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ABSTRACT 

 
Recent changes in the ethnic composition of the population of the United States pose great 

challenges for healthcare institutions and healthcare providers. In recent years, policy statements 

on nursing education indicated that nursing educators recognized the need to increase the cultural 

caring of the nursing workforce (Swanson, 2012). Salimbene (2014) discussed the importance of 

considering clients’ culture as an integral part of assessing their healthcare needs and planning 

culturally appropriate nursing care to meet those needs. Currently, there is a paucity of information 

regarding patients’ perceptions of culturally competent care. The purpose of this qualitative study 

was to identify culturally sensitive caring behaviors of professional nurses from the perspective of 

Hispanic American maternity patients two to four weeks post-discharge in a WIC program in rural 

Northeast Georgia. Utilization of a phenomenological research design included interviews with 15 

Hispanic American women. Data analysis was conducted using phenomenological analysis 

methods with the aid of the software program Nvivo 11. Themes that were identified were: Better 

Future, Better Medical Care, Treatment of Patients, Customs and Practices, and Meaning of Care. 

This information may aid in creating a culturally competent maternity care curriculum. 
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CHAPTER 1: INTRODUCTION 

Overview of Cultural Caring 

Recent changes in the ethnic composition of the population of the United States have posed 

great challenges for healthcare institutions and healthcare providers. Seright (2012) pointed out 

that many healthcare providers serving formerly homogeneous populations provide care for 

culturally and linguistically different groups who have different health beliefs and practices than 

providers’ usual patients. According to Dossey, Keegan, and Gazette (2013), culture not only 

account for differences in behaviors such as diet and exercise, but also determines important health 

conditions worthy of attention and what behaviors the client engaged in to restore health and 

remain healthy. Seright (2012) contended that nurses and other healthcare providers needed better 

training in how individuals’ cultural perceptions affected the approach and responses to 

healthcare. Seright further asserted that a significant effect occurred between the degree of 

patients’ compliance with and response to treatment and their expectations and the care received. 

The provision of culturally competent healthcare—healthcare that takes into account issues related 

to the cultural context of individuals, their families, and communities—is therefore more 

imperative than ever. Leonard (2010) maintained the provision of culturally competent healthcare 

resulted in client empowerment, decreased client anxiety, better utilization of healthcare services, 

improvement of the health status of the client population, and increased overall client satisfaction. 

The U.S. Department of Health and Human Services Office of Minority Health (OMH, 

2013) also recognized the need for cultural caring. OMH officials believed that it was necessary
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to move toward a national consensus regarding cultural and linguistic caring. The OMH (2013) 

issued recommendations for 14 national standards for culturally and linguistically appropriate 

services (CLAS) in healthcare. The organization directed these standards toward healthcare 

organizations. However, the standards apply to individual providers and other groups as well. The 

OMH encouraged educators from healthcare professions, training institutions, and legal and social 

services professions to incorporate the standards into their curricula (OMH, 2013). 

Population Changes 

According to statistics from the United States Citizenship and Immigration Services 

(2014), nearly 41 million immigrants lived in the United States in 2012. About 20% of all 

international migrants resided in the United States, which accounted for less than 5% of the 

world’s population. In 2013, the U.S. immigrant population was 38,517,234, or 12.5% of the total 

U.S. population. The number of foreign-born immigrants living in the United States increased by 

1.5% (about 556,000 people) between 2008 and 2013. Mexican-born immigrants accounted for 

29.8% of all foreign-born individuals residing in the United States in 2013, by far the largest 

immigrant group in the United States. Immigrants from the Philippines accounted for 4.5% of 

foreign born, followed by India and China with 4.3% and 3.7%, respectively. These four countries, 

together with Vietnam (3.0%), El Salvador (3.0%), Korea (2.6%), Cuba (2.6%), Canada (2.1%), 

and the Dominican Republic (2.1%), comprised 57.7% of all foreign-born residing in the United 

States in 2013. The predominance of immigrants from Mexico and Asian countries in the early 

21st century starkly contrasted with the trend seen in 1960, when immigrants more likely 

originated from European countries. Italian-born immigrants made up 13% of all foreign born in 

1960, followed by those born in Germany and Canada. According to Baker and Rytina (2013), by 

January 1, 2013, 13.1 million legal permanent residents (LPR) were living in the United States. 
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Among them, 8.8 million were eligible for naturalization. The size of the LPR population was 

slowly changing, not because the number of persons becoming LPRs was fewer, but there was an 

equal amount of people naturalizing as were becoming LPRs. For a span of 5 years, from 2008 to 

2013, both the LPR population and the naturalizing LPR population increased by less than one 

million.  

In 2013, around 25% of 13.1 million LPRs originated from Mexico, making it the leading 

country of origin. Following consecutively were populations from China, the Philippines, India, 

and then the Dominican Republican. LPRs from these five countries already represented nearly 

half (42%) of the whole LPR population in the U.S. and the majority of those who have eligibility 

to naturalize. Around 57% of the whole LPR population prefer to live in California, New York, 

Texas, and Florida.  

In Robeson County, Georgia, LeDuff (2013) estimated that most of the 10,000 Hispanics 

living there had arrived within the past 5 years. The author projected that the Asian and Hispanic 

populations would double by the year 2025. Many of these new immigrants spoke little or no 

English and had different customs, values, and beliefs about health and illness. These changes 

contributed to greater population diversity in the southern United States, and have heightened the 

need for cultural competency among nurses practicing in this region (Salimbene, 2014). 

The swift increase of the Hispanic population in Georgia influenced this study. More than 

one in 10 Georgians are Hispanic and Asian. In particular, the Hispanic population increased from 

1.7% to 5.3% in 2000, and in 2013, the population nearly doubled to 9.1%. Among Georgia voters 

in the last 2012 elections, the Hispanic population already composed 2.7% of the 

population. Based on the increase in the Hispanic population in Georgia and very few studies 

noted in the literature related to the Hispanic population, this current study seemed timely and 
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pertinent. The purpose of this qualitative study was to identify culturally sensitive caring behaviors 

of professional nurses from the perspective of Hispanic American maternity patients 2 to 4 weeks 

post-discharge. The researcher addressed the changes in healthcare delivery, cultural caring in 

nursing, and cultural caring in nursing practice and nursing education.  

Changes in Healthcare Delivery 

Healthcare delivery has changed in the United States due to many factors but population 

changes made a significant impact. McCloskey (2014) noted that not only is the population 

changing, but so is the way that organizations deliver healthcare. More healthcare services are 

available in the home than have been available in previous years. This practice calls for greater 

understanding of the cultural background of clients and their families. Li, Yin, Cai, 

Temkin-Greener, and Mukamel (2011) agreed that cultural caring is imperative when nurses 

provide care in the home, especially since they are guests of their patients and have to adhere to the 

patient’s values and lifestyle—in contrast to hospital settings, where patients abide by the rules of 

the agencies.  

According to the U.S. Department of Health and Human Services (2010), the racial and 

ethnic distribution of the registered nurse (RN) population varied substantially from that of the 

U.S. population as a whole. The Department reported that 65.6% of the U.S. population was 

non-Hispanic White, while 83.2% of RNs were non-Hispanic White. Hispanics, Blacks, and 

American Indians/Alaskan Natives remained underrepresented in the RN population. Slightly 

overrepresented among RNs, 5.8% of the RN population consisted of Asians, Native Hawaiians, 

or Pacific Islanders, compared to 4.5% of the U.S. RN population. As previously noted, a 

significant number of RNs received their initial nursing education in the Philippines or India, 

which may have contributed to the comparatively high distribution of Asians among RNs. This 
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current ethnic composition of nurses did not reflect the growing ethnic diversity of the U.S. 

population. In fact, it is similar to those who created the U.S. healthcare system. 

 A disparity was the number of Hispanic nurses was not enough to meet the healthcare 

needs of the growing number of Hispanic population in the country. According to the National 

Association of Hispanic Nurses (2016), out of the 3,000,000 registered nurses in the U.S., 

Hispanics only represented 3.6%. This was hardly proportionate to the Hispanics in the country, 

which accounted for 17% of the U.S. population. Many Hispanic students and parents were not 

aware of the various opportunities that existed in the nursing fields. Because of the shortage of 

Hispanic nurses, preparing culturally competent nurses is a priority for care provision in homes 

and in healthcare institutions.  

Cultural Caring in Nursing 

Caring has long been established as a critical behavior for professional nursing. The 

American Association of Colleges of Nursing (AACN, 2011) stated that the baccalaureate nursing 

curriculum must contain content that prepares the nursing student to “engage in caring and healing 

techniques that promote a therapeutic nurse-patient relationship” (p. 32). In 1859, Florence 

Nightingale wrote that the most important component of nursing is caring. Nightingale (1859) 

described trained nurse caring behaviors as deliberate, holistic actions aimed at creating and 

maintaining an environment meant to support the natural process of healing. Sitzman (2007) 

argued:  

The wide range of interpretations of caring in nursing literature has shown that caring 

means different things to different nurses, depending on amount of professional 

experience, level of education of the nurses involved, where and how the concept is 

applied, personal values, and professional focus. (p. 8) 
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Over the past 2 decades, researchers have conducted studies dedicated to explaining what 

represents caring practices within clinical practices (Liu, Mok, & Wong, 2009). However, there is 

still a need to ask what defines a behavior as “caring,” and how the nurse’s perception of caring 

compared to the patient’s perception.  

The delivery of culturally sensitive care is another component of caring nursing behaviors. 

Many government agencies and professional organizations have included measures in their 

policies and procedures of operations to improve the interaction between the agency/organization 

and members of culturally diverse groups. Nursing as a profession, and nursing education in 

particular, included training to ensure that patient care included providing culturally sensitive care. 

In 1986, the American Nurses Association (ANA) issued its first intention to strengthen cultural 

diversity programs in nursing (Lowe & Archibald, 2009).  

Seright (2012) believed that the healthcare system contained a predominantly Caucasian 

population of Northern European descent and philosophy, and that this system suited the 

individualistic nature of American society. Thus, ideas held by the predominant number of nurses 

regarding how to demonstrate quality caring resided from the beliefs of the healthcare system’s 

creators. Today, these beliefs and values are no longer compatible with those of the increasingly 

non-European population in America. Caring for this increasingly multiethnic and multicultural 

clientele has inevitably posed challenges for healthcare providers, and has required sensitivity to 

the diversity of clients and the provision of culturally competent care. 

The need for nurses sensitive to cultural variations in clients they care for remained well 

established in the literature. Salimbene (2014) discussed the importance of considering clients’ 

culture as an integral part of assessing their healthcare needs and planning culturally appropriate 

nursing care to meet those needs. For example, Leininger (1991), a leading cultural caring in 
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nursing specialist, has long contended that “cultural beliefs, values, norms, and patterns of caring 

had a powerful influence on human survival, growth, illness states, health, and well-being" (p. 36). 

Leininger further stated that if professional nursing care is not compatible with the beliefs and 

values held by the recipients of care, “culture conflicts, noncompliance behaviors, cultural 

stresses, [and] imposition practices” would result (p.37). In Cultural Diversity in Health and 

Illness, now in its eighth edition, Spector (2013) explored healthcare providers’ understanding of 

their own perceptions of health and illness, which are issues affecting consumers’ acceptance of 

healthcare, and health beliefs and practices in selected populations. Additional authors have noted 

the importance of nurses that adhere cultural values and practices when providing care.  

Holland and Hogg (2010) reported the human responses to health and illness were from 

deeply rooted beliefs, values, and practices from the individual’s culture. Nurses’ ability to 

interpret these culturally based responses or to plan culturally acceptable interventions 

undoubtedly affected the care they provided. Holland and Hogg also reported that evidence 

demonstrated that without cultural caring, nurses tended to subject clients of cultures different 

from their own to ethnocentric attitudes and practices. Seright (2012) provided the example of 

patients who avoided eye contact with their healthcare provider. This caused suspicion about the 

honesty of the patient; however, in reality, the patients were adhering to their cultural practice of 

showing respect for persons in authority by not looking them directly in the eye. Such a situation 

would possibly result in inadequate nursing care and unintended adverse results. In addition, 

Holland and Hogg (2010) posited that without culturally competent healthcare providers, 

misdiagnosis and unfavorable consequences occurred. As an example of an unfavorable outcome, 

the researchers cited a misunderstanding of child-rearing practices, which resulted in subsequent 

arrests of parents following accusations of abuse. 
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Misunderstandings about cultural expressions of pain have also led to inadequate pain 

relief in many ailing patients. According to Holland and Hogg (2010), Japanese-Americans, who 

expected nurses to know best, would not make requests for pain medication but instead expected 

the nurses to meet their needs. Yet another example of the consequence of not providing 

competent care within the context of the patient's culture was a Korean mother who blamed her 

child's illness on the nurse who affectionately patted her son on the head. In the Korean culture, as 

in many other Asian cultures, touching someone's head has an association with trying to “steal his 

or her soul” (Salimbene, 2014). Based on the literature discussed, it was noted the importance of 

determining culturally competent care for the Hispanic American post-maternity patient.  

Cultural Caring in Nursing Practice and Education 

Swanson (2012) maintained that in recent years, most policy statements on nursing 

education indicated that nursing educators recognized the need to increase the cultural caring of 

the nursing workforce. Nursing faculty across the country, over the past 2 decades, have modified 

nursing curricula either by adding separate courses on cultural diversity or by integrating cultural 

diversity concepts into existing courses throughout the curricula (Chrisman, 1998). The National 

Council of State Boards of Nursing (2016) emphasized cultural concepts in the Detailed 

NCLEX-RN Test Plan. Organizations that accredit nursing educational programs require data on 

the recruitment and retention of faculty and students from ethnic backgrounds designated as 

minorities (Swanson, 2012). 

Tanner (1996) posed the question, “How culturally-competent are we as faculty?” in an 

editorial in the Journal of Nursing Education (p. 291). Tanner proposed that the development of 

cultural caring among nursing educators is essential. Tanner (1996) also stated, “Too often, faculty 

is presumed to be competent in the very skills they are attempting to develop in their students, and 
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cultural caring is no exception” (p. 291). Koren (2010) also discussed faculty qualifications to 

teach cultural caring in nursing as one of the critical issues in adapting nursing curricula to meet 

the challenges posed by the diversification of society. Koren contended that many faculty who 

taught cultural caring in nursing had a lack of graduate training in cultural caring in nursing, and 

they taught from a common sense approach. Fewer than 20% of the participants reported learning 

cultural caring in nursing. 

Some faculty reported teaching cultural caring in nursing lacked theory and did not provide 

appropriate clinical experiences to implement knowledge learned in the classroom. Koren (2010) 

stated that faculty needed to educate themselves in the field of cultural caring in nursing, so that 

they may serve graduate and undergraduate students responsibly and “…be effective teachers, 

mentors, and role models” (Leininger, 1995, p. 11). 

Purpose of the Study 

The purpose of this qualitative study was to identify culturally sensitive caring behaviors of 

professional nurses from the perspective of Hispanic maternity patients 2 to 4 weeks 

post-discharge. The significance of this study was to identify patients’ perceptions of nurse caring 

behaviors that emphasized culturally competent care. Currently, there was a paucity of literature 

regarding patients’ perceptions of culturally competent care. This information may aid in 

enhancing a culturally competent maternity care curriculum and patient centered design for 

Hispanic American maternity patients.  

The main research question, which the researcher adopted from Liu et al. (2011), was 

“What are the lived experiences of Hispanic American maternity patients regarding their hospital 

stay during the birthing process through discharge from the hospital?” Specific questions that the 

researcher created to obtain information regarding the research question included:  
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1. What is it like to be a Hispanic giving birth here in the U.S.? 

2. What customs, values, beliefs, and/or health practices do you use as a Hispanic giving 

birth? 

3. What customs, values, beliefs, and/or health practices would you like your doctors and 

nurses to know more about? 

4. What does it mean to be cared for when you are giving birth? 

5. In what ways did the nursing staff help you as you gave birth? 

6. What types of things did the nurses do that made you feel comfortable or cared for? 

7. What types of things did the nurse do that made you feel uncomfortable or not cared 

for? 

8. If this was not your first pregnancy, were there differences in how the nurses cared for 

you with your previous birth? 

Definition of Terms 

The following definitions applied to this study: 

Culture. Culture refers to the sum of beliefs, practices, habits, likes/dislikes, norms, 

customs, and rituals learned in families during years of socialization and passed on through 

generations (Spector, 2013). 

Cultural caring. Cultural caring is a process, not an endpoint, in which the nurse 

continuously strives to achieve the ability to work effectively within the cultural context of an 

individual, family, or community from a diverse cultural background (Campinha-Bacote, 1994).  

Cultural competence. The components of cultural competence are cultural sensitivity, 

cultural knowledge, cultural skill, cultural encounters, and cultural desire (Campinha-Bacote, 

1999). 
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Significance of the Study 

This study was significant because childbirth, as well as the time leading to the birth of the 

child, has social and cultural events that would be full of norms adhered to by pregnant women and 

their families. In most societies, the dominant culture would have a significant impact on the 

perception of health issues. The relevant healthcare institutions in Georgia contained the dominant 

culture. When the cultures of the healthcare providers and the healthcare service users were 

different, a major issue would develop. With the growth of the Hispanic population in Georgia, 

identifying culturally sensitive caring behaviors of professional nurses from the perspective of 

Hispanic American maternity patients was significant to provide culturally sensitive care. The 

study was important and significant because taking into account cultural factors during the 

planning and delivery of maternity services would possibly lead to higher updates of services, as 

well as lower rates of maternal and newborn mortality (Coast, Jones, Portela, & Lattof, 2014).  

Theoretical Perspective 

Leininger’s (2007) theory of culture care diversity and universality conceptualized the 

theoretical perspective for this qualitative study. Leininger’s theory premised a holistic view of the 

individual. This view included the individual’s cultural values, beliefs, behaviors, and symbols of 

care that influence health or well-being. Leininger conceptualized this theory in the 1950s and 

developed it for use by nurses and health professionals. Specifically, Leininger defined the theory 

as “the learned, shared, and transmitted values, beliefs, norms, and life ways of a particular culture 

that guides thinking, decisions, and actions in patterned ways and often intergenerationally” 

(Leininger & McFarland, 2006, p. 13). In order to improve the human condition, caring assists, 

supports, or enables individuals with cultural care needs. The culture care theory resided from the 

belief that “care is the essence of nursing and the central, dominant, and unifying focus of nursing” 
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(Leininger, 2007, p. 35). The culture care theory, and the research method associated with it, 

provide a means to generate new nursing knowledge in the area of caring. Within the framework of 

that theory, the current study examined the dynamics within the classroom. Leininger (2006) wrote 

that care is a phenomenon that requires understanding in order to guide nurses’ actions. Caring is 

rooted in culture, and may be either abstract, concrete, or both. According to Leininger (2007), 

care could be generic or professional, and ethno nursing research provides a compass for 

discovering both. Leininger defined generic care as learned and transmitted lay, indigenous, 

traditional, or local knowledge and practices (Leininger, 2002; 2006) and professional care as 

formal and explicit cognitively learned professional care knowledge and practices (Leininger, 

2007).  

The theory also asserted that nurses should seek to discover diversity among cultures and 

universality about a cultural phenomenon through the ethno nursing research method. Leininger’s 

(2007) ethno nursing research method focused on values, beliefs, and the ways of life for a 

particular culture. Leininger’s holistic approach also focused on the care that promoted the health 

and well-being of people. In order to appreciate culturally appropriate care, the expression of a 

culture care phenomena such as comfort needs understanding. Both culture and care were 

significant to the discovery and understanding of illness, wellness, and other manifestations of 

health. 

The study of culture care using Leininger’s (2007) theory could help to uncover subtypes 

of care-related concepts; among them was comfort care. Comfort care is “essential to health and 

well-being” (Leininger & McFarland, 2002, p. 57). Leininger (2007) noted that caring was a 

universal phenomenon. Leininger also suggested that perceptions of caring may vary with one’s 
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cultural background, which contributed to culturally learned behaviors, actions, techniques, 

processes, and patterns.  

Leininger’s (2007) assumptions chosen to guide this research were as follows:  

1. Culture care concepts, meanings, expressions, patterns, processes, and structural forms of 

care are different (diversity) and similar (towards commonalities or universalities) among 

all cultures of the world;  

2. Every human culture has generic (lay, folk, or indigenous) care knowledge and practices, 

and usually professional knowledge and practices, which vary transculturally;  

3. Culture care values, beliefs, and practices are influenced by and tend to be embedded in the 

worldview, language, religious (or spiritual), kinship (social), political (or legal), 

educational, economic, technological, ethno historical, and environmental context of a 

particular culture;  

4. Clients who experience nursing care that failed to be reasonably congruent with the clients’ 

beliefs, values, and caring life ways demonstrate signs of cultural conflicts, 

noncompliance, stresses, ethical or moral concerns, and slow recovery.  

