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ABSTRACT

This study described the Mexican-American diabetic1s 
cultural food patterns and habits and knowledge about the 
dietary regimen and their association with noncompliance as 
measured by two indices of diabetes control. A three-stage 
theoretical framework was based on the premise that culture 
influences health behavior. A descriptive correlational 
design was used with a convenience sample of fifteen adult- 
onset Mexican-American diabetic patients. Data collection 
was by questionnaire; analysis was by use of the Pearson 
product moment and Spearman's rank correlation coefficients 
for the relationships among the variables, the Kruskall- 
Wallis technique to control for the confounding variable of 
other treatments, and t tests to evaluate the mean differ
ences between diet only group and two medication-augmented 
groups among all measures.

Findings indicated this patient sample did have 
definite cultural food habits and patterns. No statis
tically significant predicted relationships were found 
between the two cultural food pattern indices, knowledge 
scores, and the two noncompliance indices. An evident trend 
in the diet therapy only group indicated a positive rela
tionship between cultural food patterns and noncompliance.

x



Further study should include replication of the 
study with changes. It was recommended that a larger sample 
of only diet controlled adult diabetics be used but that 
changes in measurement also be made.

xi



CHAPTER 1

INTRODUCTION

Nutrition plays an important role in the overall 
therapeutic management of patients with adult onset diabetes 
mellitus. The diet is prescribed to meet the individual 
requirements of nutrients, calories, vitamins, and minerals. 
The therapeutic dietary prescription is thus based on 
knowledge of both the nutritional state of the individual 
and the modification imposed by the nature of the illness. 
Once the diet is prescribed,the patient, in turn, is 
expected to learn and adhere to this therapeutic regimen to 
control the diabetic disease process.

Although adherence to a prescribed dietary regimen 
is one of the major aspects of diabetic management, it is 
also recognized as the most difficult to learn or comply 
with (Gutherie and Gutherie, 1977). Health care profes
sionals, however, generally expect the diabetic client to 
take an active, long term responsibility in the nutrition 
management of his diabetes. Clinical practice, however, 
demonstrates the lack of control of diabetes due to non- 
compliance to the diabetic dietary therapeutic regimen is 
common. Potential factors influencing the breakdown in 
adherence to the prescribed dietary regimen need to be
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investigated if nutritional management of diabetes is to be 
successful.

Packard (1969) attests that the onus of the break
down in adherence to the diabetic dietary regimen is most 
often placed on the patient rather than on the unrealistic 
demands made of him. According to Packard, optimum adjust
ment of the dietary regimen to the individual patient is 
essential if the demands of the prescribed dietary regimen 
are to be realistic.

It is also essential for health professionals to 
acknowledge that food, food patterns, and habits are cul
turally determined. Also, among customs transmitted from 
one generation to the next, none is more significant than 
the procurement and consumption of food (Niehoff, 1969). It 
is, therefore, apparent that Packard's contention comple
ments Niehoff1s. That is, since food, food patterns, and 
habits are culturally determined, the prescribed dietary 
regimen should, theoretically, incorporate cultural foods in 
the nutrition education directed toward diabetic patients 
of various cultures. By such an incorporation, the dietary 
regimen approaches the "optimum adjustment" Packard 
addressed, and the demands created by the regimen become 
more realistic.

Nursing has become increasingly aware of the cul
tural differences in the patient population it serves. It 
must also become acutely aware of the need to examine
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3
variables that may influence the diabetic client's health 
behavior, particularly compliance behavior. Particularly 
challenging is the examination of the dietary and knowledge 
factors that may contribute to a patient's compliance with 
the nutritional management regimen in diabetes mellitus. 
Differential responses to nutritional treatment of diabetes 
may stem from both cultural differences in food patterns and 
habits and lack of knowledge of how to incorporate these 
cultural food patterns in the prescribed dietary regimen. 
Focus on potential sociobehavioral determinants of com
pliance will assist health professionals to gain a better 
understanding of the complex phenomena of compliance.

The primary sociobehavioral variable that should be 
looked for, not only in terms of its existence, but also its 
contribution to compliance with the diabetic dietary regimen, 
is that of cultural food habits and patterns. Researchers 
who have investigated compliance of diabetic patients with 
their prescribed regimen have recommended that a need exists 
to examine the individual diabetic's food habits and food 
intake history (Watkins, Williams, et al., 1967; T. Franklin 
Williams et al., 1967; Infante, 1977). This recommenda
tion is made in light of their studies' discouraging results. 
The recommendation implies that the sociocultural aspects of 
food habits need to be determined in an attempt to improve 
compliance with the diabetic dietary regimen, and thus 
control of the diabetic disease process.
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Another variable that needs to be explored is that 

of the knowledge possessed by the diabetic client regarding 
the diabetic nutritional management regimen. Since diabetic 
nutritional management requires changes in food habits, 
nutrition education instructional modalities are aimed at 
effecting two specific "learning products" in diabetic 
patients. These are the selection and/or preparation of 
foods, and establishment of habits for doing so routinely 
(Vargas, 1971). The knowledge (or learning products) about 
the nutritional regimen must also be assessed in conjunction 
with evidence of cultural food habits and patterns.

A logical place to begin looking at such factors as 
food patterns and habits, along with knowledge, and their 
potential contribution to the control of diabetes is with a 
minority client population that has both a high incidence of 
diabetes and definite cultural food patterns and habits: 
the Mexican American diabetic population.

Purpose
The purpose of this study was to describe the 

Mexican American diabetic's dietary patterns and knowledge 
about the diabetic dietary regimen, and their association 
with his compliance with it, as measured by two indices of 
control of the diabetic disease process, body weight and 
blood sugar levels.
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Significance of the Problem

The problem has many significant ramifications in 
health care aimed toward various cultural groups. There is 
a basic need for utilization of the anthropologist's method 
of cultural studies in understanding people from other 
cultures. Cultural research studies in nursing are vir
tually nonexistent. In order to assist clients to live 
with their diabetic management, particularly nutrition 
management, health professionals must be cognizant of the 
variables that may influence compliance behavior, and there
fore, control of the disease. Both the relevance and the 
significance of this culturally oriented nursing investiga
tion are apparent in the high incidence of diabetes in this 
client population. As evidenced in both their selection and 
preparation of food, the food habits and patterns of this 
cultural group often need modification in light of diabetes 
nutrition management.

