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QUL INTRODUCTION

The purpose of this guide is to provide health care professionals in the United
States with a basic introduction to the Hispanic/Latino' community and some of their
cultural beliefs and health care practices. This guide is designed to help health care
providers establish more effective patient-provider relationships with their Latino
patients by utilizing the information provided to design health care interventions that
are more congruent with the belief systems and practices of the patients they are
serving. Gaining an understanding of Latino health beliefs can be instrumental in
decreasing the disproportionate numbers of Latinos who are dying from diseases that
can be prevented by modifying risky behaviors.

We recognize that the cross- cultural issues that arise in the patient-provider rela-
tionship on the mainland do not necessarily arise in the same fashion in the patient-
provider relationship in Puerto Rico, where patient and provider would tend to share
the same cultural framework in relation to the Anglo culture.

This guide presents an overview of Latino health issues, including demographic
information on the Latino population in the United States, the incidence of disease in
the Latino community, modifiable risk factors that contribute to the leading causes of
death among Latinos, and the need for socially and culturally appropriate health
promotion. The guide considers barriers to
health promotion and disease prevention

for Latinos such as distrust of the health Gaining an understanding of
care system, language and cultural differ- Latino health beliefs can be
ences, poverty, immigration status, and instrumental in decreasing the

i bout food and body weight. . ,
perceptions about food and body weight disproportionate numbers of

The Latino conc.ept of he:%lth, as well as Latinos who are dying from
Latino cultural beliefs, are discussed exten- .

. . . diseases that can be prevented
sively. The reader will be introduced to the o _ '
concepts of familismo, fatalismo, respeto, by modifying risky behaviors.
and persona-lismo, and will see how they
shape Latino health practices. The reader will also be acquainted with alternative
forms of viewing and treating illnesses that appear in Latino cultures. Helpful cul-
ture-appropriate theoretical frameworks including value expectancy theory, culture
care theory, and Pender’s health promotion model are presented. Examples of com-
munity models that utilize Latino cultural beliefs in their design are provided, as well.

1 Endnotes
The terms “Latino” and “Hispanic™ are used interchangeably in this report.
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The information in the guide was compiled through a combination of research
methods, including an extensive literature review; input from Hispanic health care
providers working at community-based health care facilities, including Asociacién
Centros de Salud Primaria de Puerto Rico, Inc. of Rio Piedras, Puerto Rico, Associa-
tion for the Advancement of Mexican Americans (AAMA) of Houston, Texas, Mary’s
Center for Maternal and Child Care, Inc. of Washington, D.C., La Clinica del Pueblo
of Washington, D.C., Rio Grande Community Health Center of Rio Grande, Puerto
Rico, Concilio Latino de Salud of Phoenix, Arizona; a focus group conducted at La
Clinica del Pueblo in Washington, D.C.; and a series of oral interviews conducted
with a member of the Latino community in Washington, D.C.

The Latino community is diverse and contains various cultures, with their own
unique traditions and beliefs. Although Spanish is a common language shared by
Latinos, some Latinos have grown up in the U.S. and do not speak Spanish at all.
Hispanics are a racially and ethnically heterogeneous population; Hispanics may be
White, Black, Mulato (of Black and European ancestry), Mestizo (of Indian and
European ancestry), Indian and/or Asian. Hispanics often self-identify by their coun-
try of origin, saying, for example, that they are Cubans, Puerto Ricans, Mexicans,
Ecuadorians, Salvadorans, etc.

Page 2 NCLR e [atinc Health Beliefs: A Guide for Heatth Care FProfessionals




QI Overview of LATiNO HEALTH
ISSUES

This overview includes demographic information on the Latino population in the
United/ States, data on the major health problems experienced by Latinos, an exami-
nation of the risk factors that contribute to the leading causes of death among Lati-
nos, and a discussion of socially and culturally appropriate health promotion among

Latinos.

DEMOGRAPHIC
INFORMATION

. , Hispanic Population: 1970 to 2050
Latinos constitute the

second largest minority

population in the United 100 o8

. . 75
States, numbering approxi- & 63

']
e 5 60 51
mately 31 million people 2 o
. . E 4 27
(National Council of La £ wle 2
Raza [NCLR], 1997a). . o 1 O OO O
1970 19B0 1980 1995 2000 2010 2020 2030 2040 2050
Between 1980 and 1990, VEARS
people in the United States
. . Source: 1970, and 1960 Census of Population
Of Latlno descent 1ncreased Cammerce News Bureau of the Census, CB94-100 o
Current Population Report Series P-25, No. 1104 ECensus @ Pmlec tion

in numbers by 53%, a rate
of growth more than eight
times that of non-Latinos in the U.S. population. It is estimated that by the year
2010 Latinos will become the largest minority group in the United States. Persons of
Mexican, Puerto Rican, and Cuban descent make up 75% of the Latino population
in the U.S., with the remaining 25% being individuals of Central American, South
American, Dominican and Spanish ancestry (U.S. Bureau of the Census, 1993).

Latinos live in all 50 states and the District of Columbia. However, 90% of the
Latino population resides in just 10 states. California, Florida, New York, and Texas
have the largest proportion of Latino residents. Other states with significant Latino
populations include Arizona, Colorado, Illinois, Massachusetts, New Jersey, and New
Mexico. More than half of Latinos live in just two states - California and Texas.
(U.S. Bureau of the Census, 1993).
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More than 91% of Latinos live in urban areas; nearly 66% are younger than age 33;
a little more than half of those age 25 or older have a high school education; and 9%
have a bachelor’s degree or education above that level. Nearly 30% of Latino house-
holds live below the poverty line, and Latinos experience an unemployment rate 62 %
higher than that of the general population (U.S. Public Health Services [USPHS], 1996).

Disease AND THE LATINO PoPULATION

Major health problems are experienced by Latinos at a rate disproportionate to
their numbers in the population (NCLR, 1997a; NCLR, 1997b; NCLR, 1997c;
USPHS, 1996). The following facts illustrate this circumstance:

P While in 1996 Latinos comprised only 10% of the U.S. population, they ac-
counted for 17.5% of all AIDS cases reported through July of that year; in 1996,
Latino children under the age of 13 represented 23% of all pediatric AIDS cases;
in 1993, the rate of AIDS cases among Latinos was 46.2 per 100,000 population,
as compared to 15.4 per 100,000 among non-Hispanic Whites (NCLR, 1997¢).

D The rate of decline in heart disease mortality rates observed in the general popula-
tion in recent years has occurred to a lesser extent among Latinos. While death
rates from heart disease in the general population declined by 13.5% between
1985 and 1991, the death rates for heart disease among Latinos declined by only
7% (USPHS, 1996).

D The prevalence of diabetes was two to three times greater for Mexican Americans
and Puerto Ricans surveyed in the 1982-84 Hispanic Health and Nutrition
Examination Survey (HHANES) as for non-Latinos surveved in the 1976-80
National Health and Nutrition Examination Survey (USPHS, 1996).

D The five-year breast cancer survival rate for Latino women is 15% lower than the
rate for White women in the U.S. population. Latino women have twice the
incidence of cervical cancer that non-Latino White women do. Latino and African
American women have the highest death rates due to cervical cancer (NCLR,
1997b).

Disease AND EXTERNAL Risk FACTORS

McGinnis and Foege argue that while medical conditions such as heart disease,
cancer, cerebrovascular disease, chronic obstructive pulmonary disease, diabetes,
chronic liver disease, and human immunodeficiency virus (HIV) infection have been
identified as the leading causes of death in the United States, these medical conditions
actually result from a combination of genetic and modifiable external risk factors.
McGinnis and Foege observed that analyses of the roles of various external risk
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factors in these medical conditions suggest that the most prominent identifiable
contributors to death among U.S. residents are tobacco, diet and physical activity
patterns, alcohol, microbial agents, toxic agents, firearms, sexual behavior, motor
vehicles and illicit use of drugs.

The ten leading causes of death among Latinos, in descending order, are: cardiovas-
cular disease, cancer, accidents, HIV infection, cerebrovascular disease, homicide,
diabetes, chronic liver disease, pneumonia and influenza, and chronic obstructive
pulmonary diseases (CDC, 1996). Cigarette smoking, diet, obesity, physical inactiv-
ity, alcohol and unsafe sexual practices have been identified as significant external
risk factors for Latinos, as well (NCLR, 1995; NCLR, 1997a; NCLR, 1997b,
USPHS, 1996).