Leininger’s (2007) assumptions about culture care concepts and congruency with client 

beliefs helped identify the caring behaviors that the participants perceived in the nurses who 

provided care. The researcher used Leininger’s assumptions to identify culturally sensitive caring 

behaviors of professional nurses from the perspective of Hispanic American maternity patients 2 

to 4 weeks post-discharge. Future researchers could use these findings to assist nurse educators to 

include more culturally sensitive caring behaviors for Hispanic American maternity patients in 

their curriculum. 
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Leininger (2012) contended that every human being is born, lives, and dies within a 

cultural frame of reference, which consists of specific cultural values, worldviews, social 

structure, language uses, ethno history, environments, and healthcare systems. Furthermore, each 

culture has its own lay-care system, which reflects its cultural frame of reference. Professional 

nurses, on the other hand, represent the values of the professional healthcare system. When the two 

values meet without conflict, the care provided to the client is congruent and satisfying. However, 

when the client and professional nurse meet and their values conflict, there are cultural conflicts, 

stress, non-compliance, and imposition of professional values. Leininger (2012) further theorized 

that the congruence of the lay-care system and the professional healthcare system values are 

essential to helping people function, remain healthy, and survive. 

Leininger (2012) conceptualized three modalities to guide nursing judgments including: 

(a) culture care preservation or maintenance, where there is no conflict between lay-care system 

and professional healthcare system; (b) culture accommodation/negotiation, where the client may 

demand accommodation to meet his or her needs; and (c) culture care repatterning and 

restructuring, where the nurse needs to sensitively work with a client to repattern a known harmful 

lifeway that could bring about unintended effects. Leininger (2012) believed that nurses must be 

knowledgeable about the cultural beliefs and practices of clients in order to better use any of these 

three modalities. 

 Leininger developed a visual diagram entitled Leininger’s Sunrise Enabler Model (1991) 

to explain the Culture Care Theory. Dr. Marilyn McFarland and Dr. Hiba Wehbe-Alamah slightly 

modified this model (Figure 1) in 2015. The Sunrise Enabler Model was unique in its ability to 

capture the incorporation of social structure factors, such as religion, politics, economics, cultural 

history, life span values, kinship, and philosophy of living, as well as environmental factors as 
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potential influencers of culture care phenomena. The researcher utilized Melo’s (2013) sub-items 

for the cultural and social structure dimensions of the Leininger’s Sunrise Model (Figure 2) as a 

guide for better comprehension of the tenets of the Sunrise Model.  

Leininger’s assumptions about culture care concepts and congruency with client beliefs 

were used to help identify caring behaviors the participants identified in the nurses who provided 

care for them. Also, the assumptions guided how the nurses could have been more culturally 

sensitive. Leininger’s assumptions may be used to help nursing educators formulate curriculum 

designed to enhance culturally sensitive content in maternity care. 
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Figure 1. Leininger’s sunrise enabler to discover culture care, modified by McFarland and 
Wehbe-Alamah (2015). Retrieved from http://www.madeleine-leininger.com/cc/sunrise2015.pdf. 
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Figure 2 

Menlo’s (2013) Description of the Sunrise Model  
 

 
 
Source: Melo, L. P. D. (2013). The Sunrise Model: A contribution to the teaching of nursing consultation in collective 
health. American Journal of Nursing Research, 1(1), 20-23.  
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CHAPTER 2: REVIEW OF LITERATURE 

In recent years, there has been a significant increase of the literature concerning increasing 

cultural diversity in the United States and the consequences of living in a multicultural society. 

One such consequence is the need for cultural caring in healthcare delivery. This was the focus of 

the current literature review, which included a historical perspective of cultural caring in nursing, 

which Leininger (2012) identified as the area of study, research, and practice in nursing focused on 

providing culturally competent nursing care. The literature on cultural caring in healthcare and on 

nursing emphasized the definition of cultural caring, as well as its essential components and 

examples of cultural differences affecting healthcare. Finally, the researcher reviewed a number of 

studies that examined the status of cultural caring in nursing practice and nursing education. 

There were several approaches cited in the literature for increasing the diversity and 

cultural caring of nursing faculty. For example, Ryan, Twibell, Miller, and Brigham (1996) 

reported on a project where faculty members sought to increase their skill in teaching cultural 

caring in nursing by regional networking. Findings revealed that via regional networking, faculty 

members could determine barriers to teaching cross-cultural concerns, as well as identify the 

strategies best used to respond to these challenges. Ryan et al. (1996) called for proactive 

approaches in sharing sources in order to improve the cultural dimensions found in schools of 

nursing, especially in rural areas sorely lacking cultural diversity. In another project, seminars, 

print media, and videos educated nursing instructors to “teach and model cultural caring” 

(Chrisman, 1998, p.45). 
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In another project aimed at increasing the cultural caring of the workforce, a nursing 

faculty adopted a short-term cultural immersion and a nurse exchange between Mexico City and 

Dallas, Texas (Jones, Bond, & Mancini, 1998). Jones et al. (1998) explored a collaborative project 

designed to meet the unique cultural needs of the growing Hispanic population in a large public 

health system in Dallas formed among the three community systems of education, healthcare, and 

the business sector. Included in the project was a short-term cultural immersion program and the 

development of a nurse exchange program partnered with a sister hospital located in Mexico. 

Results demonstrated that the initiatives were successful in altering individual views and 

developing knowledge and skills. Community partnerships with strong commitment by top 

administrators to the individual level were effective in developing culturally skilled healthcare 

employees (Jones et al., 1998). 

However, there were only three studies cited in the literature concerning the examination 

of nursing faculties’ knowledge of or readiness to teach cultural caring in nursing. Yoder (1996) 

utilized a grounded theory study to identify the processes that nurse educators engaged in to teach 

ethnically diverse students. Yoder interviewed 26 nurse educators teaching in California and a 

group of 17 ethnic minority nurses composed of Asian-Americans, African-Americans, and 

Mexican-Americans. Yoder found that faculty members possessed varying degrees of cultural 

sensitivity. 

Grossman, Massey, Blais, Geiger, Lowes, and Pereira (1998) surveyed deans and directors 

of Florida nursing programs regarding their approach to promoting and integrating cultural 

diversity. Among the 90 deans and directors surveyed, 51% provided responses. Based on the 

perceptions of the respondents, lack of cultural knowledge, sensitivity, and awareness are the 

critical issues that minority students face. The researchers concluded that even if there are already 
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numerous approaches to hiring ethnically diverse faculty and students, better resolution of the 

issues and barriers requires further action (Grossman et al., 1998). 

Kelly (1991) surveyed a national sample of nursing faculty regarding their educational 

preparation in cultural caring in nursing. Forty-four percent (n=26) of the responding universities 

reported having faculty with cultural caring in nursing preparation; 71% (n=19) of the faculty 

members had taken academic courses in cultural caring in nursing, while 19.2% (n=5) held 

certifications in that field of nursing. The findings also indicated that 56% of all the surveyed 

universities and colleges had no faculty with cultural caring nursing preparation. Therefore, there 

is a need for further study of faculty preparedness in teaching cultural caring in nursing. Issues 

addressed included whether or not current nursing faculties possessed the awareness, knowledge, 

skills, and professional and personal commitment to prepare culturally competent nurses. 

Suliman, Welmann, Omer, and Thomas (2009) explored Saudi patients’ perceptions of 

important caring behaviors, and explored how frequently staff nurses attended these caring 

behaviors. Suliman et al. surveyed 393 patients across three hospitals located in three different 

regions of Saudi Arabia. Findings revealed that patients rated overall caring behaviors as 

important, and they frequently observed these behaviors in their nurses. However, there remained 

a discrepancy between what the patients perceived as caring and what they experienced. Suliman 

et al. argued that “many studies have shown that patient perceptions of caring may be incongruent 

with staff nurse perceptions, especially when the patient and nurses come from different ethnic or 

cultural backgrounds and hold different interpretations of concepts related to care and caring” 

(2009, p. 293). However, the majority of the research was non-empirical, and did not address 

pedagogical approaches to teaching culturally sensitive nursing care from the patients’ 

perspective. 
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Additionally, several studies that examined the nursing care abilities of baccalaureate 

nursing students and professional nurses reported low cultural caring levels. Baldonado, Beymer, 

Barnes, Starsiak, Nemivant, and Anonas-Ternate (1998) used Leininger’s (2007) theory of culture 

care diversity and universality as a framework to explore the transcultural practices of nurses and 

students. Surveyed registered nurses (RNs) and senior baccalaureate students yielded 767 usable 

sets of questionnaire responses. None of the nurses and students claimed to have confidence in 

care for culturally diverse patients. However, the RNs reported that they were considering cultural 

factors and then modifying their practices at a much more frequent rate compared to students. 

Nurses and students claimed that their beliefs about transcultural nursing resided from their 

interactions with patients of different values, cultures, and educational backgrounds. Both nurses 

and students claimed that there was an overwhelming need to have transcultural nursing. However, 

despite the efforts to prepare a more culturally competent nursing workforce in the formal 

educational setting, there were reports that not all students in nursing programs received adequate 

content in cultural caring in nursing and that the content was inconsistent (Baldonado et al., 1998). 

The readiness of nursing faculties to prepare culturally competent graduates has also raised 

questions.  

Historical Perspective of Cultural Sensitivity in Nursing 

Cultural sensitivity in nursing focuses on developing a body of knowledge through a 

comparative study of health-illness values, beliefs, and behaviors of people of different cultures. 

This knowledge helps to construct providing culturally competent nursing care.  

Because cultural caring in nursing interested researchers, there was an expansion of 

knowledge about worldwide cultures resulting from research studies and scholarly discussions 

among the leaders in the field (Andrews & Boyle, 2010). The Transcultural Nursing Society 
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(TCNS) was founded in 1974; its mission was “to ensure that the culture care needs of the people 

of the world will be met by nurses prepared in cultural caring in nursing” (TCNS, 2002, Mission 

statement, para. 1). Research findings concerning the relationship between culture and the delivery 

of nursing care were disseminated worldwide through the Journal of Transcultural Nursing, the 

official journal of TCNS, originally published in 1988 with Leininger as its editor. The goal of 

developing nurses who could deliver nursing care that is culturally congruent (i.e., nurses with 

cultural caring) is now well accepted. In fact, in a monograph published in 2010, the American 

Academy of Nursing (AAN) issued priorities and recommendations concerning diversity, 

marginalization, and culturally competent healthcare (Meleis, 2010). 

The AAN recommended that individuals, as well as institutions, make a commitment to 

culturally competent care, and that those nurse scholars, clinicians, and educators maintain 

expertise in this field of nursing (Meleis, 2010). Similarly, the AAN recommended establishing 

methods for teaching nursing faculty, as well as nursing students, to provide culturally competent 

nursing care. They further recommended regulating content reflecting cultural diversity in nursing 

schools’ curricula with specific attention to continuing education and State Board examinations. 

Many nursing programs have begun including more information in their curriculum 

regarding cultural diversity due to an increase in both culturally diverse student populations and 

admissions into healthcare facilities of individuals from culturally diverse backgrounds. Bednarz, 

Schim, and Doorenbos (2010) discussed the many challenges nurse educators face when 

incorporating the concept of cultural diversity in nursing education. Bednarz et al. utilized an 

extensive search of the literature to categorize the challenges as perils, pitfalls, and pearls, and 

provided elaboration on each area and means of meeting the challenges with successful outcomes. 

Bednarz et al. found that working with an increasingly diverse student body in nursing entailed 
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both perils and pitfalls. Some nurse educators believed that teaching diverse students and taking 

into account all of their needs required too much time and effort. Some even believed that because 

their own nursing learning experiences did not incorporate the concept of cultural diversity, there 

was no need to do so now. They believed that nursing students should experience struggles in 

learning in order to prepare for the difficulty of working in the non-academic world. Some 

believed that adapting to diversity was not part of their job description (Bednarz et al., 2010). 

Sanner, Baldwin, Cannella, and Charles (2010) utilized a cultural diversity forum to 

increase students’ awareness of diversity to increase their cultural sensitivity. Sanner et al. (2010) 

determined the effectiveness of a cultural diversity forum on nursing students’ level of cultural 

sensitivity based on their openness to diversity. Forty-seven students from a public university 

located in the southeastern United States participated in a workshop designed as a forum. Using 

the Openness to Diversity/Challenge Scale (ODCS) to measure the construct of cultural 

sensitivity, the researchers determined that the program or workshop was effective. The ODCS 

scores revealed that students grew more culturally sensitive or open to diversity. The pre-test and 

post-test findings led Sanner et al. to suggest that educational forums, such as the cultural diversity 

forum, could increase most students’ cultural sensitivity. Sanner et al. recommended further 

research in developing effective strategies to increase the cultural sensitivity of baccalaureate 

nursing students. However, some researchers have advocated the use of Watson’s (2012) theory of 

human caring (Sitzman, 2007; Suliman et al., 2009) and Leininger’s (2012) theory of culture care 

diversity and universality (Lancellotti, 2011; Nelson, 2006; Papadopoulos & Omeri, 2008) to 

introduce and teach nursing concepts regarding caring behaviors and cultural diversity. 

Sitzman (2007) presented a brief overview of Watson’s (2012) theory and explored how 

the theory helped the creation of a course for senior Bachelors of Science in nursing (BSN) 
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students. By observing the classroom, Sitzman (2007) found that many of the students initially did 

not know that there were many layers linked to professional caring. However, after they completed 

the coursework, many students realized these layers and even voiced their commitment to 

continue exploring and cultivating caring practices even after graduation. Nelson (2006) claimed 

that Leininger’s (2012) theory was easy to understand, applicable across cultures, and easy to use 

by all healthcare providers who wanted to improve cultural sensitivity. In an editorial article, 

Papadopoulos and Omeri (2008) highlighted the importance of transcultural nursing, but also 

detailed the challenges of its application. Papadopoulos and Omeri claimed that transcultural 

nurses strove to make a difference in the health and well-being of patients, regardless of culture, by 

continuing engagement in looking for ways to help patients of diverse cultures. 

Finally, researchers have contended there is a need to prepare nurses to provide culturally 

specific care for a diverse population. There is also a need for schools to respond to the needs of 

culturally diverse students (Mareno & Hart, 2014; Stanley, Hayes, & Silverman, 2014). Stanley et 

al. (2014) examined nursing students’ perceptions on the diverse population they experienced 

through the clinical environments provided by their schools. Stanley et al. used Denzin’s (2001) 

interpretive interactionism qualitative research method and found meaning among interview data 

from eight senior level baccalaureate nursing program students. Results indicated that both 

classroom and clinical experiences of the students were not enough to make student nurses 

recognize the importance of diversity in delivering care. Stanley et al. (2014) discovered 

insufficiencies in student nurses’ classroom and clinical experiences to provide quality care. As 

such, the researchers called for more action on the part of nursing schools (Stanley et al., 2014).  

Mareno and Hart (2014) discovered the same insufficiencies. Mareno and Hart compared 

the level of cultural sensitivity, knowledge, skills, and comfort of nurses with undergraduate and 
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graduate degrees to providing care to patients from diverse populations. Even though cultural 

competency was a core curriculum standard in nursing programs both at the undergraduate and 

graduate level, there was still a need to determine if this was enough. Using a prospective, 

cross-sectional, descriptive study design, the researchers surveyed 365 nurses on their perceptions 

of their programs. The research revealed that undergraduate degree nurses have lower scores 

compared to graduate degree nurses regarding their cultural knowledge. In addition, scores on 

cultural sensitivity, skills, and comfort with diverse patient populations were not different between 

the groups of students. Both groups of nurses reported that they received limited cultural diversity 

training in the workplace or even in professional continuing education. Mareno and Hart claimed 

nursing education needed to address more areas to improve its curriculum and recognize the 

importance of diversity.  

Apart from the need for more culturally inclusive nursing curriculum, literature on nurses’ 

perspectives of culturally diverse care demonstrated that more should be done better prepare 

nurses to offer culturally responsive care. Cioffi (2003) utilized a qualitative 

interpretive-descriptive design and interviewed 23 nurses regarding their experiences in 

communicating with culturally and linguistically diverse (CLD) patients. Interpreters and 

bilingual health workers conducted the study and utilized combinations of different strategies to 

communicate with CLD patients; some nurses showed empathy, respect, and a willingness to 

make an effort in the communication process, while others showed an ethnocentric orientation 

(Cioffi, 2003). Several other studies from the nurses’ perspective (Kim-Godwin, Alexander, 

Felton, Mackeu, & Kasakoff, 2009; Owens & Randhawa, 2009) revealed the frustrations that 

nurses experienced when providing culturally sensitive care. Numerous studies from the patients’ 
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perspective utilized quantitative instruments to identify culturally sensitive caring behaviors 

(Hicks, Tovar, Orav, & Johnson, 2011; Stepanikova, Mollborn, Thom, & Kramer, 2006). 

Hicks et al. (2011) designed a focus group discussion with 37 Black and Hispanic men and 

women recently discharged from an urban academic medical center to determine the specific 

dimensions of these patients’ experiences with care that affected their satisfaction levels. Hicks et 

al. found that Hispanics and Blacks differ when it came to the factors that shaped their experiences 

at the healthcare institution. Moreover, even though the patient satisfaction surveys did not 

measure these constructs, Blacks and Hispanics claimed that their satisfaction levels with the 

healthcare service they received were affected by the existence and accessibility of translators (for 

Hispanics), as well as the attitudes of the social workers and nursing staff who attended to them 

(Hicks et al., 2011). 

Stepanikova et al. (2006) examined if racial disparities existed in patients’ level of trust in 

their physicians. Through a survey that measured trust levels, findings revealed that minority users 

of healthcare services had lesser trust levels. Stepanikova et al. (2006) used survey data from the 

2000-2001 wave of the Community Tracking Study (CTS) Household Survey conducted by the 

Center for Studying Health System Change (2003), and analyzed it using SUDAAN, statistical 

software by Research Triangle Park Institute. Results presented lower scores on indirect measures 

of trust in a physician among minority patients (n=37,103). However, when it came to trusting that 

their doctors would put patients’ medical needs above their own, the findings showed no 

differences in the trust levels of the participants, whether they were minorities or non-Hispanic 

Whites (Stepanikova et al., 2006). 

The researchers that used the qualitative method to describe the lived experiences from the 

patients’ perspective were primarily conducted outside of the country; however, in the United 
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States, most studies did not include African-American or Hispanic ethnic groups (Chun, Chesla, & 

Kwan, 2011; Lipson, Weinstein, Gladstone, & Sarnoff, 2003; Ng, Popova, Yau, & Sulman, 2012; 

Owens, & Randhawa, 2009; Reitmanova, & Gustafson, 2011). In particular, Chun et al. (2011) 

explored how acculturation affected Type 2 diabetes management and the perceived health of 

Chinese-American immigrants in the U.S., focusing both on the patients’ and their spouses’ 

perceptions. Through interpretive phenomenology, findings revealed that patients and spouses’ 

acculturation experiences affected their management and health through their utilization of 

healthcare, maintenance of family roles, as well as fostering of community ties. In particular, 

changing family roles and evaluations of diabetes care and physical environment also affected how 

the immigrants manage their diabetes. 

Lipson et al. (2003) explored the health of the refugees from Bosnia and the Soviet Union 

living in the United States during the first few years after their resettlement as they attempted to 

integrate into society. In particular, Lipson et al. examined health, illness, and healthcare using 

patterns from refugees settling in northern California. Lipson et al. conducted database analysis, 

medical record review, as well as ethnographic study. The researchers found that the refugees 

would self-medicate first before approaching hospitals. 

Ng et al. (2012) surveyed 279 Chinese in-patients to assess their satisfaction with their 

healthcare experience in Canada and evaluated how informed they were of hospital routines and 

how aware they were of Chinese cultural services on-site. Results were generally positive. In 

particular, findings revealed that patients were more satisfied if they were aware that there were 

appropriate Chinese resources in the hospitals, such as translators and social workers. 



 
 

   
 

28

Multicultural Counseling 

The literature also addressed the need for professional counselors to become more 

culturally aware to better meet the demands of an increasingly diverse patient population. 