The Mexican American diet is high in carbohydrates 
and fat, which are two of the major nutrients that are 
controlled in diabetic dietary management. Although food 
habits in this minority group have been found to be a 
function of native state of origin in Mexico, length of stay 
in the United States (Mann, 1966), economic status, and 
level of acculturation and education (Hack and Miller, 1959), 
most consume cultural foods regularly. Among those foods 
consumed by this ethnic population are tortillas (flour and
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corn, which are prepared in a variety of ways), tacos, 
tostadas, enchiladas, burritos, beans, albondigas, bunuelos, 
chile rellenos, came abobada, picadillo, quesadillas, 
menudo, empanadas, capirotada, and chicharones (see Appendix 
A for a glossary of these terms).

In terms of food preparation, most foods are 
usually fried, often in lard (Hack and Miller, 1959). Also, 
vegetables, although popular in this group's diet, are 
found to be cooked too long, thus diminishing their nutri
tional content (Bailey, 1970). At least 75 per cent of the 
families studied by Hack and Miller revealed that the diet 
depended heavily on beans and bean foodstuffs; with meat 
being used primarily for seasoning beans, stews, and soups.

A patter of large consumption of sugar and soft 
drinks, as well as other sweets, especially sweet bread is 
seen. Coffee and chile are also largely consumed (Bailey, 
1970; Bruhn and Pangborn, 1970). Consumption of fruit, meat, 
poultry, fish, game, milk, and eggs has been found to be 
dependent predominantly on the economic status of the 
family (Bailey, 1970).

Besides the pattern of food habits of the Mexican 
American in general, several other factors prompted interest 
in this research. In the clinical setting, I have had 
contact with numerous Mexican American diabetics, both non- 
English, speaking and bilingual, who have both demonstrated 
and verbalized adherence to their diets, along with the rest
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of the regimen. Most of these patients were classified as 
being "poorly controlled" diabetics. They had a high in
cidence of hospital readmission due to complications. Among 
the.reasons revealed by these patients for their nonad
herence have been dislikes of the foods they "have to eat," 
lack of knowledge of the disease and the diet, and the mis
conception that two different meal preparations are needed 
(one for themselves and one for the rest of the family). 
Attempts to ascertain these patients' knowledge of the 
disease process or the prescribed regimens revealed that 
most were uninformed or poorly informed. Also, most dis
closed that they did not understand the instructions they 
were given.

A second, factor that prompted interest in this re
search is the findings of a recent anthropological field 
study carried out by this researcher (Olivas, 1978). The 
findings indicated that although many Spanish speaking 
patients are given literature on the diabetic diet, the 
contents are not necessarily culturally oriented. For 
example, literature may be merely translated from English 
to Spanish, with few changes in the foods listed to include 
a comprehensive list of cultural foods. Another, major 
problem discovered was that of communication. Most health 
professionals attempting to carry out the diabetic diet 
teaching with this client population demonstrated minimal 
knowledge of the Spanic language.
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Assumptions

This study was based on the following assumptions:
1. Control of adult onset diabetes can be achieved by 

adherence to a diabetic dietary regimen.
2. Compliance with the diabetic dietary regimen will 

result in the control of the diabetic disease pro
cess.

3. Knowledge of a prescribed therapeutic regimen can 
be assessed by paper-pencil test items.

4. Food habits and patterns can be assessed by ques
tionnaire.

5. A 24-hour recall of food consumption is representa
tive of daily food intake.

6. Diabetics are capable of accurately recalling the 
foods they eat, and how often they consume them.

Conceptual Definitions
For the purpose of this study, the following defini

tions were observed:
1. Cultural foods. Those foods that are specific to a 

given culture.
2. Diabetic diet regimen. That therapeutically pre

scribed diet that takes into account nutrients, 
calories, vitamins, and mineral requirements, along 
with the diabetic disease process, and that must be 
followed by the diabetic patient on a daily basis.
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3. Compliance. The extent to which the patient's 

dietary behavior coincides with the clinical pre
scription.

4. 24-Hour recall of food consumption. A listing of 
those foods that are consumed the previous 24 hours, 
with indication of which foods eaten for breakfast, 
lunch, dinner, and any snacks.

5. Cultural food habits, patterns. Evidence of con
sumption of known cultural foods, along with known 
food preparation methods, and levels of consumption 
of certain foodstuffs.

6. Knowledge. Those specific ideas that the individual 
diabetic patient has about the prescribed regimen, 
including use of cultural foods, as measured by a 
paper and pencil test.

7. Exchange list system. A method by which foods are 
categorized into six groups and which allows selec
tion and exchange of food items within a given food 
category.

8. Mexican American diabetic. A patient whose diag
nosis is diabetes mellitus, and whose immediate 
ancestry includes Mexican, Indian, and Spanish 
heritage, and whose primary language is either 
Spanish or English, or is bilingual.

9. * xHealth related behaviors. Those activities that are
displayed by an individual that are directed toward
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the achievement and/or the maintenance of well 
being.

10. Cultural influence. The learned, shared, and trans
mitted customs that comprise the culture of a given 
society or group of people.

Theoretical Framework
This study was founded on the basic premise that 

culture influences health behavior. The specific cultural 
influence central to this study was that of cultural food 
habits and food patterns. Compliance with the prescribed 
therapeutic dietary regimen was thejparticular health 
related behavior considered. Figures 1, 2, and 3 are 
schematic representations of this study's three level 
theoretical framework. The three levels of this framework 
will be described in the discussion to follow.

An Abstration of the 
Theoretical Framework

Culture, by definition, is the group of customs of a 
group of people, that are learned, shared, and transmitted 
from one generation to another. According to Goodenough 
(1957:1671, "a society's culture consists of whatever it is 
one has to know or believe in order to operate in a manner 
acceptable to its members." Culture is considered to be the 
knowledge that is used to organize behavior; it is the 
characteristic ways in which experience is categorized.
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CULTURAL
INFLUENCE

HEALTH RELATED 
BEHAVIOR

KNOWLEDGE OF 
WESTERN HEALTH AND 
ILLNESS BELIEFS 
AND PRACTICES

Figure 1. An Abstraction of the Theoretical Framework

CULTURAL FOOD 
HABITS, PATTERNS

KNOWLEDGE ABOUT 
PRESCRIBED DIETARY 

REGIMEN

NONCOMPLIANCE WITH 
PRESCRIBED DIETARY 

REGIMEN

Identification of the Concepts in the Theoretical 
Framework —  A negative sign denotes a negative 
relationship; a positive sign denotes a positive 
relationship. See text for the expressed relationships.

