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Dowdall, S., Flores, A. R., & Taplay, K , Culturallv Congruent Care: Predictors of
Patient Satisfaction Among Adult Mexican Americans. Master of Science in Nursing
(MSN), December, 1998, 82 pp., 6 tables, references, 90 titles.

Predictors of patient satisfaction among hospitalized adult Mexican Americans were
examined in this pilot study. Acculturation as determined by the Acculturation Rating
Scale for Mexican Americans-II (ARSMA-II), ethnicity of the nurse, age, gender,
socioeconomic status, level of education and marital status were examined as predictors
of patient satisfaction. Patient satisfaction was measured by the Patient Satisfaction
Inventory (PSI). The pilot study was conducted in an acute care setting in the lower Rio
Grande Valley, where 81 participants provided the data. The questionnaires were offered
in both English and Spanish. Two qualitative questions were asked regarding the
patients’ perception of culturally sensitive nursing care. These questions were asked in
the patient’s language of choice. The independent demographic variables were not found
to lessen or increase the level of patient satisfaction. Similarly, the ethnicity of the nurse
and the level of acculturation were not found to lessen or increase the level of patient
satisfaction. The qualitative questions revealed five categories related to culturally

congruent nursing care.
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CHAPTER I

INTRODUCTION

As the twenty-first century approaches, health care providers must be prepared to
deliver care to a growing number of culturally diverse clients. An increased
understanding of culture is required as the number of minority populations grow.
Knowledge of cultural diversity is essential in nursing. It is not only important to deliver
culturally relevant care, but it is also important to perform cross cultural comparisons in
order to recognize universal aspects of care (American Nurses Association, 1991).
Nurses must recognize specific cultural factors affecting individual clients and take into
consideration variances that may occur within the particular culture. The American
Nurses Association (1991) supports the need for culturally sensitive nursing care and
recognizes that ethnocentric approaches to nursing practice are inadequate in meeting
health needs of diverse cultural groups.

Another concern in this age of consumer driven health care, where cost cutting
and case management are now the norm, is identifying factors that affect patients’
satisfaction. “In the current health care environment, the measurement of patient
satisfaction, defined by some investigators as patients’ perception of quality of care, has

become important as hospitals compete for patients and struggle to control costs”
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(Williams, 1997, p. 15). Many different studies have shown that patient satisfaction has a
positive relationship with recovery, comfort, health behaviors, and compliance (Gardner
&Wheeler, 1979; Keane McDermott, Chastian, & Rudisill, 1987; Kincey & Kat, 1984;
Lauer, Murphy, & Powers, 1982). Patient satisfaction has been further conceptualized as
a patient’s perceived level of caring and its actual occurrence (von Essen & Sjoden,
1991). Understanding that patient perceptions of nursing care may affect satisfaction
urged the researchers to explore these perceptions. Delineation of these perceptions may

lead to improved patient outcomes and satisfaction.
Statement of Purpose

National projections from the United States Bureau of Census indicate that the
ethnic group with the highest rate of increase will be those of Hispanic origin. Hispanics
will increase to 97 million by 2050 (U.S. Bureau of Census, 1998). This increase is three
and a half times the 1995 Hispanic population. Persons of Mexican American ethnicity
were subjects in this study. The terms Hispanic and Mexican American were not used
interchangeably within this study because of the wide variation of heritage and culture
possible among Hispanics. Persons of Hispanic origin can inciude Mexican, Puerto
Rican, Cuban, Central American, South American, and all other Latin American
countries (Marin & Marin, 1991). It should be noted that persons of Hispanic origin
might be of any race (U.S. Bureau of Census, 1998). It is estimated that 63.4% of the
Hispanic population is Mexican American (U.S. Bureau of Census, 1998). The rapid
growth of this population as well as the location of this study served to determine the
population utilized for this pilot study. The purpose of this study was to identify

predictors of patient satisfaction among adult Mexican Americans in an acute care
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setting. This study also aimed to investigate the relationship between the level of
acculturation and its effect on patient satisfaction in the adult Mexican American.

Examination of the empirical testing related to this study revealed a plethora of
research that has studied patient satisfaction; “however, very few reports of application of
this type of research to the Mexican American population exist” (Hennessy & Friesen,
1994, p. 32). Additionally, much research has been done on measuring the acculturation
level of Mexican Americans and a number of researchers have considered whether
acculturation stress may contribute to significant health problems (Cuéllar & Roberts,
1984; Montgomery, 1992a; Szapocznik & Kurtines, 1980). Montgomery (1992a) further
suggests that an acculturation scale could be used to investigate a possible link between
acculturation and health factors among Mexican Americans. To date, no studies have
been found which examine the link between level of acculturation and patient
satisfaction. Few studies have examined the effect of the ethnicity of the caregiver on the
patient. One study examined this concept on mental health patients and revealed that
matched ethnicity of caregiver and patient had a higher return rate to the program (Sue,
Fujino, Hu, Takeuchi & Zane, 1991; Takeuchi, Sue,& Yeh 1995). The apparent lack of
research that examines the relationship between caregiver ethnicity and patient
satisfaction helped provide the rationale for this study.

Research Questions

The purpose of this study was to identify predictors of patient satisfaction among

adult Mexican Americans in an acute care setting; specifically, this study will answer the

following questions:
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Quantitative:

1. Is there a relationship between age, gender, marital status, level of education,
socioeconomic status or language of response and the patient’s level of satisfaction with
care?

2. Is there a difference between the patient’s level of satisfaction with care as
provided by a Mexican American nurse or a nurse of another ethnic background?

3. Does the patient’s level of acculturation or generation removed from Mexico

affect the patient’s level of satisfaction with care?

Qualitative:

1. In what way did the nurse recognize cultural beliefs?

2. Was there any aspect of care that was culturally displeasing?

Significance of the Problem

A vast amount of research has been reported in the area of patient satisfaction;
however, these studies have failed to offer any cultural delineation of subjects, leaving
this area of research underdeveloped for minority populations, especially Mexican
Americans. Research related to acculturation and its effect on patient satisfaction has the
potential to significantly contribute to the nursing base of knowledge and further support
or enhance Leininger’s Theory of Cultural Care Diversity and Universality which was
utilized in this study as the theoretical framework.

Hispanics were the fastest growing ethnic group in the United States in the last 10
years (Caudle, 1993). Hispanics make up 29.4% of the population of Texas, 87.3% of the
population in Hidalgo County, and 91% of the population in the city of McAllen. The

US Bureau of Census (1998) estimates that 63.4 % of all Hispanics are Mexican
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American, therefore choosing Mexican Americans as the target population for this study
was clearly supported. The geographic location of the study was a small city, McAllen,

in the Lower Rio Grande Valley of South Texas, bordering on Mexico.

The demographic data of the region and the lack of research on Mexican
Americans clearly support the importance of this study. In addition, Trevino and Ray
(1987) point out that Mexican Americans receive the lowest level of health services of
any ethnic group in the United States, and are reportedly the least satisfied with the care

they receive.

Research indicates that "Mexican Americans are not a homogenous group; they
vary considerably according to level of acculturation” (Cuéllar, Harris, & Jasso, 1980, p.
210). Understanding one’s level of acculturation or being able to measure level of accul-
turation creates a cultural awareness which can significantly impact the care being given
and the perception of care being received. Having a better understanding of what affects
patient satisfaction among Mexican Americans could directly contribute to the
knowledge base of nursing and in turn enhance nursing practice. The results of this
convenience study can not be generalized to other populations. The only application that
can be made is to the population being studied; however, this does not diminish the
importance of the research. It is imperative that nurses become aware of and gain insight
into the factors that affect Mexican American’s perceptions of patient satisfaction,
especially since they are the fastest growing ethnic minority. Through gaining an
understanding of the predictors that affect patient satisfaction among Mexican Americans
in one city in South Texas, it may be possible to educate nurses throughout the Lower

Rio Grande Valley to provide improved, culturally congruent care. Ultimately,
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understanding differences in perceptions of care may improve quality of care and patient
satisfaction if applied to the education of new nurses, the practice of existing nurses, and
further research.

Definitions

The following definitions guided the researchers throughout the study:

1. Mexican American: Ethnicity as defined by the subjects and the classification
on their medical record.

2. Patient satisfaction: A fulfillment of the expectations and needs of hospitalized
individuals from their perspective (Ryan, Collins, Dowd, & Pierce, 1995).

3. Culturally congruent care: The “cognitively based, assistive supportive,
facilitative or enabling acts or decisions that are tailor made to fit with individual, group,
or institutional cultural value, beliefs and lifeways in order to provide or support
meaningful, beneficial and satisfying health care or well being services” (Leininger,
1991, p. 49).

4. Acculturation: The adaptation to the host culture (Choi, 1997, p. 81).

5. Nursing care: Care received by the patient from any healthcare provider they
perceive to be a nurse.

Assumptions and Limitations

Several assumptions were recognized within this pilot study. Firstly, participants
were able to se the tools and answered the questionnaires honestly. Secondly, a review
of literature demonstrated that culture has an influence on behavior and perception, and
that culturally congruent care is indeed good care (Leininger, 1991). Thirdly, it was

assumed that the Patient Satisfaction Inventory (PSI), (see Appendix A) is a culturally
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sensitive tool. Fourthly, comparable scores on the English and Spanish versions of the
PSI have the same meaning.

Participant responses may have been affected by uncontrolied variables within the
study, such as illness, gender, or age. The amount of time involved to participate in the
study may have been a limitation. If a participant was tired or in pain, having to fill out
two questionnaires, a demographic data sheet, and answer two qualitative questions could
have affected some of the responses. The researchers delivered the questionnaires, asked
the qualitative questions, and retrieved the questionnaires at the end of the day. This
direct contact by the researchers may have affected the responses and could have created
some bias within the study. The quantitative data collected were from highly structured
self-administered questionnaires. The questions were listed in a specific order and had
pre-designed responses, which leaves little opportunity for the subjects to explain or to
qualify their answers.