Researchers have emphasized multicultural counseling with the goal of providing ethical and 

effective counseling interventions to culturally diverse clients (Arredondo et al., 1996; Sue, 

Arredondo, & McDavis, 1992). Berger, Zane, and Hwang (2014) assessed therapist 

characteristics, therapeutic orientations, person-level, and agency-level practices on cultural 

competency of mental health clinicians. Berger et al. gathered data from 221 Los Angeles County 

mental health clinicians through an online survey, and the results indicated that compared to White 

therapists, ethnic minority therapists were more committed and involved in their jobs and patients. 

They were also more likely to utilize a cultural framework in clinical practices and view their 

agencies as more culturally sensitive. Ethnic minority therapists were also more multiculturally 

aware; therefore, they could foster better relationships with their clients (Berger et al., 2014).  

Barriers to Care 

Betancourt, Green, Carrillo, and Ananeh-Firempong II (2003) identified care barriers 

resulting in health disparities at the organizational, structural (agency), and clinical 

(client-provider interactions) levels from an extensive literature review that included searches in 

the PubMed database (MEDLINE, PreMEDLINE, and HealthSTAR) for the years 1977-2002, as 

well as searches of relevant government and foundation publications. An organizational barrier 

included the lack of availability of minority racial/ethnic healthcare providers, which resulted in 

inappropriate and unsatisfactory delivery of care for members of minority groups. Structural 

barriers caused communication problems, including a lack of interpreter services and of culturally 

and linguistically appropriate health education materials. Clinical barriers pertaining to the 
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interactions between the client and provider included the influence of sociocultural differences on 

the provider-client relationship and communication. These barriers in clinical encounters resulted 

in mistrust, dissatisfaction with care, poor adherence to prescribed regimens, and poorer health 

outcomes (Betancourt et al., 2003). 

Trust influenced health disparities by affecting satisfaction with care, continuity of care 

with providers, and adherence to prescribed medical regimens (The Stanford Trust Study 

Physicians, 1999). In a quantitative, prospective, 6-month study assessing and validating the Trust 

in Physician Scale with 343 clients from primary care practices, participants identified trust as a 

significant predictor of satisfaction with physician care, continuity with the same physician, and 

self-reported adherence to medication. The effect of trust continued through the 6-month 

follow-up assessment (Thom et al., 1999). 

Zekeri and Habtemariam (2010) suggested that mistrust influences health disparities, 

especially within the African-American racial group. A focus groups of 50 African-American 

undergraduate students identified mistrust as a factor influencing health disparities (Zekeri & 

Habtemariam, 2010). Participants in the focus groups discussed that mistrust of White healthcare 

providers and the healthcare system was prevalent and resulted in a reluctance to seek treatment 

for health conditions, including HIV/AIDS. Participants perceived that this mistrust stemmed from 

the Tuskegee syphilis experiments conducted by the government from 1932 to 1972 (Zekeri & 

Habtemariam, 2010). 

According to the U.S. Office of Minority Health (OMH, 2001), the Institute of Medicine 

(IOM) has recognized and discussed the influence of trust and mistrust on clinical encounters and 

health disparities. The IOM viewed mistrust as a normal reaction stemming from explicit 

discrimination, aversion, or disregard demonstrated by healthcare providers or the healthcare 
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system that could result in refusal of treatment. The IOM recommended research into the sources 

of this mistrust. The OMH (2001), in the National Standards for Culturally and Linguistically 

Appropriate Services in Healthcare (CLAS), advocated for a healthcare environment in which 

clients from diverse cultural backgrounds were comfortable in discussing their cultural health 

beliefs and practices as they participated in the planning and implementation of their care plans. 

The OMH encouraged healthcare systems to establish an environment in which these clients could 

discuss their spiritual beliefs. This environment could only exist when a prevailing sense of trust 

existed between providers and clients, allowing for openness and discussion of concerns. 

Style of Communication by Providers 

Stewart, Nápoles-Springer, Gregorich, and Santoyo (2007) conducted a focus group study 

which consisted of 223 African-American, six White, two Latina, and two multiracial low-income 

women receiving prenatal care in a public health clinic. The researchers posited that 

communication styles included the rate and clarity of providers’ speech, ability to elicit clients’ 

concerns and the responses to them, use of medical jargon, and provision of appropriate and 

understandable explanations of test and assessment results. The researchers identified clear, 

respectful communication by providers (physicians, midwives, nurse practitioners, and physician 

assistants) as contributing to trust, resulting in increased satisfaction with care and greater 

adherence to prescribed regimens (Stewart et al., 2007). Participants expressed the importance of 

understanding issues related to their care and any negative issues concerning their health. In 

addition, participants expressed the importance of believing that the providers understood and 

empathized with their personal circumstances. Problems with communication related by 

participants included use of medical jargon, inability to understand non-U.S. born physicians, 
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perceptions of misinformation and withholding information, and that providers were not listening 

to them. These problems created barriers to trust (Stewart et al., 2007). 

Residents of the South Bronx in New York City expressed similar problems with 

communication resulting in deep and pervasive mistrust (Kaplan et al., 2006). Participants in focus 

groups consisting of 78 African-Americans, 31 Hispanic, and one non-Hispanic White indicated 

that physicians had failed to take adequate time to answer their questions, listen and attend to their 

complaints, and communicate sufficiently. They related that the physicians used medical jargon 

and provided difficult-to-understand instructions about their care plans (Kaplan et al., 2006). 

Respondents to The Commonwealth Fund’s 2001 Healthcare Quality Survey identified 

communication factors leading to higher quality client-physician interactions (Saha, Arbelaez, & 

Cooper, 2003). The researchers discovered differences in the quality of provider-client 

interactions among the 1153 Latino, 621 Asian, 1,037 African-American, and 3,488 White 

respondents. Respondents identified factors leading to higher quality interactions and greater 

satisfaction with care, such as providers spending adequate time with respondents and adequately 

listening to their concerns. Analysis of Hispanics participants cited spending adequate time with 

patients was the only significant predictor of satisfaction (Saha et al., 2003). 

Communication remained a vital component of cultural competence in medical care 

(Perloff, Bonder, Ray, Ray, & Siminoff, 2006). Perloff et al. (2006) presented an integrative 

perspective on the role that doctor-patient communication and cultural competency training play 

in healthcare disparities and found that congruent physician-client communication was crucial for 

the establishment of a therapeutic relationship and for the achievement of therapeutic goals. 

Physicians and clients from differing racial and ethnic background who were not language 

concordant experienced communication incongruence, which could result in misdiagnosis, 
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misunderstanding, the inability of the client to articulate needs, and a general breakdown in care 

(Perloff et al., 2006). 

Interpersonal and Decision-Making Style 

Decision-making style includes the consideration of the desire and ability of clients to 

participate in decisions about their care (Stewart et al., 2007). Participatory decision-making styles 

considered important in provider-client interactions predispose the provider to include the client in 

decisions (Saha et al., 2003). A telephone survey involving 1,816 African-American, Asian, 

Latino, and White clients found that greater participatory decision-making was associated with 

greater satisfaction with care (Cooper-Patrick et al., 1999). Participatory decision-making style 

was highest in race concordant relationships, with a significant and positive relationship found 

between race concordance and satisfaction with care. Saha et al. (2003) found an association 

between participatory decision-making and higher quality interactions. In addition, positive 

association with participatory decision-making among Latinos resulted in better use of healthcare 

services (Saha et al., 2003). 

Additionally, interpersonal styles of providers and office staff included the amount of 

compassion and respect the client perceived during an interaction and the amount of ethnic/racial, 

economic, and educational discrimination and disrespect they perceived from providers and office 

staff (Stewart et al., 2007). Sheppard et al. (2009) found that expressions of compassion and 

respect, such as concern and empathy from providers, resulted in greater satisfaction with care for 

low-income women receiving care in a prenatal public health clinic. Termination of care resulted 

from insensitive and uncompassionate care. Participants expressed perceptions of discrimination 

from office staff due to race and lack of insurance coverage these perceptions resulted in mistrust 

(Sheppard et al., 2009). 
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Kaplan et al. (2006) used qualitative analysis of nine focus groups of 110 participants and 

identified interpersonal styles as a factor in the mistrust of providers and clinic staff by residents of 

the South Bronx in New York City. Participants related incidents of racism, as well as feelings of 

being disrespected and undervalued, stigmatized, stereotyped, humiliated, and mistreated by 

providers and office staff, resulting in mistrust and in a reluctance to seek care (Kaplan et al., 

2006). 

Interpersonal styles of providers affected factors in the adoption of breastfeeding 

(Cricco-Lizza, 2006). Eleven African-American, low-income, prenatal and postpartum clients in a 

Special Supplemental Nutrition Program for Women, Infants, and Children clinic participated in 

an ethnographic study discussing breastfeeding. The providers’ personal treatment and sensitive 

care facilitated their adoption of breastfeeding (Cricco-Lizza, 2006). 

Measurement of Communication, Decision Making, and Interpersonal Style 

The Interpersonal Processes of Care Survey (Stewart et al., 2007) obtained client 

information about disparities in the quality of care they received. The tool examined attributes of 

the interpersonal provider-client relationship including the interpersonal processes of 

communication, decision-making, and interpersonal styles. These important characteristics of the 

interpersonal provider-client relationship aided in positive health outcomes for those from 

minority groups, from lower socioeconomic groups, or those with limited English proficiency 

(Stewart et al., 2007). Clients responded to questions about the physicians’ and office staff 

members’ responses to aspects of communication, decision-making style, and interpersonal style 

from the past 12 months. Communication questions pertained to hurried communication, 

elicitation of client concerns, and appropriate explanations of test and assessment results. 

Patient-centered decision-making questions pertained to how the client and physician made 
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decisions about the client’s healthcare. Interpersonal style questions pertained to the presence of 

compassionate and respectful interactions, discrimination, and disrespectful office staff (Stewart et 

al., 2007). 

Cross, Bazron, Dennis, and Isaacs (1989) proposed an early and much-used model for 

cultural competence in their monograph. This model focused on cultural competence at the 

organizational level, but it was pertinent to understanding the concept at the agency and provider 

levels as well. According to this model, cultural competence is a set of congruent behaviors, 

attitudes, and policies that join in a system, agency, or among professionals, and enable that 

system, agency, or those professionals to work effectively in cross-cultural situations. The word 

“culture” implies the integrated pattern of human behavior that includes thoughts, 

communications, actions, customs, beliefs, values, and institutions of a racial, ethnic, religious, or 

social group (Cross et al., 1989, p. 13). The word “competence” implies having the capacity to 

function effectively (Cross et al., 1989, p. 13). Although the focus of the model was the cultural 

competence of organizations caring for seriously emotionally disturbed children and adolescents 

(Cross et al., 1989), the social work discipline (National Association for Social Workers, 2001) 

and the OMH (2001) have used this definition and these tenets to describe cultural competence. 

The OMH (2001) used the definition of cultural competence proposed by Cross et al. (1989) in the 

seminal CLAS document. This document provided 14 guidelines and mandates for the delivery of 

culturally and linguistically appropriate services at the organizational level (OMH, 2001). 

Cultural competence at the organizational, structural (agency), and clinical (client provider 

interactions) levels was described by Betancourt et al. (2003). The previously mentioned extensive 

literature review identified the presence of barriers to care, as well as culturally competent 

interventions at all levels. Culturally competent interventions identified to address health 
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disparities at the organizational level included ensuring diversity in the leadership and workforce 

of the healthcare system by increasing the numbers of racial and ethnic minorities represented. 

Structural interventions included innovations in healthcare system and structure design to assure 

that ethnic and racial minorities had full access to quality healthcare. This category included 

interpreter services and culturally and linguistically appropriate educational materials. A clinical 

level intervention increased efforts to provide cross-cultural training for providers to enhance their 

cultural competence. Salient topics suggested for this cross-cultural training included the effects of 

communication styles and decision-making preferences and the issues of mistrust, prejudice and 

racism, along with their effects on care delivery (Betancourt et al., 2003). 

Despite differences in definitions of cultural competence, researchers have recognized the 

influence of culture on health beliefs and behaviors and the need to provide quality healthcare to 

individuals from racial and ethnic minorities at all levels of the healthcare system (i.e., 

organizational, agency, and provider). Researchers identified the importance behind awareness of 

personal cultural beliefs, biases and stereotypes, and client cultural beliefs and behaviors. The 

awareness of the influence of this knowledge on care provision leading to the ability to plan and 

implement individualized care at all levels of the healthcare systems remained an important point. 

The ultimate goal was to provide acceptable, individualized cultural care to all clients. 

Cultural competence was an ongoing process with the provider always striving for cultural 

competence (Campinha-Bacote, 2003; Giger, Davidhizar, Purnell, Harden, Phillips, & Strickland, 

2007). Campinha-Bacote’s (2003) model of cultural competence in healthcare delivery considered 

cultural competence as an ongoing process where “the healthcare professional continuously strives 

to achieve the ability and availability to work effectively within the cultural context of the client 

(individual, family, community)” (p. 14). Campinha-Bacote believed that the healthcare provider 
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was constantly becoming culturally competent rather than being culturally competent 

(Campinha-Bacote, 2003). On the other hand, Giger et al. (2007) defined cultural competence as: 

…having the knowledge, understanding, and skills about a diverse cultural group that 

allows the healthcare provider to provide acceptable cultural care. Competence is an 

ongoing process that involves accepting and respecting differences and not letting one’s 

personal beliefs have an undue influence on those whose worldview is different from one’s 

own. Cultural competence includes having general cultural as well as cultural-specific 

information, so the healthcare provider knows what questions to ask. (p. 100) 

Cultural competence was also indicated to be a goal that professionals, agencies, and 

systems continuously strived to attain (Cross et al., 2013; OMH, 2001) and does not have a 

specific endpoint (Sue, Arredondo, & McDavis, 1992). Sue et al. (1992) defined cultural 

competence as awareness of one’s own biases and personal worldviews, while at the same time, 

being sensitive to the effect these beliefs have on one’s practice. 

The process of cultural competence is nonlinear, with organizations and providers 

progressing through various stages. Cross et al. (2013) posited that when striving toward cultural 

competence, organizations moved through a developmental process along a six-point continuum 

through cultural destructiveness, cultural incapacity, cultural blindness, cultural pre-competence, 

cultural competence, and finally to cultural proficiency. Purnell and Paulanka (2003) believed that 

providers progressed toward cultural competence through four levels: unconsciously incompetent, 

consciously incompetent, consciously competent, and unconsciously competent. The levels of 

unconsciously competent and cultural proficiency were not considered endpoints; rather, 

individuals and organizations respectively strove to attain higher levels of cultural competence by 
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conducting and participating in research pertaining to cultural competence (Cross et al., 1989) and 

continually learning about various cultural groups (Purnell & Paulanka, 2003). 

Factors Associated with Cultural Competence 

Ethnic matches influenced African-American clients’ opinions of their physicians’ 

participatory decision-making styles (Cooper-Patrick et al., 1999). In the previously mentioned 

study of 1816 respondents to a phone survey, 784 White and 814 African-American clients 

provided data regarding the participatory decision-making style of their physicians. They also 

provided their level of satisfaction with overall healthcare; their physicians’ technical skills 

(thoroughness, carefulness, and competence); and explanation of their problem and its treatment, 

and personal manner (courtesy, respect, sensitivity, and friendliness; Cooper-Patrick et al., 1999). 

Findings revealed that African-Americans rated their visits as significantly less participatory as 

Whites did when making adjustments for client age, gender, education, marital status, health 

status, and length of physician-client relationship. Clients in race-concordant relationships with 

their physicians rated their visits as significantly more participatory than did clients in race 

discordant relationships, resulting in higher satisfaction with care (Cooper-Patrick et al., 1999). 

Ethnic matches in the client-counselor relationship became a factor in cultural competence, 

resulting in more favorable treatment outcomes for clients receiving care from counselors (Sue, 

Fujino, Hu, Takeuchi, & Zane, 1991). A variation of this type of match, cognitive match, may also 

be a factor in cultural competence resulting in more favorable treatment outcomes. The researchers 

investigated the effects of cognitive matching in the client-counselor relationship by utilizing a 

survey of 27 White and 33 Asian-American clients from a community mental health agency. 

Findings revealed positive treatment outcomes in the cognitively matched dyads. Participants who 

were cognitively matched with their counselors in perceptions of the presenting problem, coping 
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orientation (active or avoidant), and expectations about treatment goals felt more affected by the 

sessions, and more comfortable and positive about the sessions. After controlling for ethnic match 

and language preference, cognitive matches still resulted in positive findings (Zane et al., 2005). 

Results from this study implied that while ethnic match may be a factor in cultural competence, 

cognitive match might be an even stronger factor. Even if counselors were not similar ethnically, 

they could still effectively try to understand clients’ perceptions about problems, coping methods, 

and types of goals expected in treatment. 

Cultural Competence and Maternity  

Researchers have established that childbirth and the time around birth is a social and 

cultural event influenced significantly by norms (Gabrysch & Campbell, 2009a, 2009b; Glei, 

Goldman, Rodriguez, 2003). In most societies, the dominant culture, which could influence social 

institutions like healthcare systems, could also affect perception on how to address certain health 

issues. Moreover, differences between the cultures of healthcare services and service users have 

become an important issue in the delivery of healthcare service. Patients who perceive that their 

healthcare providers are insensitive to their cultures also perceive poor quality care. Insensitivity 

could also lead patients to have lower trust in the services they received and the service providers 

attending to them (Gabrysch & Campbell, 2009a; 2009b). 

Researchers and organizations have demonstrated that cultural factors should be 

considered in the planning and delivery of maternity care services in order to effectively encourage 

patients to use their services and reduce maternal and newborn mortality (Camacho, Castro, & 

Kaufman, 2006; United Nations Population Fund [UNFPA], 2005; WHO, 2003). Moreover, the 

need for culturally sensitive and appropriate health services and facilities formed the basis of the 

WHO (2007) mandate of “health for all.”  
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Several researchers have highlighted the importance of cultural sensitivity in maternity care (Coast 

et al., 2014). These studies revealed that cultural factors could naturally influence the use of skilled 

maternity care services in different contexts. Coast et al. designed a synthesis of literature that 

evaluated if cultural factors shaped women’s use of maternity services. Gathering materials 

published from 1990 to 2013, the researchers revealed that cultural factors affected how women 

utilized maternity services. In particular, this affected how satisfied women were with the services 

they received. Perceived or actual cultural insensitivity, as well as incompetence of professionals, 

could lead some women to complain of poor quality care or even cite discrimination. Perceived 

insensitivity could also discourage women from using certain maternity services (Coast et al., 

2014). As such, there were various interventions implemented across countries to address culture 

consideration when offering maternity services. These interventions included service delivery 

models, service provider interventions, health education interventions, participatory approaches, 

as well as mental health interventions. Coast et al. designed these interventions with the idea that 

cultural factors were important for planning and delivery of services to encourage service uptake 

among women of various cultural backgrounds (Coast et al., 2014). Small et al. (2014) also 

asserted that understanding the experiences of pregnant immigrant women was important if the 

host country wanted to ensure that it was responding appropriately to the phenomenon of 

increasing global migration. Through a systematic review including studies published from 1989 

to 2012, results indicated that immigrant women and local women both desire the same thing: to 

have a safe delivery under the hands of qualified, attentive, and supportive healthcare providers. 

Their results also indicated that immigrant women often felt less positive about the care they 

received because of communication barriers and lack of familiarity with the maternity system of 

the host country.  
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  Boerleider et al. (2014) cited that cultural practices, lack of knowledge of the maternity 

care system in the host country, and communication barriers could all affect non-Western 

women’s experiences and perceptions of maternity services provided to them by professionals in 

their resident western countries. A study interviewing 15 maternity care nurses and assistants on 

their perceptions of caring for non-Western women revealed that issues concerning traditional 

practices, socioeconomic status, and communication could make caring for non-Western women 

difficult and challenging. As such, specific skills and measures were necessary to ensure culturally 

sensitive maternity services.  

Attanasio and Kozhimannil (2015) utilized a cross-sectional, nationally drawn, Web-based 

survey of women aged 18-45 (n=2400). The researchers claimed that Hispanic women highly 

perceived discrimination in the maternity services they received due to race and ethnicity. 

Garcia-Esteve et al. (2013) highlighted the problems faced by Hispanic immigrant mothers in 

relation to postpartum depression and health behaviors. They discovered that Hispanic immigrant 

mothers were socioeconomically disadvantaged, younger, and had unsupportive partners. These 

factors made them more likely to develop postpartum depression and unsavory pregnancy habits, 

including unplanned and induced abortions. They needed culturally sensitive maternity services to 

address their unique psychosocial and perinatal mental health needs (Garcia-Esteve et al., 2013).  