Figure 2.
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BLOOD GLUCOSE

KNOWLEDGE SCORE

CULTURAL FOOD 
PREFERENCE SCORE

CULTURAL TO TOTAL 
FOOD INTAKE RATIO

ACTUAL TO IDEAL 
BODY WEIGHT RATIO

Figure 3. The Operational Level of the Theoretical Frame
work —  A positive sign denotes a positive rela 
tionship; a negative sign denotes a negative 
relationship.
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coded, and defined CGoodenough, 1957; Spradley and McCurdy, 
1975), Thus, persons born into a particular society are 
conditioned and molded by the customs that comprise the 
culture of that society (Lynch, 1969). This conditioning 
and molding by the customs of a group of people is what was 
considered as "cultural influence."

Health behavior has been defined by Kasl and Cobb 
(1966) as any activity undertaken (for the purpose of pre^ 
venting disease or detecting disease in an asymptomatic 
state) by a person who believes himself to be healthy. It 
involves minimal intervention by a health professional. 
Thus, health behaviors are those activities displayed by an 
individual that are directed toward the achievement and/or 
maintenance of wellbeing.

Since each culture has its own unique health and 
illness beliefs and practices, culture influences health 
related behaviors (Lynch, 1969; Spicer,- 1977). The rela
tionship between cultural influence and health related 
behavior as illustrated in Figure. 1 is: the greater the
cultural influence on an individual, the greater its impact 
on health related behaviors.

This is not to say that Western medicine health and 
illness beliefs and practices do not also influence health 
related behaviors.

Another element that is depicted in Figure 1 is 
knowledge. Knowledge, in general, is "an understanding
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gained by actual experience11 (Merriam-Webster Dictionary, 
1974:394) or study. Within the context of this framework, 
knowledge was defined as those specific ideas that the 
diabetic patient has about the prescribed therapeutic 
regimen. This definition therefore includes only those 
specific ideas about Western medicine health and illness 
beliefs and practices. The relationship as illustrated in 
Figure 1 between knowledge and health related behaviors is: 
among individuals, the greater the knowledge of thera
peutically prescribed regimens, the greater its impact on 
health related behaviors.

Conceptual Level of the 
Theoretical Framework

The second level of this study's framework is de
picted in Figure 2. The concepts identified at this level 
are: cultural food habits and patterns, knowledge about a
prescribed dietary regimen, and noncompliance with pre
scribed dietary regimen.

Establishment of food patterns and habits is one of 
the characteristic elements that a society learns, shares, 
and transmits from one generation to another (Lynch, 1969; 
Niehoff, 1969). Food habits and patterns are, therefore, . 
indices of cultural influence.

Knowledge about a prescribed dietary regimen is 
depicted as a direct indicator of knowledge of western 
health and illnesses and practices.



Nutrition plays a major role in the therapeutic 
management of diabetes mellitus (Gutherie and Gutherie,
1977). The learning of adequate selection and/or preparation 
of foods ion: a routine basis is the aim of nutrition educa
tion in diabetes management (Vargas, 1971). Noncompliance 
with a prescribed dietary regimen, on the other hand, was 
considered to be a negative indicator of health related be
havior. Compliance has been generally defined as a "measure 
of the success whereby the patient is integrated into the 
health process, or whereby the patient has successfully 
adapted to the health care process" (Barofsky, 1971:33).
More specifically, compliance is the extent to which the 
patient's behavior coincides with a clinically prescribed 
therapeutic regimen (Sackett and Haynes, 1976). In essence, 
compliance, per se, is the extent to which the patient 
yields to health instruction or advice. Within this frame
work, the central focus was compliance with a prescribed 
dietary regimen or the extent to which the patient's dietary 
behavior coincided with the clinical prescription.

Thus, compliance as defined in this framework was 
considered to be a direct positive indicator of health 
related behavior. In adapting to the health care process 
(the prescribed regimen), the patient directs and performs 
activities directed toward the achievement and/or the 
maintenance of his wellbeing. Not adapting to the health

15



process (noncompliance) was therefore viewed as a negative 
indicator of health related behavior.

Conceptual Hypotheses
As illustrated in Figure 2, the relationships among 

the theoretical framework's three concepts are:
1. Among Mexican American diabetics, the greater the 

evidence of cultural food habits and patterns, the 
greater the noncompliance with the prescribed 
dietary regimen.

2. Those Mexican American diabetics who demonstrate 
greater knowledge about the prescribed dietary 
regimen will demonstrate less noncompliance with 
the prescribed dietary regimen.

3. Those Mexican American diabetics who demonstrate 
both cultural food habits and patterns and higher 
higher knowledge about the prescribed dietary 
regimen will demonstrate lower levels of noncom
pliance with the prescribed dietary regimen.

The first conceptual hypothesis was formulated in 
light of the literature support that indicates that the 
Mexican American diet is high in carbohydrates and fats, 
which are the two major nutrients that are controlled in a 
diabetic dietary regime. The second and third hypotheses 
were drawn from Vargas' (1971) description about the goal in 
nutrition education. He maintains that the two learning

16
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products aimed at in nutrition education are the selection 
and/or preparation of foods, and. establishment of habits for 
doing so routinely. His contention implies that if patients 
are knowledgeable about how to select any food (.including 
cultural foods), and how to prepare these foods, the learning 
products will be achieved and consequently, so will com
pliance with prescribed dietary regimens.

The Operational Level of the 
Theoretical Framework

Figure 3 illustrates the operational level of this 
study's framework. The empirical indices that were used are 
the ratio of cultural to total food intake, cultural food 
preference score, knowledge score, blood glucose, and actual 
to ideal body weight ratio.

