de la Infeccion de Tuberculosis 
For Parte de los Inmigrantcs Mexicanos 

FORMULARIO »E DESISTIMIENTO DEL SUJETO 

Soy una investigadora del Colegio de Enfenneria de la Universidad de Arizona que esti 
un estudio de personas que han sido diagnosticadas con infecci6n de 

tuberculosis. El objetivo general de este estudio es dar a los enfermeros m^s informacidn 
sobre c6mo ayudar mejor a las personas con la infeccion de tuberculosis. 

Para comprender mejor la ejqjeriencia de las personas con infeccion de tuberculosis, 
tambi^ voy a entrevistai a personas que usan la Clfaiica de Tuberculosis del Mariposa 
Community Health Center. La entrevista tendra lugar en el lobby de la Clinica de 
Control de la Tuberculosis del Mariposa Community Health Center. Con su permiso, se 
tomar^n notas duranle la entrevista. Las notas dc la ehtrevista se guardar&i con llave en 
un gabinete de la Escuela de Enfermeria en un lugar seguro. La entrevista no se grabard. 
Sus respuestas a estas preguntas seran estriotamente voluntarias, y puede contestar 
algunas, todas, o ninguna de las preguntas. Si decide parbcipar, la entrevista tomard 
solamente entre 10-15 minutos. Su identidad no ser^ revelada y se mantendrd la 
confidencialidad de todos los informes de este proyecto. 

Se le contcstarto todas las preguntas que usted tenga y puede retirarse del estudio en 
cualquier nxomento sin causar problemas. No existen beneficios o riesgos conocidos 
involucrados en su paxticipacion. A1 completar esta entrevista, usted estard dando su 
consentimiento para usar esta infonnaci6n con fines de investigaci6a 

Puede obtener m5s informacion de parte de Marylyn Morris McEwen, MS, RN en el 
ntoiero 520-626-6926. Si tieae preguntas acerca de sus derechos como sujeto de tal 
invcstigacion, puede llamar a la oficina del Comite de Sujetos Humanos, al ni^ero 626-
6721. Gracias. 

Marylyn Morris McEwen Fecha 
Investigadora 

1-520-626-6926 APFWJVBO BY UWEfKlTr OF AZ IRB 
NteterodeTel^fono THIS SIAMP MUST APreAH ON AU 

OOCUMEm&USED 10 OONSBtT SUBJKTS. 
DATE: 
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APPENDIX H 

DEMOGRAPHIC DATA INSTRUMENT 

Subject's Demographic Questionnaire - English 

Subject's Demographic Questionnaire - Spanish 

Spouse or Significant Other Demographic Questionnaire - English 

Spouse or Significant Other Demographic Questionnaire - Spanish 
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The University of Arizona College of Nursing 

Mexican Immigrants' Understanding and Experience of Tuberculosis Infection 

SUBJECT'S DEMOGRAPHIC QUESTIONNAIRE 

The purpose of this questionnaire is to provide information about yourself and your 
family. It will take approximately 20 - 30 nainutes to complete this questionnaire. The 
questions will be read to you in your language of preference. If the questionnaire is 
completed, consent for use of the information is granted. 

1. When and by who were you told that you had toberculosis infection? 
2. How long have you been receiving or did you receive treatment for this 

illness/infection at the Tuberculosis Control Program? Mariposa CHC or Santa Cruz 
County or other 

3. Have you ever been told before the time of this diagnosis that you had tuberculosis or 
tuberculosis infection? 

4. Have you ever been treated before this time for mberculosis or mberculosis infection? 
If so, when, where, what did you take and for how long? 

5. If you have been treated before this time for tuberculosis, why did you stop the 
medication? 

6. How old are you? 
7. Gender; Female Male 
8. Are you currently: Married Divorced Separated Living with a 

partner but not married Single 
9. Where did you go to school? 
10. How many years of education did you complete? 
11. Who lives with you in your home? 
12. Who do you consider to be part of your family? 
13. What language(s) are spoken in your home? 
14. What language(s) do you read? 
15. Where were you bom (country and state)? 
16. Where was your father bom? 
17. Where was your mother bom? 
18. Where was your mother's mother bom? 
19. Where was your mother's father bom? 
20. Where was your father's mother bom? 
21. Where was your father's father bom? 
22. How long have you lived in the U.S.? 
23. How frequently do you go to Mexico? 
24. How often do family and friends from Mexico visit you in the U.S.? 
25. Do you get health care from Mexico? Is so, explain (e.g. Hospital Basico, IMSSS, 

pharmacy) 
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26. Do you do work for which you are paid? 
27. How many hours a week do you work? 
28. Who else in your household works outside of the home? 
29. Financially you: do not have enough money to pay bills 

barely make ends meet 
have enough money to pay bills, with a little extra 
have enough money to do whatever you want 