Among Latino women ages 20-74, 41.4% of
Mexican Americans, 39.8% of Puerto Ricans, AIDS often comes last in
and 31.9% of Cuban-Americans are overweight,
while 31.2% of Mexican American men, 25.7%
of Puerto Rican men, and 28.5% of Cuban-
American men are overweight. Intake of dietary by low-income Latinos.
salt is a contributing factor to high blood pres-
sure, and members of all racial/ethnic minority
groups, including Latinos, tend to exceed the recommended daily intake level. A
smaller percentage of Latinos engage in regular moderate physical exercise. Smoking
behaviors are increasing at a greater rate among Latino women than among the
general population, and Puerto Rican and Cuban men are not experiencing the same
sharp decline in smoking rates that non-Latino White men are. While self-reported
prevalence of chronic drinking among Latino women is similar to that of women of
non-Latino origin, chronic drinking for Latino men is seven times higher than for
Latino women (USPHS, 1996).

Surveys of AIDS knowledge and beliefs among the general population have re-
vealed that Hispanic respondents have less knowledge than Black or White respon-
dents and more erroneous beliefs about AIDS (Karliner, 1996). Religious beliefs
among Hispanics present barriers to safe sex practices against the transmission of
HIV. The Catholic church, to which 90% of Hispanics belong, opposes birth control
and has typically opposed efforts at teaching safer sex practices such as the use of
condoms. AIDS often comes last in terms of priority in a series of life issues faced by
low-income Latinos. Poverty impacts on the ability of some Latinos to focus on HIV,
as it does in the general population.

terms of priority in a
series of life issues faced
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SociaLy AND CurturaLLy ApPROPRIATE HEALTH PrOMOTION

Many authors have expressed the need for social and cultural sensitivity in address-
ing groups who are accorded less power in the dominant U.S. culture, and who have
often been ignored, blamed, or dealt with in a culturally inappropriate manner in
health-related educational settings (Karliner, 1996). There is a growing opinion in
the literature that health prevention programs must incorporate the belief systems,
whether traditional or not, held by the population being targeted. Programs must be

conducted in the language and vernacular of the population, through materials that
are written at the appropriate educational level. Personnel who are perceived as peer
leaders within the population must be incorporated as part of the health team.

Many health promotion campaigns attempt to change people’s behavior. What
goes unacknowledged is that people’s behavior is often shaped by their belief systems,
regardless of their levels of education. Successful health promotion must address the
balance between respecting cultural practices and interfering when these practices can
cause irreversible harm. Modifying the behaviors that make people vulnerable to
disease requires understanding the belief systems that shape those behaviors. Under-
standing Latino health beliefs can be instrumental in decreasing the disproportionate
rate at which Latinos are dying from diseases that can be prevented by modifying
risky behaviors.

Fage © NCLR # Latino Health Beliefs: A Guide for Health Care Professicnals




A I, BARRIERS TO HEALTH
PRrROMOTION AND DISEASE
PREVENTION

The evidence that people do not depend on doctors and nurses for most of their
care is substantial (Dehn, 1990). The majority of symptoms experienced by people
are largely self-treated. International studies affirm that approximately two thirds of
people with symptoms of various illnesses do not consult their physicians (Champion,
Austin and Tzeng, 1990). In a study on the relationship between cross-cultural
health attitudes and community health indicators, Champion et al. found an unex-
pected negative correlation between attitudes toward health care professionals and
services and attitudes toward body and life. “Medicine,” “nurse,” “doctor,” and
“hospital” were associated with death and disease, not with health, life, or health
promotion. In fact, the more contact populations had with health care providers, as
evidenced by higher scores on life expectancy and net social progress, the more

negative their attitudes.

This negative attitude toward health
care providers and services exists The limited supply of bilingual and

among Hispanics in general (Aguirre- .
Molina, Ramirez and Ramirez, 1993; bicultural health' ca 176 p@r@onnel
available makes it difficult for

Burk et al., 1995; Caralis, 1990;
Flores, 1998; Lantz, Dupuis, Reding, Latinos and the health care

Krauska, and Lappe, 1994; Mantini- professionals who are treating
Briggs, 1998; Medina, 1998; Mikhail, them to communicate and

1994; S t-Miller, 1994). A
5 SERROTATEL ) Stufiy understand each other.
of Hispanic mothers in central Califor-

nia revealed that only 32% mentioned

physicians and nurses as a source of initial advice or help regarding children’s ill-
nesses, while relatives or friends, mother, mother-in-law or grandmother, and hus-
band were the source of initial advice for 67% of the mothers (Mikhail, 1994).
Sennot-Miller (1994) identified three categories of barriers that contribute to the
disenchantment of Hispanics with health care providers and services: availability,
accessibility, and acceptability. Availability barriers refers to long waits and inconve-
nient hours in health care settings. Accessibility barriers includes problems such as
lack of transportation, cost, lack of health insurance, fear of deportation, loss of pay
for losing work to attend a medical appointment, and no one to care for children.
Acceptability barriers refers to issues involving language and discrimination.

NCLR e Latino Health Beliefs: A Guide for Health Care Professionals Page 7



The limited supply of bilingual and bicultural health care personnel available
makes it difficult for Latinos and the health care professionals who are treating them
to communicate and understand each other (Mantini-Briggs, 1998; Medina, 1998;
Ruiz, 1998). The lack of educational materials that are accurately translated, written
at appropriate literacy levels, and contain concepts that reflect the cultural norms of
the population being addressed, pose additional communication barriers (Aguirre-
Molina et al, 1993; Lantz et al., 1994). Misunderstanding the importance and role of
family and social supports within the Latino culture, and failing to integrate family
and social supports into health promotion and disease prevention interventions, can
be a barrier to effectively reaching and treating the Latino population (Burk, Wieser
and Keegan, 1995).

Latinos often feel that health care
professionals are insensitive to feclings of

Latinos are least likely to

shame, embarassment, and discomfort , ,
’ ’ have medical care benefits

that are associated with disrobing, being
attended to by a health professional of the
opposite sex, or being subjected to tests Medicaid, and regular
that invade personal privacy (Lantz et al., sources of care.
1994). Overlooking intergenerational

such as health insurance,

variations and acculturation among

Latinos for the purpose of program planning, and discounting intragroup diversity
among Mexican Americans, Puerto Ricans, Cubans, Central Americans, South
Americans, and Caribbeans can lead health care professionals to discount important
differences among Latinos (Aguirre-Molina et al, 1993).

There have been a few attempts to modify these barriers created by language and
cultural differences. The Association for the Advancement of Mexican Americans
(AAMA) in Houston, Texas was able to create trust of the health care system by
members of the Latino community by designing its alcohol prevention program to
address issues of language and cultural mores (Flores, 1998). The AAMA goes out
into the community with a mobile unit and prepares community residents to come to
their center. The Association has decorated their facility to reflect the culture of the
community. Personnel dress as members of the target population dress. Community
members are greeted in Spanish when they arrive; they are met with warm smiles; and
are offered coffee or something cold to drink.

Poverty has also been identified as a major barrier to health care (Mantini-Briggs,
1998; Medina, 1998, Ortiz, 1998). Medications are expensive, particularly for
chronic diseases. High-blood pressure medication can cost two dollars per pill. For a
client who takes one pill per day, that amounts to $30 per month just for one pre-
scription (Ortiz, 1998). Latinos are least likely to have medical care benefits such as
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health insurance, Medicaid, and regular sources of care (Aguirre-Molina et al, 1993).
Thus, $30 per month for just one prescription can be prohibitive for a person without
any health insurance. Low-fat diets that are recommended for persons with diabetes
or hypertension can be costly. It is sometimes cheaper for people to eat in fast-food
establishments than to buy fresh fruits, fresh vegetables, and fish (Medina, 1998.)
Many Latinos find themselves having to work two or three jobs to bring in enough
income to support themselves and their families. There is often no time to prepare
meals and no time to eat properly (NCLR, 1998).

Illiteracy and low literacy may accompany poverty among the Latino immigrant
community (Flores, 1998, Medina, 1998). Limitations in literacy lengthens the
health education process. It takes longer and involves more individual attention to
teach an illiterate or low-literacy person how to take medications, carry through a
treatment plan, and change health habits (Medina, 1998). Sensitivity to low literacy
among clients requires simplification of paper work and methods for acquiring
information that do not embarrass illiterate clients (Flores, 1998). Poverty also
creates barriers to continuity of care. Newly-arrived immigrants find temporary
places to live, and tend to change residence often as they attempt to stabilize them-
selves economically. Constant changes in residence make it difficult to track clients
for ongoing treatment (Medina, 1998).

In some geographic areas, the Latino community is comprised primarily of persons
who are not U.S. citizens or permanent residents. While a spouse or children may
have U.S. citizenship or permanent resident status, the illegal status of one member of
a family may prevent the entire family from seeking health care for fear of deporta-
tion of that family member (Flores, 1998; Medina, 1998). Recent welfare reform
legislation has also made immigrants with permanent resident status ineligible for
Medicaid (Medina, 1998).