According to Krall (1978), control of the type and 
amount of food ingested continues as the basis of all treat
ment of diabetes. For this reason, along with the facts 
that food habits and patterns are culturally determined and 
the high, carbohydrate and fat content in the Mexican 
American, the ratio of cultural foods to total food intake 
was presumed to be an indicator of evidence of the relative 
influence of cultural food habits and patterns. A second 
indicator of evidence of influence of cultural food habits 
and patterns was a cultural food preference score. Thus, 
multiple indicators were utilized to empirically measure the 
concept, cultural food patterns and habits.
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Control of the diabetic disease process was assumed 

to be due to compliance with the prescribed diabetic dietary 
regimen. A large percentage of patients who develop 
diabetes in middle and later life apparently retain the 
ability to produce insulin to some extent. According to 
Krall (1978), this insulin, although not enough to permit a 
completely nonrestricted or free diet, may be adequate if 
the amount and type of food are adjusted and brought into 
relationship with the physical activity.

The single most important objective in dietary 
treatment of diabetic patients is control of total caloric 
intake to attain ideal body weight (Bierman et al., 1971; 
Krall, 1978). Furthermore, the success of dietary treatment 
alone is often associated with reversal of the glucose in
tolerance associated with the diabetic state, and reduction 
of prominent risk factors (Bierman et al., 1971; Gutherie 
and Gutherie, 1977). According to Krall (1978), the goal of 
appropriate therapy includes a serious effort to achieve 
levels of blood sugar as close to those in the nondiabetic 
state as possible. The ideal is, therefore, for the 
diabetic to always have normal blood sugar levels and 
urine free of sugar. Accordingly, this study focused on two 
of these three indices of diabetes control to measure non- 
compliance; blood glucose and actual to ideal body weight 
ratio. Multiple indicators were, therefore, also used to



measure-the concept, noncompliance with the prescribed 
dietary regimen.

Refer to Figure 3 for the schematic representation 
of the relationships among the empirical indices of cultural 
food patterns and habits, knowledge about the prescribed 
dietary regimen, and noncompliance with the prescribed 
dietary regimen.

19

Operational Hypotheses
As illustrated in Figure 3, the operational hypoth

eses were:

Tests of Relationships
1. Those Mexican American diabetics who demonstrate 

higher cultural to total food intake ratios and 
higher cultural food preference scores will also 
demonstrate higher levels of blood glucose values 
and higher actual to ideal body weight ratios.

2. Those Mexican American diabetics who demonstrate 
higher knowledge scores will also demonstrate lower 
blood glucose values and actual to ideal weight 
ratios.

3. Those Mexican American diabetics who demonstrate a 
high cultural to total food intake ratio or a high 
cultural food preference score, along with a higher 
knowledge score, will demonstrate lower blood glucose



values and lower actual to ideal body weight ratio 
values.

Tests of Convergence of 
Multiple Indicators

1. Those Mexican American diabetics who demonstrate a 
high cultural to total food intake ratio will also 
demonstrate high cultural food preference scores.

2. Those Mexican American diabetics who demonstrate 
high actual to ideal body weight ratios will also 
demonstrate high blood glucose values.

Operational Definitions
The operational definitions that were observed in 

testing the hypotheses delineated above were:
1. Cultural to total food intake ratio. A number

calculated to represent the percentage of cultural 
foods consumed in a 24-hour period. This number was 
calculated by counting the total number of food 
items reported consumed (as indicated in Part I of 
the data collection tool, 24-Hour Recall of Food 
Consumption, Appendix B), counting the number of 
cultural food items as determined by the criteria in 
Appendix C, and dividing the number of cultural 
food items by the total number of food items. 
Cultural food preference score. A number indicating 
the total number of cultural foods reported to be

20
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preferred and consumed either daily or weekly in 
Part II of the data collection tool. Food Prefer
ence and Frequency Schedule (Appendix B). The mean 
score range could be 0 to 27.

3. Knowledge score. A number (0 to 4) indicating the 
number of correct responses to questions pertaining 
to the diet prescription (Part III of the data 
collection tool, the Diet Prescription (Appendix B).

4. Blood glucose. A laboratory value indicating the 
level of sugar in the blood, expressed im milligrams 
(mg) per 100 milliliters (ml) of blood (mg %).

5. Actual to ideal weight ratio. A number calculated 
by dividing the actual weight (or the number of 
pounds the patient weighs at the time of the clinic 
appointment) by the mean ideal weight for the indi
vidual's height, body build, and sex (see Appendix D).

Summary
This study focused on the Mexican American adult 

onset diabetic population. This client population was 
chosen in light of five factors: (1) nutritional management 
plays an important role in diabetes control? (2) food, food 
habits, and patterns are culturally determined; (3) there 
is a high incidence of diabetes in this client population;
(4) there is a high carbohydrate and fat intake in this 
client population; and (5) there is a high incidence of



noncompliance to the diabetic dietary regimen in this client 
population. The primary aim of the study was to describe 
the relationship between dietary factors (cultural food 
patterns and habits) and knowledge about the prescribed 
dietary fggimen and noncompliance with the prescribed 
dietary regimen, as measured by two indices of diabetes 
control, blood sugar levels and body weight.
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CHAPTER 2

REVIEW OF THE LITERATURE

This chapter includes a discussion of literature 
that was reviewed in the areas of compliance and control of 
diabetes, compliance with the dietary regimen, and the 
.Mexican American culture.

Compliance and Control
Compliance with treatment regimens is a complex 

phenomenon that mandates careful consideration by any 
health professional involved in the care of chronically ill. 
First of all compliance with therapeutic regimens performs 
an important function is the control of disease processes 
in this patient population. Secondly, careful deliberation 
is essential in light of the fact that noncompliance with 
medically prescribed regimens is a protean feature of all 
therapeutic regimens that involve self administration. 
According to Sackett and Haynes (1976), this is true whether 
the intent of the therapeutic regimen is for the prevention 
of disease, management or cure of disease, or rehabilita
tion, To compound matters, the magnitude of noncompliance 
as a problem in health care is equally matched by the health 
professionals' lack of complete understanding of its deter
minants and remedies. Many research studies that have been
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aimed at understanding compliance behavior in the diabetic 
patient population.have been carried out. This section will 
therefore, review selected literature in this area of much 
interest and study.

Marston (1970) reported a literature review on com
pliance. This review indicated that such demographic 
variables as age, sex, socioeconomic level, education, 
marital status, religion; and features of illness such as 
severity of the disease were not related to compliance. A 
relationship was, however, reported to exist between the 
duration of treatment and compliance. The duration of the 
treatment was associated with greater compliance.