30. Do you have health insurance? Is so, where? 
31. Do you have a personal source of transportation? In not, how do you get to the TB 
Clinic? 
32. Is there anything else that you would like to tell me about yourself or your family? 

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE. 
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ESCUELA DE ENFERMERIA DE LA UNTVERSIDAD DE ARIZONA 
COMPRENSION Y EXPERIENCIA DE LA INFECCI6N DE TUBERCULOSIS 

POR PARTE DE LOS INMIGRANTES MEXICANOS CUESTIONARIO 
DEMOGRAFICO DEL SUJETO 

El objetivo de este cuestionario es obtener informacion sobre usted y su familia. 
Tomara aproximadamente 20-30 minutos para completar este cuestionario. Se le leeran a 
usted las preguntas la lengua que prefiera. Si se completa el cuestionario, se permiso 
para usar la informaci6n. 
1. ^Cuando supo y quien le dijo que tenia infeccion de? 
2. ^Cuanto tiempo ha estado recibiendo tratamiento para su enfermedad/infecci6n? 
3. Antes de ahora, i,le dijo alquien que usted tenia tuberculosis infeccion de 

tuberculosis? 
4. Antes de ahora, ^ha recibido usted tratamiento para la tuberculosis o infecci6n de 

tuberculosis? Si es asi, ^cuando, donde, que tom6 y por cu^to tiempo? 
5. Si ha estado en tratamiento antes de ahora para tuberculosis, ^por qu6 dej6 de tomar 

los medicamentos? 
6. i,Qu6 edad tiene? 
7. Sexo: Femenino Masculino 
8. Actualmente, usted esta: Casado(a) Divorciado(a) 

Separado(a) Con pareja sin casarse Soltero(a) 
9. ^D6nde fue a la escuela? 
10. ^Cuantos anos de educacion completo? 
11. ^Quien vive con usted en su casa? 
12. lA quien considera como parte de su familia? 
13. iQu6 lengua(s) se habla en su casa? 
14. ^Qu6 lengua(s) lee? 
15. ^Donde naci6? (pais y estado) 
16. ^D6nde naci6 su padre? 
17. ^D6nde nacio su madre? 
18. ^Donde naci6 la madre de su madre? 
19. ^Donde nacio el padre de su madre? 
20. ^Donde nacid la madre de su padre? 
21. ^Donde nacio el padre de su padre? 
22. ^Cuanto tiempo hace que vive en los Estados Unidos? 
23. iCon cuanta frecuencia visita Mexico? 
24. ^Con cu^ta frecuencia familiares y amlgos de Mexico lo visitan a usted en los 

Estados Unidos? 
25. ^Recibe cuidados medicos en Mexico? Si es asi, explique 

(e.g. Hospital Basico, IMSSS, farmacia). 
26. ^Tiene usted trbajo pagado? 
27. ^Cudntas horas a la semana trabaja? 
28. iQuien mas en su casa trabaja fuera del hogar? 
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29. Economicamente usted no tiene suficiente dinero para pagar cuentas. 
apenas le alcanza para vivir. 
tiene suficiente dinero para 
pagar cuentas, con un poco extra. 
tiene suficiente dinero para 
hacer lo que quiere. 

30. ^Tiene seguro de salud? Si es asi, ^donde? (e.g. Mexico, Centro Comunitario de 
Salud de Mariposa, AHCCCS) 

31. ^Tiene transportacion propia? Si no, ^como llega a la clfnica de TB? 
32. ^Hay alguna otra cosa que quisiera decirme sobre usted y su familia? 

GRACIAS POR COMPLETAR ESTE CUESTIONARIO. 