Having the subjects identify their level of satisfaction of care based on one
particular nurse from this hospitalization may have biased the study. The nurse may have
been selected because he/she stood out for a variety of reasons, or he/she happened to be
the last nurse that provided care. Lastly, a convenience sample was used and the results
are only generalizable to this research sample of Mexican Americans living in the Lower

Rio Grande Valley.
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CHAPTER II

REVIEW OF LITERATURE

Theoretical Framework

For purposes of this study, Madeleine Leininger’s Theory of Cultural Care
Diversity and Universality was utilized as the theoretical framework. Madeleine
Leininger’s theory is a nursing theory that aims to improve client care. Leininger
purports that nurses can provide culturally congruent care by gaining insight and
understanding of another person’s culture. Leininger further asserts that “if nurses fail to
provide culturally based care, client satisfaction does not occur, recovery from illness is
often delayed and clients often become uncooperative and/or non-responsive” (Leininger,
1996, p. 72). The Theory of Cultural Care Diversity and Universality has “come into
relevance in nursing and is a valuable theory guiding nurses in their clinical practices to
improve client care by providing culture-specific and culturally congruent nursing care”
(Leininger, 1996, p. 72).

The Theory of Cultural Care Diversity and Universality has been used as a
foundation to study approximately 55 cultures within and outside the United States. This
theory was derived from the discipline of anthropology, then conceptualized to be
relevant to nursing. The theory incorporates numerous aspects of culture through the use
of Leininger’s Sunrise Model. The Sunrise Model presents the different factors that need
to be considered when attempting to gain a holistic picture of an individual and

8
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understand what influences that person’s well being (Alexander, et al. 1994, p. 425).
The Sunrise Model is able to guide research through its ability to promote discovery of
culture care values with respect to religious, philosophical, political, legal, technological,

economic, educational, and health factors of clients (Leininger, 1996).

Leininger’s Theory of Cultural Care Diversity and Universality guided the
development of this study. Leininger (1991) states that cultural blindness and
ethnocentrism by nurses can ultimately lead to a poorer quality of care provided to
clients. Leininger further asserts that culturally congruent care is what makes clients
satisfied that they are receiving “good care.” Quality care is what clients seek most when
they come for health care services (Alexander, et al., 1994). Even though Leininger does
not discuss acculturation or specifically address the ethnicity of the nurse, her theory does
contend that gaining insight to a person’s culture and treating him/her in a culturally
appropriate manner can only serve to enhance patient satisfaction. Patient satisfaction is
known to have a positive relationship with recovery, comfort, health behaviors, and

compliance (Lauer, et al., 1982).

Patient Satisfaction

Within the last decade, healthcare started viewing patients as customers. This
expanded the scope of practice to attract consumers and fostered competition (Nash et al,,
1994). Consumers are now critics of services, convenience, cost, and quality of
healthcare. This shift has served to emphasize the need to provide high quality healthcare
to increase patient satisfaction. Empirical evidence suggests that the study of patient
satisfaction is imperative at this time due to the restructuring of the health care system.

Consumer perception of quality will play a significant role in the providers' survival and
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success, or railure (Bowers, Swan, & Koehler, 1994; Davis, & Bush, 1995; Ludwig-
Beymer et al., 1993; Nash et al., 1994; Williams, 1997). For this reason, it is important
for health care facilities and providers to monitor patient satisfaction because it is a
managerially controllable variable affecting financial performance (Bowers, et al., 1994).

By investigating whether a patient is satisfied with the care received and the
contributing factors that lead to satisfaction or dissatisfaction, health care providers can
evaluate their own performance and alter areas indicated to be important by the
consumer. This investigation will also give information on the provider’s success at
meeting patient’s values and expectations. The personal nature of health care encourages
patients to seek the highest possible quality of care they can receive. With market forces
prompting hospital facilities to focus on promoting patient satisfaction, it is important to
identify the level of satisfaction with services as well as factors that contribute to that
satisfaction.

A considerable amount of the research done on patient satisfaction deals with
perception of nurses and nursing care. Nursing care has been found to be the most
significant variable influencing patient satisfaction in an inpatient setting (Larson &
Ferktich, 1993; Lin, 1996; Nash et al., 1994; Williams, 1997). As a result of these
findings, patient satisfaction is viewed as a means to assess quality of care while
evaluating the effectiveness of nursing interventions (Williams, 1997). Nursing practice
is patient driven-and patient centered. For this reason Lin (1996) suggests evaluating the
quality of nursing care because it supports the basis of the usefulness and effectiveness of

nursing practice.
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Factors such as age, gender, education, and race have been found to have an
inconsistent relationship to patient satisfaction. Pascoe (1983) found that older patients
reported a higher rate of satisfaction. This was supported by Cohen (1996) who studied
the relationship of age, social class and self reported heaith status to level of satisfaction.
Age was a correlate. Younger patients expressed lower levels of satisfaction than older
patients. Effects of social class and health status were nonsignificant in this study.
Younger patients have been found to value affective dimensions of care more than older
patients (Brown, 1981; Latham, 1990). Gender based research indicated that male
patients focused more on physical aspects of nursing care, while female patients focused
more on the emotional aspects of care (Reimen, 1986; Weiss, 1984). Women were found
to be more satisfied with care than men (Pandiani, Kessler, Gordon, & Domkot, 1982).
In contrast, other studies have shown that demographic variables have no consistent
relationships to patient satisfaction (Bader, 1988; DiStefano, Pryer, & Garrison, 1980;
Fox, & Storms, 1981). In addition, a study by Avis, Bond, and Arthur (1997) yielded no
association between patient age and gender with changing perspectives on their

satisfaction with care.

Research by Hennessy and Friesen (1994) measured patient satisfaction among
Mexican Americans and provided a good foundation to support this research study. Their
pilot study explored Mexican American patients’ perceptions of quality in relation to
sociceconomic status and treatment setting. The sample consisted of 30 subjects from
two hospitals divided among four sociceconomic groups. Raw satisfaction scores
indicated that subjects of lower socioeconomic groups were less satisfied with care.

There were no other significant differences. Since Mexican Americans form the largest
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component of the Hispanic population in the United States, this population presents
health care providers with a multitude of challenges that can only be met if health care

providers are cognizant of consumer perceptions (Hennessy & Friesen, 1994).

Williams (1997) found that patients were more satisfied when they perceived
nurses to be caring. Her study revealed that the greatest predictor of patient satisfaction
was sensitive care. Thesé findings support the view that patients value the affective
aspect of nursing care over physical care (Bader, 1988; Brown, 1981; Reimen, 1986;
Warren, 1988). Williams (1997) also found that physical care added a predictive value to
sensitive care. This is congruent with other research studies that found that patients value
technical skills, competency, and timely physical care (Cronin, & Harrison, 1988; Keane
McDermott, Chastain, & Rudisell, 1987; von Essen, & Sjoden, 1991). Attributes that
consumers used to evaluate health care services were communication, empathy,
responsiveness, and reliability. These attributes were found to positively affect patient

satisfaction (Bowers, Swan, & Koehler, 1994).

Although the research on patient satisfaction is plentiful, actual application to
minority groups, especially Mexican Americans, is limited. To date there have been no
studies done that attempt to link acculturation of Mexican Americans to patient
satisfaction. The studies which have come close in attempting to link patient satisfaction
with acculturation suggest that language, which is a large component of acculturation,
affects health behavior and health care delivery, and may affect doctor-patient

interactions (Deyo, Diehl, Hazuda, & Stern, 1985; Solis, Marks, Garcia & Shelton, 1990).

Empirical evidence reveals that at least 21 instruments have been developed and

used to measure patient satisfaction since 1957 (Ryan, et al., 1995). There is a lack of
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standardization among these tools. Kristjanson (1993) developed a tool to measure
satisfaction with cancer care dimensions. Another tool developed by Cleary (1991)
measured satisfaction with seven dimensions of care. Included were respect,
coordination of care, information and education, physical comfort, emotional support,
involvement of family and friends, and continuity. Different aspects of care are

examined to measure patient satisfaction by these tools.

The Patient Satisfaction Inventory (PSI) was developed by Risser (1975) and
revised for inpatient use by Hinshaw and Atwood (1982). The PSI was utilized to
measure patient satisfaction in this study. This tool was chosen because of its
comprehensive nature. It covers three areas of satisfaction in its subscales: professional-
technical activities, trust, and educational activities. Professional-technical activities are
behaviors that fulfill goal achievement functions including nurses’ knowledge and
technical abilities (Risser, 1975; Williams, 1997). The trust subscale is measured through
verbal and non-verbal communication. Examples include interest in patient, sensitivity to
people and their feelings, and listening to patient problems (Risser, 1975; Williams,
1997). The last subscale, educational activities, consists of information exchanged
between patient and nurse such as answering questions and providing explanations

(Risser, 1975; Williams, 1997).

Reliability and validity estimates were reported by Hinshaw and Atwood (1982)
in five studies. Acceptable levels of both reliability and validity were demonstrated
through successive estimates in these studies. The primary study by Risser (1975) was
conducted to test the new tool in an urban clinical setting. A second study that utilized

the PSI was conducted at the Arizona Health Sciences Center (AHSC) by Hinshaw. A
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convenience sample of 57 patients on general medical-surgical units was used for the
study. It aimed to assess patient satisfaction while replicating validity and reliability of
the PSI. The third study was administrative research conducted at AHSC by Hinshaw
and Atwood (1977). Its purpose was to assess the effect on staff and patients when
staffing was changed from a mixed staff (licensed vocational nurses and registered
nurses) to all registered nurses. The fourth study testing the tool’s validity and reliability
assessed changes in staff and patient outcomes when a new set of care comfort nursing
standards were implemented. Data was gathered before the implementation and six
weeks after the change. The fifth study using the PSI utilized a double-blind, quasi-
experimental design to investigate the impact of teaching activities. Validity and
reliability estimates were also obtained with a sample of 88 patients (Hinshaw & Atwood,
1981). The coefficient alpha for the PSI demonstrated a high degree of internal
consistency, with the subscales of the instrument ranging from 0.36 - 0.96 within these

studies (Hinshaw & Atwood, 1982; Williams, 1997).
Culturally Congruent Care

Culture is a learned pattern of behaviors and health beliefs that is passed down
from generation to generation (Clinton, 1996). Nurses have been aware of the
importance of culture since Florence Nightingale expressed her concerns regarding the
aborigines of Australia (Nightingale, 1865). Interactions between the nurse and patient
have the potential to be less than therapeutic if the nurse has ethnocentric beliefs about
Western medicine, or his/her personality is defensive or less than tolerant (Bonaparte,
1979). It is a growing responsibility of every health care provider, specifically nurses, to

be aware of their own bias and be open to learning about different cultures they encounter
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every day. Individual responses within the nurse patient interaction are a compilation of
socioeconomic, gender, and racial issues which are framed by values, beliefs and

responses of individuals, families, and communities (Meleis, 1996).