Experiences of Hispanic Patients 

Research involving only Hispanic patients was very limited. A study consisting of dyads of 

116 clients and their physicians from primary care clinics noted the influence of language on 

cultural competence in the care of Spanish-speaking clients (Fernandez et al., 2004). The study 

explored the specific ways that language ability affected health communication for Spanish 

speakers, and determined if aspects of physicians’ self-rated cultural competence—other than 
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Spanish language skill—affected health communication. Findings revealed that when physicians 

had a greater self-rated fluency in Spanish and higher self-rated cultural competence, the 

Spanish-speaking clients were more likely to discuss their problems and concerns. Additionally, 

physicians with low self-rated fluency in Spanish who used professional interpreters were unable 

to elicit clients’ problems and concerns as competently as the Spanish-speaking physicians could 

(Fernandez et al., 2004). Findings supported the importance of language concordance and cultural 

competence in helping Spanish-speaking clients discuss their problems more openly, resulting in 

higher quality of care and a reduction of health disparities. 

Hispanics’ Cultural Beliefs on Childbirth Healthcare Services 

Leach, Wojnar, and Pettinato (2014) deigned a descriptive phenomenological investigation 

of miscarriage experience among Latina immigrant women in the United States and Canada. 

Gathering data from nine women through in-depth interview, Leach et al. found that cultural 

expectations influence the experience of miscarriage and healthcare services sought afterward. 

Results showed that most Latina immigrants who experienced miscarriage think it is right to just 

internalize their grief. However, in reality, they are longing for the support of healthcare providers 

and friends, apart from their family. The findings may serve as an important framework for 

understanding the healthcare needs of Latina women after miscarriage (Leach et al., 2014).  

An earlier study by Lujan (2010) found that religious beliefs of Hispanic clients can affect 

their access to healthcare during childbirth. According to Lujan, 80% of Hispanics in the United 

States are Catholic, even though a percentage of this also practices Protestanism. Although only a 

few Hispanic Catholics are officially enrolled in parish rosters, religion becomes more important 

for them when confronted with health challenges such as childbirth, illness, and death. For 

healthcare to be considered culturally competent, the religious beliefs and activity of Hispanic 



 
 

   
 

42

clients should be assessed by healthcare providers. Some clients would even be more satisfied with 

providers who would refer them to the clergy or pastor to receive some care in a timely manner.  

Juliane Milburn of the University of Virginia School of Nursing doctoral candidate 

reported that Hispanic pregnant women form a unique group of women because they are less likely 

to utilize pain relief in labor (UVA Today, 2014). According to a 2011 CDC report, there was an 

increasing number of women who would opt to use epidural during vaginal births. However, most 

Hispanics prefer to experience childbirth pain in full because of their cultural beliefs, which 

include their religious beliefs. Nearly 45% of Hispanic women refused to take an epidural, 

compared to just 26% of women from all other races. Interviewing 17 Hispanic mothers 

nationwide for 2 years, Milburn uncovered several themes on Hispanic mothers’ access to 

healthcare. The researcher found that Hispanics believe labor and childbirth are battles they must 

brave and overcome (UVA Today, 2014). In addition, they believe that pain is a natural part of the 

process and therefore should not be suppressed. They believe the pain will be better for the babies. 

Based on their religious beliefs, a mother’s role is perceived by Hispanics as akin to that of the 

Virgin Mary’s—a sacrifice that they should make, no matter how painful it is to give birth (UVA 

Today, 2014). 

Nursing 

Cultural competence is essential in nursing, as nurses are at the forefront of providing care 

to clients at the bedside and in the community (Bau, 2007). The Code of Ethics for Nurses 

identified the core values of nurses as respect for human dignity, a primary commitment to the 

client, and protection of client privacy (ANA, 2011). Cultural competence was an outgrowth of 

these core competencies, which apply when nurses provide care that is sensitive to the needs of all 

clients, regardless of racial or ethnic background. In addition to the Code of Ethics for Nurses, 
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which indirectly addressed cultural competence in nursing overall, the Quad Council of Public 

Health Nursing Organizations (PHN) identified competencies related to cultural competence for 

public health nurses (Quad Council PHN Competencies, 2011). Domain #4 identified cultural 

competency skills in which the public health nurse should show proficiency, such as using 

appropriate skills for interacting sensitively, effectively, and professionally with clients from 

diverse racial and ethnic backgrounds. Additionally, the public health nurse was to identify the 

role of culture in determining the delivery of services and to adapt approaches to problems that 

account for cultural differences (Quad Council PHN Competencies, 2011). 

The constructs of cultural diversity, cultural knowledge, cultural understanding, cultural 

skills, cultural sensitivity, and cultural sensitivity comprise cultural competence in nursing. 

Researchers have performed concept analyses that have identified these constructs as antecedents 

of cultural competence. Identification has also occurred in regards to attributes and consequences 

of cultural competence (Burchum, 2002; Smith, 1998; Suh, 2009). Attributes of cultural 

competence in nursing included ability, openness, and flexibility (Suh, 2009). Ability measures 

the nurse’s skill in effectively caring for ethnically diverse populations, while openness involves 

nurses having an open mind, acceptance, and respect, as well as being nonjudgmental and having 

an objective attitude to cultural attributes. Flexibility includes an ability to adapt oneself to 

different situations by embracing relativistic perspectives, intersubjectivity, and commitment to 

and appreciation of other cultures. Identified antecedents to cultural competence in nursing 

included cultural sensitivity, cultural knowledge, cultural interaction/encounters, and cultural skill 

(Burchum, 2002; Suh, 2009). 

These antecedents are similar to constructs named in theoretical frameworks describing 

cultural competence (Campinha-Bacote, 2003; Kim-Godwin, Clarke, & Barton, 2001; Schim, 
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Doorenbos, & Borse, 2006). Burchum (2002) proposed that cultural understanding is an 

antecedent, and described it as “ongoing development of insights related to the influence of culture 

on the beliefs, values, and behavior of diverse groups of people” (p. 7). This related to the 

previously discussed constructs of cultural sensitivity and awareness. 

Burchum (2002) also proposed that cultural proficiency represented a commitment to 

change. Some activities that demonstrated evidence of cultural proficiency were those that provide 

for new knowledge and cultural skills and the sharing of this information through publication, 

education, or other means (Burchum, 2002). Smith (1998) included cultural liaisons and linkages 

as antecedents to cultural competence in nursing. Cultural liaisons and linkages were important to 

overcoming economic barriers to care access. Smith (1998) proposed a greater distribution of 

culturally competent healthcare providers as a means to help overcome these barriers (Smith, 

1998). 

Consequences of cultural competence in nursing found in the client’s subjective 

experiences when receiving culturally-competent nursing care included holistic nursing care, 

increased quality of life, good perceptions of healthcare providers and adherence to treatment, 

client empowerment, feelings of respect, decreased anxiety and fear of the healthcare system, 

greater percentage of cultural group members seeking and receiving appropriate healthcare, and 

greater satisfaction with the healthcare system (Smith, 1998; Suh, 2009). Additional consequences 

of cultural competence included increased quality of nursing care, performance, and cost 

effectiveness with the overall outcome of decreased health disparities (Suh, 2009), and improved 

health status of minority populations (Smith, 1998). 

Various factors influenced the cultural competence of nurses providing care in all settings, 

including the community. Nurses’ attitudes about caring for culturally diverse clients was central 
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to the construct of cultural sensitivity. A survey of 300 registered nurses (Whites, 

African-Americans, Jewish, and Latino) employed by hospitals and other healthcare facilities 

found that open- and closed-mindedness influenced nurses’ attitudes toward culturally-competent 

care (Bonaparte, 1979). Open-minded nurses were more likely to have positive attitudes toward 

culturally diverse clients and more likely to seek information about the clients’ diet, language, 

social patterns, values, and other factors that may influence nursing care, reflecting the value of the 

attribute of openness in cultural competence (Suh, 2009). Closed-minded nurses were more likely 

to demonstrate negative attitudes and to avoid clients from different cultures, consciously or 

unconsciously. 

Factors influencing cultural competence of nurses providing care in the community include 

educational levels and participation in cultural diversity educational experiences. Findings from a 

survey of 107 hospice nurses showed cultural sensitivity and awareness significantly associated 

with the nurses having a baccalaureate degree or higher. Prior diversity training was significantly 

associated with cultural competence behaviors (Schim et al., 2006). A sample of 113 

interdisciplinary hospice workers, 40% of whom were nurses, discovered similar findings 

(Doorenbos & Schim, 2004). Participants reporting participation in a previous diversity training 

experience and those who had baccalaureate degrees or higher had significantly higher cultural 

competence scores (Doorenbos & Schim, 2004). Seventy-six public health nurses participated in a 

study measuring cultural competence prior to and after a 5-week cultural competence workshop 

(Cooper-Braithwaite, 2005). Findings revealed that nurses with higher levels of education further 

increased their levels of cultural competence and cultural knowledge compared with nurses with 

lower levels of education (Cooper-Braithwaite, 2005). 
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Overall, the nurses’ levels of cultural competence and skill increased significantly after the 

workshop (Cooper-Braithwaite, 2005). Qualitative and quantitative findings indicated that 

participants experienced higher levels of self-confidence in caring for diverse populations after the 

intervention. Participants reported a change in behavior and practice, application of knowledge to 

practice, heightened cultural sensitivity, and a greater willingness to conduct cultural assessments 

on clients from diverse ethnicities because of the educational intervention (Cooper-Braithwaite, 

2005). Similarly, Schim et al. (2006), using a quasi-experimental, longitudinal, crossover design, 

tested the effects of an educational intervention by conducting a cultural diversity class with 130 

hospice workers (41 nurses). Cultural competence scores increased significantly after the class for 

those in the intervention groups and for the wait list control group after they participated in the 

class (Schim et al., 2006). 

The consequences of cultural competence in nursing include holistic nursing care, 

increased quality of life, good perceptions of healthcare providers and adherence to treatment, 

client empowerment, feelings of respect, decreased anxiety and fear of the healthcare system, 

greater percentage of cultural group members seeking and receiving appropriate healthcare, and 

greater satisfaction with the healthcare system (Smith, 1998; Suh, 2004). Open-minded nurses 

were more likely to have positive attitudes toward culturally diverse clients and more likely to seek 

information about the clients’ diet, language, social patterns, values, and other factors that may 

have influenced nursing care, reflecting the value of the attribute of openness in cultural 

competence (Suh, 2004). 

Additional consequences of cultural competence include increased quality of nursing care, 

performance, and cost effectiveness, with the overall outcome of decreased health disparities (Suh, 

2004) and improved health status of minority populations (Smith, 1998). Closed-minded nurses 
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were more likely to demonstrate negative attitudes and consciously or unconsciously avoided 

clients from different cultures. 

Educational levels and participation in cultural diversity educational experiences are also 

factors influencing cultural competence of nurses providing care in the community. The OMH 

(2001) in the CLAS advocated for a healthcare environment where clients from diverse cultural 

backgrounds feel comfortable in discussing their cultural health beliefs and practices as they 

participate in the planning and implementation of their plans of care. Findings support the 

importance of language concordance and cultural competence in helping Spanish-speaking clients 

discussed their problems more openly, resulting in higher quality of care and a reduction of health 

disparities. 

Examination of the literature supported the need for more culturally competent healthcare 

providers and more research on factors that improves cultural care from the culturally diverse 

patients’ perspective including Hispanic patients. Therefore, there was an inferred necessity for 

more research to improve cultural competence in nursing. Research involving the lived 

experiences in Hispanic American women after delivery would help close the gap in the research, 

and would improve nursing curriculums and aid nurses in becoming more culturally competent.  
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CHAPTER 3: METHODOLOGY 

In this chapter, the researcher discusses the research methodology utilized in the study. 

This will include a qualitative research overview, a description of the data collection and analysis, 

and the instrumentation and procedures.  

Qualitative Research Overview 

The researcher utilized the qualitative research method. Previously, qualitative research 

inquiry was unacceptable as a legitimate mode of inquiry for the social behavioral and health 

sciences. However, within the last 14 years, it has become more accepted (Creswell, 2012). There 

was a surge in qualitative methodology nursing research during the 1990s. The development of 

culturally appropriate interventions and gaining increased competence in the care of diverse 

populations have become apparent, as nursing discovered the richness of “thick description and 

the emic perspective” (DeSantis & Ugarriza, 2013, p. 353). 

According to Creswell (2012), qualitative research: 

…is an inquiry process of understanding, based on a distinct methodological tradition of 

inquiry that explores a social or human problem. The researcher builds a complex, holistic 

picture, analyzes words, reports detailed views of informants, and conducts the study in a 

natural setting. (p. 249) 

There are five philosophical assumptions that construct qualitative research. These 

philosophical assumptions include the existence of physical life with multiple realities (ontology), 

the representation of the theory of knowledge (epistemology), the researcher’s acknowledgement 

that the research is value-laden with biases present (axiology), the language of 
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research (rhetoric), and the ways of knowing the research process (methodology; Creswell, 

2012). Creswell posited that qualitative research consists of several common characteristics, as 

follows: 

1. The research is field focused with data collection obtained at the site of the 

participant’s experience and with observation of behaviors and/or actions within their 

context; 

2. The researcher collects his or her data and tends not to use questionnaires or 

instruments developed by other researchers; 

3. The researcher utilizes multiple data collection forms such as interviews, observations, 

and documents, as opposed to a single data source; 

4. The researcher explores patterns and categories from the broad to the specific, which 

may have involved collaborating with the participants interactively; 

5. The researcher focuses on the participants’ perspectives, their meanings, and their 

subjective views; 

6. The research process evolves as the researcher takes cues from the participants’ views 

of the problem or issue; 

7. The cultural lens the researcher uses to view the study includes the framing of human 

behavior and belief within a social-political context; 

8. The researcher uses observations from sight and hearing, and understands that multiple 

realities of the problem may emerge; 

9. The researcher develops a complex picture of the problem or issue by identifying the 

complex interactions of factors in any situation. (pp. 37-39) 

The purpose of this qualitative study was to identify culturally sensitive caring behaviors of 
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professional nurses, from the perspective of Hispanic American maternity patients 2-4 weeks 

post-discharge. The researcher also aimed to assist nursing faculty to include the identified 

culturally sensitive caring behaviors from the results to include in maternity nursing courses. The 

information gleaned from studying the experiences of several individuals, discharged 2 to 4 weeks 

from a mother/baby unit, aided the researcher in achieving the purposes of the research.  

Design 

This study utilized the phenomenological research design. The utilization of this design 

provided an opportunity to describe the meaning of experiences of a phenomenon (or topic or 

concept) for several Hispanic American individuals. Creswell (2012) noted,“In a 

phenomenological study, the researcher reduces the experiences to a central meaning or the 

‘essence’ of the experience” (p. 236). The intent of phenomenological research was to capture the 

meaning of participants’ lived experiences via an interpretive process that provided a fresh 

perspective regarding the phenomenon under examination. The researcher gathered the data and 

reduced it to significant statements and themes to develop a textual description of the subjects’ 

experiences (how they experienced conditions, situations, or context). A combination of structural 

and textural descriptions observed by a researcher conveyed an overall “essence” of the experience 

(Creswell, 2012; Polit & Beck, 2011). Phenomenology contributed to a deeper understanding of 

lived experiences by exposing taken-for granted assumptions about the ways of knowing.  

Setting 

The setting of the study was at a Women, Infant, and Children’s (WIC) Program at a 

county health department in rural Northeast Georgia. WIC provides women and children in 

low-income and culturally diverse families with services that improve pregnancy outcomes, 

reduce infant mortality, and give children a healthy start through nutritious food supplements and 
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nutrition education. These services include nutrition counseling and education, breast-feeding 

support and education, a health resource library, and vouchers for food supplements. The patient 

population was Hispanic American. 

Sample 

The interviewees in this study consisted of 15 women from Hispanic cultural backgrounds 

who were 2 to 4 weeks post-discharge from a mother/baby unit. All participants were all of 

Mexican origin. Quota sampling was the sampling technique used for this study (Acharya, 

Prakash, Saxena, & Nigam, 2013). Quota sampling was the best method to ensure proportionate 

representation of subjects, according to the trait that the researcher used as the basis for the quota. 

It was also the most appropriate method when the distribution of target population was already 

known across a set of groups, and when the researcher desired to have a representative for each 

population being studied (Brick, 2011). This method did not rely on random selection. There were 

already predetermined categories that the researcher used to identify who could fit into the study. 

Interviewers received participants until completion of quotas. This method was also the best 

method for making sure minorities had proportionate and proper representation into sample 

(Acharya et al, 2013; Brick, 2011). For the current study, the participants shared their experiences 

regarding culturally competent nursing care when delivering a live infant in the U.S. The 

researcher drew the convenience sample of 15 Hispanic women from a population of women 

participating in the local health department’s WIC Supplemental Food Program. Recruitment 

continued until data saturation occurred. The researcher was aware that data saturation occurred at 

the point that the participants related no new information, achieving redundancy (Polit & Beck, 

2011; Vandall-Walker, Jenson, & Oberle, 2012). Phenomenological studies’ typical sample size 

may range from one to 10 persons (Morse, 2013; Starks & Trinidad, 2012). The inclusion criteria 
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consisted of: (a) a Hispanic American female between the ages of 20 and 35 years; (b) an 

English-speaking individual; (c) an individual participating in the WIC program; (d) an individual 

that was 2-4 weeks post-discharge from the mother/baby unit with delivery of a live infant from 

one of the two local hospitals; and (e) an individual with willingness to share her experiences 

regarding culturally-competent nursing care delivery on an obstetrical unit. Each participant 

received compensation of a $10 gift card from Wal-Mart. 

Data Collection 

The researcher collected data from September 2015 through October 2015, using 30-45 

minute interviews with the selected interviewees. The interviewees completed a demographic 

questionnaire, which took approximately 10 minutes to complete (see Appendix E). The 

researcher then asked the interviewees to participate in a follow-up interview that was 

approximately 30-45 minutes. The format utilized for the individual and follow-up interviews 

were included (see Appendix B for the Interview Protocol, Appendix C for the follow-up 

Interview Protocol, and Appendix F for the Proposed Timeline). 

To assist with the collection of data, the researcher utilized a field log, which included 

notations from the interviews. With permission from interviewees, the researcher audio-recorded 

and later transcribed all interview sessions. The researcher used a field diary to detail her thoughts, 

feelings, experiences, and perceptions throughout the research process. The field diary contained 

both descriptive and personal notes to help achieve analytic distance from the actual data (Polit & 

Beck, 2011). Areas of primary concern during data collection included gaining trust, the pace of 

data collection, emotional involvement with participants, and reflexivity (Polit & Beck, 2011).  
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Instrumentation 

The primary instrument consisted of an interview using a semi-structured guide, which the 

researcher individually conducted (see Appendix B for the Interview Protocol). The researcher 

used the study of Liu et al. (2009), which examined the meaning of caring behaviors from the 

perspective of cancer patients in Beijing, China, to aid in the formation of a semi-structured 

interview format. The qualitative researcher maintained both validity and reliability throughout the 

steps in the process of research. Procedures to maintain reliability in this study included 

documenting as many steps of the procedures as possible, checking transcripts to ensure obvious 

mistakes made during transcription were not present, writing memos regarding the codes and their 

definitions, and constantly comparing data (Creswell, 2012). The validity of the research 

demonstrated such traits as trustworthiness, authenticity, and credibility. The following strategies 

demonstrated the validity of this study: member checking; using rich, thick description in 

discussing the findings; clarifying the researcher’s bias; utilizing a second reader; and using 

discrepant information (Creswell, 2009).  

Procedures 

The researcher met with the gatekeepers at the health department. The researcher presented 

the gatekeepers with the cover letter defining the purpose of the study and a copy of the informed 

consent form utilized for the study (see Appendix A for the Informed Consent, and Appendix D for 

the Cover Letter). The completion of all necessary paperwork between the health department and 

The University of Alabama occurred prior to the researcher gaining entrance into the facility. Once 

the researcher gained admittance into the facility, the researcher met with the three nurses who 

worked with the WIC Program. The purpose of the meeting was to explain the significance of the 

cover letter that the nurses presented to the potential study participants. In addition, the nurses 
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provided the cover letter to clients who were in the 36th week of their pregnancy. The WIC 

Program nurses had the opportunity to ask the researcher questions during the meeting. 

The second stage of the study started in September 2015, when the WIC Program nurses 

distributed the cover letters. The potential participants obtained the researcher’s contact 

information from the cover letter, and at that time, contacted the researcher if the individual 

desired to participate in the study. Those individuals who agreed to participate in the study met 

with the researcher for a face-to-face interview 2-4 weeks post-discharge from a mother/baby unit. 