253 

The University of Arizona College of Nursing 

Mexican Immigrants' Understanding and Experience of Tuberculosis Infection 

SPOUSE or SIGNIFICANT OTHER DEMOGRAPHIC QUESTIONNAIRE 

The purpose of this questionnaire is to provide information about yourself and your 
family. It will take approximately 20 - 30 minutes to complete this questionnaire. The 
questions will be read to you in your language of preference. If the questionnaire is 
completed, consent for use of the information is granted. 

1. Have you ever been told that you had tuberculosis or tuberculosis infection? If yes, 
when and by whom? 

2. Have you ever been treated for tuberculosis or tuberculosis infection? If so, when, 
where, what did you take and for how long? 

3. If you have been treated before this time for tuberculosis, why did you stop the 
medication? 

4. How old are you? 
5. Gender: Female Male 
6. Are you currently: Married Divorced Separated Living with a 

partner but not married Single 
7. Where did you go to school? 
8. How many years of education did you complete? 
9. Who lives with you in your home? 
10. Who do you consider to be part of your family? 
11. What language(s) are spoken in your home? 
12. What language(s) do you read? 
13. Where were you bom (country and state)? 
14. Where was your father bom? 
15. Where was your mother bom? 
16. Where was your mother's mother bom? 
17. Where was your mother's father bom? 
18. Where was your father's mother bom? 
19. Where was your father's father bom? 
20. How long have you lived in the U.S.? 
21. How frequently do you go to Mexico? 
22. How often do family and friends from Mexico visit you in the U.S.? 
23. Do you get health care from Mexico? Is so, explain (e.g. Hospital Basico, IMSSS, 

pharmacy) 
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24. Do you do work for which you are paid? 
25. How many hours a week do you work? 
26. Who else in your household works outside of the home? 
27. Financially you: do not have enough money to pay bills 

barely make ends meet 
have enough money to pay bills, with a little extra 
have enough money to do whatever you want 

28. Do you have health insurance? Is so, where? 
29. Do you have a personal source of transportation? In not, how do you get to the TB 

Clinic? 
30. Is there anything else that you would like to tell me about yourself or your family? 

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE. 
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ESCUELA DE ENFERMERIA DE LA UNIVERSIDAD DE ARIZONA 
COMPRENSION Y EXPERIENCIA DE LA INFECCI6N DE TUBERCULOSIS 

POR PARTE DE LOS INMIGRANTES MEXICANOS CUESTIONARIO 
DEMOGRAFICO DEL CONYUGE O PAREJA 

El objetivo de este cuestionario es obtener informacion sobre usted y su familia. 
Tomara aproximadamente 20-30 minutos para completar este cuestionario. Se le 
leeran a usted las preguntas en la lengua que prefiera. Si se completa el 
cuestionario, se da permiso para usar la informacion. 

L ^Le han dicho asiguna vez que tenia infecci6n de tuberculosis? Si es asi, ^cu^do y 
per qui6n? 

2. ^Ha recibido tratamiento alguna vez para infecci6n de tuberculosis? Si es asi, 
^cuaado, d6nde, que tomo y por cutoto tiempo? 

3. Si ha estado antes en tratamiento para tuberculosis y no complet6 los medicamentos, 
i,por que dejo de tomarlos? 

4. iQu® ®dad tiene? 
5. Sexo: Femenino Masculino 
6. Actualmente, usted esta: Casado(a) Divorciado(a) 

Separado(a) Con pareja sin casarse Soltero(a) 
7. i,D6nde fue a la escuela? 
8. ^Cumtos anos de educacion completo? 
9. iQuien vive con usted en su casa? 
10. lA quien considera como parte de su familia? 
11. iQu6 lengua(s) se habla en su casa? 
12. iQue lengua(s) lee? 
13. iD6nde nacio? (pais y estado) 
14. ^Donde nacio su padre? 
15. ^Ddnde nacio su madre? 
16. ^Donde nacio la madre de su madre? 
17. ^Donde nacio el padre de su madre? 
18. ^Ddnde nacio la madre de su padre? 
19. ^Ddnde naci6 el padre de su padre? 
20. iCu^to tiempo hace que vive en los Estados Unidos? 
21. ^Con cudnta firecuencia visita Mexico? 
22. iCon cuMita frecuencia familiares y amigos de Mexico lo visitan a usted en los 

Estados Unidos? 
23. ^Recibe cuidados medicos en Mexico? Si es asf, explique (e.g. Hospital Basico, 

IMSSS, farmacia). 
24. ^Tiene usted trbajo pagado? 
25. ^Cuantas horas a la semana trabaja? 
26. iQuien mds en su casa trabaja fiiera del hogar? 
27. Economicamente usted no tiene suficiente dinero para pagar cuentas. 

apenas le alcanza para vivir. 
tiene suficiente dinero para pagar cuentas, con un poco extra. 
tiene suficiente dinero para hacer lo que quiere. 