Culturally congruent care, according to the National Academy of Nursing, is that
which is sensitive to “issues related to diversity, marginalization, and vulnerability due to
culture, race, gender, and sexual orientation” (Meleis, Isenberg, Koerner, Lacey, &
Stern, 1995, p.4). Culturally congruent care is that which a transcultural nurse utilizes in
his/her care of all patients. According to Leininger, the nurse must be educated to
different cultures, and furthermore must possess an inner desire to know different
cultures (Leininger, 1996). For culturally congruent care to flourish in the acute care
setting, teamwork among health care providers is essential, along with tolerance and
communication. Each patient is a unique individual and culturally a “product of past

experiences, cultural beliefs and norms” (Giger & Davidhizar, 1995, p. 8).

Culturally competent care is now demanded by all patients and their advocates
and should be included in the education of all nurses (Meleis, 1996). Technological
advances, the information superhighway, and increased migratory patterns have led to
changes in health care consumerism throughout the world. Minorities are speaking out
about their heritage and demanding equal and sensitive care, while providing a picture of
the social injustices and power struggles they experience (Meleis, 1996). These
disparities are made worse because few nurses are minorities, and a large portion of the

patients are minorities, resulting in obvious incongruities (Bushy, 1995).

In order to provide care that is culturally congruent by Leininger’s definition the

nurse must be involved in the process of becoming culturally competent (Campinha-

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



16

Bacote, 1991). Cultural competence, therefore, is defined as an ongoing awareness or
seeking of knowledge and skill (Campinha-Bacote, 1991) with regard to age, gender,
religion, physical ability, sexuality, education, economic power and the way people deal
with each other (Bucher, Klemm, & Adepoju, 1996). Some theorists insist that
Leininger’s transcultural theory and definition of congruence neglects consideration of
the positions of power and influence certain ethnic groups exert in society (Mulholland,
1995; Ramsden, 1990). In addition, theorists suggest that no nurse interaction can truly
be objective, that every intervention involves a pre-learned mindset, values and uniquely

depends on where it takes place (Poaschek, 1998; Ramsden, 1990).

Whatever definition of culturally congruent care is chosen, it is clear that
culturally incongruent practices include any interaction which demeans, disempowers, or
diminishes the cultural identity of any individual (Ramsden, 1990). Nurses should be
educated to other cultures and must have the desire to learn about other groups
(Leininger, 1992). Nurses must also recognize their own cultural groups’ stereotypes and
how these may unconsciously affect patient care. It may be the nurse who is seen as

exotic to the patient, not the other way around (Ramsden, 1996).

Many studies fail to culturally delineate the subjects and therefore provide little to
no understanding as to the affect a patient’s culture can have on level of satisfaction with
care (Bowers, et al_, 1994; Larrabee, Ferri, & Hartig, 1997; Ludwig-Beymer et al., 1993;
Nash et al., 1994; Williams, 1997). A limited amount of research has examined the
impact of ethnic specific services on patient satisfaction. Ethnically specific programs
for mental health patients have promoted a higher rate of patient compliance and

continuation in the program as compared to main stream, non-ethnically specific mental
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health programs. This response was particularly noted in Mexican Americans (Sue, et

al., 1991; Takeuchi, Sue, & Yeh, 1995).
Acculturation

“The term acculturation generally refers to the transfer of culture from one group
of people to another group of people” (Negy & Woods, 1992b, p. 224). A more common
use of the term acculturation refers to "a process of change experienced by members of a
minority group toward the adoption of the majority group’s culture” ( Negy & Woods,
1992b, p. 224). As a result of changing demographics in the United States, numerous
studies focusing on acculturation have been accumulating (Negy & Woods, 1992a).
Acculturation has been measured among normal populations as well as clinical
populations. The normal, or non-clinical populations have included staff members at a
state hospital and student populations (Cuéllar, Arnold, & Gonzalez, 1995; ~Cué11ar, et
al., 1980; Cuéllar & Roberts, 1997; Montgomery & Orozco, 1984; Smart & Smart, 1993;
Solis, et al., 1990). The clinical populations have included hospitalized psychiatric
patients and non-hospitalized patients seeking preventative services throughout the
United States. Numerous scales have been developed to measure acculturation. These
scales have been developed or modified primarily for use among Hispanics and/or
Mexican Americans within the United States (Cuéllar, et al., 1980; Deyo, et al., 1985;
Montgomery, 1992; Montgomery & Orozco, 1984). These acculturation scales measure
language preference, ethnic identity, generation removed from Mexico, ethnicity of

friends, and extent of direct contact with Mexico (Montgomery & Orozco, 1984).

The construct of acculturation is a well established standard for understanding

intercultural variance in Mexican Americans (Cuéllar, Arnold, & Maldonado, 1995;
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Padilla, 1995). The behavioral aspects of acculturation have been found in previous
research to be significantly related to various behavioral and health indices (Gonzalez, &

Cuéllar, 1983; Marin, & Marin, 1991; Negy, & Woods, 1992b).

There is a growing body of research revealing that cognitive measures such as
values, attitudes, and beliefs also correspond with acculturation (Cuéllar, Arnold, &
Gonzalez, 1995; Domino, & Acosta, 1987; Marin, 1993). Specifically, Cuéllar, Arnold
and Gonzalez (1995), in a study including 379 subjects, examined relationships between
the behavioral measure of acculturation and five theoretical cultural constructs. The
cognitive constructs of acculturation examined in the study were shown to have the same
potential as behavioral constructs of acculturation when examining illness experiences
and help-seeking behavior. The clinical relevance of acculturation is introduced by
Velasquez and Callahan (1992) who recommend that “level of acculturation of Hispanics

should always be assessed as an integral part of a clinical evaluation” (p. 260).

The definition that is central to the construct of acculturation in this study is
inherent in the Acculturation Rating Scale for Mexican American-II (ARSMA-II), (see
Appendix A), “Acculturation comprehends those phenomena which result when groups
of individuals having different cultures come into continuous first-hand contact, with
subsequent changes in the original culture patterns of either or both groups” (Cuéllar,
Arnold, & Maldonado, 1995, p. 278). Throughout the development of the ARSMA-II,
acculturation was seen as an interactive, developmental, multifactorial, multidirectional,

and multidimensional process (Cuéllar, Arnold, & Maldonado, 1995).

The original Acculturation Rating Scale for Mexican Americans (ARSMA) and

the revised ARSMA-II have had limited use with clinical populations. Cuéllar et al.
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(1980) used the ARSMA on one of the few cited clinical populations. This study
included a diverse population consisting of 222 subjects. Of the 222 subjects, 88 were
hospitalized Mexican American psychiatric patients who spoke Spanish. The remaining
134 subjects were students or staff participating in an in-service training, 17 were
Mexican, 104 were Mexican American, and the remaining 13 were non-Mexican
American. This study revealed that the “ARSMA can be applied to non-clinical and
clinical populations, to monolingual Spanish populations as well as bilingual, and to
individuals of varying educational levels” (p. 209).

The ARSMA-II was used to examine the clinical population in this study. The
ARSMA-II employs a bilingual format with both language versions (English and
Spanish) on the same page. It is composed of a 30-item self-rating scale with an Anglo
Orientation Subscale (AOS) and a Mexican Orientation Subscale (MOS). The AQOS has
13 items and reveals an internal consistency score coefficient alpha of 0.83 (Cuéllar,
Arnold & Gonzilez, 1995). The MOS has 17 items and reveals an internal consistency
score coefficient alpha of 0.88 (Cuéllar, Arnold & Gonzélez, 1995). In addition to
measuring level of acculturation, this scale is able to “differentiate five distinct types of
Mexican Americans” (Cuéllar, et al., 1980, p. 199) (see Table 1).

Review of the literature has revealed that there is a positive correlation between
acculturation and socioeconomic status (Negy & Woods, 1992a). It is inferred that
acculturation and socioeconomic status are intricately intertwined. Negy and Woods
(1992a) suggest that “research involving acculturation should account for socioeconomic

status in order to clarify the specific influences of the two constructs in any given data
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set” (p. 251). Socioeconomic status was included as an independent variable in this

study.

Examination of the clinical relevance of acculturation was an underlying thread in
this pilot study. Cuéllar, Arnold, and Gonzilez (1995) assert that assessing acculturation
should add meaningful dimensions to understanding the cultural differences that may
have relevance in health seeking behavior, diagnostic assessment, and treatment of
Mexican Americans. Scribner (1996) examined the clinical relevance of acculturation
and found that Hispanics in the United States who practice more traditional ways of life
tend to have better health outcomes than Hispanics who are more acculturated. Cuéllar et
al. (1980) in their examination of both clinical and normal populations found that the
ARSMA is a practical and suitable measure of acculturation in both populations and can
be used as a cultural awareness scale for staff or patients. In addition to using the
ARSMA as a cultural tool, Cuéllar et al. (1980) suggest that ones level of acculturation
could be used as a moderator variable and that it would be “useful in matching the extent
of cultural compatibility between consumers and providers of health care (p. 200).

Previous research has touched on the concept of examining attitudes, beliefs, and
values in relation to acculturation; however, Negy (1993) states there is a lack of
empirical research that relates acculturation to psychological processes. No research to
date has examined level of acculturation and how it relates to patients’ perception of

satisfaction with nursing care.
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Table 1

ARSMA-II Levels of Acculturation (Cuéllar, Arnold & Muldonado, 1995)

: S| T D escription. =
Level I Very Mexican oriented
Level I Mexican oriented to approximately

balanced bicultural
Level III Slightly Anglo oriented bicultural
Level IV Strongly Anglo oriented
Level V Very assimilated; Anglicized
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CHAPTER I

METHODOLOGY

This pilot study used a quantitative and qualitative non-experimental approach.
Both techniques were utilized to investigate the relationship between the independent and
dependent variables and to identify any variance between level of acculturation of
Mexican Americans and their satisfaction with nursing care. The independent variables
include: the ethnicity of the nurse, age, gender, marital status, level of education,
socioeconomic status, and level of acculturation of the patient. This research examined
differences among Mexican American subgroups related to the dependent variable of
patient satisfaction as measured by the Patient Satisfaction Inventory (PSI). This
approach accounts for intracultural variations of Mexican Americans. Velasquez and
Callahan (1992) support this approach suggesting that examining differences among
subgroups is less popular in the literature but appears to be more appropriate for future
research. Subjects were interviewed to obtain qualitative content related to their cultural
experiences.