Perceptions about food and body weight that are shaped by a cultural framework
also constitute barriers to health promotion (Keefe, 1997; Medina, 1998; NCLR,
1998; Ortiz, 1998). Some Latinos have made statements like “food prepared in the
native way tastes better” or “salad isn’t food” (NCLR, 1998.) Other Latinos have
expressed the belief that “a fat baby is a healthy baby” (Keefe, 1997) or “normal
weight for a woman is anything under 200 Ibs.” (Ortiz, 1998). Moreover, it has also
been expressed by some Latinos that it is harder to carry out a healthy life style in the
United States (Medina, 1998; NCLR, 1998). In many Central, South American and
Caribbean countries, the population is accustomed to eating home-grown vegetables
that they find tastier. The diet is simpler, and contains more grains and vegetables
than meats. In the United States, meat is more accessible, foods are more processed,
and diets, accordingly, are more complex.
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QU IV, Latino ConcerT oF HEALTH

In modern Western societies, many people attribute illness largely to physical
causes such as bacteria, pollutants, degenerative processes, chemical imbalance, lack
of exercise, heredity and other factors (Congress and Lyons, 1992). As a result, they
are receptive to diagnoses and treatment that match their expectations. Many Ameri-
cans, for example, are familiar with and accept treatments with medications and
hormones, as well as surgical interventions, radiation, and chemotherapies. This
biomedical model, however, may be inadequate for understanding the perception of
illness and health behaviors of some Latinos and other ethnic minorities (Caralis,
1991; Dehn, 1990; Luyas, 1991).

Although health care professionals
are taught various concepts of health in Hiepanic seniors attributed
their professional education, they may
not consider that their client’s health
concept is culturally defined and may
differ from their own (Ailinger and
Causey, 1995; Champion, et al., 1990). Ailinger and Causey (1995) found that older
Hispanic immigrants include dimensions of health in their thinking that may not be

multiple factors to achieving a
state of good health.

addressed by the dominant health care system. Hispanics tend to have a holistic
approach in which the mind and body are seen as one (Congress and Lyons, 1992).
Their view integrates physical, mental and spiritual health. This challenges the idea
that health is unidimensional (physical) and suggests that health is a complex con-
struct. Health care assessments, planning, and interventions, therefore, must be
congruent with the patient’s cultural beliefs and expectations (Burk et al., 1995).
When there are differences, setting mutual goals toward health may be difficult and
can result in low adherence to the treatment plan suggested by the health care profes-
sional.

In developing a program designed to prevent heart disease among older Hispanic
immigrants, Alinger and Causey (1995) found that the Latino definition of health is
multifaceted. Hispanic seniors attributed multiple factors to achieving a state of good
health. Physical aspects of good health included feeling well, and the absence of
suffering and illness. Having good mental health went hand-in-hand with enjoying
tranquillity, being in good spirits, not being bored, doing intellectual work, enjoying
life, having spiritual peace, feeling happy and enthusiastic, having positive people
around, enjoying good interpersonal relationships, and having family members that
are supportive and understanding. Being able to do things independently, being
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active, and taking care of one’s self in the form of exercising, eating well, and taking
medicines were considered a sign of good spiritual health. Integrating the physical,
mental and spiritual aspects of one’s life all contributed to “being healthy” in the view
of this sector of the Latino population. The views of Hispanic elders are important to
note because the elderly are held in high esteem in the Latino culture. The view of an
elder member of the family contributes significantly to the cultural framework
developed by other family members.

These themes become important in planning health care programs for the Hispanic
population. For example, Ailinger and Causey (1995) suggest that it is important to
discuss heart disease in the context of how it would affect one’s emotional and spiritual
well-being, how it would affect one’s ability to care for oneself, and how it would affect
one’s family, in addition to discussing the pathophysiology of heart disease.
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A V. Lanino CutturaL BELIEFS AND
THEIR IMPACT ON HEALTH
PRACTICES

Famiuismo (ramiLIsM)

The importance that Hispanics place on the family as a primary social unit and
source of support for individuals has been discussed extensively in the literature
(Ailinger and Causey, 1995; Burk et al., 1995; Diaz de Leon, 1997; Keefe, 1997,
Lantz et al., 1994; Luyas, 1991; Sennot-Miller, 1994). The collective needs and
achievements of the family take precedence over those of the individual members of
the family. Help and advice are usually sought from within the family system first,
and important decisions are made as a group. For this reason, medical conditions
and medical treatment are considered a family matter, and not solely the business of
the individual (Valdez, 1997).

In working with pregnant Mexican American women of the Lower Rio Grande
Valley of southern Texas, Burk et al. (1995) found that family is valued as an interde-
pendent network of individuals who are closely connected for the good of the family
as a whole. The network may include nuclear family members or may extend to
grandparents, aunts, uncles, cousins, friends and compadres (godparents). In areas
such as Washington, D.C., where the Latino community is comprised primarily of
recently-arrived immigrants whose families have remained in their country. of origin,
those who come from one’s home town are regarded as family members (Romagoza,
1998). In some instances, where a Latino immigrant does not have members of his or
her family of origin or country of origin upon whom to rely for support, Latinos
from other countries of origin become an extended family (Ruiz, 1998).

Keefe (1997) found that the immediate kinship group was the center of the world
for Puerto Ricans living in a Western New York State community. The concept of
family ties was very strong among this population. It was expected that the father
would give monetary and social support to his children, whether married or unmar-
ried. It was a common custom to have every male child in the family named after the
father (and be called by their middle name or a nickname). While traditionally the
Hispanic male has been acknowledged as the unquestioned authority figure in the
family, contemporary research proposes that gender roles in Hispanic families are
changing (Burk et al., 1995). Women are still considered the center of the family and
are still in charge of the family’s health (Romagoza, 1998). Women, however, are
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assuming more authority for decision-making within the family, and they generally
feel that decisions about when to have children, the use of contraception, and the
decision to have an abortion should be made by the woman and not the man (Burk et

al., 1995).

FaMiLismo AND PREGNANCY QUTCOMES

Mexican Americans have lower rates of low-birthweight births and infant mortal-
ity than the general population despite underutilization of prenatal care services,
younger ages at childbearing, and generally lower socioeconomic conditions (Burk et
al., 1995). Although Mexican American women born in Mexico are at greater risk of
not receiving prenatal care, they tend to have lower rates of low-birthweight births
than U.S.-born Mexican American women do. Paradoxically, as Mexican American
women become more acculturated and receive more adequate prenatal care, the rates
of low-birthweight and infant mortality begin to rise.

Researchers in low-birthweight and prenatal care have inferred that perhaps the
single most significant influence on Mexican American pregnancy outcomes stem
from elements of familismo, including a caring and supportive family network,
presence of the father, and high regard for parental roles. Children are highly desired
and valued, and pregnancy is regarded as an important family event. The pregnant
woman receives extensive physical and emotional support from immediate and
extended family members. The father of the infant is generally living in the home.
Older more experienced women in the family serve as role models to teach and advise
younger women about pregnancy and to help with child care (Burk et al., 1995).

FAmiLisSMO AND UTILIZATION OF PREVENTIVE AND
TREATMENT SERVICES

The problem of late cancer diagnosis and resulting lower survival rates among
Hispanic women has been noted (Lantz et al., 1994; Sennot-Miller, 1994). Research
suggests that under-utilization of preventive services may lead to later diagnosis. Not
only do Latinos present with more advanced disease, but they also appear to wait
longer after diagnosis before they receive treatment (Lantz et al., 1994). Familismo
may be one factor contributing to late cancer diagnosis and delayed treatment.
Attention to family needs may cause a woman who has child-care responsibilities or a
man who has work responsibilities to postpone cancer screenings and/or follow-up
appointments (Sennot-Miller, 1994). On the other hand, it has also been noted that
for many Hispanic men and women, knowing that they have to stay healthy to care
for their families provides strong motivation to see a physician (Lantz et al., 1994). It
is often the case that a Latina woman has a strong sense that as a wife and mother
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she is responsible for the family’s health, and therefore must remain healthy. At the
same time, a Latino man may feel that as the father of the family he must remain
healthy to support the family economically.

FaMiLISMO AND UNDERSTANDINGS ABOUT DIABETES ONSET

Luyas (1991) found that the informants in an ethnographic study of low-income
Mexican American women with type 2 (formerly known as non-insulin-dependent)
diabetes, considered economic and family problems to be focal points in the factors
that triggered the onset of diabetes and influenced the course of the disease. Infor-
mants perceived family conflict as one of the factors that contributed to their devel-
oping diabetes, as well as a factor in their chronic elevated blood sugar.