28. i,Tiene seguro medico? Si si, ̂ donde? 
29. ^Tiene transportacion propia? Si no, ^como llega a la Clfnica de TB? 
30. ^Hay algo mas que quisiera dedirme de usted y su familia? 

GRACIAS POR COMPLETAR ESTE CUESTIONARIO. 



APPENDIX I 

HOUSEHOLD REMEDIOS INVENTORY 

Subject's Household Remedios Inventory - English 

Subject's Household Remedios Inventory - Spanish 

Spouse or Significant Other Household Remedios Inventory - English 

Spouse or Significant Other Household Remedios Inventory - Spanish 
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The University of Arizona College of Nursing 

Mexican Immigrants' Understanding and Experience of Tuberculosis Infection 

SUBJECT'S HOUSEHOLD REMEDIOS INVENTORY 

The purpose of this questionnaire is to provide information about all of the household 
treatments (remedios) that you and your family use or used to treat your illness/infection. 
For example, what types of medication you take, herbs and/or teas, and types of healers 
that you go to or used. It will take approximately 20 minutes to complete this 
questionnaire. The questions will be read to you in your language of preference. If the 
questionnaire is completed, consent for use of the information is granted. 

1. Tell me about all of the remedios that you and your family use(d) to treat your 
illness/infection. 

2. Tell me about what these remedios are good for. 

3. Tell me about how you use(d) these remedios. (how frequentiy you take pills, how 
much of the herbs you use to make tea and how much and how often you drink it)? 

4. Who told you to use these remediosl (family members, herb specialist, pharmacist) 

5. Where do you get these remediosl (pharmacy, herb store, Mexico, etc.) 

6. How much did these remedios cost? (as recalled) 

7. Who in your family has used these remedios and for what purpose? 

8. Tell me about how these remedios are working/worked for you to treat your 
illness/infection. 

9. Please show me the medications that you are currently taking for your 
illness/infection that you received from your provider (name ). 

10. Please show me all of the other remedios that you are currently using or have used to 
treat your illness/infection. 

11. Is there anything else that you would like to tell me about the remedios that you 
use(d) to treat your illness/infection? 

THANK YOU FOR COMPLETING THIS INVENTORY. 
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ESCUELA DE ENEERMERIA DE LA UNIVERSIDAD DE ARIZONA 
COMPRENSI6N Y EXPERIENCIA DE LA INFECCI6N DE TUBERCULOSIS 

POR PARTE DE LOS INMIGRANTES MEXICANOS. 

INVENTARIO DE REMEDIOS USADOS EN CASA DEL SUJETO. 

El proposito de este cuestionario es obtener informaci6n de los tratamientos (remedies) 
usados en su casa por usted y su fanailia para tratar su enfermedad/infecci6n. Por 
ejemplo, que tipos de medicamentos toma, como yerbas y/o tes, y qu6 tipos de 
curanderos visita. Tomara aproximadamente 30 minutos para completar este 
cuestionario. Se le leeran a usted las preguntas en la lengua que prefiera. Si se completa 
el cuestionario, se da permiso para usar la informacion. 

1. Cuenteme acerca de todos los remedios que usted y su familia usan para tratar 
su enfermedad/infeccion. 

2. Dfgame para que son buenos estos remedios. 

3. Digame c6mo usa estos remedios. (^Con cudnta frecuencia pildoras, cuanta yerba 
usa para hacer te y qu6 cantidad cutotas veces lo toma?) 

4. (?,Quien le dijo que usara estos remedios? (miembros de su familia, especialistas en 
yerbas, farmac^uticos, etc.). 

5. ^D6nde obtiene estos remedios? (farmacia, yerbaterfa, Mexico, etc.). 

6. ^Cuanto costaron estos remedios? (segiin recuerde). 

7. ^Quien de su familia ha usado estos remedios y para qu6? 