Approval to conduct this research study was granted by the University of Texas-
Pan American Human Subjects Committee (see Appendix B). Permission was also
obtained from the Hospital Ethics Committee to conduct research at the 400-bed acute
care facility (see Appendix B). Approval to use the Acculturation Rating Scale for
Mexican Americans-II (ARSMA-II) in English and in Spanish, was obtained in writing

22
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from Sage Publications (see Appendix B). Similarly, written approval was granted from
Aspen Publications to translate the Patient Satisfaction Inventory into Spanish and utilize

it in both languages for the purpose of this study (see Appendix B).

The study involved a convenience sample of 100 adult Mexican American in-
patients from four medical units at an acute care facility in the Lower Rio Grande Valley.
Subjects were at least 21 years of age, the age of majority in the state of Texas. Both
maies and females that had been in the hospital for at least two days were included,

allowing them time to have had experiences with more than one nurse.

The sample was comprised of individuals who declared themselves to be Mexican
Americans. Participation of all subjects was voluntary. Written informed consent was
obtained from each subject, followed by completion of an anonymous demographic
questionnaire, the ARSMA-II, and the PSI. The two qualitative questions were asked
prior to the questionnaires. All forms were available in both English and Spanish,
including the qualitative interview. The three researchers collected data over a period of
four weeks in September of 1998. Surveys were administered to 100 subjects. The
subjects were given one day, approximately eight to ten hours to complete the tools. The
researchers verbally administered the questionnaires when requested by the subject. The
subjects were provided an envelope in which to place the finished questionnaires and data
sheet. The envelopes were collected by one of the researchers at the end of the day.
Drop boxes were available on each unit for patients that were discharged during the
interim.

The demographic data questionnaire (see Appendix A) provided most of the

independent variable data needed to conduct a Pearson’s product moment correlation
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analysis. Included in these variables were age, gender, marital status, socioeconomic
status, educational level, and language. The last question on the demographic form asked
the patient to think of a nurse that stood out in his/her mind, identify whether that nurse
was Mexican American or Non Mexican American, and to remember this same nurse as
they filled out the PSI. Nurse ethnicity was then included as an independent variable.

Researchers obtained lists of patients from the resource nurse in order to
determine who met the inclusion criteria. All potential subjects were given an
explanation and description of the study as well as an informed consent form (see
Appendix B). Confidentiality of participant information in the study was stressed with all
subjects. The subjects were informed that participation or non-participation in this study
was purely voluntary and their decision would in no way affect their care.

Instrumentation

The ARSMA-II was available in both English and Spanish. The internal
reliability was measured by means of a coefficient alpha, which was 0.87 for hospitalized
subjects, indicating an acceptable level. Concurrent validity has been assessed on both
the original ARSMA and the ARSMA-II. A Pearson product moment correlation of 0.89
was derived from both tools (Cuéllar, Arnold, & Maldonado, 1995). Several separate
analyses have been conducted to assess the validity of the ARSMA-II, including: factor
analysis, staff ratings, English versus Spanish scores, generation, and level of
acculturation. The analysis differed only slightly between the clinical and non-clinical
populations, thus supporting the validity of using the scale on clinical patients (Cuéllar, et
al., 1980). The excellent reliability and validity of this instrument provided appropriate

rationale for the use of the ARSMA-II in this pilot study.
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The PSI was designed to measure levels of patient satisfaction, specifically as
received from one nurse which the subjects have identified by ethnicity alone. The PSlis
a 25-item Likert scale originally developed by Risser (1975) and revised for inpatient use
by Hinshaw and Atwood (1982). The scale includes three dimensions of satisfaction:
professional-technical, educational, and trust activities. The original scale developed by
Risser (1975) was available in both English and Spanish but the revised scale by Hinshaw
and Atwood (1982) was only available in English and needed to be translated into
Spanish. When using a translated tool considerable care is needed to assure that any
translation, whether culturally specific or not, achieves a level of language usage that is
equivalent to the original source. This is essential to decrease the threat of between group
difference (Berkanovic, 1980). Translation into Spanish and back translation was
completed with the revised tool in order to fully utilize this instrument. The Spanish
language version was originally translated by one of the researchers and translated back
into English by a bilingual volunteer who had no previous connection with this research.
The volunteer was not informed of the details or purpose of this study and was asked only
to provide an English language version that achieved a level of idiomatic usage

equivalent to the Spanish language version.
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CHAPTER IV
ANALYSIS OF DATA

After the compilation of the demographic data as nominal and ordinal level data,
descriptive statistics were used to measure central tendencies and breakdown of the
demographic data to identify trends in the demographics of the population. Multiple
linear regression and Pearson’s product moment correlation were utilized to investigate
predictability and relationships among these variables. Analysis with multiple linear
regression was completed to in\;estigate possible patterns of predictability between
independent variables and the dependent variable. Outcomes of Pearson’s product
moment correlation were used to investigate whether a linear relationship (negative or
positive) existed between each of the independent variables and the dependent variable
and among the independent variables themselves (Burns & Grove, 1993).

Answers to the qualitative questions were analyzed and categorized into recurring
themes or consistencies within the groups of data. Ultimately, understanding differences
in perceptions of care may improve quality of care, patient satisfaction, education of new
nurses, and practice of existing nurses. This chapter presents the results of the study
relevant to each of the research questions.

The questionnaires were completed during September 1998. The patient
population of the hospital for September was 2270. From this total, 2066 (91%) were

identified as Mexican American. A total of 100 Mexican American adult volunteers
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meeting the inclusion criteria were randomly selected from four of the hospital units.
Following completion of the qualitative portion, the questionnaires were to be left with
the subjects and retrieved that same afternoon or the following day, however, a majority
of the questionnaires were completed with the researchers’ assistance for reasons such as
inability to read, eyeglasses not available, or at the patients specific request. Of the 100
questionnaires handed out, 83 were retrieved. Of these, 81 were complete enough to be
entered as data. All of the data was entered via the double entry method to allow for easy
verification of correct data. In order to not alter the analysis, the areas with missing data
were left blank as opposed to being assigned zero as a placeholder.
Quantitative Results

Subjects

The subjects consisted of 42 male and 38 female Mexican American adults from
27-86 years of age. The average age of subjects was 55 years. The education level of the
subjects ranged from elementary school to the completion of graduate school. Forty
percent had only an elementary education. Of the remaining subjects, 37% finished high
school, 15% completed college, and 8% had completed graduate school. Based on these
figures, a total of 77% of the subjects had a high school equivalency or below, with only
23% of the total completing some for of post-secondary education. Of the total 81
respondents 60% were married, 28% had been previously married or widowed, and 11%
were single. Of the subjects who answered the socioeconomic question, 82% earned
below $20,000 per year. Table 2 illustrates the demographic characteristics of the

sample.
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Table 2

Demographic Characteristics

Subjects Number Percent

Elementary e S 32 ) . 40 *
High School 29 37%
College 12 15%
Graduate School 6 8%

Married 49 60%

$20,000-$30,000 5 6.7%
$30,000-$40,000 4 5.4%
$40,000-$50,000 3 4.0%
Over $50,000 1 1.4%
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Language, Acculturation, and Generation Removed

Of the total respondents, 68% chose to answer in English and 32% answered in
Spanish. When asked how many generations of their family had not lived in Mexico
(generation removed), the majority (36.7%) indicated they were the first generation living
in the United States. Of the remaining, 29.1% identified themselves as second
generation, 22.8% as third generation, 6 % as fourth generation, and 5% as fifth
generation. Table 3 illustrates the language of response and generation removed from
Mexico.

The ARSMA-IT has five levels of acculturation, ranging from very Mexican to
very assimilated (Cuéllar, Amold, & Maldonado, 1995). Based on the formula provided
by the developers of the tool, each respondent was classified according to their answers
on the ARSMA-II. Of the subject group 35% were considered Level I, or very Mexican,
26.3% Level 1, or slightly Mexican bicultural, 31.3% were identified as level three, or
slightly Anglo oriented bicultural, and 8% were identified as Level IV or strongly Anglo
oriented. No subject was categorized in Level V, or very assimilated (see Table 3).
Ethnicity of the Nurse

Each subject was asked to complete the PSI based on one particular nurse who
had cared for him or her. The subjects were asked if the nurse they chose was Mexican
American or Non-Mexican American. Of the 81 respondents, 94% chose to answer this
question. Of these, 56.6% of the nurses were identified as Mexican American and 43.4%
identified as Non-Mexican American. Five of the respondents (6%) left the nurse

ethnicity question blank. Table 3 illustrates the responses on the nurse ethnicity.
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Language, Acculturation, Generation and Ethnicity

30

Subjects

Number

Percent

Level II 21 26.3%
Level II1 25 31.3%
Level [V 6 8%

Non-Mexican American

43.4%
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Patient Satisfaction Inventory

The results from the PSI included a total score on three subscales: professional-
technical, educational, and trust. A low score represents a high level of patient
satisfaction. Accordingly, higher scores demonstrate a relatively lower level of
satisfaction. The total scores ranged from 32 to 104. Scores can range from 25-125.

Table 4 illustrates the results of the PSI total score and subscale scores.

Table 4
PSI and Subscales

*bl@fﬁb]’a’i‘;fﬁ’gg‘?@l;, PR

QuesHOnS L = i iy

25

Professional- 7 8-26 14.5
Technical Subscale
Educational 7 8-28 15.5
Subscale
Trust Subscale 11 11-51 22.3

Quantitative Question One

Research question one was stated as follows: Is there a relationship between age,
gender, marital status, socioeconomic status, level of education, or language of response
and the patient’s level of satisfaction with care? Multiple linear regression was used to
investigate the predictive relationships between these independent variables and the
dependent variable. The independent variables included: age, gender, marital status,
socioeconomic status, language, and education level. The total score from the PSI was
entered as the dependent variable. The same test was completed with each of the three
subscales. No significant level of predictability was determined between these variables

and patient satisfaction. Pearson’s product moment correlation coefficient was used to
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investigate the existence and the magnitude of relationships between the independent
variables and the dependent variable. No significant relationships were revealed. No
relationship was found between these independent variables and the patient satisfaction
total score or the subscale scores. From these results, the answer to research question one
is that no relationship exists between age, gender, marital status, socioeconomic status,
level of education, or language of response and the patient’s level of satisfaction of care.