Stone (1961) analyzed the features accompanying un
satisfactory control among 166 adult diabetic patients. The 
results indicated that eighty-three per cent of these 
patients were ignorant of their prescribed diabetic regimens 
Among the factors that were found to contribute to poor 
control were the patients' failure to adhere to their diets, 
emotional problems, and social difficulties. Refusal by the 
patients to take an active part in the control of:their 
disease was the primary factor that was found to contribute 
to poor diabetes control.

Bowen, Rich, and Scheotfeddt (1961) developed a 
program of instruction to teach patients self care of 
diabetes to be carried out by registered nurses. These in
vestigators evaluated the effects of this organized - -
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instruction in two groups of diabetic patients, one being 
the experimental group, the other being the control group. 
The control group received no formal., instruction. The 
experimental group received five, forty-five minute periods 
of instruction and demonstration. This instruction was 
supplemented with filmstrips and printed material which the 
patients could take home with them. The results demo n r - . 
strated that those patients who were members of.the experi
mental group had an increased gain in knowledge of their 
disease.

Davis (1966) conducted a study of 152 patients.
The primary aim of this study was to identify medical 
opinions and medical knowledge about some of the major 
physical, psychological, and social factors that influence 
patients' compliance behavior. Again, the results indicated 
that there was no relationship between compliance and age 
and sex. Although females were found to be more likely to 
be noncompliant than males, the finding was not found to be 
statistically significant. The results of this study also 
indicated that those patients who were older, along with 
those who were less educated, were less likely to follow 
the prescribed regimen. The data also revealed that com
munication between the doctor and patient was less important 
for compliance than was th e psychological readiness of the 
patient.



In 1967, Watkins, Roberts, et al. investigated the 
extent of medication errors made by patients with diabetes. 
Two groups of diabetic patients were used. One group con
sisted of 60 patients, all of who were on insulin. The 
second group was composed of 102 patients, of which 47 were 
on oral hypoglycemic agents, and 50 were on insulin. The 
method used for data collection was a combination of home 
interviews and observations. From these data, estimations 
were drawn of the extent of medication errors made. The 
results of this study demonstrated a relationship between 
noncompliance and the duration of the disease. Those 
patients who had the diagnosis for a longer duration (15 
years or more) demonstrated an increased incidence of non- 
compliance.

Watkins, Williams, et al. (1967) examined the rela
tionship between knowledge, management, and control of the 
disease in 60 diabetic patients who were .’.in-the home 
setting. The findings revealed that in the overall manage
ment, approximately 50 per cent of the subjects demonstrated 
unacceptable performance in the four or five areas in
vestigated. Specifically, the results indicated that 80 per 
cent of the study subjects were administering their insulin 
in an unacceptable manner. An error of 15 per cent or more 
in insulin dosage was made by one-third of all patients. 
Two-thirds of the subjects were also testing their urine 
incorrectly; 75 per cent did not meet the criteria for
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managing their diet. Furthermore, foot care was also 
neglected, with only one-half of the study group giving 
themselves adequate foot care.

This investigation revealed a relationship between 
management and knowledge. The results indicated that those 
patients who knew more about diabetes in general managed 
better than those with less knowledge about the disease. On 
the other hand, patients in poorer control were, ironically, 
found to be more knowledgeable than those in better control. 
The inference made by the investigators to explain this 
finding was that those patients in poorer control have more 
frequent hospitalization and consequently are exposed to 
more knowledge. These patients were postulated to acquire 
more knowledge over a period of time.

Franklin A. Williams et al. 1 s .(X1967). descriptive 
research investigated 211 diabetic patients' knowledge about 
diabetes, along with social and psychological character
istics of these diabetics. Interview data revealed that 
these patients varied in their knowledge aboutudiabetes.
Some were very informed, while others were poorly informed. 
Also, the frequency of insulin errors tended to increase 
with, the passage of time. In terms of the relationship 
between knowledge and compliance with the prescribed 
regimen, a slightly positive correlation was found. This 
finding is consistent with the findings by Watkins,



Williams, et al. (1967). No significant relationship was 
found between performance and actual control of the disease.

Davis (1968) conducted a study to investigate 154 
patients in an attempt to identify major characteristics 
that were most likely to explain variations in compliance, 
both from a behavioral standpoint and from an attitude 
standpoint. The two types of patient psychological 
variables that were considered were sociomedical attitudes 
and personality. Results of the investigation revealed no 
significant relationship between the attitudihal dimensions 
studied and variations in both attitude and behavioral 
compliance. Personality traits were, however, found to be 
associated with compliant~and noncompliant behaviors. The 
results indicated that patients could be categorised into 
one of four groups:

1. Those who complied both in attitude and behavior- 
ally.

2. Those who reported intent to comply, but did not.
3. Those who reported compliance, but actually were 

noncompliant.
4. Those who complied to some of the prescribed 

regimen, although reporting no intent to comply.

From this study's findings, Davis inferred that 
patients varied in their willingness to comply with some,
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none, or all of the prescribed regimen, but also varied in 
the actual behavior over a period of time.

Infante's (1977) investigation of 145 adult patients 
reveals that various factors are related to levels of com
pliance. Using an interview methodology, Infante found that 
perception of self, cost of care, boredom with the thera
peutic regimen, anxiety, financial problems, and relation
ships with significant others had significant influence on 
the levels of compliance. Those patients who were non- 
compliant were found to be affected in a negative direction 
by these factors. Infante.contends that her findings imply 
a need for a greater role for the .nurse in the initial and 
long term care of diabetics, particularly in the area of 
health teaching. This contention was based on the finding 
that 40 per cent of the sample population had no contact 
with a nurse, and that the greatest percentage of these 
patients were in a noncompliant category.

In summary, a number of studies investigating 
compliance to the diabetic regimen and the control of 
diabetes have been discussed. Most studies indicated dis
couraging results: noncompliance and poor control. Various
factors' influence on compliance behavior were investigated.

Compliance to Dietary Regimen 
Franklin A. Williams et al. (1967) and T. Franklin 

Williams et al. (1967) reported studies that
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investigated dietary errors made at home by diabetic 
patients on insulin. The first study utilized a 24-hour 
recall method of collecting dietary information in home 
interviews. An unspecified sample population of sixty 
diabetic patients was drawn from two university metabolic 
clinics. All of the patients were medically indigent.
Their findings indicated that:

1. Only seven of the study patients (12 per cent) 
reported a food intake indicating no deficiencies.

2. Nineteen of the 60 patients, or about one-third, 
were deficient on the food intake scores.

3. Thirty-two patients, or over half, had missed at 
least one meal or had had a time interval of more 
than six hours between feedings, in addition to 
missing a bedtime snack, or had missed two meals.