Valdez (1998) indicates that family support among Mexican Americans acts as a
buffer to sociocultural and economic stress. The prevalence of extended families
among Latinos means concerns about more family members and more chances for
stress. In health care settings, however, economic and family problems are generally
referred to social workers and social service agencies, as these problems are not
considered directly relevant to the treatment of physiological problems. Valdez
(1998) argues that the integration of body, mind, and soul for the Latino person
makes it impossible to treat the physiological problem without engaging the sociocul-
tural and economic problems the person is facing.

Central and South Americans participating in a focus group on Latino health
beliefs (NCLR, 1998) also perceived little distinction between the physical and social
dimensions of the person. In responding to a question about the cause of diabetes,
focus group members attributed the onset of diabetes to the change in culture experi-
enced in emigrating (NCLR, 1998). Shock, tension, depression, and low morale were
all factors that focus group participants cited as contributors to stress, which they
believed made one more vulnerable to diabetes.

Famiuismo, Arconorism, AND MENTAL HEALTH

Family integration has been instrumental in treating certain health conditions, like
alcoholism and mental health, which are considered taboos in the Latino community.
At the alcohol and substance abuse out-patient facility of the Association for the
Advancement of Mexican Americans (AAMA) in Houston, Texas, family members
are invited to monthly cultural events that are organized to celebrate holidays. The
events are used to reinforce family support for the person under treatment without
ever mentioning alcoholism at the event. The understanding here is that the activity
of reinforcing membership in the family and family support contributes to the treat-
ment of alcoholism (Flores, 1998).
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In a similar fashion, La Clinica del Pueblo, a comprehensive community-based
health care facility in Washington, D.C., brings family members into the treatment
plan for clients suffering from emotional problems. When clients present with physi-
cal problems that are related to emotional stress in their lives, the family is involved
in identifying the source of the emotional stress. Without mentioning the words
“mental health,” “emotional problems,” or “therapist,” family members are helped
to see that the emotional problem of the identified client affects everyone in the
family. This process provides support for the identified client to continue in treat-
ment, turns the “problem” into something that can be accepted by the family, and
makes it easier for the client to ask for family support (Romagoza, 1998).

Fatauismo (FaraLism)

Traditionally, many Hispanics classify illness as either “natural” or “unnatural”
(Congress and Lyons, 1992; Diaz de Leon, 1997). Natural illness is thought to be
caused by God’s will or fate, while unnatural illnesses originate from evil done to one
by another. In either case, the person feels that control over what has happened - and
will happen - has an external locus, and hence is wholly out of his or her hands. This
leads to a fatalistic view of life and death; the individual perceives little personal
ability or responsibility for success or failure in matters of health and illness. There is
very little - or nothing - a person can do to prevent or survive disease.

Fatalismo can also be traced to Roman Catholicism, the predominant religion
among Hispanics (Burk et al., 1995). Within this religious worldview, God controls
all, and faith is essential to recovery from illness. Whether or not a person develops
disease or is cured is God’s will. The strong religious convictions among many
Hispanics has led them to believe that life and health are controlled by divine will,
fate, and the environment, generating a sense of personal powerlessness.

FaTALISMO AND CANCER TREATMENT

An intense fear of cancer, coupled with a strong sense of fatalismo regarding its
treatment and course, was found among Hispanic migrant agricultural workers who
had migrated to Wisconsin from the Rio Grande Valley of Texas for summer work
(Lantz et al., 1994). Lantz’s findings were similar to what had been reported for
other minority and low-income populations: compared with Whites, Latinos were
significantly more likely to agree with several myths regarding cancer etiology, to
believe that having cancer was synonymous with death, that cancer is God’s punish-
ment, and that there is very little one can do to prevent getting cancer or to treat it
successfully. Migrant workers who participated in Lantz’s focus groups perceived
cancer as a single disease that progressively eats away at the entire body, and treat-
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ment as resulting in severe disfigurement and multiple amputations. Strong fears were
associated with death, pain, suffering, and the mutilation of a person’s body.

Delays in secking medical attention for cancer symptoms and higher rates of
advanced disease at diagnosis among Hispanics have been noted in the literature
(Lantz et al., 1994; Sennot-Miller, 1994). It is difficult to overcome the fatalistic
attitudes that are prevalent until people witness more of their friends and family
members surviving cancer through use of medical treatment (Lantz et al., 1994). The
use of role models (persons from the community who have survived cancer through
successful treatment or early detection) is needed to help counteract the fatalistic
attitudes that prevail.

Respero (REsPECT)

Latinos are highly contextual people (Valdez, 1998). Latinos think and make
decisions in the context of their environment, i.e., culture, family, religion, socio-
economic conditions. Latinos think globally, in a non-linear, holistic way. For this
reason, relationships between people are very important. Latinos place a high value
on interpersonal relationships. Respeto refers to a quality of self which must be
presented in all interpersonal relationships (Keefe, 1997). It signifies attention to
proper and moral behavior and indicates an expression of deference to the person one
confronts. Deferential behavior toward others is determined on the basis of sex,
social position, economic status, and position of authority.

Hispanic clients respect health care providers as authority figures. Drawing upon
their experiences in their countries of origin, Hispanics tend to view doctors on a par
with the town mayor and the parish priest (Romagoza, 1998). The doctor does not
only play the role of health care provider, but also of provider of emotional and
spiritual support as well as defender of the poor. The doctor merits great respect.
This may cause the Hispanic client to be hesitant to question a health care provider
or disagree with the plan of care (Keefe, 1997). Clients may state they “understand”
the medical regimen when they do not, because they do not want to hurt the
provider’s feelings. If they don’t think the medicine prescribed is helpful, they may
stop taking it and return to a different provider, so as not to show disrespect for the
first provider. Many Latino clients also defer to the health care provider by looking
down and not looking at the person directly. Some doctors interpret this as the
client’s trying to hide something (Romagoza, 1998).

Conversely, Latinos expect to be treated with respect by health care providers
(Burk et al., 1995; Keefe, 1997; Sennot-Miller, 1994). Many Latinos have complained
that the clerical persons at social service and medical facilities “have no respect,”
which feeling compels them to leave and return another day to another person, or not
to return at all. Older Hispanics, for example, prefer not to be called by their first
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name by younger or unfamiliar providers. On the other hand, once an older His-
panic client develops a close relationship with a health care provider, he/she may ask
if it is all right to address the provider as mijo (mi hijo) (my son) or mija (mi hija) (my
daughter), to denote the familiar relationship that has developed (Braifia, 1998).

Respeto is demonstrated by using formal rather than informal Spanish language,
and by listening attentively to clients and providing information in a courteous
manner. It is important that the primary care provider’s nonverbal communication,
such as body language, be consistent with his/her verbal communication. Respeto
incorporates diplomacy and tactfulness and discourages confrontation (Burk et al.,

1995).

PersoNALISMO (PERSONALISM)

Personalismo emphasizes that the client’s relationship is with the individual pro-
vider rather than with the institution (Burk et al., 1995). It also presupposes formal
friendliness on the part of the health care provider (Sennot-Miller, 1994).
Personalismo can be conveyed by greeting the client by name and inquiring about his
or her general well-being or family before getting to the actual business of the visit.
Personalismo helps build an atmosphere of trust and intimacy, and enhances self-
disclosure by the client. An abrupt, hurried approach on the part of the provider
might be construed as a failure of personalismo, causing a client not to return for a
scheduled appointment. Latinos value physical touch as part of communication
(Burk et al., 1995). Open affection and embracing are common among family and
friends, especially women. While Latinos are more conservative with strangers, the
health care provider can enhance personalismo by offering a handshake as a greeting
or touching the head of a child.

TIME ORIENTATION

Hispanics may view time differently than non-Hispanics (Burk et al., 1995; Keefe,
1997). Their concept of time is loosely defined and structured. Burk et al. (1995)
found that the Mexican American women being attended at a Texas birth center had
a present time orientation, as compared to the future time orientation of the U.S.
health care culture. Some clients were unable to tell time or did not own clocks.
Others who may have been more aware of the importance of time had to walk
several miles to reach the clinic or rely on friends or neighbors for transportation,
making it difficult for them to be on time for appointments. Keefe (1997) observed
that Puerto Ricans attending a health center in Western New York State divided the
day into morning, afternoon and evening; hours, minutes and seconds were not
considered important. Some clients would arrive at the health center just before noon
to keep an appointment made for 9:00 AM or 10:00 AM.
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The present-time orientation of Mexican Americans and other Latinos may work
against health promotion and disease prevention. Latinos tend to seek care only
when they feel sick, and make fewer health promotion and disease prevention ap-
pointments than the general population (Burk et al., 1995). Pregnant women may
delay or discontinue prenatal care because they feel well; some clients may not take
medications as prescribed, at the exact times or at the time intervals indicated; some
may not understand acute versus chronic illness; and clients may find it difficult to
adhere to long-term care plans.