Quantitative Research Question Two

Research question two was stated as follows. Is there a difference between the
patient’s level of satisfaction with care as provided by a Mexican American nurse or a
nurse of another ethnic background? Multiple linear regression was utilized to examine
the relationship between the ethnicity of the nurse as an independent variable and patient
satisfaction as the dependent variable. The results revealed that there was no significant
difference in the perceived level of satisfaction among those subjects cared for by a nurse
of Mexican American ethnicity and a nurse of Non-Mexican American ethnicity.
Pearson’s product moment correlation coefficient was used to investigate the existence
and the magnitude of relationship between the nurses’ ethnicity and patient satisfaction.
No significant relationship was revealed between nurse ethnicity and the total PSI scores
or the subscale scores. From these results, research question two can be answered as
follows: for this population there is no difference between the patient’s level of
satisfaction with care as provided by a Mexican American nurse or a nurse of another

ethnic background.
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Quantitative Research Question Three

Research question three was stated as follows: Does the patient’s level of
acculturation, or generation removed from Mexico affect the patient’s level of
satisfaction with care? Multiple linear regression was utilized to examine the relationship
between the levels of acculturation and the generation removed from Mexico as the
independent variables and patient satisfaction as the dependent variable. From this
analysis, it was determined that these two variables held no predictive value with patient
satisfaction in this population. Pearson’s product moment correlation coefficient was
used to investigate the existence and the magnitude of relationships between the level of
acculturation or generation removed from Mexico and patient satisfaction. No significant
relationships were found with the total PSI scores or the subscale scores. From these
results it can be answered that the patient’s level of acculturation, or generation removed
from Mexico does not affect the patient’s level of satisfaction with care among this
sample population.

Table 5

Multiple Linear Regression: Independent Variables as Predictors of PSI Scores

Professional- 416 173 .038 3.77
Technical

Educational 377 142 .001 3.89
Trust 458 210 .080 6.46
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Relationships Among Independent Variables

There was a small positive relationship between socioeconomic status and level of
acculturation. This is noted by 92.5% of the subjects having an acculturation Level ITI or
below, and 82.4% of them making $20,000 dollars or below per year. Negy and Woods
(1992a) support these results, suggesting that the more acculturated subjects often come
from backgrounds with a higher standard of living. Socioeconomic status and
acculturation level are intricately interwined. These researchers also suggest that when
studying acculturation level you need to account for socioeconomic status to clarify the
specific influences of the two constructs. A moderate positive correlation between the
level of acculturation and the generation removed from Mexico was revealed. Of the
respondents, 35% were Level I on the ARSMA-II scale and 36.7% were the first
generation in the United States. These results are similar to findings by Cuéllar et al.
(1980). In addition, a moderate positive relationship between socioeconomic status and
educational level was revealed. This is noted by the 82.4% of individuals with incomes
below $20,000 annually and the high percentage, 77.5%, that have only a high school
education or less. Another moderate positive relationship was found between the level of
acculturation and educational level. Findings revealed that 92.5% were Level III in the
acculturation scale or below, which directly corresponds with the low level of education
of this survey population.

A moderate negative relationship was found between age and level of education.
An inverse relationship was noted with the level of education decreasing as age
increased. Also, a moderate negative relationship was found between language and both

acculturation and generation removed from Mexico. The large number of Spanish
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responses correlated with lower levels of acculturation and lower generation removed
from Mexico.
Summary of Findings

The independent variables were not predictors of patient satisfaction with care in
this particular population. No significant relationships were revealed. These results are
similar to findings of previous studies which were unable to determine any predictors of
patient satisfaction (Avis, Bond, & Arthur 1997; Bader, 1988; DiStefano, Pryer, &
Garrison, 1980; Fox & Storms, 1981). Table 5 illustrates the results of the multiple linear
regression. In addition, no relationship was found between the independent variables and
the patient satisfaction total score or the subscale scores. Significant relationships were
identified between several of the independent variables. Correlation results are depicted
in Table 6.

Qualitative Results

For the qualitative aspect of the study the researchers asked two questions. The
qualitative data was collected before having the subjects complete the PSI and the
ARSMA-II. A short interview was conducted at the bedside with each subject, and the
responses were recorded on paper verbatim by the researchers. Analysis of the data was
conducted once all data was gathered. The three researchers reviewed the qualitative data
and began searching for recurring themes. The responses were categorized and tallied.
Themes were categorized by the researchers and compared with the narrative notes to
ensure that they were congruent. All three researchers read and agreed on the

categorization of the responses that were obtained.
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Qualitative Research Question One

The first qualitative question was stated as follows: In what way did the nurse
recognize cultural beliefs? Five major themes were identified from the answers to the
first question. In order of frequency they are (a) attitude, (b) communication, (c)
equality, (d) respect, and (e) attention.

The first and most recurrent theme in the data was the nurses attitude, being
perceived as nice and friendly. One subject stated that they “treated me nice, and are
very polite.” Comments like this and “everyone treats me nice” were the most recurrent
during analysis of the qualitative data. The second most common theme that emerged
was the nurse’s ability to communicate with the subjects. Related to this was being able
to communicate in the same language (Spanish). The subjects perceived this as an
indicator that they were receiving culturally congruent care. A subject answered “They
speak to me in Spanish, that is nice to have.” One subject stated “The way I speak, mix
English and Spanish, they respect that.” Communication was also important to one
subject who stated “The nurse talks to me a lot, makes you feel you’re not at the hospital.
That’s the way Mexican Americans are. That’s the way mom raised me to be.” Another
subject stated that the nurses “try to talk Spanish even thougkh it is not good.” He stated
he appreciated that effort.

The third most common theme that was revealed by a large number of subjects
was that of equality, “being treated no different.” Receiving culturally sensitive care was
perceived by the subjects to mean being treated no differently than anybody else. The
subjects revealed that culturally congruent nursing care to them meant being treated

equally. One subject responded “They treated me like everybody else even though I
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didn’t have any money.” Another subject reported that they were “just treated like any
other patient.”

Being treated with respect and politeness was the fourth most frequent theme that
emerged from this sample population. A subject stated “Often the nurses are the same
religion or ethnicity as me, but if not, it doesn’t matter because I’ve been treated with
respect.” Another subject said “They respect the elderly and there are no superior or
inferior relationships.” One subject stated the nurse “Respects what I am. I respect them
for protecting me.” This theme also involved being polite and “speaking with manners.”
The last theme, which occurred less frequently than the previous categories, was the
nurse paying attention to the subject. This was reflected in one subject’s response “They
are attentive when they assist with my care.” Another subject stated “they care for me
and pay attention to what I need.”

Qualitative Research Question Two

The second question was stated as follows: Was there any aspect of care that was
culturally displeasing? The most common response to the second question was that there
were no events that the subjects found to be culturally displeasing. The subjects often
stated that they were satisfied with their nursing care. Negative recurrent themes did not
emerge from the data on this question; however, some singular responses to the first
question indicated that culturally displeasing care was occasionally experienced by the
subjects. This included not having coffee brought, the nurse not closing the door, or not
turning the light off. One subject stated “The nurse didn’t respect my privacy. She has a
short temper, and saw me less than educated. I think because she was Anglo and I am

Mexican.” One subject who had surgery during this hospital admission stated, “One
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nurse failed to help me get up after surgery and was very rude, she was white. She said
there wasn’t going to be someone there to help me all the time.” The qualitative data
supported the quantitative data in that it revealed that as long as subjects perceived they

were treated nicely and with respect they were satisfied with care.
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Table 6

Pearson’s Product Moment Correlation; Independent Variables and Patient Satisfaction

Age Education Gender Socioeconomic | Language Nurse Ethnicity
Status

Education -.446
Gender .048 -.033
Socioeconomic -.169 417 -,078
Status
Language 230 -.397 249 -291
Nurse Ethnicity -.163 161 -.073 .094 -.331
Marital Status 221 -279 -310 130 122 -.198
Generation -272 148 -.017 .165 -514 .189
Removed
Level of -.264 444 -.126 379 -.628 222
Acculturation
Total PSI Score - 138 .069 085 -.197 -.061 024
PSI-Professional-Technical | -,072 -.017 202 -.190 059 - 114
PSI-Educational - 161 161 -.046 -.133 - 145 098
PSI-Trust - 136 .050 081 -,201 -,067 .052
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Table 6 (continued) Pearson’s Product Moment Correlation: Independent Variables and Patient Satisfaction

Marital Status | Generation Level of Total PSI Score | PSI- PSI-
Removed Acculturation Professional- Educational
Technical
Education
Gender
Socioeconomic
Status
Language
Nurse Ethnicity
Marital Status
Generation =231
Removed
Level of -.140 571
Acculturation
Total PSI Score -.208 -.052 .054
PSI-Professional-Technical | -.244 -127 -.062 871
PSI-Educational - 198 -.198 132 888 687
PSI-Trust - 156 - 156 062 952 144 769

ov



CHAPTER V

CONCLUSIONS, IMPLICATIONS, RECOMMENDATIONS

As hospitals compete for patients in this age of consumer healthcare it is
imperative to examine what predicts patient satisfaction with care, specifically nursing
care. Gaining insight into the predictors of patient satisfaction will serve to improve
nursing care and healthcare in general. Much research suggests that one way to enhance
patient satisfaction is by providing culturally sensitive care. Leininger’s Theory of
Cultural Care Diversity and Universality asserts that by providing culturally specific care
client care can be improved (Leininger, 1996). The American Nurses Association (1991)
mandates that nurses must recognize specific cultural factors affecting individual clients
and take into consideration variances that may occur within a particular culture. In order
to provide culturally sensitive care, one must first examine the specific culture and the
cultural constructs that influence patient satisfaction.