4. Overall, only one patient in eight could have fol
lowed his diet for the day reported as far as the 
Exchange Lists are concerned, and only one of six 
spaced his meals according to what might be con
sidered a satisfactory schedule.

The authors did, however, concede that there was 
evidence that the dietary information obtained appeared not 
to be representative of a patient's usual eating pattern, 
even for an individual on a prescribed diabetic regimen. 
Also, the comparison of the caloric prescription of the



patients' weight gain or loss revealed that there was a 
minimal relationship among the three.

In Franklin A. Williams et al.'s (1967) study 
dietary errors made at home by diabetic patients, seventeen 
adult diabetics were surveyed. Seven were taking insulin 
and ten were on oral hypoglycemic drugs. Three methods for 
data collection were utilized. These were a seven day food 
record, a 24-hour recall of food intake, and a food^fre
quency intake record for one week. No conclusions as to the 
accuracy of the data collection methods were drawn from this 
study by these authors. The results demonstrated that 77 
per cent of the 119 patient days (seventeen patients, seven 
days) had two or more deficiencies in food intake. More 
than three deficiencies in food intake were found in half of 
all patient days. Twelve of the seventeen patients demon
strated at least one deficiency at least four days, and nine 
had three or more deficiencies at least four days of the 
seven.

In recording of meals and spacing, seven patients 
were deficient by two points or more at all seven days of 
record keeping. Three-fourths had deficiencies of this 
magnitude on four days or more. Omission of regular meals 
was the most frequent occurrence on 48 (40 per cent) of the 
patient days. Also, omission of scheduled bedtime feedings 
occurred 36 per cent of the time.
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In the comparison of the patient's perception of the 

frequencies of deficiencies in the various exchange groups, 
the following was found:

1. Fruits were eaten less than the prescribed number of 
times on 73 per cent of the patient days.

2. Nonstarchy vegetables were eaten less than the pre
scribed number on 53 per cent of the patient days.

3. Meats were eaten less than the prescribed number of 
times on 46 per cent of the patient days.

4. Milk was consumed less than the prescribed diet 45 
per cent of the patient days.

Patient records on caloric intake when compared to 
the prescribed diet revealed that there was a variability in 
the total caloric intake from day to day in most patients 
(450 calories or more per day). Also, recorded calories for 
65 per cent of the patients were less than the prescribed 
calories on all of the days of the week.

In general, the findings indicated that about three- 
fourths of the patients surveyed had significant deficits 
in food intake half the time or more, when compared to 
their prescribed regimen. Half the patients, on the other 
hand, had deficiencies all of the time. Based on these 
discouraging results, this group of investigators made 
several recommendations. These included assessment of 
individual need, formulation of a plan for each patient.
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establishment of patient understanding and acceptance of the 
plan as essential, and continual evaluation.

Holland (1968) reported some of the deficiencies in 
the knowledge of persons with diabetes about their diet as 
discovered by the National Health Survey. A Diabetes 
Supplement Questionnaire was used for data collection with 
1957 diabetic patients. The total population was divided 
into three groups: Group A, containing those who indicated
that they had been given a diet for their diabetes and that 
reported to follow the diet; Group B, being comprised of 
those respondents indicating that the were prescribed a diet 
but were not following it; and Group C, containing those who 
reported that they did not receive a diet prescription.

The majority of the diabetic population was unable 
to give correct responses to the very elementary food sub
stitution questions. Those respondents who reported that 
they followed a diet, however, demonstrated more knowledge 
than those who did not, or had not been given a diet. Of 
these respondents, only 9 per cent had attended classes to 
learn about their disease, and only 19 per cent had re
ceived a copy of the "Meal Planning With Exchange Lists" 
pamphlet.

Stulb (19681 reported the Diabetes Supplement to the 
National Health Survey’s specific findings with regard to 
the diabetic patient’s knowledge of the Food Exchanges. To 
assess this parameter, the patient's knowledge of the
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Exchange Lists was correlated with his familiarity with the 
number of exchanges allowed on his diet each day. The 
findings indicated that of the 1800 respondents interviewed, 
77 per cent reported having received a diet, but only about 
three-fourths of these reported that they had been taught 
how to use it. Fifty-three per-cent of the total sample 
were found to follow their diets. Even though 42 per cent 
of the sample had been prescribed diets based on the Food 
Exchange Lists, only 20 per cent knew how many bread ex
changes they were allowed per day. Of those who reported 
their use of the Exchange List system: (1) 26 per cent
demonstrated good knowledge of the Exchange List system;
(2) 82 per cent of those demonstrating good knowledge of the 
Exchange List system knew what caloric levels had been pre
scribed; (3) over 85 per cent of those indicating they had 
good knowledge of the Exchange system reported that they had 
no problems with their Exchange List.

The diabetic patients who were classified as having 
"good knowledge” were found Ito be young and to have higher 
educational levels than the general diabetic population.
More specifically, the more knowledgeable had at least nine 
years of formal education. Also, approximately half of 
these patients were under fifty-five years of age. Another 
important finding was evident in this survey: 90 per cent
of those in the ”good knowledge" category received diet in
struction. On the other hand, only .79 per cent of those in
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the "inadequate knowledge" category did not receive dietary 
instruction or counseling.

In summary ,. various studies have investigated the 
different factors that influence patient compliance with the 
diabetic dietary regimen have found discouraging results.
More research is needed if health professionals are to 
understand the compliance behaviors of their patients.

Mexican American Culture
Mexican Americans are the second largest minority 

group in the United States. Most of this population reside 
in the states of California, Arizona, New Mexico, and 
Colorado. A large number of Mexican Americans have, however, 
made homes in the greater Chicago area, and other industrial 
centers. Mexico has been and continues to be a center of 
the dissemination of cultural influences in all directions 
of American life. According to Forbes (1970), it is the 
Mexican American people of the United States that serve as 
a bridge for the diffusion northward of valuable Mexican 
traits. He contends that it is this group of people who not 
only serve as a reservoir for the preservation of the 
ancient Hispano-Mexican heritage, but who also participate 
directly in the daily life of modern culture.