At the time of the initial meeting, held at the health department facility, the participant had the 

opportunity to read, ask questions, and sign the informed consent prior to the semi-structured 

interview.  

The third stage consisted of analyzing the data. The researcher coded the data and 

identified overall themes. The researcher utilized a primary supervisor whose role was to assist in 

data analysis in the identification and verification of code names and themes. The researcher 

performed member checks on those individuals who agreed to participate. The researcher 

performed these member checks by restating and summarizing the information and then 

questioning the participants to determine accuracy at the completion of the interview. Finally, the 

researcher compiled the findings and discussed in the discussion section of the researcher’s 

dissertation (see Appendix E for Proposed Timeline). 

Data Analysis 

The purpose of this qualitative study was to identify culturally sensitive caring behaviors of 

professional nurses from the perspective of Hispanic American maternity patients 2-4 weeks 

post-discharge. The best method to achieve insight into a study of this nature was a 

phenomenological approach. The main goal of phenomenology was to study how individuals 
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make meaning of their lived experience (Creswell, 2012, 2009; Polit & Beck, 2011; Van Manen, 

1990). When conducting phenomenological studies, the researcher searched for common patterns 

shared by participants (Polit & Beck, 2011). Van Manen’s (1990) three-step approach of analyzing 

phenomenological data included: (a) the holistic approach (researcher viewed the text as a whole 

and attempted to capture the meanings), (b) the selective approach (highlights statements or 

phrases that appeared essential to the experience), and (c) the detailed approach (analyzing each 

sentence; Polit & Beck, 2011). The researcher used this three-step approach to identify the themes 

in this study. 

The researcher audio-recorded all interviews. Each interview lasted from 45 minutes to an 

hour. The researcher transcribed all interviews verbatim. First, the primary researcher read the 

transcripts completely. When reading, the researcher noted preliminary themes or ideas that stood 

out on a separate paper or in the margins of the transcript (Smith & Dunworth, 2003). Multiple 

reviews of lengthier transcripts aided in a better sense of information gathered (Smith & 

Dunworth, 2003).  

After attaining a general sense of the transcripts, the researcher revisited the transcripts to 

determine the themes more accurately. The researcher divided the emerging themes into meaning 

units (Smith & Dunworth, 2003). Each meaning unit referred to a unique topic of the participant’s 

experience of the phenomenon. To highlight each meaning unit, the researcher marked the start to 

the end of the meaning unit (Smith & Dunworth, 2003).  

A code assigned to each meaning unit defined each meaning unit. To code each transcript, 

each meaning unit received a number recorded in the margins. Using a separate paper, the 

researcher recorded all the numbers from the transcript, and then recorded the corresponding code 

for each meaning unit against its respective number (Smith & Dunworth, 2003). The process of 
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coding each meaning unit allowed the researcher to make sense of the experiences of the 

participants through their verbal responses (Smith & Dunworth, 2003).  

In succession, the researcher moved onto the next transcript only when she had completely 

analyzed the current manuscript. Each transcript used these steps until the researcher had analyzed 

all interviews (Smith & Dunworth, 2003). Aiding the coding process was the computer software 

program Nvivo 11. After the coding by hand, each transcript analysis used the Nvivo 11 software 

program. The researcher then re-coded each of the transcripts. The preliminary codes completed 

by hand served as a guide (Smith & Dunworth, 2003).  

Once the researcher coded all of the transcripts using the Nvivo 11, the researcher grouped 

or categorized the codes into clusters. Each cluster of codes signified a similar topic or theme; 

therefore, a sub-theme inferred to each cluster of codes grouped together to present an overarching 

theme or master theme (Smith & Dunworth, 2003).  

The researcher used similar codes to identify master themes, and continuously checked 

transcripts to see if the original code or sub-theme still aligned with the corresponding meaning 

unit, known as the audit-trail. The entire data analysis required the researcher’s total immersion in 

the data.  

On various points of the analysis process, and as the researcher coded the transcripts, the 

researcher consulted and verified code names and themes with their primary supervisor. The 

supervisor scrutinized the transcripts to confirm whether the evaluations remained correct and 

ensured the quality of material collected. Interrater agreement occurred on around 90% of master 

themes and sub-themes between the supervisor and the researcher. The researcher did not employ 

independent coders, as researchers in the literature have suggested (Smith & Dunworth, 2003). 
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Ethical Considerations 

The researcher obtained approval to conduct the study from The University of Alabama’s 

Institutional Review Board (IRB) and the health department’s Institutional Review Board (IRB) 

prior to the start of the study. The researcher fully informed all informants about the purpose of the 

study. Participants maintained their anonymity, and their participation in the study occurred on a 

voluntary basis. The researcher informed all participants that they could withdraw from the study 

at any time without affecting their participation in the WIC Program. 

Informed Consent 

Prior to initiating all research, all universities require ethical standards for conducting 

research with human beings and most formally established research ethics committees and 

institutionalized procedures to guarantee that informed consent is obtained (Rudestam & Newton, 

2012). According to Rudestam and Newton, an informed consent should contain the following 

elements: (a) information identified to the participant who is conducting the study, (b) information 

regarding why the particular person was singled out for participation, (c) information regarding the 

time commitment, (d) information regarding whether there are any expected benefits, (e) 

information regarding whether there were any potential risks and management of risks, (f) 

information explaining the study and offering to answer questions, (g) information explaining that 

participation remained voluntary, (h) information providing the participants with a copy of the 

informed consent form, (i) information advising the participants of any payment and explaining 

the limits of confidentiality to the participants, and (j) information about debriefing. The 

researcher included the previously listed elements in this study’s informed consent form (see 

Appendix A for the Informed Consent Form). 
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Summary 

The research methodology for this study was a phenomenological approach. Qualitative 

research was the best-suited approach for the participants to identify from their viewpoint how 

nurses demonstrated culturally sensitive care and how nurses could have been more culturally 

sensitive. The population of the study included the participants of the WIC Program. The author 

attained a sample of 15 participants from the population based on the inclusion criteria of: (a) 

Hispanic American females between the ages of 20 and 35 years, (b) English-speaking individuals, 

(c) WIC program participants, (d) patients 2-4 weeks post-discharge from the mother/baby unit 

with delivery of a live infant from one of the two local hospitals, and (e) willingness to share 

experiences regarding culturally competent nursing care delivery on an maternity unit. This 

chapter contained information on the data collection process and analysis. In the next chapter, the 

researcher presents the results and findings from the conducted study.  
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CHAPTER 4: PRESENTATION OF FINDINGS 

 
The purpose of this qualitative study was to identify culturally sensitive caring behaviors of 

professional nurses from the perspective of Hispanic American maternity patients 2 to 4weeks 

post-discharge by analyzing the lived experiences of Hispanic American maternity patients in the 

United States. All participants were of Mexican origin. The demographic questionnaire was used 

to identify whether the participants spoke English on a regular or non-regular basis. The sample 

contained 15 participants. Three participants were between the ages of 20 and 24 (Participant 2, 

Participant 12, and Participant 14); six were between the ages of 30 and 34 (Participant 4, 

Participant 7, Participant 8, Participant 9, Participant 10, and Participant 15); and three were 

between the ages of 35 and 39 (Participant 1, Participant 11, and Participant 13); Nine participants 

were also non-regular English speakers (Participant 1, Participant 2, Participant 4, Participant 5, 

Participant 8, Participant 11, Participant 13, Participant 14, and Participant 15), and six were 

regular English-speakers (Participant 3, Participant 6, Participant 7, Participant 9, Participant 10, 

and Participant 12). Table 1 presents a summary of participant demographic information.  

The researcher conducted data analysis using phenomenological analysis methods with the 

aid of the software program Nvivo 11. The researcher examined the themes, patterns, and 

relationships that emerged from data analysis contextually using Van Manen’s (1990) reduction 

methods in phenomenological study. The researcher grouped information into large conceptual 

categories derived from theoretical frameworks. The researcher analyzed the interviews for broad 

themes, and coded these themes during analysis. The researcher used a translator to 
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interview participants who preferred speaking in their native language. The researcher coded 

several subthemes for to explain the variation in participant experiences. The researcher used five 

research questions to understand emerging themes and patterns in participant responses.  

The researcher used two rounds of interviews to examine participant experiences. The 

researcher conducted Phase I interviews in person, and conducted additional telephone interviews 

during the Phase II stage to determine if additional information could be obtained. Telephone 

interviews lasted 5 to 7 minutes and were shorter than in-person interviews. Seven participants 

agreed to participant during the Phase II interviews. Four interviews were completed. One 

participant’s phone number was no longer a working number, and the researcher could not contact 

two participants. Results from Phase II interviews confirmed findings from Phase I interviews. 

The researcher gleaned no new information from this step.  

Differences in experiences between regular and non-regular English speakers and younger 

and older age groups were apparent. Older individuals (aged 30 to 39) experienced outcomes that 

reflected space, body, and time. These participants focused on the safety and future of their 

children, and had consistent birthing experiences over time. Non-regular English speakers 

described experiences that focused on space, body, materiality, and relationships. These 

participants expressed concerns about the future, patient treatment, modernity, respect and cultural 

competency, and well-being. The researcher documented the participants’ education level, but 

education level only affected participant experiences within the imparting knowledge and 

information theme.  
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Table 1  

Summary of Participant Demographic Information 

 
 
Participant 

 
Age 
Group 

Length of 
time in 
U.S. 

English 
Spoken 
in Home 

Spanish 
Spoken in 
Home 

 
Marital 
Status 

 
 
Education 

 
 
Para 

1 35-39 10-14 yrs No Yes Married Some High 
School 

6 

2 20-24 20+ yrs No Yes Married HS Graduate 2 
3 25-29 20+ yrs Yes Yes Divorced Some High 

School 
7 

4 30-34 10-14 yrs No Yes Married HS Graduate 1 
5 25-29 10-14 yrs No Yes Married Some High 

School 
3 

6 25-29 5-9 yrs Yes Yes Married Some High 
School 

3 

7 30-34 15-19 yrs Yes Yes Unmarried 
Couple 

Some College 3 

8 30-34 15-19 yrs No Yes Separated HS Graduate 2 
9 30-34 15-19 yrs Yes Yes Never Been 

Married 
Some High 

School 
4 

10 30-34 10-14 yrs Yes Yes Married Some High 
School 

3 

11 35-39 20+ yrs No Yes Married Some High 
School 

1 

12 20-24 20+ yrs Yes Yes Unmarried 
Couple 

HS Graduate 1 

13 35-39 10-14 yrs No Yes Married Some High 
School 

2 

14 20-24 10-14 yrs No Yes Married Elementary-MS 5 
15 30-34 15-19 yrs NO Yes Married Elementary-MS 4 

 

Research Question 1 

The first research question was, “How does giving birth in the United States differ from 

other places?” This question centered on examining how participants had experienced birth in 

different geographical locations, while focusing on comparing experiences in the United States to 

other places. The researcher categorized themes under this question as birth experiences in the 

United States.  

Birth Experiences in the United States 

 Several symbolic themes emerged in understanding birth experiences in the United States. 

Themes regarding the future of children in the United States were common in the participants. 
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Among this theme, the researcher found several subthemes, including opportunities available and 

success for both parents and children. Other main themes included better medical care, treatment 

of patients, and differences in care between the United States and other countries, and comfort. 

Table 2 displays the number of occurrences and percent of occurrences for the theme and 

subthemes. Six participants mentioned having a better future in the United States, three mentioned 

having better medical care, two noted differences in care in the United States, two mentioned 

better treatment of patients in the United States, and three mentioned having a more comfortable 

experience. 

Better future. Six of the participants expressed the main theme of having a better future 

for themselves and their children when discussing experiences giving birth in the United States 

(Table 2). Concern for the future was more common in the older participants (age 35-39). 

Participants expressed the desire to provide more opportunities for their children, and they could 

achieve this by moving to the United States. Many of the participants also mentioned that having 

their children learn English was important for their success. A greater number of participants that 

did not speak English regularly felt that future opportunities for their children were important, 

whereas other themes came from participants that spoke English regularly. Regardless of whether 

the participant spoke English regularly, the participants considered English necessary for children 

to learn. Participant 1 did not speak English regularly, but she supported the theme by stating: 

“Being Hispanic in the United States is tough because there's not as many opportunities for 

me but there's a lot of opportunities for my children to have a better future.” 

Participant 10, who speaks English regularly, also supported the theme, but mentioned English as 

an important tool for success: 

“The experience was great, the most difficult thing ... most important thing was to learn 
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English to improve jobs and to improve the quality of life and the children's lives, English 

is very important.” 

Table 2 

Summary of Findings for Theme 1: Better Future 

 Number of occurrences (n=6) Percent of occurrences (n=15) 
1) The United States offers a 
better future for Hispanic 
individuals 

6 40% 

Subtheme: There are more 
opportunities for children in 
the United States 

6 40% 

Subtheme: Parents and 
children can both be more 
successful in the United States 

5 33% 

 

Better medical care. Having better medical care was also an important theme (Table 3 and 

4). In addition, participants mentioned differences between care in the United States and in other 

places. There were two subthemes within the theme about differences in care, including quality of 

care and fear about the unknown. Many participants felt that the infrastructure of healthcare in the 

United States was better than in their home countries, and considered this factor when describing 

their experiences giving birth. Participant 8 mentioned fear about giving birth in the U.S., but 

noted that she was confident in the capabilities of the hospital staff. Participant 8 supported this 

theme, and mentioned: 

“I went to the hospital scared because the first time they didn’t make sure that I was not in 

pain, they just gave me the medicine but they didn’t make sure that I was not hurting, so I 

was scared but this time everything went fine. This time everything was great, the nursing 

staff were there to give me medicine and food whenever I ask, so everything went fine.” 

Participant 6 speaks English regularly, and also supported this theme and mentioned: 

“I really like the hospital and the infrastructure and the medical care especially, it's 
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amazing comparing to where I come from.” 

Table 3 

Summary of Findings for Theme 2: Better Medical Care 

 Number of occurrences (n=3) Percent of occurrences (n=15) 
2) The United States offers 
better medical care 

3 20% 

 

Table 4  

Summary of Findings for Theme 3: Differences in Quality of Care 

 Number of occurrences (n=2) Percent of occurrences (n=15) 
3) There are differences in care 
in the U.S. and in other places 

2 13% 

Subtheme: Quality of care 2 13% 
Subtheme: Fear about the 
unknown 

1 6% 

 

 Treatment of patients. The treatment of patients was the fourth main theme observed, and 

having a comfortable experience was the fifth main theme (Table 5 and 6). Participants that did not 

speak English regularly more often mentioned treatment of patients was an important factor. 

Participant 2, who does not speak English regularly, described this experience, stating,  

“I was born here and have been living here all my life, so it was like I am an American, I 

didn't feel rejected or anything.” 

Participant 8, who also does not speak English regularly, supported the positive treatment of 

patients theme stating: 

“It was great because I was treated well and well taken care of while in here in the United 

States.”  

Comfort was mentioned the most frequently in the youngest individuals (age 20 to 29). In this 

sense, comfort related to cultural acceptance and a sense of belonging. Participant 5, who does not 
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speak English regularly, described the positive theme of comfort stating: 

“I like being at the hospital because I felt cared for and important and well taken  care of 

more than in my country, way more.” 

Table 5  

Summary of Findings for Theme 4: Treatment of Patients 

 Number of occurrences (n=2) Percent of occurrences (n=15) 
4) Patients are treated better in 
the United States 

2 13% 

 

Table 6 

Summary of Findings for Theme 5: Comfort  

 Number of occurrences (n=4) Percent of occurrences 
(n=15) 

5) The experience was more 
comfortable in the United 
States 

4 27% 

 

Research Question 2 

The second research question was, “How do Hispanic women define care while giving 

birth?” Several themes emerged when examining customs and practices during the birthing 

process. This question focused on how participants connect with their bodies, care for their bodies, 

and experience bodily care. Themes fell into two categories, including experiences with customs 

and practices and meaning of care.  

Customs and Practices 

A large number of participants found modernity to be important due to safety concerns. 

Another common theme centered on rest and care, where several subthemes developed, including 

beliefs on covering and staying warm, health and diet, lactation, and adequate periods of rest. 

When discussing cultural beliefs, Participant 3, who speaks English regularly, stated: 
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“To cover yourself and stay home for 40 days and because you know you can get sick and 

that's bad for the baby but you always cover and make sure you protect yourself from the 

wind, it's very important. To get cold while you're lactating you will stop producing milk.” 

Themes on the importance of medical expertise and religion were also observed. Medical 

expertise was more often considered in older individuals (30-39), whereas rest and care was 

mentioned younger individuals (20-29). Two participants found medical expertise to be the most 

important factor, one believed in a mix of modern and traditional practices, five found modern 

practices to be the most applicable to their situation, two expressed religious desires, and five 

mentioned themes on rest and care.  

 Modernity. Modern practices were preferred in several patients. Table 7 displays the 

number of occurrences and percent of occurrences for this theme. This theme was more prevalent 

in married participants, but present across all age ranges. Leininger (2007) described the need to 

facilitate the maintenance of health and well-being through cultural care. From the participants’ 

perspectives, modern practices were able to easily facilitate and maintain health. The participants 

linked modernity with better care due to the ability to receive care quickly from healthcare 

professionals in case there were problems. Participant 5, as a non-regular English speaker, 

supported this phenomenon:  

“…I think that everything is going faster and it's better. You get attention right away which 

is great.” 

Table 7  

Summary of Findings for Theme 1: Modernity 

 Number of occurrences (n=5) Percent of occurrences (n=15) 
1) Use of modern practices is 
preferred 

5 33% 
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 Rest and care. Themes of rest and care were also significant during the study. Table 8 

displays the number of occurrences and percent of occurrences for this theme. The researcher 

found four subthemes, including covering and staying warm, lactation practices, health and diet 

practices, and rest periods. This theme was congruent with the tenet of Culture Care Theory that 

acknowledged that every human culture has concepts of care knowledge and practice embedded 

and transmitted transculturally. Lactation was mentioned more often in younger individuals 

(20-29), whereas health and diet practices were mentioned relatively equally in the age groups. 

Health and diet practices were also equal between regular English speakers and non-regular 

English speakers and among married and unmarried individuals. Several participants mentioned 

customs that their families had passed down. Participant 2 does not speak English regularly, but 

described beliefs on health, covering, and lactation passed down through family members: 

“The pregnant woman should not step on the floor barefoot because it can lower the milk. 

The back shouldn't be left bare, it should be covered because that can affect the milk and 

that comes from my grandmother teaching me that.” 

Participant 12 is a regular English speaker, and described her family beliefs as: 

“With my family, every time you have a baby, you go and stay with your grandma  

or mom for 40 days and they give you some type of medicine and some kind of teas for you 

to clean out everything and be on a diet.” 

Participant 7 is a regular English speaker, and similarly described her experiences with health and 

diet practices passed down through family members: 

“As a custom, I drank green tea that I learned from my grandma when I had the pain in my 

stomach. I had a lot of air in my stomach, and the pain killers didn't do anything for it, so 

drinking green tea helped make me feel much better.” 
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Participant 14 does not speak English regularly, but described her experiences with health 

practiced passed down through family members:  

“For 40 days you shouldn’t drive and eat things that will hurt your lactation, those first 40 

days you should take care of yourself pretty well.” 

Table 8 

Summary of Findings for Theme 2: Rest and Care 

 Number of occurrences (n=5) Percent of occurrences (n=15) 
2) Rest and care practices 5 33% 
Subtheme: Covering and 
staying warm 

2 13% 

Subtheme: Lactation practices 4 27% 
Subtheme: Health and diet 
practices 

5 33% 

Subtheme: Rest periods 2 13% 
 

Meaning of Care 

When addressing what it means to be cared for when giving birth, the researcher found 

several themes. Major themes that emerged included mitigating problems, safety, and treatment of 

patients. The researcher observed themes on doctor involvement and accessibility and respecting 

patient decisions. One participant discussed doctor involvement and accessibility, five discussed 

mitigating problems and safety, one discussed respecting patient decisions, and seven discussed 

treatment of patients. Several subthemes of the treatment of patients theme were also examined. 

Subthemes included care, being made to feel important, and patience. These themes were 

congruent with the tenet of Culture Care Theory that suggested culturally based care benefited and 

contributed to the well-being of individuals.  