Mexican Americans were the targeted population in this study due to the limited
amount of research on patient satisfaction done with this population. Also, Mexican
Americans are the most rapidly growing minority in the United States. Examining the
predictors of patient satisfaction among Mexican Americans serves to increase the
knowledge base and to identify areas for further research with this population.
Conclusions for this pilot study, implications of the findings, and recommendations for

further research will be offered within this chapter.
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The independent variables were not predictors of patient satisfaction in this
particular population. No significant relationships were revealed. These results are
similar to findings of previous studies which were unable to determine any predictors of
patient satisfaction (Avis, Bond, & Arthur 1997; Bader, 1988; DiStefano, Pryer, &
Garrison, 1980; Fox, & Storms, 1981). There were no predictors of satisfaction within
this population, however, many of the independent variables were found to have
relationships which is supportive of previous research in this area.

Administration of Questionnaires

The time involved completing the questionnaire proved to be a limitation to this
study. Most of the subjects were willing to participate only if one of the researchers read
the questions; therefore, researchers personally administered the majority of the
questionnaires. Even though the Likert-style questionnaires were highly structured with
pre-designed answers, this direct contact with the researchers could have biased the
responses. Hospitalized subjects often have a decreased desire, ability, and energy to
participate in research. Further research with this population might include having a
neutral person help the subjects complete the questionnaires.

Socioeconomic Status

The research revealed that 82.4% of this population earned $20,000 or below
annually. The income levels below $20,000 could have been delineated further. The
$20,000 figure did not identify those making minimum wage, or those who were
destitute. The range for those making minimum wage would be approximately $10,000
to $11,000 per year. Hispanics nationally are two and one half times more likely to live

below poverty level than any other group (Council of Scientific Affairs, 1991). Further
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delineation of socioeconomic status may have revealed more significant results related to
patient satisfaction. Hennessy and Friesen (1994) assert that people of a lower
socioeconomic class reportedly are less satisfied with nursing care. Future research
should include narrower categories of socioeconomic status, more specifically those
below $20,000, and also include the number of members in the household in order to
identify those subjects living below poverty level.
Marital Status

Several subjects revealed they were widowed, but this was not a category
included in the demographic data. This may have been a bias related to the age and
developmental level of the researchers. In retrospect, the area of previously married
people which was primarily to include separated and divorced subjects could have been
delineated further to include those who were widowed. For the purposes of data entry,
those who identified themselves as widowed were entered in the previously married
category. This particular subgroup in the study was not appropriately identified.
Accurate assessment of the widowed population may have resulted in significant findings
related to patient satisfaction. Identifying the widowed population in future research is
recommended.

Ethnicity of Nurse

It is assumed that those subjects who did not indicate the ethnicity of the nurse on
the questionnaire based their answers to the PSI on their nursing care in general.
Seventy-six respondents identified the ethnicity of the nurse and answered the PSI
accordingly. Determination of nurse ethnicity was based solely on the subjects’ opinions.

The ethnicity of the nurses on the four units used in the research was 62% Mexican
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American, 19% Philippino, 12% Canadian, 5% Ango American, and 2% other. The list
of nurses’ ethnicity was provided by the nurse managers of these units, not by the nurses
themselves.

The majority of nurses, 80%, in Texas are of Anglo or Euro-American
background according to the Board of Nurse Examiners (1998); however, the majority of
nurses in this pilot study, 62%, were Mexican American. This differentiates the lower
Rio Grande Valley’s demographics from most others in the state. The difference in
demographics of the nursing population in the geographic region compared to the nursing
population in the state could have biased the results. Patient satisfaction may not have
been influenced by the ethnicity of the nurses in this study because the largest percentage
of the nurse population was of the same ethnic background as the patients. This could be
an area for further research in a different geographical location.

Patient Satisfaction Inventory

Two controversies surrounding the use of the PSI include its cultural applicability
and the use of a translated version. Most studies that have utilized the PSI have failed to
offer any cultural delineation of the subjects, raising some uncertainties with its cultural
applicability with the Mexican American population. Further research in this area should
include validation of this tool among Mexican Americans. The original PSI was
available in Spanish; however, the revised version was not. This resulted in the need to
translate and back translate this tool. The use of the translated PSI raised some
significant issues concerning comparability and reliability of the English and Spanish
responses. No pilot test of the tool was conducted to test the reliability and validity of

the Spanish translation and applicability of this tool among the Mexican American
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population. Validation of this tool among Mexican Americans as well as further use with
the back translation would be a recommendation for further research.

A rather large limitation with the PSI is the lack of available scoring systems.
There was no norm with which to compare the total range or the average of the PSI or the
subscales. A patient satisfaction mean of 44 had no normative comparison, nor is there
any way to qualify high and low scores. Comparisons could only be made within the
group itself. Availability of comparable scores would enhance further research utilizing
the PSIL.

Leininger and Culture

Leininger’s Theory of Cultural Care Diversity and Universality provided the
framework for this research by suggesting that culturally sensitive care is good care and
that satisfaction with care is dependent upon the provision of culturally sensitive care
(Alexender et al., 1994). Leininger’s theory purports that culturally sensitive care should
be based on the specific characteristics of ones culture (Leininger, 1996). The results of
the qualitative questions asked in this study did not support the idea that culturally
sensitive care is dependent on understanding specific characteristics of a culture. A
recurrent theme found suggested that the participants just wanted to be treated the same
as everyone else. This recurrent theme could represent what is considered culturally
sensitive care within this population and supports Williams (1997) which found that the
greatest predictor of patient satisfaction is sensitive care. The other themes that emerged

from the qualitative questions represented basic constructs of caring rather than concepts

of culture.
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This pilot study was conducted in a geographical area that could be referred to as
a “border zone.” The Mexican Americans in this border zone are influenced
geographically and politically like no other group of Mexican Americans. Martinez
(1994) describes the unique characteristics of the Texas-Mexico border region as “two
contiguous geographical entities that are highly interdependent” (p. 304). In the Lower
Rio Grande Valley, Mexican Americans are the majority, at 87.3% of the population
(Texas Department of Health, 1997). The Mexican American culture in this location is
very strong and unified. This is reflected in the qualitative results where subjects state
they want to be treated the same as everyone else, or like the majority. These statements
could stem from the fact the Mexican Americans in this geographical region are the
majority and possibly do not see themselves as a minority. Further research among
Mexican Americans in a different geographical region may elicit different results.
Recommendation for further research should include the examination of political and
social structures affecting the cultural group (Meleis, 1996). When studying culture
within nursing, research may better focus on how health care marginalizes patients
because they are a different culture (Meleis, 1996). Classifying patients by their ethnic
background and treating all patients of that same culture uniformly may reduce the
chance for providing holistic culturally sensitive nursing care. Treating patients as
individuals and not stereotyping them into specific cultural categories would be the
strongest recommendation of this research study.

Acculturation
The results of this study revealed that 92% of the population was a Level IIT or

below on the ARSMA-II. This indicates a relatively low level of acculturation among
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this population. No subjects were identified to be Level V on the ARSMA-II which is
identified as very assimilated or anglicized (Cuéllar, Arnold , & Gonzilez,1995). The
level of acculturation had no significant influence on patient satisfaction. This could
have been a result of the geographical location in which the study was conducted. The
subjects in this study were the majority population and acculturation to a different
majority population was not needed. The low level of acculturation among this
population reflects the strong Mexican cultural influence of the region. Should this study
be repeated in a population of Mexican Americans that equally represents all five levels
on the ARSMA-II, the findings related to patient satisfaction may be different. The
ARSMA-II is strongly recommended for further research examining acculturation among
Mexican Americans.
Familism

Research using the PSI has not included family support as a variable; however
studies with the ARSMA-II have included this variable. Familism is considered to be a
central value of Hispanics. The importance an individual places on the family, and his or
her attitudes toward the family, are essential in the concept of familism (Marin & Marin
1991). The Mexican American family is a support system for the individual and for the
members (Keffe, Padilla & Carlos 1978; Ruiz, 1981). Family support may affect the rate
at which an individual is acculturated (Cuéllar, Arnold & Gonzalez, 1995). Padilla
(1980) states that acculturation is not an interdependent process and that the extended
family needs also be examined. The concept of families was included in this study. The
researchers encouraged the participants to answer the questionnaires with their families

and to have them assist with translation. Although familism was encouraged, no specific
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opportunity was made to identify family members in the household or the support they
provided. Inclusion of this variable could have provided more insight to the predictois of
patient satisfaction. Further research in this area would benefit by the inclusion of this
information.
Religion

Mexican Americans are strongly influenced by a central element of religion.
Many Mexican Americans believe their lives and health beliefs are controlled by divine
will and fate, over which they have little control (Mickiey & Soahen, 1993; Burk, Weiser
& Keegan, 1995). Identification of religious affiliations of the subjects may have
produced significant results. Religion may have influenced patient satisfaction.
Recommendations for further research would include identification of the subjects
religious affiliation.

Researcher-Subject Ethnicity

Researcher-subject ethnicity differences contributed to the interpretation of the
results found from this research. One of the researchers was of the same ethnic
background as the subjects, and the other two researchers were of a different ethnic
background than the subjects. This was a positive aspect of this study since it provided a
different and more well rounded ethnic interpretation of the results. The researchers
studied the qualitative results together and decided upon categories as a multiethnic
group. The implication is that the researchers perspective was neither solely insider nor
outsider, which strengthens the research. Meleis (1996) supports that the processes
inherent in matching researcher and subject in ethnicity hinders the cultural diversity in

research.
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Qualitative Versus Quantitative

The quantitative aspect of this study did not reveal any significant findings. This
may have resulted from the reductionistic nature of quantitative methodology. It may
have rendered satisfaction results devoid of much of the meaning that was intended
(Williams, 1994). It has been noted that patients display a critical nature when given the
opportunity through more open ended questions (Locker & Dunt, 1978). A qualitative
approach was added for this reason. Qualitative information provides potentially
valuable information about healthcare services and lends insight into clients’ perceptions
of patient satisfaction. Qualitative data of this study revealed five recurrent themes.
When given the opportunity, subjects discussed factors that lead to satisfaction and
dissatisfaction with care. This insight could not have been revealed using the PSI alone.
Placing too much reliance on rigid satisfaction surveys may run the risk of channeling
patients’ concerns into avenues defined by the providers, rather than promoting greater
consumer involvement (Avis, et al., 1997). Therefore, researchers need to incorporate
multiple, and different data-gathering methodologies to measure and define patient
satisfaction.