This Mexican American group does not, however, form 
a homogeneous group with identical values, customs, and 
aspirations. Forbes (1970) describes the Mexican American
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community as being divided along first of all economic lines, 
and secondly by the degree to which the individual has bet- 
come Anglicized and integrated into the larger society. He 
contends that the division along economic lines is evident 
in the various positions that the Mexican Americans hold in 
the community: from the affluent rancher, businessman, or
public official to the migrant farm worker, common laborer, 
and isolated self-sufficient farmer.

Forbes further describes the Mexican American com
munity as being basically proud of being of Mexican back
ground. According to Forbes, Mexican arts and crafts, 
music, dances, cooking, family structure, concepts of the 
community, the Spanish language, and other characteristics 
are maintained by means of folk level educational agencies, 
such as benevolent societies, patriotic organizations, and 
the extended family. Also, according to Forbes, most 
adults within the Mexican American community can be de
scribed as belonging primarily to the culture of northern 
Mexico. The Spanish language is favored over English. Some 
are bilingual, speaking both English and Spanish.

Dorsey and Jackson (1976) address the cultural 
health traditions from the "Latino/Chicano" (another name 
frequently used for the Mexican American) perspective. They 
contend that differences in perceptions and orientations 
among people are culturally defined. They explore percep
tions of illness among people of this cultural group. A
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description of the determinant characteristics in the 
utilization of folk health practices is presented by these 
authors. The five factors identified which determine the 
use or adherence to folk health practices in this cultural 
group are: (1) accessibility to traditional health facili
ties and finances to obtain them, (2) degree of acculturation 
and language, (.3) family generation and familial practices, 
(4) religion, and (5) age.

Lack of medical facilities, along with lack of 
personnel capable of communicating with the Spanish-speaking 
Mexican American, lack of transportation to the facilities, 
and lack of finances (most at poverty level) comprise the 
elements of accessability (Dorsey and Jackson, 1976). The 
degree of acculturation, on the other hand, relates to 
whether there is acceptance or rejection of old medical . 
beliefs and practices indigenous to their culture (Dorsey 
and Jackson, 1976). The degree of acculturation is de
scribed as being affected by the influence of the dominant 
culture on the individual, the degree of kinship ties and 
traditions, social class differences, and the influence of 
language.

The Mexican American family structure is charac
terized as a strong social unit. The family is the main 
focus of social identification (Kay, 1977; Dorsey and 
Jackson, 19-76L* The family of the dominant society includes 
the parents and their offspring. In the Mexican American
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culture, this family group is also composed of the parents 
and their offspring. The extended family, however, also 
plays a major role. The kinship is extended to not only 
the relatives, but also to the "compadre" system (Kay,
1977).

The roles of the members are clearly defined. The 
male is typically found to be the head of the household 
(Rubel, 1966; Kay, 1977; Dorsey and Jackson, 1976). The 
role of the female incorporates the responsibility of caring 
for the sick family members, according to her own knowledge 
and experience (Kay, 1977).

In summary, several selected works that have 
studied the Mexican American community have been discussed. 
Since age, level of education, and primary language were 
found to be demographic factors, these were assessed in this 
study's patient sample for descriptive purposes.

Summary
In conclusion, the literature review on compliance 

and control of diabetes revealed a number of factors which 
influence adherence to prescribed therapeutic regimens.
Among those revealed were duration of treatment, personality 
traits, perception of self, cost of care, boredom, anxiety, 
relationship with significant others, age in some cases, 
and knowledge. Evidence that diabetics did not adequately 
meet their nutrition diabetic regimen was cited in the
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second section. In light of the discouraging results evi
dent in these research studies, this author concluded that 
more research was needed. This is particularly true in 
light of the role of compliance to therapeutic regimen in 
the control of chronic diseases. Also, a look at compliance 
and control, within a cultural context is warranted in 
nutrition management of diabetes, since food, -r'foo'd habits, 
and patterns are culturally determined. This study 
addresses only compliance to the dietary regimen, as an 
attempt to contribute to the understanding of cultural 
influence on the health behavior of compliance.



CHAPTER 3

RESEARCH METHODOLOGY

This chapter includes a description of the design 
of the study, the access to the research setting, the 
setting of the study, the population and sample, the develop 
ment of the measurement instrument, and the collection of 
the data.

Research Design
In order to assess the assertions articulated in the 

theoretical framework, a correlational descriptive design 
was utilized. Specifically, the relationships between the 
two empirical measures of cultural food patterns and habits 
(cultural to total food intake ratio and cultural food 
preference' score) and the two empirical measures of noncom
pliance with the dietary regimen (blood glucose levels and 
actual to ideal body weight) were analyzed. Also analyzed 
was the relationship between knowledge about the prescribed 
dietary regimen (knowledge score) and the two empirical 
measures of noncompliance with the prescribed dietary regi
men; and the relationship between the combined knowledge 
scores and the two cultural food patterns and habit 
measures and the two measures of noncompliance. Finally, 
the relationships between both measures of cultural food
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patterns and habits, and between both measures of noncom
pliance with the prescribed dietary regimen were also 
examined.

41

Access to Research Setting 
Approval of the research protocol was obtained from 

The University of Arizona's Ethical Review Committee 
(Appendix E). Further approval was obtained from the 
Nursing Service Associate Director for Nursing for access to 
the research setting at the medical center utilized. Access 
to the second institution used as a second research setting 
was accomplished through further approval of the research 
protocol by the institution's own ethical review committee, 
the clinic doctor, and the nurse manager of ambulatory 
services.

Setting of the Study
Two outpatient diabetic clinics were utilized for 

data collection. The clinics were part of two large 
teaching hospitals located in southern Arizona.

Population and Sample
The population consisted of all Mexican American 

adult patients who were being treated for adult onset 
diabetes mellitus at either of the two outpatient diabetic 
clinics used for data collection. Those patients who



attended the clinics and met .the following criteria were 
asked to participate in the study:

1. Mexican American, Spanish speaking or bilingual.
2. Adult onset diabetes mellitus diagnosis.
3. Diet as a therapeutic regimen (preferably the only 

regimen).
4. Ability to read either Spanish or English or who has 

a friend or family member present who can.
5. Reasonably good health.