At the same time, present-time orientation can be used positively (Valdez, 1998).
A person can be encouraged to take prescribed medications because the medication
will have an immediate effect on how they feel. Prenatal care messages can be
designed to focus on the risks that are particular to specific stages of pregnancy. The
immediate effects of chronic illness can be emphasized over long term effects.
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A V1. AiTerNATIVE ForMms oF VIEWING
AND TREATING ILLNESSES

Perceptions of illness causation among Hispanics vary and include traditional folk
beliefs as well as Western scientific biomedical explanations (Brafia, 1998; Burk et al.,
1995; Caralis, 1991; Champion et al., 1990; Congress and Lyons, 1992; Dehn, 1990;
Diaz de Leon, 1997; Keefe, 1997; Mikhail, 1994; Romagoza, 1998). Traditional folk
beliefs include understanding illness as a result of an imbalance between hot and cold,
the impact on the body of natural forces, including air, food and/or heat, and the
existence of supernatural forces such as spirits. Some Hispanics may use folk medi-
cine as an alternative to Western medicine for minor illnesses or as an adjunct when
chronic conditions persist despite medical treatment. Rather than rely exclusively on
folk medicine or Western medicine, Latinos may seek the services of folk healers and
orthodox health care providers simultaneously.

The roots of Latino folk medicine can be traced to the humoral medicine of 16th
century Spain, the ancient indigenous cultures of Central and South America, and
African cultural practices (Braiia, 1998; Burk et al., 1995; Mikhail, 1994; Romagoza,
1998). Humoral medicine originated with Hippocrates and was based on the theory
that health exists when the four body humors — blood, phlegm, black bile, and
yellow bile — are in balance. The Conquistadores introduced these beliefs, along with
Catholicism, to the New World in the 1500s (Burk et al., 1995; Mikhail, 1994).
Indigenous culture links health with natural forces such as the land, sea, moon, and
stars (Romagoza, 1998). In the Caribbean, where the importation of African slaves
flourished for four centuries, Africans adapted Spanish and indigenous practices to
their cultural beliefs (Brafia, 1998). The Spanish Catholic, indigenous, and African
cultures have assimilated over the past few centuries, creating a blend of humoral,
herbal, and spiritually-based medicine that has been passed down through the genera-

tions.

HumoraL MEDICINE

Illness results from an imbalance in the humors, and treatment is based on restor-
ing balance through the means of traditional folk remedies or folk healing practices.
Illnesses, medications, and foods are placed along a hot/cold continuum. Hot and
cold refer to the intrinsic nature of the illness, not the patient’s temperature {Caralis,
1991). A “hot” disease needs to be treated with “cold” remedies and a “cold”
disease with “hot” remedies.
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Many Hispanics, as well as others, associate getting a cold with the imbalance
between hot and cold, for example (Dehn, 1990; Keefe, 1997 Mikhail, 1994). Sud-
den change of weather or temperature, walking with bare feet, cooling or chilling of
the chest, being improperly dressed for the weather, getting wet, drinking or eating
cold things, and hot weather make an individual susceptible to contracting a cold
(Mikhail, 1994). Some mothers give milk or formula when a child has diarrhea
(Keefe, 1997). Diarrhea is considered a hot disease and milk is a cold remedy. One
process used to cure an earache is holding an ignited cone of paper close to the ear to
draw out bad air (Dehn, 1990). Cough is considered a cold illness; as in many other
cultures, soups, herbal teas, and honey, which are considered warm substances, are
used to cure it (Mikhail, 1994).

Several studies involving Latino folk beliefs about high blood pressure have re-
vealed the common folk belief among Latinos that hypertension is caused and/or
contributed to by nervousness, anger, excessive stress, and too much blood (Caralis,
1991). All of these are considered hot conditions that must be treated with cold
remedies. Treatment beliefs included, according to the studies’ findings: change in
climate (73%); eating certain fruits, particularly bananas and lemon juice (65%);
drinking chamomile tea (39%); and drinking ice water (24%). Of those patients
studied, only 25% thought hypertension could be cured, and only 47% mentioned
use of antihypertensive drugs.

Folk healers attempt to correct the imbalance that is causing the illness through the
use of folk remedies. Commonly-used folk healers include the curandero (healer),
yerbero (herbalist) and sobador (masseuse) or santigiiador (person who does mas-
sage in the name of a saint) (Brafia, 1998; Burk et al., 1995). Curanderos are the
most respected folk healers. They are believed to be chosen and empowered by God.
They live in the community and practice out of their homes. They use teas, herbs,
prayers, and rituals to correct imbalances, but generally will not treat people who
have serious or incurable diseases. Curanderos charge no fees for their services but
accept donations. Yerberos specialize in the use of herbs and spices to treat and
prevent illness. Sobadores or santigiiadores use massage to correct imbalances in the
muscles and skeletal system, as well as the abdomen and thorax where maladies are
thought to be harboring.

INDiGENOUS WoORLD VIEW

In Latin America’s indigenous cultures, there is a strong belief in and love for
natural forces (Romagoza, 1998.) The three most important gods in the indigenous
cultures are the gods of the Sun, the Moon, and the Earth. Each of these plays an
important role in the well-being of people. Respect for the power of these gods is
considered integral to a healthy life.
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In Latin America’s indigenous cultures, the earth may be considered the most
important source of well-being (Romagoza, 1998). People do not look up to the
heavens for succor, but down to the ground. When an infant is born, for example,
the umbilical cord must be buried. There must be a connection with the earth.
Something of the newborn infant must return to “Mother Earth.” A child whose
umbilical cord has not been buried is a child who will not last, who will be weak, like
a tree with no roots that can be swept away by the wind. When a woman is experi-
encing heavy bleeding during menstruation, or when a person has a heavy nose bleed,
they may be counseled to bring damp dirt up to their nostrils and breathe.

The sea is also considered to have healing properties. At first menstruation, when
suffering from fever, or when experiencing emotional problems, people are counseled
to bathe in the sea. The sea will help a woman have regular menstrual cycles, will
bring down fever, and will relieve emotional stress. Phosphorous from fish bones and
iodine are used to make potions to strengthen bones, teeth, and skin.

In Latin America’s indigenous cultures, the sun and moon also have powers
(Romagoza, 1998). Many Hispanics believe that exposure of a pregnant woman to
an eclipse will cause her infant to have a cleft lip or palate (Burk et al., 1995; Diaz de
Leon, 1997; Romagoza, 1998). One indigenous belief is that during an eclipse, the
sun and moon are making love, increasing the energy that emanates from them.
Mortals must protect themselves from these natural forces. The most vulnerable who
must be protected is the child in a mother’s belly (Romagoza, 1998). The Aztecs
believed that an eclipse occurred because a bite had been taken out of the moon
(Burk et al., 1995). If a pregnant woman viewed the eclipse, her infant would have a
bite taken out of his or her mouth. Aztec practice was to place a knife on the
woman’s abdomen before she went out at night to protect her baby. Today, a key or
safety pin is used for protection.

AFRICAN INFLUENCES

African slaves were brought to the New World beginning in the 1500s. The largest
concentration of descendents of African slaves can be found in the Caribbean islands
and Brazil. In the Spanish-speaking Caribbean, cultural practices such as herbal
remedies, spiritual healing, and magic are all African-influenced. Many of the cul-
tural practices that are considered to be of African origin are adaptations of com-
bined Spanish and Carribbean indigenous cultural practices by African slaves (Braiia.
1998). The baquiné, for example, is a celebration held at the death of an infant
practiced in the Black townships of Puerto Rico. This ritual is generally considered to
be descended from African culture. Researchers, however, have found that the
baquiné actually has its origins in the flordn, a ritual for infant death originating in
Spain, which was adapted by African slaves. The African influence in Caribbean
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culture has great prestige. A spiritual healer, for example, is more respected and more
trusted if she/he is Black rather than White (Brafa, 1998).

FoLk ILLNESSES AND FoLk REMEDIES

Hispanics not only use traditional folk medicine to treat Western-recognized
illnesses, but also to treat folk illnesses that are not recognized by Western medicine
(Brafia, 1998; Burk et al., 1995; Dehn, 1990; Keefe, 1997; Mikhail, 1994). Some
examples of folk illnesses and remedies include:

D Susto (fright) - Results from a state of anxiety (Brafia, 1998) or an emotionally

traumatic event such as an accident, death, or any real or imagined scare (Burk et
al., 1995).