Conclusion

Patient satisfaction is an important issue in this age of consumerism. Although no
conclusive predictors of patient satisfaction were found, this pilot study was an important
one. It served to investigate the existence of cultural issues among Mexican Americans
in the Lower Rio Grande Valley. Through their participation in the study, subjects have
had an increased awareness of their own cultural identity, have been encouraged to

examine their own belief systems, and have been provided an opportunity to have their
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opinions heard. This research has been successful as it empowered the participants
through an increased awareness of their cultural identity and their role as consumers

within the health care system.
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PSI

Directions: The rescarcher fs Interested {n your opinfon of the care you have recefved. Please glve your
honest opinfon for cach statement on this list by circling one of the five answers to describe the
nurse(s) caring foc you: .

L.

10.

11.

.

12.

The nurse should be more attentive than he/she is.
STRONGLY AGREE . AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE

Toa aften the nurse thinks you can't understand the medical explanation of your fliness. so he /
she fust doesn’t bother to explain.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE
The nurse is pleasant to be around. i

S'IRONCPY AG.REEZ AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE -
A person fecls free to ask the nurse questfons. .

STRONGLY AGREE AGREE UNCERTAIN DISAGREE SI‘R&)D_XGLY DISAGREE
The nurse should be mare friendly than he/she is.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE
The nurse {s a person who can understand how I feel.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE é'RéNGLY DISAGREE
The nurse explains things in simple language.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE

The nurse asks a lot of questions, but once he/she finds the answers, he/she doesn't seem to do

anything. )

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE
When [ need to talk to someone, I can go to the nurse with my problems.

STRONCLY AGREE AGREE UNCERTAIN' DISAGREE ;{RONGLY DISAGREE
The nurse {s too busy at the desk to spend time talking with me.

STRONGLY AGREE AGREE UNCERI‘AZN " DISAGREE STRONGLYDLSA’GREE
I wish the nurse would tell me abaut the results of my tests more than he/she does.
STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE
The nurse makes it & point to show me haw to carry out the doctor’s orders.

STRONGLY AGREE ’ AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE

“Reprinted with permission from,” Nursing_ Research, A patient
satisfaction instrument: Precision by replication, Hinshaw, .A.S., and i
Atwwod, J.R., 31, 1. Pages, 170-175, “© 1997 Aspen Publishers, Inc.
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13.

14.

1S.

16.

17.

18.

19.

20.

21.

24.

The nurse is often toc disorgantzed to appear calm.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE

The nurse {s understanding (n listening to a patient’s problems

STRONGLY AGREE AGREE UNCERTAIN | DISAGREE STRONGLY DISAGREE

The nurse gives good advice.

STR.ONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE
The nurse really knows what he/she s talking about.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE
It Is always easy to understand what the nurse {s tallding about.

STRONGLY AGREE AGREE UNCERTAIN » DISAGREE STRCNGLY DISAGREE
The nurse Is too slow to do things for me.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE

The nurse fs fust not patient encugh.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE

The nurse is not precise in doing his/her worlc.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE .SYRONGLY DISAGREE
The nurse gives directfons at just the right speed.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE
Fm tired of the nurse talking down to me.

STRONGLY AGREE AGREE . UNCE(I'AIN DISAGREE STRONGLY DISAGREE
Just talidng to the nurse makes me feel better.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE
The nurse always gives complete enough explanations of why tests are ordered.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAG!;EE
The nurse is skillful {n assisting the doctor with procedures.

STRONGLY AGREE AGREE UNCERTAIN DISAGREE STRONGLY DISAGREE
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PSI

Direcciones: Las investigadoras de &ste estudio estin interesadas en su opinién sobre los cuidados de 1a enfermera/el eafermero que ha

recibido. Por favor de su opinién sincero para cada afirmaci6n en ésta lista. Circule solamente una de las cinco respuestas que
describe la enfermera/el enfermero que la/lo ha cuidando.

1. Laenfermera/el enfermero debe ser més etenta/o de lo que es.
DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NOQ ESTOY DE ACUERDO NO ESTOY DE ACUERDQO FIRMEMENTE

2. Muy de scguido 2 enfermera/e] eafermero piensa que no puedo entender las explicaciénes médicas de mi enfennedad Y oo toma
el tiempo para explicar.

DE ACUERDC FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDQ FIRMEMENTE
3. Laenfermeralel enfermerc es agradable. i

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE A(-:UERDO FIRMEMENTE
4. Una persona se siente libre hacer preguntas a Iz enfermera/al enfermero.

DE ACUERDQ FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
5. L= enfermera/el enfermero debe ser mAs amistosa/o de lo que es.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDOQ NO ESTOY DE ACUERDQ FIRMEMENTE
6. Laenfermera/el enfermero es una persona que puede entender como me sieato.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NOB-TOYDEACUERDOFIRMEMENTE )
7. Laenfermera/el enfermero da explicacidnes en una idioma simple.

DE ACUERDC FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
8. Laenfermera/el enfermero hace muchas preguntas, pero cuando recibe fas respuestzs no hace nada més.

DE ACUERDO FIRMEMENTE DE ACUERDOQ INCIERTO NO ESTOY DE ACUERDO NO CSTOY DE ACUERDO FIRMEMENTE
9. Cuando necesito hablar con slguien yo puedo ir con la eafermera/el enfermere con mis preguntas.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
0. La enfermera/el enfermero estd muy ocupada/o en el escritorio y no puede tomar tiempo para hablar conmiga.

DE ACUERDOQ FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
11. Deseo que la enfermera/el enfermerc me cuente fos resultados de mis examenes més de jo que hace.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDOQ NO ESTOY DE ACUERDO FIRMEMENTE
12. La enfermera/el enfermero se empefia en ensefiarme como cumplir las ordenes del doctor. 3

DE ACUERDO FIRMEMENTE R DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
I3. La enfermera/el enfermero estz desorganizada/o muy de seguido y no aparece con calma.

DE ACUERDQ FIRMEMENTE DE ACUERDO INCIERTQ NO ESTOY DE ACUERDO NO ESTOY DE ACUERDQO FIRMEMENTE

“Adapted with permission from,” Nursing Research, A patient satisfaction
instrument: Precision by replication, Hinshaw, A.S., and Atwwod, J.R., 31, L.
Pages, 170-175, “© 1997 Aspen Publishers, Inc.”
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14. La enfermera/cl enfermero s comprensiva/o cuando escucha los prablemas del paciente.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDOQ FIRMEMENTE
15. La enfermera/el enfermero da buenos consejos.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDQ FIRMEMENTE
[6. La enfermerael enfermero en realidad sabe de lo que estd hablando.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTQ NQ ESTOY DE ACUERDO NQ ESTQY DE ACUERDOFIRMEMENTE
[7. Siempre es ficil entender de lo que la enfermera/el enfermero esté hablando.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
8. Laenfennera/el enfermero no tiene tiempo para atendemie porque es inuy lenta/o.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
19. La enfermera/el enfermero no tiene suficiente paciencia. )

DE ACUERDO FIRMEMENTE DE ACUERDQ INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDOQ FIRMEMENTE
20. La enfermera/el enfermero no es precisa/o con su trabajo.

OE ACUERDQ FIRMEMENTE DE ACUERDO INCIERTO NQ ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
21. Laenfermera/el enfermero da direcciénes & buen velocidad.

DE ACUERDQ FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
22. Esloy cansada/o de la enfermera/el enfermero faltandome el respeto.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
23. Solameate hablando con la enfermesa/enfermero me bace sentir mejor.

DE ACUERDO FIRMEMENTE DE ACUERDO INCIERTO NO ESTOY DE ACUERDO NQ ESTOY DE ACUERDO FIRMEMENTE
24. La enfermera/el enferemero siempre da explicacidnes completas sobre la razdn que ordennn examenes.

DE ACUERDO FIRMEMENTE DE ACUERDO (INCIERTO NO ESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
25. La calecmera/el enferemero es diestra/o en assitiendo al doctor con procedimientos.

DE ACUERDOQ FIRMEMENTE DE ACUERDO INCIERTO NOESTOY DE ACUERDO NO ESTOY DE ACUERDO FIRMEMENTE
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Anc-lkudfw_n»laﬁq Scale (ARSHA-ID)

Accultaration Rating Scale - IT

(ARSMA-II)
Esglish Versien Vertida ex Espafial
Name: - Nombre: -
Male: ______Temalc: Masxmfino:_____Fomonimo:
Age: DOB:; A | Edad: Dia de Nacimicnior, —_—
Meadtal St Estado Civik:
What s yoar refigioas Cauad e5 sa religita
P 25 predilecta?:_
@) Last grade you compicied in schook: (a) (Hastz Que grado foé 2 la escucta?
(Circle your cheics) (Indigue con sx chenle la respuestz.)
1. EBlewentary - 6 1. Pdmaria - 6
2 7-8 2. Secondacia 7 - 8

&Gndnm.ogndomlsmndccclnpoo

Universidad
() In what comry? _ () (Ea quc pafs?
{Clrcls the gonauiion that bext {{adique cox am clreulo el v de Ls 3 fs

2. 2ud gonemation = Yoo were bom {n
(B&mmbomhlkdm
or other coumtry.

3. 3qd geaemation = Yoo were bom in USA,
both parectz borg in USA and sl
gaandpercats bocn in Mexico or other
coentry,

4. 4t geacration = You 20d your parents
bom tr USA and ot least one grnd-
paceat bom in Mexico or other cooaty
with remeinder born io the USA.

5. S& geaexation = You and your parents
borm ta the USA and afl gondparears
borz in the USA.

gx¢ considere adecuads pars asted. DE solamense
sxa repnata]

1. la genemacida = Uciad macié ex Mexico
© oo pafs [uo ea los Estados Uaidos (USA)].

2. 2a pecoacito = Usted aacié en Jos Estdos
ea México ¢ e otro pafs.

3. 32 genenacita = Usted gaciS ea los Estados
Ueidos Americanos (USA), sus padres tambien
oacicron en §os Estsdas Usidos (USA) vy sas
sbueios nacicron ca México 6 en otro pels-

4. 4. geocracion = Usted naci6 en los ea los Estados
Vados Americanos (USA), a8 padres gacieron
ca jos Estados Unidos Americanos (USA) y por
10 menos w0 de sus sbuelos nacss en México o

algom otro pafs.