 Mitigating problems and safety concerns. One major theme associated with care during 

the birthing process was mitigating problems and safety concerns. Table 9 displays the number of 

occurrences and percent of occurrences for theme 1. Participants from several age groups 
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mentioned this theme, but it was the most frequently mentioned in individuals between the ages of 

30 and 39. This theme was also more commonly mentioned in regular English-speaking 

individuals. The ability to mitigate problems in an emergency situation was significantly important 

and considered an aspect of quality care to many participants. It is possible that many of the 

non-regular English speakers, who already believed medical staff was well-trained, considered the 

ability to mitigate problems as a skill embedded within the handling of the birthing process. Thus, 

they equated care with personal aspects, such as patience and respect. Participant 3, who speaks 

English regularly, highlighted the mitigating problems in an emergency theme in her response: 

“I believe that the doctor and the nurses that are taking care of me are good and it is very 

important to me that they stay on top of everything. If I have a hemorrhage or something 

like that, they would be there quickly.” 

In addition, Participant 10, who regularly speaks English, preferred the hospital for emergency 

problems by stating: 

 “I had both of my children at the hospital because it’s just safe to be there for your  

children, because anything can happen a risk or an infection or something you are in the 

hospital, you are taken care of. The hospital you are in God’s, the doctors’,  

and the nurses’ hands, you know they’re there for you and that you are okay  

because stuff can happen but you are in the hospital so you know that you are safe.”  
 
 
Table 9  

Summary of Findings for Theme 1: Mitigating Problems and Safety Concerns  

 Number of occurrences (n=5) Percent of occurrences (n=15) 
1) Mitigating problems and 
safety 

5 33% 

 
 Treatment of patients. Another important theme associated with what it means to be 
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cared for was the treatment of patients. Table 10 displays the number of occurrences and percent of 

occurrences for Theme 2. This theme was associated with three subthemes, including being taken 

care of, being made to feel important, and having patience. Treatment of patients was mentioned 

more often in non-regular English speakers and married individuals, whereas the ability to 

mitigate problems was more often mentioned in regular English speakers. Being taken care of was 

mentioned equally across age groups, but patience was mentioned more frequently in younger 

individuals (age 20-29). The main theme and subtheme of being made to feel important was 

supported by comments from Participant 5, who does not speak English regularly:  

“I liked to be at the hospital because I felt cared for and important and well taken care of 

more than in my country, way more.”  

Participant 12, who speaks English regularly and was one of the younger individuals, commented 

supporting patient treatment in regards to patience:  

“Yeah, I was just so moody and they were still being nice to me and patient. I appreciate 

their patience they had.” 

Table 10 

Summary of Findings for Theme 2: Treatment of Patients 

 Number of occurrences (n=8) Percent of occurrences (n=15) 
2) Treatment of patients 8 53% 
Subtheme: Being taken care 
of/assistance 

8 53% 

Subtheme: Made to feel 
important 

3 20% 

Subtheme: Patience 3 20% 
 

Research Question 3 

The third research question was, “What customs, practices, beliefs, or technology help 

Hispanic women give birth?” This research question examined how materials, beliefs, and 



 
 

   
 

72

technology influence the birthing processes. The researcher grouped themes under this question 

into the categories of customs, practices, beliefs, and technology.  

Customs, Practices, Beliefs, and Technology 

 Participants expressed themes about what they would like medical staff to know about 

rest, respect and cultural competency, medical expertise, and religion. Healing was also a theme 

that came up during analysis. Subthemes of medical expertise included having good training and 

providing information about patient concerns. Two participants mentioned healing, five 

mentioned medical expertise, three mentioned religion, and four mentioned respect and cultural 

competency as significant themes. The tenet of Culture Care Theory that focuses on the influence 

of worldview, language, religious and social aspects of a culture on concepts and practices of care 

was supported by these themes. 

Modern medical expertise. Medical expertise was a major theme in patient preferences of 

what they would like medical staff to know. Table 10 displays the number of occurrences and 

percent of occurrences for this theme. Many participants felt that medical staff were trained well 

and needed to continue doing what they were doing. Participant 3, who speaks English regularly, 

supported the theme of trained staff with her response: 

“I thought that the nurses helped me a lot with learning about lactation and how to take care 

of the baby, tips that I didn’t know about like how to take care of the baby.” 

Medical expertise was mentioned in all age groups and equally in regular English-speaking and 

non-regular English-speaking individuals, but occurred the most frequently with individuals 

between the ages of 30 and 39. Good training was mentioned more frequently in older participants 

(age 30-39). Participant 5, who does not speak English regularly, discussed medical expertise: 

“The health practices here are much better and doctors and nurses are great, they don’t 
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need to learn anything else because they are going their job great.” 

One participant wanted medical staff to provide more information about patient concerns. 

Participant 13, who does not speak English regularly, discussed information about patient 

concerns and stated: 

“I would like doctors and nurses to investigate about cancer and about AIDS because it's 

going around and you need more research about it.” 

Participant 12 speaks English regularly, and discussed learning the importance of abstinence after 

having a baby from family and medical staff, stating: 

“Yeah, my grandma gave me 40 days before having more intimacy with my boyfriend and 

I waited 3 months. I wanted to make sure I was really healed because after I had my baby I 

was scared. I was, what if I stay like this? I was scared.” 

Table 11  

Summary of Findings for Theme 1: Medical Expertise 

 Number of occurrences (n=8) Percent of occurrences (n=15) 
1) Medical expertise 8 53% 
Subtheme: Good training 7 47% 
Subtheme: Providing 
information about patient 
concerns 

1 6% 

 
  

Respect and cultural competency. Respect and cultural competency was a significant 

theme for many participants. The number of occurrences and percent of occurrences for theme 2 is 

displayed in Table 12. Non-regular English speakers mentioned needs for cultural competency 

more frequently than regular English speakers. This is possibly due to experiences with language 

barriers and frustrations with medical staff not understanding patients. This theme was mentioned 

relatively equally among age groups. This theme was also mentioned more frequently in married 
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individuals. Participant 4 does not speak English regularly and discussed respect and cultural 

competence positively; when asked what she would like doctors and nurses to know more about, 

she stated: 

“They respect our practices, they know and value our practices and beliefs as Hispanics, 

they do respect it.” 

Table 12 

Summary of Findings for Theme 2: Respect and Cultural Competency  

 Number of occurrences (n=4) Percent of occurrences (n=15) 
2) Respect and cultural 
competency 

4 27% 

  

Religion. Religion was a theme mentioned by some participants. In Table 13, the number 

of occurrences and percent of occurrences is displayed for Theme 3. Religion was mentioned 

equally among age groups, married and unmarried individuals, and regular English speakers and 

non-regular English speakers. Patients expressed that they desired medical staff to understand their 

religious requests and respect their beliefs. Participant 6, who does not speak English regularly, 

supported the desire to have medical staff understand her religious request and beliefs stating: 

“I’d like nurses and doctors to know more about religion, for example praying 

before doing surgery on my baby boy and they insist a lot about birth control 

and I don’t think that’s okay to do. Yeah, because it’s not my religion to do that.”  

Religion was one of the few themes that was equally expressed among several demographic 

groups. Participant 8, who does not speak English regularly, supported this theme and stated: 

“I’m Catholic, so I would like a little bit more time to pray and be involved with my 

religion a little bit.” 
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Table 13  

Summary of Findings for Theme 3: Religion  

 Number of occurrences (n=4) Percent of occurrences (n=15) 
3) Religion 4 27% 

  

Research Question 4 

The fourth research question asked, “How do Hispanic women experience maternity care 

with hospital nursing staff?” In this question, the researcher analyzed relationships with medical 

staff, and grouped themes into three categories: experiences with staff assistance, experiences with 

comfort, and experiences with discomfort.  

Staff Assistance 

 Main themes, including bedside manners, care, imparting knowledge and helpful 

information, and support were observed related to perceptions of staff assistance. Taking initiative 

was another observed theme. Subthemes centering on assistance with the baby, assistance with 

medical procedures, timeliness, and well-being and needs were observed with the care theme. 

Three participants mentioned bedside manners, seven mentioned care, five mentioned imparting 

knowledge and helpful information, three mentioned support, and two mentioned taking initiative. 

These themes support the tenet of Culture Care Theory that suggest that beneficial care only occurs 

when cultural values are known and used appropriately and in meaningful ways. 

 Bedside manners. Bedside manners were mentioned by some participants. Good bedside 

manners were characterized by tone, personable mannerisms, positive outlook, and respect for 

patients. Table 14 displays the number of occurrences and percent of occurrences for this theme. 

Bedside manners were more often mentioned in younger participants (age 20-29). Participants 

stated that the nurses were often nice, helpful, and positive, and this put the participants at ease and 

helped during the birthing process. Participant 9, who speaks English regularly stated: 
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“They were really supportive. Nice. Making sure you were taken care of.” Participant 12, a 

regular English speaker, also supported this theme while describing her experience: 

“They were trying to keep me calm, because before I started pushing I was nervous and I 

was really scared for what I was going to go through, but they allowed my mom and my 

boyfriend and my grandma in there and they were just telling me to relax. I was just so 

nervous, and I just wanted the baby to get here already. They  

helped a lot.” 

Table 14  

Summary of Findings for Theme 1: Bedside Manners 

 Number of occurrences (n=3) Percent of occurrences (n=15) 
1) Bedside manners 3 20% 
 
 Care. Care was a significant theme described in participant experiences with the nursing 

staff. Table 15 displays the number of occurrences and percent of occurrences for this theme. 

Subthemes on assistance with the baby, assistance with medical procedures, timeliness, and 

well-being and needs were observed. Participant 9, who speaks English regularly, spoke positively 

in regards to the subtheme assistance with the baby: 

 “I came to the office and told them that I wanted to breastfeed so they called the 

lactation nurse and she supported me even before my baby was here. When I was 

there at the hospital to have my baby, she came back and I was fine with  

breastfeeding.” 

Participant 12, who speaks English regularly, shared her experience with a medical procedure: 

 “Yeah, I was induced because my blood pressure went up. They were trying to  

 keep me calm, because before I started pushing I was nervous and I was really  

 scared for what I was going to go through, but they allowed my mom and my  
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 boyfriend and my grandma in there and they were just telling me to relax. I was 

just so nervous. I just wanted to get there already. They helped a lot.” 

Well-being and needs were mentioned more often in individuals in the 30-39 age group and 

timeliness was more frequently mentioned in younger individuals (age 20-29). Care themes were 

more often expressed in regular English-speaking participants than non-regular English-speaking 

participants. Care themes were also more often expressed in participants that had been living in the 

United States for a longer period of time. Participant 2, a non-regular English speaker, described 

themes of care and subthemes of timeliness and well-being: 

“When I felt cold, the blankets were right there the next second. I felt that everything that 

was asked for was taken care of in a very timely manner and they were showing genuine 

care.” 

Table 15 

Summary of Findings for Theme 2: Care  

 Number of occurrences (n=8) Percent of occurrences (n=15) 
2) Care 8 53% 
Subtheme: Assistance with 
baby 

5 33% 

Subtheme: Assistance with 
medical procedures 

2 13% 

Subtheme: Timeliness 4 26% 
Subtheme: Well-being and 
needs 

8 53% 

 

 Imparting knowledge and helpful information. Many participants stated that imparting 

knowledge and helpful information was a significant theme. The number of occurrences and 

percent of occurrences for this theme are present in Table 16. Participants stated that it was helpful 

when medical staff provided them with knowledge and information on healing and taking care of 

the baby. Participant 6, who regularly speaks English, remarked about her healing process and 
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receiving information about how to take care of her baby: 

 “I learned about how to take care of the baby from the nurses. I couldn’t get up  

 because of my C-section and they changed the baby and helped me to the 

bathroom and with the medicine in a timely manner so it was great.” 

The providing knowledge and information theme was mentioned more frequently in regular 

English-speaking individuals. A higher number of participants with high school as the highest 

level of education received mentioned this theme. This was also more frequently mentioned with 

participants who had been living in the United States for 14 years or less. This theme was 

described in comments by Participant 3, a regular English speaker: 

“The nurses helped me a lot, they teach me how to lactate because I didn't know how to, 

they take me to the bathroom in a timely manner, bring me food and bathe me when I 

needed it.” 

Table 16  

Summary of Findings for Theme 3: Imparting Knowledge and Helpful Information  

 Number of occurrences (n=5) Percent of occurrences (n=15) 
3) Imparting knowledge and 
helpful information 

5 33% 

 

 Support. Support was a common theme for participants. Table 17 displays the number of 

occurrences and percent of occurrences for theme 4. Support was more often mentioned in regular 

English-speaking participants. Support was mentioned with various ages, marital status, education 

level, and length of time living in the United States. While care and well-being were themes more 

often mentioned in non-regular English speakers, themes of imparting knowledge and support 

were considered more significant to regular English speakers. Participant 4, who does speak 

English regularly, supported the care and well-being theme by stating: 
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“They helped me with everything that I asked and encourage me in everything that I did. 

Everything was great. There was nothing that made me feel uncomfortable.” 

Table 17  

Summary of Findings for Theme 4: Support  

 Number of occurrences (n=3) Percent of occurrences (n=15) 
4) Support 3 20% 

 

Comfort 

Main themes observed included bedside manners, care, and support. Subthemes of the care 

theme included comfort, well-being and needs, and timeliness. Subthemes of the support theme 

included encouragement, personalization, and safety. Five participants mentioned bedside 

manners, seven mentioned care, and five mentioned support. These themes similarly support the 

Culture Care Theory tenet centered on beneficial care occurring through appropriate and 

meaningful mechanisms. 

 Bedside manners. Bedside manners was a theme also mentioned in the context of 

comfort. Table 18 displays the number of occurrences and percent of occurrences for this theme. In 

this context, bedside manners was associated with friendliness and attentiveness. Bedside manners 

was mentioned more frequently in older individuals (age 30-39) and in married, non-regular 

English speakers. Participant 10, a regular English speaker, supported this theme in her comments: 

“The nurses were there to ask me how I was, every time to take care of the baby they were 

there all the time and taking well care of me that I had no complaints whatsoever.” 

Participant 13, a non-regular English speaker, also described her experiences and perceptions of 

comfort, stating that: 

“Nurses often asked how you're doing and if you're feeling okay, so as you feel taken care 

of because they ask several times.” 
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Table 18 

Summary of Findings for Theme 1: Bedside Manners 

 Number of occurrences (n=5) Percent of occurrences (n=15) 
1) Bedside manners 5 33% 
 

 Care. Care was a common theme expressed in participants. Table 19 displays the number 

of occurrences and percent of occurrences for theme 2. Subthemes of the care theme included 

comfort, well-being and needs, and timeliness. Timeliness was mentioned more often in younger 

individuals (age 20-29) and married individuals, whereas comfort and well-being were mentioned 

relatively equally among age groups, regular English-speaking, and length of time living in the 

United States. The care theme was generally more common among non-regular English speaking 

individuals. Participant 5’s comments, as a non-regular English speaker, supported this theme:  

“I felt taken care of when my baby was coming. Well it turned out great because the baby 

was coming very fast and I felt that I was taken care for.” 

 

Table 19 

Summary of Findings for Theme 2: Care 

 Number of occurrences (n=10) Percent of occurrences (n=15) 
2) Care 10 67% 
Subtheme: Comfort 3 20% 
Subtheme: Well-being and 
needs 

10 67% 

Subtheme: Timeliness 5 33% 
  

Support. Support was a common theme observed during data analysis. Subthemes of 

encouragement, personalization, and safety were observed in the main theme. Table 20 displays 

the number of occurrences and percent of occurrences for Theme 3. Encouragement centered on 
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making patients feel valued, personalization involved special accommodations made to make 

patients feel comfortable and cared for, and safety involved reassuring patients that everything 

would be find and that the hospital staff are capable of mitigating problems if needed. Support was 

mentioned more frequently in older individuals (age 30-39) and in married individuals, but was 

relatively equal among educational status. Encouragement was more significant in older 

individuals (age 30-39) and in non-regular English speakers. Participant 9 speaks English 

regularly and described themes of support in her comments: 

“When I had my third child they give me a little card that all the nurses that were in there in 

labor with me gave me, saying that it was really nice to work with me probably because I 

wasn't screaming. That’s one thing that I remember that they did special. Other than that 

just being really attentive, like when I say I'm cold they got me a blanket, really nice, 

making sure that you had your water, and you weren't in pain.” 

Participant 15, a non-regular English speaker, also supported this theme by stating: 

“They are very patient and very nice and very supportive. My baby couldn't grab the nipple 

to drink milk and it was hard for her and made her very fussy, so the nurse helped me 

through the process of how to do it.” 

Participant 1, a non-regular English speaker, supported this theme, but also placed value on the 

quality of care received: 

“There was a lot of support from doctors and nurses because all the times I had to go to the 

hospital, I had to go alone. All the help that I got while I was there was very valuable to 

me.” 

Table 20 

Summary of Findings for Theme 3: Support 
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 Number of occurrences (n=5) Percent of occurrences (n=15) 
3) Support 5 33% 
Subtheme: Encouragement 5 33% 
Subtheme: Personalization 1 6% 
Subtheme: Safety 1 6% 

 

Discomfort 

The main themes reported when analyzing discomfort were the feeling of adequate care 

(no discomfort) and experiencing bad bedside manners. Doctors being less supportive and 

attentive, and a lack of respect for patient wishes were other themes observed. Nine participants 

reported feeling they received adequate care, two reported experiencing bad bedside manners, one 

reported doctors being less supportive and attentive, and one reported a lack of respect for patient’s 

wishes. These final three themes mentioned supported the Culture Care Theory tenet that stated 

that when care fails to align with patient beliefs and values, resulting stress and moral concerns 

may occur. 

 Adequate care. Feelings of receiving adequate care were expressed in several participants. 

Table 21 displays the number of occurrences and percent of occurrences for this theme. Many felt 

that they had no complaints or concerns about the medical staff and the quality of care they were 

receiving. Non-regular English speakers reported adequate care more frequently than regular 

English speakers. Adequate care was also reported more often in married and older individuals 

(age 30-39). Participant 9, a regular English-speaker, supported this theme, stating: 

“Nothing really bad happened to me. They are really nice with everything that they do. 

They love their job, so they really treat you good. I haven't had no bad experience. I have 

heard people that complained but me personally no, they did pretty good.” 

Participant 4, who does not regularly speak English, supported this theme with her response:  

“The nurses, they care about you because I thought it was going to be awful but the 
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attention from everybody was amazing and they treated me great.” 

Table 21  

Summary of Findings for Theme 1: Adequate Care 

 Number of occurrences (n=9) Percent of occurrences (n=15) 
1) Feelings of receiving 
adequate care 

9 60% 

 
 Bad bedside manners. Bad bedside manners were reported in some participants. Table 22 

displays the number of occurrences and percent of occurrences for this theme. Whereas 

non-regular English speakers mentioned feeling their care was adequate more often, regular 

English speakers more frequently mentioned experiencing bad bedside manners. Bad bedside 

manners, in this context, were associated with rudeness and strictness. Participant 3, who speaks 

English regularly, expanded on this, stating: 

“The nurses come and whatever they do they're in a hurry or with bad temper. Not all of 

them are that way but I experienced that some nurses come out with an attitude that they 

shouldn't have because they're maybe stressed out or something like that.” 

Participant 12, who speaks English regularly, supported this theme in her comments: 

“It was just one time that all of my friends came at once from my neighborhood and they 

came to see me and I guess it's part of their rules that not a lot of people are allowed in the 

room and one of the nurses just said it, in a rude way but I was tired, Yeah, I said you can 

just get out and come see me later.’ That was just it, I guess it was part of the rules, we 

didn't know.” 

Table 22 

Summary of Findings for Theme 2: Bad Bedside Manners 

 Number of occurrences (n=2) Percent of occurrences (n=15) 
2) Bad bedside manners 2 13% 
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Research Question 5 

The fifth research question asked, “How do birth experiences in Hispanic women differ 

over time?” In this question, the researcher analyzed the participants’ birthing experiences with 

multiple pregnancies over time. The researcher grouped the themes into the category of variation 

in birth experiences.  

Variation in Birth Experiences 

Main themes observed included experiencing different levels of care or experiencing no 

difference in care. Subthemes of the levels of care theme included attentiveness, bedside manners, 

medical expertise, and translation problems. Four participants reported experiencing different 

levels of care while six reported experiencing no differences in care. These themes were congruent 

with the theoretical tenet of Culture Care Theory that cultural contexts had an impact on the 

knowledge and experiences of care by individuals in a particular community. 