» Empacho (blocked intestine) - Occurs when food sticks to the wall of the intestine
and results from eating improperly cooked foods or eating certain foods at inap-
propriate times (Burk et al., 1995; Dehn,1990). A cure for empacho with chil-
dren may consist of giving the child herbal tea (usually mint) and one teaspoon of

olive or resin oil, massaging the stomach and back, and then pulling the skin
along the spine three times in three different areas. This is believed to dislodge
whatever is sticking to the stomach wall creating the empacho (Mikhail, 1994).
Among adults, laxatives may be taken to clean out the body and relieve the sense
of having “a full stomach” (Brafa, 1998).

D Mal de ojo (evil eve) - An illness usually affecting children, caused by excessive
admiration or envious looks by others (Brafia, 1998; Burk et al., 1995; Mikhail,
1994). Newborn babies in Puerto Rico, for example, are often given a gold
bracelet or necklace with an azabache (a black or red coral charm in the form of a
fist) to wear to protect them from the evil eye (Brafia, 1998). Home remedies for
eliminating the evil eye include “egg sweeping,” which consists of sweeping the
child’s body with a whole raw egg while simultaneously praying, then placing the
egg in a cup under the head of the bed where the child sleeps. On the next day
the egg is crushed open and if it appears cooked and dark it indicates that the
child had mal de ojo. This process takes the evil eye away (Mikhail, 1994). Evil
eye may also be treated by a folk healer who conducts a spiritual cleansing of the
body (Braifia, 1998).

D Caida de mollera (fallen fontanel) - When an infant’s anterior fontanel - the soft,
boneless area in the skull - becomes visibly depressed or fallen (Burk et al., 1995;
Mikhail, 1994). This is believed to be caused by dropping or bouncing an infant
roughly, or by removing an infant from the breast or bottle abruptly. When an .
infant has symptoms such as fever, irritability, vomiting, diarrhea, or lack of |
appetite, an Hispanic mother may perceive these symptoms to be caused by caida !
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de mollera. Fallen fontanel, however, is usually the result, not the cause, of these

symptoms.

D Antojos (cravings) - The belief that an infant may be born with marks characteris-
tic of something the mother may crave during pregnancy if the craving is not
satisfied (e.g. infant may have strawberry spots if the mother craves but does not
eat strawberries during pregnancy) (Burk et al., 1995).

» Cuarentena (forty days) - The period following birth during which certain dietary
and activity restrictions are observed to allow the mother time to recover from
pregnancy, to bond with the newborn, and to prevent certain illnesses from
occurring later in life (Burk et al., 1995).

HerBAL REMEDIES

An amazing variety of special foods, herbs, and teas are used by Latinos to cure
illnesses (Brafia, 1998; Dehn, 1990; Keefe, 1997; Mikhail, 1994; Ruiz, 1998). These
include: cactus juice to control diabetes; chamomile for ulcers; asafetida and garlic to
ward off colds; grapefruit for menstruation, arthritis, and diabetes; aloe vera for
diabetes, cuts, and colds; pineapple or peppermint for stomach problems; whiskey
with salt for toothaches; aloe tea for asthmay; anise tea for colds, colic, and empacho;
oregano tea for colic and muscle pain; oatmeal baths for rashes; cilantro, “agua de
linasa,” and “agua de carey” for kidney ailments; raw or lightly cooked garlic and
onion for hypertension; thinly sliced potatoes on forehead for headaches; and coffee
grounds wrapped in a paper towel for sties and “pink eye.”
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Q' VI CuLTuRE-APPROPRIATE
THEORETICAL FRAMEWORKS

VALUE-ExPECTANCY THEORY

In order to make a decision to adopt a preventive behavior such as a low-fat diet or
regular screening for breast or cervical cancer, one must connect the consequences of

these changes with reduced personal risk. People must decide whether or not to
adopt behaviors while they are still uncertain about the results of adopting these
behaviors. Value-expectancy theory is a social-psychological theory that has been
used to explain these types of decisions (Becker, 1974). It holds that, when con-
fronted with a choice of behaviors, individuals will use their beliefs and experiences
to evaluate what will be the positive and negative consequences of adopting alterna-
tive behaviors. When applied to recommended health behaviors, the theory holds
that the likelihood of adoption is a multiplicative function of the value of the goal
(avoiding illness) and the expectancy that the recommended behavior will achieve it.

Sennot-Miller (1994) found that difficulty in adopting a behavior was a stronger
predictor in changing cancer prevention behaviors among older Hispanic women
than perceived effectiveness of the new behavior. This finding for Hispanic women
and cancer prevention behaviors followed a similar finding for White clients relative
to risk-reducing behaviors for heart disease. This research provides support for a
health behavior change intervention based on reducing the difficulty of the recom-
mended activity. The intervention would entail helping clients identify their own
individual barriers and focusing attention on ways to reduce the difficulty of adopting
desired changes in their health behavior. Barriers do not need to be known and
addressed on a global level; rather, the focus is on the particular situation of an
individual client who can participate in examining his or her own situation and
determining what barriers make changing health behaviors difficult.

Curture CARE THEORY

This is a broad theoretical framework defined by Leininger (1978, 1991) for
understanding the cultural and social dimensions of individuals, families, and groups
that influence health care values, beliefs, patterns, and practices, and provides care
that fits with the cultural beliefs and practices of people of different cultures. Culture
care theory seeks to discover what is diverse and what is universal in relation to
people’s world view, social structure, ethnohistory, socio-cultural institutions, envi-
ronmental context, and language uses. Culture care practice considers religious,
educational, political, technological, and economic factors, as well as cultural and
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kinship values, in order to appreciate a person’s perspective of health care (the emic
view). The planning and provision of health care services is a dynamic interface
between the professional (or etic) perspective of health care and the popular (or emic)

view.

Keefe (1997) found Leininger’s theory of culture care conducive to developing
substantive knowledge and understanding of the cultural context of health and illness
in a Puerto Rican community in Western New York State. The knowledge and
understanding derived from this study led to the formulation of three major modali-
ties for providing culturally appropriate health care: 1) cultural care preservation; 2)
cultural care accommodation; and 3) cultural care repatterning or restructuring.
Within this framework, the following recommendations for health care practice were

made:

CurturaL Care PReSERvATION:

» Reinforce family caring values of nurturance

D Respect use of religious symbols and protective care symbols

D Treat the family with respect

CurruraL CARE ACCOMMODATION:

D Use the Spanish language

P Promote respect and confidence by accommodating family and community values

D Encourage introduction of traditional health foods, linking their use with nontra-
ditional health foods
Currurar Care RESTRUCTURING:

D Include grandmother and family in a coparticipative approach to care

P Emphasize cultural ideology and beliefs in explaining how a new approach will
contribute to health

P Develop Spanish language pamphlets linking emic and etic health practices
D Create outreach programs utilizing bilingual Hispanic mothers

D Design classes for mothers, fathers, and grandmothers with a cultural theme
linking etic and emic health practices

PenDER’s HEALTH PromoTioN MobEL

Pender extended Becker’s Health Belief Model (1974) to include health-promoting
behavior. The Health Belief Model (HBM), which was developed in the early 1950s
by Rosenstock, Hochbaum, and Kegeles and refined in 1974 by Becker, provided a
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framework for exploring why some people who are well take actions to avoid illness,
while others fail to take such protective actions. This model assumed that “good
health” was a common goal of all people, with differences in preventive health
behavior being due to differing perceptions that influenced an individual’s motivation
to take certain actions to reach their health goals. The Health Belief Model was seen
as an appropriate paradigm for health-protecting or preventive behavior, but inappro-
priate as a paradigm for health-promoting behavior.

The Health Promotion Model (Pender, 1982) defines health as a positive, dynamic
state in its own right, not merely the absence of disease. The Health Promotion
Model (HPM) emphasizes well-being, personal fulfillment, and self-actualization
rather than reaction to the threat of illness. While preventive behaviors are directed at
decreasing the probability of illness, promotive behaviors are directed at sustaining or
increasing one’s level of well-being, self-actualization, and personal fulfillment.
Examples of health-promotive behaviors are routine exercise, leisure activities, rest,
optimal nutrition, stress-reducing activities, and development of social support
systems (Pender, 1987).

The likelihood that health-promoting behaviors will occur is determined by a
combination of individual perceptions, independent variables and barriers, and/or
signs that trigger action. Individual perceptions include the importance assigned to
health, health status, and barriers or benefits of health-promoting activities. Indepen-
dent variables include age, race, gender, ethnicity, education, income, and occupation.
According to the model, health-promoting behavior is the result of an individual’s
making a decision and then taking action on that decision. Making a decision in-
volves an interplay between the person’s perceptions and the impact of independent
variables specific to that person, and taking action involves both barriers and signs
that discourage or trigger action.