S. Sa geneacifn = Usted y sus padees y 000s
sus shaelos nacieroa en Jos Esados Unidos (USA).
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Cuellar, Arnold, and Maldonado (1995). Acculturation rating scale for
Mexican-American —II: A revision of the original ARSMA scale. Hispanic
Journal of Behavioral Sciences, 17(3), pp 275-304. © 1995 by Cuellar, Amold,
Glazier. Reprinted by permission of (Sage Publications), Inc.
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SCALE 1
{Circke 3 ammnber betwoon 1.5 [Bargue con un chrenls of numsere
next b ench Sem et catre [ y $ & ks respocsic que sos
Seot applies] ands adecnsda pors nrted |
1 [ 3 « . s [ 2 3 e s
[ 1 =y preren P
ot x| 10aiTe juetee- | "or often weut o 4 e
- iy Yery - Rada A. :::. :a:hﬁ
Almsyn onste
L [ speak Spasish 12345 1. Yo hable Espaiol 1 23 45
2. L apeak English 12134 S 2 Yo kable Ingas 123458
3. I enjoy spenking 3. Me gusta kablar
Spanidh 123458 e Espeafie 123465
4. 1 esmeclete with 4. Mc asscie com
Angles 12 Angles 12345
£, T ansediute with 5. Yo mae asecie com
Mexicans andfec Maxicanss ¢ cea Norte
Mation Americans 12 N Aspericenas 1 23 45
€ I enjoy Betaning € Me gests ia masica
1o Spanich lathguage Mesicann (masica en
wesic L 23 ¢85 lema Espabiel) 1 234 S
7. § enjoy Eetening - 7. Me gusia = mosica de
S0 Eoglish Jamguage idlomna Inglix 123 45
123 «S
& [ enjoy Spanish & Mc gusta ver pregrames
lmguage TV 123 €58 - fa tebevidiin que soen
s Eapafiel 123 45§
9. I enfoy Englick 9. Me gusta ver programes
lemguage TV 133 &S - I talevisiéa que oo
o Inghés L 23 45
10. I enjoy English . 16. Ma gusta ver pdiculas
language ssovies 1 23 45 en Espafiel 123 45
11. I enjoy Sponich 1L Me gusta ver palicalas
lamguage ssevies 123 45 o Inglés 1 23 45
12. 1 enjoy reading og., 12 Me guste Jeer g .
bosks bz Spanish 1 23 45 Ebces ca Eqpaial 123 45
13. I anjoy reading og., 13, Me gusta becr g,
bosks in English 123 45 Shees e [aghia 123 45
1€ [ wrlke o, betters . 1€ Escelos cgy coxtes
I Sponich 123 €5 on Espadiel 123 & S
LS. [ write e g, botters 15. Escrfbe g, qartas
in Englich 123 45 o Inghts L 23 &5
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Accxlturction Rating Scale (ARSMA-II)

).
frl

£,
[

;i

17. My thisidng is denc

18- My coutact with Mexice

hat boem

19. My contact with the
USA has bosn

20. My tather identifics
or doutified himasll

21. My seether tlentilies
oc {bontilied barvek
as ‘Mexicamn’

2. My Criande, whie
[ was growing sp,
were of Mcxican

3. My Griends, while
1 wes growiag ep,
were of Angls ecigin

26 My Gamnily aseks
Mexicon Soods

25, My Siends wow
are of Angle

36, My triends now
are of Mexicas

27. 1 Wke o identily
sysdf as an Anghe

3% I Bke ¢o identity
myvell ac & Mexicon

E

[

»
“
-~
"

[ 1]
“w
»n
("}

19, M contacte cam lox
Americanes ba side

XN. Mi padee oc Mentilicn
(@ o¢ identiicabe) comno

2L MI madre sc fdontifica
(@ sc ibentilicaba) come

2. Mic emiges(es) de ml
wibeg sran de etigmm

23. bGs amige(en) éc o
uificr erem de origm
Angle Ameicane

240G tamnllin codien.

25, M3 familis coclan
comides Nerte
Americeam (Anglo

26. Mis amiges redantcs
oou Maicenss
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Accultwration Rafing Scale (ARSHMA-II)

[y a 3 « s 'Y P 3 < s
ﬁx-t th I-ln:; -: . oftaa - . o - ;
o -t ey o e - ey caal teda
ot ey olten Adunet A veuss foeer |el tiemgs}
29. U Ske ta $dentily 39. Me guta ideatificar-
myveif ez a Mcxicn 12 3 4S5 me come Medicune 12 3 4« S
34. 1 ke to Sdemt¥y . Me gusta Watilicar-
xyesi( os ag Americns 12 3 4 § e come wn(a) Amer-
come(e) 1 2 3 4« S

end of Scale L
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DEMOGRAPHIC DATA SHEET
Please circle the answer that best describes you.
1. What is your ethnicity?
Mexican American non Mexican American
2. What is yourage?
3. What is your gender?
Male Female
4. What is the highest level of school you have completed?
Elementary High School
College (undergraduate) Graduate
5. What is your marital status?
Single Married
Divorced/Separated

6. What is your socioeconomic status?

20,000 or below 20-30,000
30-40,000 40-50,000
50,000 or above

**Please think of one particular nurse that has cared for you during your present stay.**
Please apply the following question and the Patient Satisfaction Inventory to that
particular nurse that stands out in your mind.

7. Is this particular nurse you are thinking of :

Mexican American non Mexican American
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Datos

Por favor circule la respuesta que mejor la/lo describe a usted.
1. (Qué es su étnicidad?
Mexicana/o Americana/o no Mexicana/o Americana/o
2. Quéessuedad?
3. {Qué es su sexo?
Hombre Mujer
4. ;Qué es el nivel mas alto de educacioén que completo?
Primaria Secundaria
Colegio Licenciatura superior
5. ¢Qué es su estado civil? |
Soltera/o Casada/o
Divorciada/o Separada/o

6. ¢Qué es su estado economico?

$20,000 o menos $20-30,000
$30-40,000 $40-50,000
$50,000 o mas

****+¥Por favor piense en una enfermera/un enfermero que la/lo ha cuidado durante esta
hospitalicacién. Aplique la siguente pregunta y las preguntas en el questionario de
satisfacién (PSI) en la enfermera/enfermero en que usted esta pensando. *****

7. La enfermera/el enfermero en que usted esta pensando es:

Mexicana/o Americana/o no es Mexicana/o Americana/o
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McAllen

Medical

Center
301 W. Expressay 83
McAlien, Texas 78503
(858) 632-4000

University of Texas - Pan American
Department of Nursing

1201 West Univecsity Drive
Edinburg, TX 78539

To whom it may concem:

The purpose of this latier is 10 grant formal writien permission © Shannon Dowdall, Aima Flores, and
Knryn.TaphybuizeMcAlenMedbalCenhrbrmepupmedmmm. The data
Among Mexican Americans, vl take piace in August and September of 1998, Data collection will take
m.muuuormmmmmmbywmam. All subjects will be voluntary
and give informed written consent prior to participating in the study.

it s our understanding that all resulfs of this research study wil be summarized and presanted
McAllen Medical Center sfier &3 compieton.
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\ NURSING CEPARTMENT
>3 THE UNIVERSITY OF TEXAS - PAN AMERICAN

1201 Wes Umiversity Drive » Edinixarg, Texws 78539-2999 « (356) 381-3491 [316-7032 * Fax (956) 381-2384

MEMORANDUM

TO: George Aveliano
Associate Vice President for Graduate Programs
and Planning
DATE: Fuly 14, 1998 R Tecky
RE: Human Subjects Review Committee

I was informed that Dr. Shelia Pozocski will chair the Human Subjects Review
Committee in the Fall and Dr. Emest Baca would continue during the summer. [ have
been unable to get in touch with Dr. Baca and my students are almost to the point to

starting data collection.
The students are enrolled in J sal) this surnmer and will present
the proposal to their committee X in Augit. They have appeared before the

InstimtiomlkzviewBoudochAanedichmmrmdhavebemgnmed
permission to collect data at that institution.

Attached are copies of the abstract, the informed conséat forms (English and Spanish),
thcappmvﬂﬁumMcAanedicalCMa,mdﬁgmdwnﬁdmﬁdityfmmsqumdby

Please advise me a3 to how to proceed at this point.
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Consent and Release Form

Receiving high quality care while hospitalized is important to consumers.
Discovering what consumers perceive quality care to be is important in shaping the
delivery of that care. This research aims to investigate what factors contribute 1o patient
satisfaction.

[f you agree to participate in this study vou wili be asked to reveal basic
information about vourself, complete two questionnaires, and answer a few questions on
what you believe is quality care. No answer is right or wron;,;,. only a reflection of your
opinion. Your response wilf be kept confidential.

Your participation in this research is voluntary and you may choose not to give
vour consent. Your perticipation, or refusal to participate will in no way effcct the care
vou receive while you are hospitalized. If at any time during the research studv you wish

to withdraw, vou are free to do so.

[ certify that [ have read and fully understand the explanation of the study described.
I voluntarily give my consent to participate in this study.

[ understand that [ may withdraw my consent at any time.

[ understand that my identity will riot be revealed.

[ have been given an opportunity to ask questions and they have been answered.

Name (please print)

Your signature Date
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Consetimiento

Recibir cuidados de alta cualidad cuando uno esta en el hospital es importante a
los consumidores de estos servicios. Discubriendo lo que piensan de lo que ¢s cuidado de
alta cualidad es importante en formando esos cuidados.

Si usted participa en este estudio, le preguntaran que revele informacion bésica,
completar dos cuestionarios, y responder a varias preguntas sobre lo que usted piensa que
es cuidado de alta cualidad. Ninguana respuesta es correcta 0 equivocada, solamente es
una reflexion de su opinién.  Sus respuestas seran confidencial.

Su participacion en este estudio es voluntario y puede decidir no participar. Su
participacion, o falta de participar no afectara los cuidados que usted recibe mientras que
este en el hospital. Si en algun momento de el estudio usted desea suspender su
participacion, es su derecho hacerlo.

Yo certifico que he leido y entiendo fa explicacién del estudio.

Yo voluntariamente doy mi consentimiento para participar en este estudio.
Yo entiendo que puedo dehar de perticipar en cualger momento.

Yo entiendo que mi identidad no sera revelada.

Me han dado Iz oportunidad de hacer preguntas y me las han respondido.

Nombre (en molde porfavor)

Firma Fecha
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