 Different levels of care. Several participants mentioned experiencing different levels of 

care among different birthing experiences. Table 23 displays the number of occurrences and 

percent of occurrences for levels of care. Different levels of care were reported relatively equally 

among age groups. Non-regular English speakers more frequently mentioned experiencing 

differences in bedside manners than regular English speakers, but this was equal among age 

groups, length of time living in the United States, education level, and marital status. Translation 

problems were reported in both regular English speakers and non-regular English speakers. 

Participant 6, a regular English speaker, expanded on this theme stating: 

“I think we need more Spanish speaking staff because sometimes the nurses that don't 

speak the language they get irritated because they don't understand and then they use the 



 
 

   
 

85

telephone line to speak Spanish and it takes a long time, so I think maybe a bit more staff to 

speak the language.” 

Participant 13, a non-regular English speaker, similarly mentioned issues with translation:  

“More translators or people that speak Spanish in the hospital are needed because it's a real 

need and there's not as many people.” 

Participant 3, a regular English speaker, summarized the experience of having different levels of 

care stating: 

“I feel that there's two types of nurses, they're rough and bad and everything, and there's 

some that are sweet and really take care of you and they're really nice. All of my experience 

has been like that, you get real good nurses or just regular, like, bad attitude. Yeah.” 

 

 

Table 23  

Summary of Findings for Theme 1: Different Levels of Care 

 Number of occurrences (n=4) Percent of occurrences (n=15) 
1) Experiences of different 
levels of care 

4 27% 

Subtheme: Bedside manners 2 13% 
Subtheme: Translation 
problems 

2 13% 

 

No difference in care. No difference in care was commonly reported in the participants. 

Table 24 displays the number of occurrences and percent of occurrences for this theme. 

Experiencing no difference in care was relatively equal among non-regular and regular English 

speakers, but was more frequently observed in individuals that were married, who have lived in the 

United States longer, and belonging to the age group of 30 to 39. Participant 2, who does not speak 
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English regularly, supported this theme stating:  

“I’m lucky and glad that with both of my pregnancies the nurses were amazing. They asked 

to help me go to the bathroom and walk but I never felt forced or coerced in any way. I felt 

a lot of encouragement. The second baby, she was C-section and the second day I was 

walking so I felt a lot of compliments from the nurses and a lot of encouragement ... 

amazing experience every time the nurses have been amazing and I have no complaints 

whatsoever about my experience.” 

Table 24 

Summary of Findings for Theme 2: No Difference in Care 

 Number of occurrences (n=6) Percent of occurrences (n=15) 
2) No difference in care 6 40% 
 

Summary 

This study revealed several different birthing experiences for Hispanic women in the 

United States. A positive finding from the participants was that most of them reported their 

experiences with their nursing care positively. This was a much different finding than was 

published in the earlier literature. This finding indicated the focus on cultural care in nursing 

curriculums for the past few years could have made a positive impact. However, there is work still 

to perform with the Hispanic population. There is a continued need to focus on Hispanic health 

beliefs and practices in nursing curriculums. In addition, other themes identified in this study 

should be included in nursing curriculums of maternity patients. Three of the Hispanic participants 

mentioned the significance of making healthy decisions for 40 days after delivery. The importance 

of this time-frame should be included in the curriculum as well as Hispanic practices about staying 

covered and warm for lactation purposes passed down for generations.  

The findings meshed well with Leininger’s Culture Care Theory. According to Leininger, 
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if nurses were knowledgeable about the cultural beliefs and practices of clients, they could apply 

various cultural care modalities to make the clients satisfied with the care. Because of the inclusion 

of cultural care in nursing curriculums for the past few years, nurses could have become 

well-versed in the needs of the Hispanics and therefore would be able to either just preserve and 

maintain culture care, accommodate their patients’ needs, or restructure their care practices. These 

are the three modalities posited by Leininger (2012) under the Culture Care Theory.  

The findings also further supported Leininger’s (2012) theory, that every person lives and 

dies within a cultural frame of reference, which is comprised of specific cultural values, 

worldviews, social structure, language uses, ethno history, environments, and healthcare systems. 

Each culture has its own lay-care system, which corresponds to its cultural frame of reference. 

Professional nurses, on the other hand, represent the values of the professional healthcare system. 

When the two values meet without conflict, patient care received would be satisfying and more 

effective.  

The most significant differences in themes and perceptions in the study occurred in regular 

and non-regular English speakers and younger and older age groups. For non-regular English 

speakers, concerns about the future, patient treatment, modernity, respect and cultural 

competency, and well-being were important themes. For regular English speakers, mitigating 

problems and safety concerns, imparting knowledge and helpful information, support, and bedside 

manners were the most important themes. Concerns about the future and opportunities for 

children, concerns about medical expertise and training, mitigating problems and safety, comfort, 

well-being, and experiencing no differences in care among multiple pregnancies were expressed 

more often in older individuals. Younger individuals (age 20 to 29) more frequently mentioned 

concerns about lactation, rest and healing, patience, bedside manners, timeliness, and experienced 
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different levels of care among multiple pregnancies. Religion and respect and cultural competency 

were deemed significant among all age groups.  

Results from Phase II interviews yielded no new information with participants agreeing 

with findings and identifying themselves with either the older or younger age groups. It is 

important to note that the Phase II interviewees seemed apprehensive on the phone, due to possible 

issues with immigration status. This research sheds light on perceptions of care, birthing 

processes, and experiences with nursing and medical staff by Hispanic maternity patients. The 

information obtained in this study can be used to assist nursing faculty in the development of a 

humanistic and culturally competent maternity nursing curriculum which includes Hispanic 

American maternity patients. A more inclusive and culturally competent curriculum is important 

to maintain the health and well-being of Hispanic communities within the United States.  

It was evident the different aspects of the Culture Care Theory related to cultural caring in 

the Hispanic American maternity patients. The participants mentioned technology, family 

practices, the impact of language barriers upon healthcare, and religious practices, which were 

elements, displayed in Leininger’s Sunrise Enabler Model. The findings of the study were 

congruent with Leininger’s model and relevant to the Hispanic American maternity patient. 
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CHAPTER 5: DISCUSSION OF FINDINGS 

Introduction 

 The purpose of this chapter is to review and discuss the study findings as they related to 

the current body of literature. In this chapter, the researcher discusses the implications, limitations, 

and recommendations based upon the current findings as they related to culturally sensitive 

education. The researcher will also present a summary of data analysis as it related to the research 

questions of the study, and will conclude with recommendations for future research and nursing 

education.  

The purpose of this qualitative study was to identify culturally sensitive caring behaviors of 

professional nurses from the perspective of Hispanic American maternity patients 2 to 4 weeks 

post-discharge. The significance of this study was to identify patients’ perceptions of nurse caring 

behaviors that emphasized culturally competent care so nursing curriculum would be enhanced. 

 Recent changes in the ethnic composition of the population of the U.S. have posed great 

challenges for healthcare institutions and healthcare providers. Seright (2012) pointed out that 

many healthcare providers serving formerly homogeneous populations now provide care for 

culturally and linguistically different groups who have different health beliefs and practices than 

providers’ usual patients. According to Dossey et al. (2013), culture accounts for differences in 

behaviors such as diet and exercise, including what behaviors the client engages in to restore 

health and remain healthy. Seright (2012) contended that nurses and other healthcare providers 

needed better training in how peoples’ cultural perceptions could affected their approach and 
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responses to healthcare. The provision of culturally competent healthcare—healthcare that takes 

into account issues related to the cultural context of individuals, their families, and 

communities—is more imperative than ever. Leonard (2010) maintained that the provision of 

culturally competent healthcare results in client empowerment, decreased client anxiety, better 

utilization of healthcare services, improvement of the health status of the client population, and 

increased overall client satisfaction. 

Officials at OMH (2013) have recognized the need for cultural caring in minority groups. 

These officials believed that it was necessary to move toward a national consensus regarding 

cultural and linguistic caring by providing better guidance for healthcare organizations and 

providers on how to respond to an increasingly culturally diverse clientele. The OMH (2013) 

issued recommendations for 14 national standards for culturally and linguistically appropriate 

services (CLAS) in healthcare. Although these standards focused on organizations, they are 

applicable to individual providers and other groups as well. Educators from healthcare 

professions, training institutions, as well as legal and social services professions, needed to 

incorporate these standards into their curricula (OMH, 2013). 

McCloskey (2014) pointed out that not only is the population changing, but so was the way 

that the healthcare is delivered in the U.S. More healthcare services are available in the home than 

in previous years. This practice called for greater understanding of the cultural background of 

clients and their families. Liu et al. (2011) agreed that cultural caring was imperative when nurses 

provided care in the home, especially since they were guests of their patients and had to adhere to 

the patient’s values and lifestyle—in contrast to hospital settings, where patients abided by the 

rules of the agencies. Thus, the need for qualified, culturally competent, caring healthcare 

professionals has increased both in private residences and in healthcare institutions. 
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Researchers have emphasized caring as a critical behavior for professional nursing. The 

American Association of Colleges of Nursing (AACN) (2011) stated that a baccalaureate 

curriculum must contain content that prepares the nursing student to “engage in caring and healing 

techniques that promote a therapeutic nurse-patient relationship” (p. 32). The delivery of culturally 

sensitive care forms another component of caring nursing behaviors. Many government agencies 

and professional organizations began to include measures in their policies and procedures of 

operations to improve the interaction between the agency/organization and members of culturally 

diverse groups. Nursing as a profession, and nursing education in particular, began to include 

safeguards to ensure that patient care also included providing culturally sensitive care. In 1986, the 

American Nurses Association (ANA) issued its first intention to strengthen cultural diversity 

programs in nursing (Lowe & Archibald, 2009).  

According to the U.S. Department of Health and Human Services (2010), the racial and 

ethnic distribution of the registered nurse (RN) population varies substantially from that of the 

U.S. population as a whole. Hispanics, Blacks, and American Indians/ Alaskan Natives remained 

underrepresented in the RN population. Seright (2012) stated that the healthcare system contained 

a predominantly Caucasian population of Northern European origin and philosophy, and suited the 

individualistic nature of American society. Thus, ideas held by the predominant number of nurses 

regarding how to demonstrate quality caring reside from the beliefs of the healthcare system’s 

creators. These beliefs and values were not compatible with those of the increasingly 

non-European population in America. Caring for this increasingly multiethnic and multicultural 

clientele inevitably posed challenges for healthcare providers, and required sensitivity to the 

diversity of clients and the provision of care that is culturally competent. Leininger (1991), a 

leading specialist in cultural caring in nursing, has long contended that “cultural beliefs, values, 
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norms, and patterns of caring had a powerful influence on human survival, growth, illness states, 

health, and well-being” (p. 36).  

Examination of the literature supported the need for more culturally competent healthcare 

providers; therefore, a gap in the literature inferred necessity for more research to improve cultural 

competence in nursing (Seright, 2012). Conducting research involving the lived experiences of 

Hispanic American maternity patients, which examined the cultural caring behaviors of 

professional nurses helped to close a curriculum gap in nursing education. These findings would 

aid nurses to become more culturally competent in their Hispanic American maternity patients’ 

care.  

There was a paucity of information regarding patients’ perceptions of culturally competent 

care. The information gained from this study would aid in enhancing a culturally competent 

maternity care curriculum and patient centered design for Hispanic American maternity patients. 

The main research question that guided this study was, “What are the lived experiences of 

Hispanic maternity patients regarding their hospital stay during the birthing process through 

discharge from the hospital?” The researcher discussed the specific questions asked during the 

semi-structured interviews in the section on the interpretation of the findings. Furthermore, the 

discussion of the implications of the findings included an examination of the three modalities of 

Leininger’s Culture Care Theory as they correlated with the findings. 

Interpretation of the Findings 

Question 1. “How does giving birth in the United States differ from other places?” 

The participants’ responses resulted in several symbolic themes regarding the birthing experience 

in the U.S. Themes regarding the future of children in the U.S. were common in the participants, 

where opportunities for success for both parents and children surfaced. Other main themes 
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included better medical care, treatment of patients, differences in care between the U.S. and other 

countries, and comfort. The different themes and subthemes of Research Question 1 generally 

confirmed previous studies done in the medical area regarding differences in care rendered 

between the U.S. and other countries, although these researchers did not always address nurses and 

were not always qualitative. 

Better future. The inclusion of expectations for the future and the importance of their 

children speaking English in the participants’ replies were interesting, since the question focused 

on birthing experiences in the U.S. It served to illustrate the expectations and hopes of mothers 

regarding their newborn babies’ future, and as such, formed a close link to the birth experience 

itself. 

Better medical care. The participants’ expression of trust in the medical staff was in 

contrast with the study of Stepanikova et al. (2006), who examined if racial disparities existed in 

patients’ level of trust in their physicians. Through a survey that measured trust levels, findings 

revealed that minority users of healthcare services had lesser trust levels. The findings of the 

current study indicated that the participants trusted the medical staff.  

Treatment of patients. Participants who did not speak English regularly mentioned 

treatment of patients as an important factor more often. In a breastfeeding project with 

African-American mothers in a low-income group, Cricco-Lizza (2006) found that the personal 

and sensitive care of the facilitators resulted in the adoption of breastfeeding by the mothers. In a 

study related to the personal manner (courtesy, respect, and sensitivity) of physicians, participants 

indicated they were more satisfied when they participated in decision making and the physician 

treated them in a caring manner (Cooper-Patrick et al., 1999). Although it was clear from the 

literature study that the treatment of patients was crucial when dealing with immigrants, studies 
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used different terms and descriptions for this phenomenon including personal manner in the 

Cooper-Patrick et al. (1999) study and interpersonal styles in the study of Cricco-Lizza (2006). 

This made comparisons difficult, since the authors included different aspects when describing the 

phenomena. The findings of the current study indicated that the participants were mostly satisfied 

with the manner they were treated and in agreement with other studies, the participants also rated 

treatment as important (Cooper-Patrick, 1999; Cricco-Lizzo, 2006). 

Question 2. “How do Hispanic women define care while giving birth?” This question 

focused on how participants connect with their bodies, care for their bodies, and experienced 

bodily care. Themes fell into two categories: experiences with customs and practices and meaning 

of care. The themes included experiences with customs and practices and the meaning of care. 

Customs and practices. Different studies were found that focused on immigrants that 

were African American (Cooper-Patrick et al., 1999; Perloff et al., 2006), Chinese (Chun et al., 

2011; Ng et al., 2012), and Spanish (Fernandez et al., 2004). These studies differed not only 

regarding the nationality of the subject, but also in terms of methodology and primary focus (i.e., 

diabetes management and language proficiency of the physicians). The researcher could not find 

studies that focused on customs and belief systems about health practices, pregnancy, and birth of 

the various immigrant groups. The current study found that the 20-28 year old group especially 

emphasized the importance of their customs, mentioning some beliefs regarding breast feeding 

and extending knowledge about Hispanic American maternity patients’ customs and beliefs. 

Meaning of care. The care concept was widely researched, as it was crucial to the medical 

profession and especially to nursing. Several subthemes occurred in this study related to meaning 

of care. These included: physicians’ level of involvement and accessibility, mitigation of safety, 

respect for the patients’ decisions, and discussion of patient treatment. The participants referred to 
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patient treatment as being taken care of, being made to feel important, and providers’ patience 

during care. When patients perceived that their healthcare providers were being insensitive to their 

cultures, it led to perceptions of poor quality care. It also led to decreased trust in the services they 

received and their service providers (Gabrysch & Campbell, 2009). Participants in the current 

study commented positively on the manner they were treated., which supported the findings of 

Gabrysch and Campbell (2009). They also found the majority of their participants trusted the 

medical services provided in the U.S.  

Treatment of patients. The participants regarded culturally sensitive care and comfort 

measures as important. Leininger (2007) wrote that care was a phenomenon that needed 

understanding in order to guide nurses’ actions. The Culture Care Theory of Leininger (2007) 

originated from the belief that “care is the essence of nursing and the central, dominant, and 

unifying focus of nursing” (Leininger, 2007, p. 35); this holistic approach focused on the care that 

promoted the health and well-being of people.  

Question 3. “What customs, practices, beliefs, or technology helped Hispanic women 

give birth?” This research question aimed to examine how materials, beliefs, and technology 

influenced the birthing process. Themes fell into the category of customs, practices, beliefs, and 

technology. 

Customs, practices, beliefs, and technology. Participants expressed themes about 

cultural competency, medical expertise, and religion. Cultural competence was essential in 

nursing, as nurses were at the forefront of providing care to clients at the bedside and in the 

community (Bau, 2007). Suh (2009) found that attributes of cultural competence in nursing 

included ability, openness, and flexibility. Participants in the current study also included the 

importance of medical expertise as well as the need for nurses to provide information to address 
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patient concerns. The inclusion of religious needs in the replies of the participants served as an 

extension of knowledge as previous studies did not include this notion. 

Question 4. “How do Hispanic women experience maternity care with hospital 

nursing staff?” In this question, the researcher analyzed the participants’ relationships with 

healthcare staff. Themes included experiences with staff assistance, experiences with comfort, and 

experiences with discomfort. The participants included assistance with the baby, explanation of 

medical procedures, timeliness, bedside manners, and support under the theme of staff assistance. 

Comfort included encouragement and positivity of the nurses, as well as attending to their 

well-being, whereas discomfort referred to rudeness, not spending adequate time with the patient, 

and impatience. Leininger (2007) indicated that nurses must understand comfort in a cultural 

context to provide adequate culture care.  

Question 5. “How do birth experiences in Hispanic American women differ over 

time?” The question about birthing experiences with multiple pregnancies over time elicited two 

kinds of responses. These responses included either different levels of care, or that they 

experienced no differences. 

When exploring different levels of care, participants remarked on the language barriers and 

availability of translator services. Some participants indicated that better availability of translation 

services would serve to decrease their nurses’ frustration levels. Hicks et al. (2011) indicated that 

the satisfaction levels with the healthcare service Blacks and Hispanics received were affected by 

the existence and accessibility of translators, as well as the attitudes of the social workers and 

nursing staff who attended to them. The participants divided nurses in two categories: those who 

were empathetic and caring versus those who were rude and impatient.  
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Implications of the Findings 

Question 1. The participants’ experience with birth in different geographical places in 

comparison to the U.S. was the focus of this question. An analysis of the themes revealed that the 

participants perceived the U.S. experience as better. This was in terms of medical care 

(infrastructure of healthcare), treatment and comfort (in terms of cultural acceptance) and, 

interestingly, future opportunities, although this was not part of the question. The findings 

indicated high levels of trust in the U.S. healthcare system and expertise of the medical staff, 

including nurses.  

According to Leininger’s (2001) Culture Care Theory and Sunrise Model, congruent 

culture care is influenced by cultural care accommodation and/or negotiation to meet the clients’ 

needs. The prevailing themes of better future and better medical care demonstrated the congruency 

of the Hispanic American maternity patients’ value systems intertwining with the professional 

value systems in the provision of care. As nurses provided culture care in their practice, the levels 

of trust would continue to be positive in nature.  

Question 2. The question about customs and practices during the birthing process also 

focused on how participants connected with their bodies, cared for their bodies, and experienced 

bodily care. Participants expressed concerns about safety and linked it with modernity revealing 

the perception that modern facilities provided more safety in terms of healthcare and medical 

expertise. Leininger (2007) described the need to facilitate the maintenance of health and 

well-being. From the participants’ perspective, modern practices were able to easily facilitate and 

maintain health. Customs concerning recovery after childbirth and lactation were revealed, 

especially by the younger group of participants (20-28). These customs included beliefs on 

covering and staying warm, health and diet, lactation, and adequate periods of rest. These findings 
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pointed to the importance of in-depth knowledge of the healthcare customs and beliefs of the 

various immigrant groups in the U.S. to ensure satisfactory healthcare. Not only would customs 

and beliefs be included in curricula of nurses and other medical care providers, but office staff 

would also receive culturally sensitive training to ensure that the total healthcare experience of 

immigrants was positive. Kaplan et al. (2006) discussed the centrality of cultural knowledge and 

cultural respect, and found that disrespect, undervalue, stigmatization, stereotype, humiliation, and 

mistreatment by providers and office staff resulted in mistrust and in a reluctance to seek care. 

Question 3. The question about how Hispanic American women perceived materials, 

beliefs, and technology influence birthing processes elicited responses regarding medical expertise 

and especially cultural medical expertise, including respect for cultural customs and values. 

Leininger claimed that if nurses were knowledgeable about the cultural beliefs and practices of 

clients, they could apply various cultural care modalities to make the clients satisfied with the care. 

If nurses were informed about the healthcare needs of the Hispanic American maternity patients, 

they would be able to preserve and maintain culture care, accommodate their patients’ needs, or 

restructure their care practices depending on what their patients wanted and needed. These were 

the three modalities posited by Leininger (2012) under the Culture Care Theory.  