A mother’s perception of her own health, her perceived control of health, and her
perceived self-efficacy were found to predict a mother’s health-promoting behavior
among Latino mothers of childbearing age from the Washington Heights-Inwood
area of New York City (McGuire, 1995). Latino mothers were more likely to use
self-actualization, exercise, and interpersonal support, and less likely to exhibit
nutrition, health responsibility, and stress management behaviors in promoting their
own health. McGuire suggests that since health perceptions are correlated with
health-promoting behaviors, it is important for health care practitioners to assist
Latino women in making a realistic assessment of their health. Health perceptions
may be used to screen Latino mothers who may need to alter their health behaviors.
Alternatively, health perceptions may constitute a variable that health care practitio-
ners can modify through the design of appropriate interventions, since perceptions
precede enactment of behavior, according to Pender’s model.
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A VI, Community MoDELS

There is no single best way to design a health promotion campaign. Some pro-
grams involve community leaders and community volunteers. Some programs in-
volve community resources such as churches, schools, community centers, local
health clinics, social clubs, and local businesses as partners. Other programs use local
television, radio, and print media. Research has revealed that on a typical day, 67%
of Latinos in the United States watch Spanish-language television; 47% listen to
Spanish-language radio; 21% read Spanish-language newspapers; and 19% read
Spanish-language magazines (Ramirez and McAlister, 1988).

What follows are a few examples of successful health promotion interventions that
can be replicated. The reader is encouraged to find other success stories and to create
her/his own health promotion campaigns.

A Su SaLup

A Su Salud was a mass media health promotion program for smoking prevention
and cessation that targeted Mexican Americans in Southwest Texas (Ramirez and
McAlister, 1988). The A Su Salud study distinguished itself from other mass media
public health promotion campaigns in its employment of role models within the
message design. Individuals from the community were recruited to model desirable
health practices, which were authentic representations of personal health decisions
they had made. This program identified the importance of media as a means of
communication among Hispanics and, in particular, TV and radio as sources of
health information. In addition, it used target group members in survey administra-
tion, formative evaluation sessions, local program promotion activities, and commu-
nity social service support. Natural social networks were used to increase encourage-
ment and reinforcement of smoking cessation and prevention. A program of indi-
vidual attention and support was developed, as well.

The mass media campaign was designed in response to information gathered from
focus groups that were conducted. The focus groups revealed four themes: 1) fatal-
ism -no control over likelihood that they would contract cancer from smoking; 2)
skepticism - whether smoking cessation really affects longevity; 3) prohibitive cost of
medical services; and 4) a significant lack of knowledge of preventive health care.

Cessation messages covered the three stages of cessation - preparation, taking
action, and maintenance. Role models from the community were recruited for TV
programs. One grocery store owner, two housewives, and one local public official
discussed what made them decide to stop smoking, how they stopped, and how they
felt after they stopped. Nonsmoking teenagers were recruited to discuss why they
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didn’t smoke and how they avoided and/or overcame pressures to start smoking from
their peers or from advertising. Fifteen five-to-ten minute TV programs and four
thirty-minute TV programs were produced. Five-to-ten minute programs were in
news format; thirty-minute programs were mini-documentaries.

The mass media program enlisted the assistance of local television stations, which
helped to prepare the programs that were aired on their stations. The sponsoring
stations provided production time free of charge and air time for a nominal fee. A
press conference with the mayor and community leaders was held to kick off the
campaign, and flyers to announce times of TV programs were distributed in local
newspapers and to 5,000 homes. The flyer, entitled “Six Important Assassins are
Loose in Maverick County,” described the six as lifestyle habits associated with
premature death as assassins. These were alcohol abuse, cigarette smoking, obesity
and inadequate diet, lack of medical check-ups, lack of seat belt usage, and pollution.
The flyer also provided a checklist of preventive steps readers could take.

PRENATAL CARE MESsAGE CAMPAIGN

A University of California, Los Angeles-Universidad Auténoma, Tijuana, Mexico
research team used communication theories and ethnographic and survey research
data to design cross-cultural health education messages concerning prenatal care
among pregnant, low-income women living in Tijuana, Mexico (Alcalay, Ghee and
Scrimshaw, 1993). This team developed educational materials, including a poster,
calendar, health pamphlet, and two popular songs on the radio, to increase awareness
of appropriate prenatal care behaviors and promote behavioral changes during
pregnancy.

The researchers conducted ethnographic interviews with 40 pregnant women
whom they met at health clinics or who were referred by school teachers. The infor-
mation gathered was used to prepare a survey distributed to 451 pregnant women
from four selected Tijuana communities. The ethnographic interviews gathered
information on health care beliefs and behaviors, including women’s use of formal
and informal sources of prenatal care, frequency of prenatal care visits, recognition of
potentially high-risk conditions, stress associated with pregnancy, and self-care
behavior during pregnancy; nutrition behavior, including patterns of nutrition behav-
ior during pregnancy, and use of vitamin supplements during pregnancy; and commu-
nication, including media preferences and preferred and actual sources of prenatal
health information.

Qualitative data obtained from the ethnographic interviews were used to a) con-
struct a survey using the language, issues, and concept categorization relevant to the
target population; b) make decisions about the selection of messages, language, and
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media for the communication intervention; and c) provide examples of specific
situations that were then used to guide the messages developed. The survey gathered
quantitative data on sociodemographic characteristics, patterns of use of prenatal
care service, behaviors and perceptions during pregnancy, and use of media and
sources of health information.

The ethnographic research found that among the mass media, television, radio, and
pamphlets were the primary sources of health information; among interpersonal
communication, relatives, neighbors, and friends were considered primary sources of
health information, equal to doctors and nurses. The women placed emphasis on
their mothers as a source of advice. Some women avoided prenatal care because they
experienced embarrassment when at medical offices or hospitals. Some women
believed it was unseemly for young wives to go out alone. There existed dissatisfac-
tion with public health services and preference for private practitioners. The concept
of trimesters was meaningless. Instead, the conceptualization for stages of pregnancy
was al principio for first few months, al ultimo for last month or two, and los
mediados for the period in between. The word peligro (danger) emerged as the one
word to express risk during pregnancy. The reasons given for bleeding during preg-
nancy included susto (fright), coraje (anger), a fall, and lifting heavy things. Some
women believed that eclipses cause deformities or other birth defects.

The education campaign was designed to encourage use of early prenatal care,
provide information regarding appropriate weight gain during pregnancy, promote
good nutrition plus the use of vitamins, and improve women’s skills in identifying and
managing risk factors. The poster and calendar responded to the preference for
visual materials. The pamphlet was selected because the audience identified this
medium as an important source of health information. Radio was selected as the
mass-communication medium because it is a much cheaper medium to use and is
more widely used among the target population than television.

SaLup Para Su Corazon

In April,1995, the National Heart, Lung and Blood Institute (NHLBI) of the
National Institutes of Health conducted seven focus groups to determine knowledge
and attitudes about heart disease and associated risk factors, identify media usage
and preferences, and assess publications usage and preferences among Spanish-
speaking Latino immigrants living in the Washington, D.C. metropolitan area
(Moreno et al., 1997). This information was gathered to assist in the development of
key messages and strategies for the NHLBI Latino Community Cardiovascular
Disease Prevention and Outreach Initiative, Salud Para Su Corazdn, a campaign to
improve heart health in the Latino community.
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From the information provided by focus group participants, the researchers con-
cluded that many actions could be taken to increase the chances that a heart disease
prevention program targeting Latinos could effectively reduce the risk of cardiovascu-
lar disease among this population. These actions include: 1) reinforcing correct
information that is already known, and introducing new information; 2) developing
very specific, concrete, and concise messages; 3) developing easy-to-read materials in
both Spanish and English; 4) using consistent medical and health terminology; 5)
developing materials and programs that reflect the lifestyle of the target audience; 6)
focusing on positive behavior changes; 7) demonstrating recommended health behav-
iors in a “hands-on” way; 8) using television, radio and newspapers to convey mes-
sages; 9) employing a modified “focus group” format as an educational technique;
10) emphasizing that heart disease prevention is within an individual’s control; and
11) involving community members in the planning and implementation of the cam-
paign.

The Salud Para Su Corazén initiative was subsequently developed by an alliance of
doctors, nurses, dieticians, mass media professionals, business leaders, and volunteers
from local Latino communities in the Washington, D.C. area. The program devel-
oped a series of eight low-literacy bilingual pampbhlets on risk factors related to heart
disease, as well as a bilingual cookbook that contains twenty-three healthy recipes
derived from traditional Hispanic dishes. The program also developed a mass media
campaign which included twenty-one five-minute radio programs on heart disease
prevention presented by Dr. Elmer Huerta, a prominent Hispanic physician; two
twenty-four-minute television programs, one of which included the participation of
journalist Maria Elena Salinas, that clarified questions about maintaining a healthy
heart and demonstrated practical ways to buy and cook healthy foods; and bilingual
television “novelas” (soap operas) and bilingual written “fotonovelas” (comic-book
like novels that tell a story through photographs and captions) in which a typical
Latino family deals with healthy heart issues in the context of daily life. A work
book to accompany the television programs was developed to help members of the
audience plan their own progress toward a healthy heart.