8. Digame que resultados le estan dando estos remedios en el tratamiento de 
su enfermedad/infeccion. 

9. Por favor, mu^streme todos los otros remedios que estd usando actualmente 
recibidos del Programa de Control de la Tuberculosis del Condado de Santa Cruz. 

10. Por favor, mu^streme todos los otros remedios que esta usando ahora o que 
ha usado para tratar su enfermedad/infeccion. 

11. ^Hay alguna otra cosa que usted quisiera decirme acerca de los remedios que para 
tratar su enfermedad/infecci6n? 

GRACIAS POR COMPLETAR ESTE INVENTARIO. 
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The University of Arizona College of Nursing 

Mexican Immigrants' Understanding and Experience of Tuberculosis Infection 

SPOUSE or SIGNIFICANT OTHER HOUSEHOLD REMEDIOS INVENTORY 

The purpose of this questionnaire is to provide information about all of the household 
treatments (remedios) that you and your family use or used to treat your illness/infection. 
For example, what types of medication you take, herbs and/or teas, and types of healers 
that you go to or used. It will take approximately 20 minutes to complete this 
questionnaire. The questions will be read to you in your language of preference. If the 
questionnaire is completed, consent for use of the information is granted. 

1. Tell me about all of the remedios that you and your family use(d) to treat your 
spouse's or significant other's illness/infection. 

2. Tell me about what these remedios are good for. 

3. Tell me about how you use(d) these remedios. (how frequently pills are taken, how 
much of the herbs you use to make tea and how much and how often it is drank)? 

4. Who told you to use these remedios! (family members, herb specialist, pharmacist, 
etc.) 

5. Where do you get these remediosl (pharmacy, herb store, Mexico, etc.) 

6. How much did these remedios cost? (as recalled) 

7. Who in your family has used these remedios and for what purpose? 

8. Tell me about how these remedios are working/worked to treat your spouse's or 
significant other's illness/infection. 

9. Please show me all of the remedios that you are currently using or have used to treat 
your spouse's or significant other's illness/infection. 

10. Is there anything else that you would like to tell me about the remedios that you 
use(d) to treat your spouse's or significant other's illness/infection? 

THANK YOU FOR COMPLETING THIS INVENTORY. 



261 

ESCUELA DE ENFERMERIA DE LA UNIVERSIDAD DE ARIZONA 
COMPRENSION Y EXPERIENCIA DE LA INFECCICN DE TUBERCULOSIS 

FOR PARTE DE LOS INMIGRANTES MEXICANOS. 

INVENTARIO DE REMEDIOS USADOS EN CASA 
DEL CONYUGE O PAREJA 

El objetivo de este cuestionario es obtener informacion de todos los tratamientos 
(remedies) usados en casa por usted para tratar la'^enfennedad/infeccidn de su c6nyuge 
0 pareja. Por ejemplo, que t^pos de medicamentos toma su conyuge o pareja, como 
yerbas y/o tes, y que tipos de curanderos visita. Tomara aproximadamente 30 minutos 
para completar este cuestionario. Se le leeran a usted las preguntas en la lengua que 
prefiera. Si se completa el cuestionario, se da permiso para usar la informacion. 

L Cuenteme acerca de todos los remedios que usted usa para tratar la 
enfermedad/infeccion 

de su conyuge o pareja. 

2. Digame para que son buenos estos remedios. 

3. Digame como usa estos remedios i,(Con cuanta frecuencia se toma pildoras, cu^ta 
yerba usa para hacer te y que cantidad y cudntas veces se toma?) 

4. ^Quien le dijo que usara estos remedios? (miembros de su familia, especialistas en 
yerbas, etc.). 

5. ^Donde obtiene estos remedios? (farmacia, yerbateria, Mexico, etc.) 

6. ^Cuanto costaron estos remedios? (seglin recuerde) 

7. ^Quien de su familia ha usado estos remedios y para qu6? 

8. Digame qu6 resultados estdn dando estos remedios en el tratamiento de la 
enfermedad/infeccion de su conyuge o pareja. 

9. For favor, mu^streme todos los otros remedios que estd usando ahora o que ha usado 
para tratar la enfermedad/infeccion de su cdnyuge o pareja. 

10. ^Hay alguna otra cosa que usted quisiera decirme acerca de los remedios que usa 
para tratar la enfermedad/infeccion'? de su c6nyuge o pareja. 

GRACIAS FOR COMPLETAR ESTE INVENTARIO 
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