Question 4. This question explored the relationship experiences of Hispanic American 

women with hospital staff. The findings were overall positive, resulting in positive themes about 

the participants’ perceptions. Leininger (1991) found that the concepts of care and cultural care 

and comfort were related to adherence to medical treatment, recovery, and seeking healthcare. 

Since this study’s participants’ responses about their cultural care were primarily positive, they 

would possibly be more adherent to prescribed treatments and health teaching.  

Question 5. The final question addressed experiences with multiple births over time. The 
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participants noted that they experienced a difference in care with different deliveries. These 

include differences in attentiveness, bedside manners, medical expertise, and translation problems. 

Leininger’s model depicted the influences of care expressions as demonstrated by health practices 

and patterns. The repeated inclusion of these subthemes served to emphasize their importance to 

the participants. 

The Culture Care Model was relevant to the cultural caring experience of Hispanic 

American maternity patients. The participants emphasized concepts such as technological factors, 

religious factors, and cultural values. The themes and subthemes identified by the researcher 

confirmed the importance of cultural caring in the provision of care in the Hispanic American 

maternity patient as well as demonstrated congruency between the research findings and 

Leininger’s Sunrise Enabler Model for Culture Care. 

Limitations of the Study 

There were limitations to this study that future studies could address. The study focused on 

a small geographical area and included a small sample size, which was in keeping with the 

guidelines for phenomenological research. However, generalization of findings to other Hispanic 

American maternity patients or other groups would not be possible, thus influencing the external 

validity of the study. However, a strength of this study was the focus on Hispanic American 

maternity patients, and this type of research focusing on this population group was not included in 

the literature. 

In describing the inclusion criteria, participants were: (a) Hispanic American females 

between 20 and 35 years old who participated in the WIC program, who were (b) 

English-speaking, (c) delivered a live baby, (d) were 2-4 weeks post discharge, and (e) were 

willing to participate in the study. During the analysis of the findings, it was evident that the group 
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was more homogeneous than anticipated. The age groups of 20-28 year olds and 30-35 year olds 

differed in their responses. Other differences included regular and non-regular English users, 

length of stay in the U.S., and being married versus single. Future researchers could keep these 

variables in mind when selecting participants for more focused research if the desire was to 

maintain more uniform or homogeneous participants. 

Since the participants frequently commented on communication style and language 

barriers, it was important to achieve trustworthiness and good communication by insuring that the 

translator was proficient in both English and Spanish. It was also crucial to utilize the same 

translator, as different translations and communication styles could influence the responses of the 

participants. The researcher was concerned that when addressing non-regular English speaking 

participants that their level of English proficiency would impact or restrict their responses, which 

would limit the richness of their responses. For future investigators conducting cultural care 

studies, the researcher would recommend language fluency in the participants’ language to 

promote rich responses. 

The researcher assumed that the participants provided their honest opinions during the 

interviews. The researcher discovered during the telephonic interviews that the participants might 

not have provided negative responses due to fear of immigration or their concern that their medical 

services would terminate as a result. The researcher inferred this assumption because the 

participants repeatedly asked if the researcher was associated with the department of immigration. 

It was therefore not clear to what degree the participants were truthful in their responses during the 

interviews. 

Recommendation for Nursing Education 

 The current study confirmed the importance of respect for cultural differences, which 
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supported courses in cultural competency as a core aspect of nursing curriculum. The findings 

obtained in this study would be used to successfully assist nursing schools to develop nursing 

students, who were culturally competent to maintain the health and well-being of Hispanic 

American maternity patients within the U.S. The participants in the study expressed a need for a 

clear explanation of medical procedures, which emphasized the importance of language 

proficiency and appropriate translation services for nurses and other healthcare providers. Medical 

language courses included in nursing curriculum with possible cultural immersion courses was 

indicated due to the large Hispanic population and the need for more Spanish speaking nurses. 

Culturally congruent communication relied on an understanding and respect for the particular 

culture. Therefore, the author recommended that nursing schools included more focus on 

establishing therapeutic relationships with different population groups. Each nursing course would 

focus on cultural practice, beliefs, and the importance of culturally appropriate communication 

when providing care to different population groups. 

Recommendations for Future Research 

The research findings included beliefs and customs of Hispanic American women about 

delivery and lactation. Participants mentioned beliefs and customs regarding delivery and lactation 

more than once, leading the researcher to assume that these factors were important in the Hispanic 

culture. There was a need to determine culturally sensitive caring behaviors, customs of 

professional nurses from the perspective of Hispanic American maternity patients. This need 

likely existed for all immigrant groups in the United States. Based on the reviewed literature, 

similar culturally sensitive caring behaviors of professional nurses research is necessary for other 

population groups.  

This study found differences between participants who spoke English regularly as opposed 
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to those who were non-regular English speakers. There was also a difference in the perceptions 

between participants who lived longer in the U.S. and those who had moved to the U.S. more 

recently. Future studies should address the effects of acculturation and English proficiency of 

different immigrant groups. Chun et al. (2011) found that acculturation influenced patients’ 

management of diabetes. Studies on the effects of acculturation should include the whole spectrum 

of immigrant groups as well as different illnesses, genders, and age groups to ensure in-depth 

understanding of this phenomenon. 

Phenomenological studies provided rich descriptive texts and were useful when studying 

complex issues like perceptions. A mixture of qualitative and quantitative studies would possibly 

provide results that the researcher could generalize to a larger population. This generalizability 

would better influence policy makers. 

Previous research indicated a sensitive and empathetic communication style led to 

adoption of breastfeeding in a group of African-American mothers (Cricco-Lizza, 2006). Given 

the centrality of translators in the healthcare field and the important role they played in eliciting 

personal responses from immigrant patients, researchers could investigate the effectiveness of 

different communication styles with Hispanic American maternity patients.  

Summary and Conclusions 

The purpose of this study was to identify culturally sensitive behaviors of professional 

nurses from the perspective of Hispanic American maternity patients 2-4 weeks post-discharge, 

and to determine which cultural behaviors of the nurses needed improvement. Furthermore, the 

researcher intended to determine the current cultural care content needed in nurses’ training to 

enhance culturally sensitive nursing care. Researchers could use the findings of this study to 

improve maternity care curricula to include more culturally competent content related to Hispanic 
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American maternity patients. The importance of this study was to identify patients’ perceptions of 

nurse caring behaviors that emphasized culturally competent care. The current researcher noted 

that there was a paucity of information regarding patients’ perceptions of culturally competent care 

and this study would help to fill a gap in the literature. 

The results of the analysis of the one-on-one interviews indicated that the Hispanic 

American patients were mostly satisfied with the level of care they received from their nurses. 

Participants indicated that they trusted the U.S. healthcare system, the medical staff, and their 

nurses. This finding was important as a previous study found that patients’ level of trust was 

associated with adherence to treatment and seeking medical advice (Thom et al., 1999).  

There were some indications of dissatisfaction with bad bedside manners and comments on 

nurses always being in a hurry, bad-tempered, and even rude. These behaviors would erode the 

work done by more caring nurses with the participants. However, any patient could have similar 

differences in the nurses’ bedside manners during their provision of care. Therefore, nursing 

curricula could better emphasize the importance of good bedside manners to meet all patients’ 

needs, since this contributes to better patient adherence. 

The participants revealed different customs and beliefs regarding postpartum care and 

lactation, as well as the need to participate in religious activities during their stay in the hospital. 

Hispanic American maternity patients’ postpartum, lactation, and religious beliefs and customs 

would also be included in the training curricula of nurses. Other suggestions for nursing 

curriculum included language courses for Hispanic patients due to the large population and the 

lack of Hispanic nurses currently in the United States. 

 Care encompassed many behaviors including the humanistic aspects of empathy, 

sensitivity, cultural awareness and respect and was indicated as pivotal to nursing. Nurses formed 
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close relationship with patients, which aided in the speedy recovery and adherence to treatment. 

The already large and growing immigrant population in the U.S. necessitated increased levels of 

cultural sensitivity, language competency, interpersonal communication style and good bedside 

manners to serve these population groups adequately. Nursing curriculums must focus on cultural 

differences in care and beliefs to best serve all of our population groups. 

As noted by the participants, the concepts in Leininger’s Sunrise Enabler Model for 

Cultural Care were relevant to their cultural care experience as Hispanic American maternity 

patients. As depicted in the model, worldview concepts, which included cultural and social 

dimensions such as technological factors, religious factors, kinship, legal factors, educational 

factors, and cultural values were all mentioned in participant’s interviews in the study. In addition, 

the families as well as the nursing care provided affected the participants’ perception of cultural 

caring by nurses. Based on the findings of the study and the congruence with Leininger’s model, 

nurse educators would need to recognize the importance of these concepts in providing culturally 

congruent nursing education for the health and well-being in the Hispanic American maternity 

patients.
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APPENDIX A 

UNIVERSITY OF ALABAMA 

HUMAN RESEARCH PROTECTION PROGRAM 

 

UNIVERSITY OF ALABAMA 

Individual’s Consent to be in a Research Study 

 
Your participation in a research study, called “Understanding the Lived Experiences of the 
Hispanic Maternity Patient” is requested. This study is conducted by Andraa’ Perrin, MSN, RN. 
She is a doctoral student in the College of Education and the Capstone College of Nursing at The 
University of Alabama. She is supervised by Dr. Melondie Carter. 
 

What is this study about? 

Nursing as a profession and nursing education in particular have begun to include safeguards to 
ensure that patient care also includes providing care that is sensitive to issues of racial, cultural, 
religious, age, and/or sexuality minority groups. In this study, the researcher is seeking to 
understand the nature of this experience for those patients. Specifically, the investigator would like 
to know whether the patient thinks that they received culturally sensitive nursing care. 
  

Why is this study important and what good will the results do? 

The findings will help nurse educators understand the issues that surround educating future nurses 
regarding racial, cultural, religious, age, and/or sexuality minority sensitive nursing care. This will 
help them to deliver more patient centered care sensitive of race, culture, religion, age, and 
sexuality. 
 

Why have I been asked to take part in this study? 

You responded to a letter presented to you upon visiting the WIC Program at the county health 
department in Northeast Georgia. You told us that you were a member of a Hispanic ethnic group 
who was discharged from a Mother/Baby Unit within the past 2-4 weeks with a minimum stay of 2 
days. You gave us your contact information. 
 

How many other people will be in this study? 

The investigator hopes to interview 15-20 people from Northeast Georgia within the next 6 
months. 
 

What will I be asked to do in this study? 

If you agree to be in this study, Andraa’ Perrin will interview you at the health department 
regarding your experience with nursing care while you were hospitalized. The interviewer would 
like to audiotape the interview to ensure that all your words remain accurately captured. However, 
if you do not want to be taped, simply tell the interviewer, who will take handwritten 
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notes. The interviewee will also be asked to complete a brief demographic questionnaire and 
participate in a second follow-up interview. 
 

How much time will I spend being in this study? 

The interview should last about 30-45 minutes, depending on how much information about your 
experiences you choose to share. It should take less than 10 minutes to complete the questionnaire, 
so your total time in the study should be about 1 hour. If you decide to participate in the second 
follow-up interview, this will require an additional 30-45 minutes. 
 

Will being in this study cost me anything? 

The only cost to you from this study is your time. 
 

Will I be compensated for being in this study? 

You will be compensated with a $10.00 Wal-Mart gift card for your time and participation in this 
study. 
 

What are the risks (problems or dangers) from being in this study? 

No potential risks are involved in this study beyond minimal risk that does not exceed the risks 
associated with normal daily activities. If you find the discussion of your experiences to be sad or 
stressful, you can control this possibility by refusing to answer a particular question, or by not 
telling things you find to be sad or stressful. At any time, the interviewee begins to experience any 
discomfort with the interview process the interview will be discontinued immediately. A counselor 
can be recommended to you if you seem to be upset or depressed. Seeing the counselor would be at 
your own expense.  

 

What are the benefits of being in this study? 

There are no direct benefits to you unless you find it pleasant or helpful to describe your 
experience regarding your nursing care while hospitalized. You may also feel good knowing that 
you have helped nurse educators learn how to help nursing students provide better racial, cultural, 
religious, age, and/or sexuality sensitive care. 
 

How will my privacy be protected? 

The interview will be conducted in a private room in the WIC clinic so we can talk without being 
overheard. If you consent to a second follow-up interview, it may be conducted via phone or in one 
of the private rooms at the WIC clinic. You will decide how much or how little information about 
yourself and your experiences to share with the researcher. If you do not feel comfortable 
answering a particular question, feel free to decline it. You will not be forced to answer any 
question for the interview or questionnaire. If you become too upset during the interview, we can 
stop for a break or you may quit at any time. 
 
How will my confidentiality be protected? 

The only place where your name appears in connection with this study is on this informed consent. 
The consent forms will be kept in a locked file drawer in Andraa’ Perrin’s office. There is not a 
name-number list so there is no way to link a consent form to an interview. When the interview is 
audiotaped, your name will not be used, so no one will know who you are on the tape. When the 
interviews have been typed, the audiotapes will be destroyed. This should occur within one month 
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of the interview. You may refuse to be audio taped, in which case the interviewer will take 
handwritten notes. Any records that would identify you as a participant in this study, such as 
informed consent forms, will be destroyed by shredding approximately 3 years after the study is 
completed. 
 

Research articles will be written on this study but participants will be identified only as “persons 
from 10 counties in Northeast Georgia”. No one will be able to recognize you. 
 

What are the alternatives to being in this study? 

The only alternative is not to participate. 
 

What are my rights as a participant? 

Being in this study remains voluntary. It is your free choice. You may choose not to be in it at all. 
If you start the study, you can stop at any time. Not participating or stopping participation will 
have no effect on services you receive through the WIC Program or health department.  

 

The University of Alabama Institutional Review Board is a committee that looks out for the ethical 
treatment of people in research studies. They may review the study records if they wish. This is to 
be sure that people in research studies are being treated fairly and that the study is being carried out 
as planned.  

 

Who do I call if I have questions or problems? 

If you have questions about this study right now, please ask them. If you have questions later on, 
please call Andraa’ Perrin at 706-255-0420 or her faculty supervisor, Dr. Melondie Carter at 
205-348-1022. If you have questions or complaints about your rights as a research participant, call 
Ms. Carpantato Myles, the Research Compliance Officer of the University at 205-348-8461 or 
toll-free at 1-877-820-3066. 
 

You may also ask questions, make a suggestion, or file complaints and concerns through the 
Institutional Review Board (IRB) Outreach Website at 
http://osp.ua.edu/site/PRCO_Welcome.html. After you participate, you are encouraged to 
complete the survey for research participants that is online there, or you may ask Andraa’ Perrin 
for a copy of it. You may also e-mail us at participantoutreach@bama.ua.edu.  

 

Two copies of this informed consent form have been provided. Please sign both, indicating you 
have read, understood, and agree to participate in this research. Return one to the researcher and 
keep the other for your files. The IRB of The University of Alabama retains access to all signed 
informed consent forms. 
 

I have read this consent form. I have had a chance to ask questions. 
 

 

The researcher would like permission to audio record the interview. If you would rather not be 
recorded, the researcher will take handwritten notes instead. 
 
________You may audio record my interview. 
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________ I do not wish to be audio recorded.  

 

 
 
Signature of Research Participant__________________________  Date____________ 
 
 
 
 
Signature of Investigator________________________________  Date____________ 
 
 

 

 

 

 

 

 

  



 
 

   
 

122

APPENDIX B 

Interview Protocol 

First Interview 

Research Question 

How can the lived experiences of Hispanic American maternity patients enhance the pedagogical 

approaches to teaching culturally sensitive nursing care in maternity courses? 

Additional Questions to Support Research Questions 

1. Tell me about yourself. What is it like to be a Hispanic giving birth here in the U.S.? 

2. What customs, values, beliefs, and/or health practices do you use as a Hispanic when 

giving birth?  

3. What customs, values, beliefs, and/or health practices would you like your doctors and 

nurses to know more about? 

4. What does it mean to be cared for when you are giving birth? 

5. In what ways did the nursing staff help you as you gave birth? 

6. What types of things did the nurses do that made you feel comfortable or cared for? 

7. What types of things did the nurses do that made you feel uncomfortable or not cared 

for? 

8. If this was not your first pregnancy, were there differences in how the nurses cared for 

you with your previous birth? 
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APPENDIX C 

Interview Protocol 

d Interview 

Research Question 

How can the lived experiences of Hispanic American maternity patients enhance the pedagogical 

approaches to teaching culturally sensitive nursing care in maternity courses? 

 

Additional Questions to Support Research Questions 

 

1) I have revealed the study findings to you. What are the differences in your birthing 

experiences and the study findings? 

2) What are the similarities in your birthing experiences and the study findings? 

3) Based on the findings of this study, what additional information would you like to 

include to help nurses providing care for Hispanic women during child birth?
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APPENDIX D 

Cover Letter 

Understanding the Lived Experiences of the Hispanic Maternity Patient 

I am currently involved in a research project addressing the identification of culturally 

sensitive caring behaviors of nurses. The project examines the relationship between nurses and 

patients from the patients’ point of view. In examining this relationship, the patient will be asked to 

identify those behaviors they believe demonstrate caring. The study is performed as a partial 

fulfillment of the requirements for my Ed. D. degree in instructional leadership at The University 

of Alabama under the supervision of Dr. Melondie Carter. 

Your participation in this project will provide useful information on this topic. You qualify 

for participation if you are between the ages of 20 and 35 years and are 2-4 weeks post-discharge 

from a mother/baby unit of a hospital. You will be asked to participate in a 7-question interview 

that will take about 45 minutes and a second interview that will take about 30-45 minutes. You will 

also be asked to fill out a background questionnaire that will take approximately 10 minutes.  

Participation in this study is strictly voluntary. You may withdraw from the study at any 

point without penalty. Participation is not associated with your services from the WIC Program. 

All data from this project is confidential and will be used for research purposes only. Data from 

your questionnaire and interview is anonymous. Names of participants will not be connected to the 

information.
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Although there are no foreseeable risks to the participant, the questions require the 

participant to reveal and recall lived experiences that may be upsetting. If you feel questions of this 

type would upset you, please feel free to decline from participation at any point in this project. A 

counselor can be recommended to you if you seem to be upset or depressed. Seeing the counselor 

would be at your own expense.  

 

Thank you for your assistance. 

 

 

(Signature) 

Andraa’ Perrin 

706-255-0420 
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APPENDIX E 

Demographic Questionnaire 

Understanding the Lived Experiences of Hispanic Maternity Women 
 

1) What is your age? ______ 
2) How do you describe yourself? (please circle the one option that best describes you) 

American Indian or Alaska Native  
Hawaiian or Other Pacific Islander  
Asian or Asian American  
Black or African American  
Hispanic or Latino  
Non-Hispanic White 

3) How long have you lived in the U.S.? 

_______years 
_______months 

4) What languages are spoken in your home? (Mark all that apply.) 
_______English 
_______Spanish 
_______Other (explain)_______________________ 

5) Marital status. Are You… (please circle the one option that best describes you) 
Married  
Divorced  
Widowed  
Separated  
Never been married  
A member of an unmarried couple 

6) What is the highest grade or year of school you completed? (please circle the one 
option that best describes you) 

Never attended school or only attended kindergarten  
Grades 1 through 8(Elementary-Middle School)  
Grades 9 through 11 (Some high school)  
Grade 12 or GED (High school graduate)  
College 1 year to 3 years (Some college of technical school  
College 4 years (College graduate)  
Graduate School(Advance Degree)  

7) How many children live in your household who are... 

Less than 5 years old? _________ 
5 through 12 years old? ________ 
13 through 17 years old?________   
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8) Are you willing to participate in a second interview? 

_______Yes (If yes, please provide contact information below.) 
_______No 
Contact Information:__________________________________ 
 
          ________________________________ 
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APPENDIX F 

 

Proposed Timeline 

January – May 2011      Development of Dissertation Prospectus 

June 2011    Meetings with Dissertation Chair to prepare                    
     
   Prospectus for presentation to committee 

 
July 2011       Present Prospectus to Dissertation Committee 

August – December 2013     Develop Proposal 

July 22, 2015       Present Proposal to Dissertation Committee 
         (Chapters 1-3) 

September 1, 2015 – November 1, 2015 Data Collection and Analysis 

November 1, 2015 – May 1, 2016    Write Chapters 4-5 of Dissertation 

June 21, 2016       Defend Dissertation 
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APPENDIX G 

DPH IRB Approval Letter 
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APPENDIX H 

University of Alabama IRB Approval Letter 
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