Recognizing the great emphasis placed on personalismo and respect in the Latino
culture, the program developed a model for community discussions on heart health.
A guide entitled From Heart to Heart was developed to help community groups
organize discussion groups in churches, clinics, and other community venues. The
one-and-one-half-hour discussion groups were conducted by health professionals,
included showing the two television programs, and provided group participants with
practical ways to help family members maintain healthy hearts. A bilingual manual
for lay health workers that will provide training in healthy heart education is also
being developed.
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Su Cunica FaMILIAR

This comprehensive community and migrant health center provides a full scope of
primary care services to mostly indigent residents of the Lower Rio Grande Valley of
southern Texas (Burk et al., 1995). Of the 30,000 clients served annually, 94% are
Mexican American and approximately 50% are uninsured. Healthy women antici-
pating low-risk pregnancies and births receive comprehensive prenatal, intrapartum,
post-partum, and newborn care services at Su Clinica Familiar’s (SCF) state-licensed
and nationally accredited Birth Center. Over the past two decades, the SCF Birth
Center has developed and implemented various strategies to provide holistic, cultur-
ally appropriate care to Mexican American women.

While the majority of SCF Birth Center staff are Mexican American and bilingual,
the certified nurse-midwives (CNM) that provide primary care are mostly non-
Hispanic. During orientation, new staff members are required to read culture-specific
information, such as the National Coalition of Hispanic and Human Services Organi-
zations (COSMHO) manual Delivering Preventive Health Care to Hispanics: A
Manual for Providers. New employees are asked to accompany the outreach workers
on home visits to clients. Nonbilingual staff are encouraged to develop at least a
basic familiarity with and use of the Spanish language.

Bilingual nursing staff, rather than client family members, serve as translators
when necessary. Most of the teaching materials used at the birth center are developed
by CNMs and bilingual staff members to ensure that the information is culture- and
language-specific. Bilingual educational videos are available for clients who are
illiterate. Teaching time is individualized to meet the needs of each client. Barriers to
health care such as low socioeconomic status and lack of familiarity with use of the
health care system are addressed by providing on-site Medicaid enrollment and
assessment of any social, economic, family, or personal factors that might impact on
the client’s ability to receive care.

The clients’ concept of time and the lack of adequate private or public transporta-
tion are considered when addressing client compliance with appointments. Every
effort is made to see clients when they arrive, even if it is not at their appointed time.
At the same time, the staff attempts to educate clients about the importance of time
and the benefits of scheduled appointments, so that clients can more effectively

negotiate the health care system.

Birth Center staff encourage family involvement to the extent the client desires.
Family members and friends are encouraged to accompany clients to their prenatal
visits and childbirth classes. Visiting hours are flexible and do not exclude children.
Family input is elicited when assessing health care needs and developing care plans.
Family participation and support is particularly sought when a client has been
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assessed for possible risk factors. Family members are included in the process of
teaching about health practices that are being recommended to reduce the risk fac-
tors. Including the family facilitates understanding by both the client and family
when recommended health practices may conflict with traditional beliefs held by
family members.

In general, folk beliefs and practices are encouraged as long as they enhance, rather
than detract from the client’s health care plan. Commonly-used herbs, such as cumin
tea to stimulate labor or chamomile tea for colicky babies, are recommended by SCF
staff. The SCF primary care provider educates clients regarding symptoms com-
monly attributed to folk illnesses, and clarifies when these symptoms actually repre-
sent a biomedical condition. When educating clients and families about negative

aspects of folk beliefs and practices, the CNM takes care to present information in a
respectful and nonjudgmental way.

Since 1992, SCF has conducted an outreach program to educate the community at
large about health issues such as childbirth and parenting preparation, teen preg-
nancy, genetic and environmental risks, sexually-transmitted disease and AIDS pre-
vention, contraception, and well-child care. Programs are presented in housing
developments, churches, community centers, local industries, and colonias which are
unincorporated, rural subdivisions that offer substandard sanitary and living condi-
tions to indigent families. SCF has also been working to increase the number of
culturally-diverse primary care providers by providing scholarships and loans to Rio
Grande Valley Mexican American nurses to attend nurse-midwifery school.
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QA IX, ConcLuSION

The author hopes that the information provided in this guide will help health care
providers design health care interventions that are more compatible with the belief
systems and practices of Hispanic patients. Gaining an understanding of Latino
health beliefs can be instrumental in decreasing the disproportionate numbers of
Latinos who are dying from diseases that can be prevented by modifying the behav-
iors that make them vulnerable to disease. The community models we have high-
lighted in this guide are only a few examples of how external risk factors such as
cigarette smoking, diet, obesity, physical inactivity, alcohol, and unsafe sexual prac-
tices can be addressed successfully in the Latino community. Knowledge about the
barriers to health promotion and disease prevention that exist for Latinos, the Latino
concept of health, Latino cultural beliefs and practices, and alternative forms of
viewing and treating illness can be an enormous asset to the health care professional.

Recommendations for health care practice derived from the information contained

in this guide include:
P Hire and train more bilingual and bicultural health care personnel.

P Create outreach programs that utilize bilingual Hispanic health educators
(promotores).

P Develop Spanish language pamphlets that are written at appropriate literacy
levels, and that link biomedical and traditional health practices.

D Integrate family and social supports into health promotion and disease prevention

interventions.

P Discuss treatment in the context of emotional and spiritual well-being and family
considerations, in addition to the pathophysiology of disease.

P Use persons from the community who have survived disease through successful
treatment as role models in health promotion.

D Pay attention to the high value that Latinos place on interpersonal relationships.
P Be aware of the present-time orientation of many Latinos.

P Appreciate that perceptions of illness among Hispanics vary and can include
traditional folk beliefs as well as Western scientific biomedical explanations.
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NCLR Center For HeawttH PromoTiON

The NCLR Center for Health Promotion serves as an umbrella that integrates and coordinates major
health-related activities, and offers a broad menu of services such as: capacity-building assistance to
Hispanic community-based organizations (CBOs) with guidance in such areas as fund-raising, resource
development, Board/governance, strategic planning, and program evaluation; facilitating with major health
institutions through interactive networks; information and resources, developing and disseminating in-
formation guides, issue briefs/analyses, health education materials, and contacts for materials or informa-
tion; researching and publishing Hispanic health statistics; and other technical assistance and training.

The NCLR Center for Health Promotion houses the following initiatives:

D The AIDS Center, established in 1988, carries out interrelated activities built around the concept of
an interactive HIV/STD/TB network, including information sharing, development of program
models, training, and capacity-building technical assistance.

» The Hispanic Health Liaison Project (HHLP), established in 1991, is designed to provide informa-
tion, technical assistance, and support to Hispanic CBOs committed to increasing Hispanic involve-

ment in preventive health efforts. HHLP focuses on breast and cervical cancer, diabetes,
cardivascular and respiratory diseases and other major health conditions affecting Hispanics, as

well as increasing Hispanic access to health care.

» Maternal and Child Health Programs (MCH) focuses on combating the high rates of vaccine
preventable diseases among Latinos and on training womem to work as child health educators and

advocates in their own communities.

D  Other special projects such as a consultation on Hispanic disabilities, an analysis of Hispanic health
insurance coverage, and seminars and workshops on substance abuse lay health educators and

managed care.

Services ProviDep:
The NCLR Center for Health Promotion provides a wide variety of specialized training and technical
assistance to Hispanic community-based organizations. Examples of available assistance include:

TRAINING SEMINARS:

» Coalition building » Community needs assessment

» Governance (Board of Directors) D Program evaluation methods

D Policy analysis D Strategic planning

» Childhood Immunization D Diabetes Cardiovascular deisease and breast and

D Resource development (fund-raising, cervical cancer prevention and education.
public- and private-sector proposal writing)

TECHNICAL ASSISTANCE:

» Computers/information management P Community needs assessments

P Fiscal management P Liaison with health departments

D  Materials evaluation and mainstream organizations

D Personnel development » Program evaluation

P Program models D Program planning/development

In addition, the Center prepares informational materials such as information briefs and “how to”
guides to educate NCLR affiliates and other Hispanic community-based organizations about Hispanic
health status and the potential for and importance of becoming involved in health education, preven-

tion, advocacy/referral, and coalition activities.