The purpose of the study was explained to these 
patients. Those patients who consented to participate were 
asked to sign this study's Subject Consent Form (Appendix F) 
after all aspects of the informed consent as outlined in the 
consent form were verbally covered with each patient.
Patient signatures on the consent forms were witnessed by 
clinic personnel or the patients1 friend or family member 
present.

The sample consisted of fifteen patients who were 
present for their scheduled clinic appointments at the time 
the data were collected and who voluntarily consented to 
participate.
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Measurement Instruments
A five-part data collection tool was used (Appendix 

B). To measure for evidence of cultural food patterns and 
habits, Parts I and II were used. Part I is a 24-hour



43
recall of food consumption; Part II is a food preference 
and frequency of intake schedule. Part III was the knowledge 
test. Part IV was for the purpose of obtaining demographic 
data. These first four parts of the data collection tool 
had Spanish and English versions. Finally, Part V of the 
data collection tool was utilized to obtain data from 
patient charts on blood sugar, body weight, height, and 
diet prescription.

The 24-hour recall was this researcher's modifica
tion of a tool used for screening children for nutritional 
status by the United States government (Christakis, 1974).
A similar tool was used by T. Franklin Williams et al.
(1967) in their attempts to ascertain compliance with the 
diabetic diet among a diabetic population.

Christakis 11974) states that dietary studies are 
used to determine the sources and amounts of nutrients con
sumed and are, generally, an integral part of most nutri
tional surveys. They are widely used to obtain presumptive 
evidence of dietary inadequacies in individuals. The 24- 
hour recall method is used to ascertain individuals' 
qualitative as well as quantitative types of food habits 
(Christakis, 1974). Furthermore, Christakis reveals that 
this individual dietary intake can be collected for correla
tion with clinical and biochemical measurements obtained 
from that individual. No data are revealed, however, on 
the reliability of this type of dietary questionnaire.
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In this study, the 24-hour recall was used to 

collect data regarding food consumption by the subject, the 
previous 24 hours prior to the clinic visit. The data ob
tained from this 24-hour recall were utilized to calculate 
the cultural to total food intake ratio.

The questions were structured to lead the subject 
through the entire 24 hours. Included in this part of the 
data collection tool were such questions asking what time 
the food was eaten, what was eaten, where the food was 
eaten, the amount of food eaten, and method of food prepa
ration used. The subject was also asked if the food con
sumed within the past 24 hours was representative of his 
normal intake.

Data obtained in Part II (Food Preference and 
Frequency Schedule) of the data collection tool were used to 
calculate the cultural food preference score. In this 
section, cultural foods as well as noncultural foods are 
listed. The subject is instructed to indicate if he "eats" 
or "does not eat" the foods listed. He is further in-. 
strueted to indicate how many times per day as well as how 
many times per week he eats those foods he checks to be 
of the "eats" category.

Part II of the tool is adapted from several sources 
(Christakis, 1974; Mason, Wenberg, and Welsch, 1977; Bruhn 
and Pangborn, 19701. The general format is taken from 
Mason et al. (JL9771. An overall representation of all food
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groups is attempted in the food list provided. Also, 27 
known.Mexican American cultural foods are included with the 
list. These foods are primarily those listed by Bruhn and 
Pangborn (1970). Thus, content validity was maximized in 
three ways. A cultural food preference score could range 
from 0-27. » : - -c

Part III of the data collection tool was designed 
to measure knowledge. The questions elicit: (1) the
patient's familiarity with his prescribed diet, (2) the 
patient's familiarity with the number of Exchanges in his 
diet prescription, (3) the patient's idea about the diabetic 
diet in general, (4) the patient's view of the knowledge he 
possesses to take care of himself/herself to control his/her 
diabetes and the knowledge about his dietary prescription, 
and (5) the accuracy by which cultural foods are used within 
the prescribed dietary regimen.

Content validity for Part III was supported by both 
literature reviewed and consensus by a panel composed of 
three dieticians and one nurse clinician, all of whom are 
involved in diabetic diet teaching in their clinical 
practice. Although content validity was established, only 
four items (.4, 7, 9, and 10) were relevant for use in the 
outpatient clinic settings used in this study. When the 
tool was used in the two settings, it was discovered that 
the Exchange List System was not being used when diet pre
scriptions were given. The questions that pertained to the
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use of cultural foods within the Exchange List System were, 
therefore, not used to evaluate knowledge of the dietary 
prescription. The four items that were retained,elicited 
the patient's familiarity of the overall purpose of the 
diabetic diet (item 4), food preparation (items 7 and 9), 
and the scheduling of meals (item 10). The knowledge score 
could therefore range from 0-4.

Part IV of the data collection tool was used to 
obtain demographic data. This section of the tool elicited 
Information regarding the subject's age, gender, primary 
language, and number of years with the diagnosis.

Part V was used to obtain-data about noncompliance 
with the dietary regimen. The subject's clinic chart was 
reviewed for the latest blood sugar (which was the fasting 
blood sugar value obtained on the day of the clinic visit), 
the latest weight (which was obtained on the clinic visit), 
the patient's height, the body frame or build, the diet 
prescription, and other medical management regimens.

Collection of the Data
Data collection was done over a three month period, 

from February to April, 1979. The researcher, dressed in 
street clothes and a white laboratory coat with name pin, 
approached each potential subject as he/she arrived for 
his/her clinic visit or as he/she waited to be seen ".by the 
doctor or nurse clinician. If the patient spoke only
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Spanish, the conversation was in Spanish, and the Spanish 
versions of the data collection tool and the Subject Consent 
Form were used. The purpose of the study was explained and 
all aspects of informed consent covered a& outlined in the 
consent form.

All patients but one were willing to participate. 
Participants were given the first four parts of the data 
collection tool. Each section was explained to them before 
they were left to fill out the questionnaire in a clinic 
area with minimal noise and distraction. Some participants 
requested that the investigator verbally ask the questions 
contained in the data collection tool. When this occurred, 
the investigator read the instructions as well as each 
question to the subject and filled out the questionnaire 
based on his verbal responses.
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CHAPTER 4 »
PRESENTATION AND ANALYSIS OF DATA

Data obtained in this investigation are presented 
and analyzed in this chapter. The discussion is focused on 
descriptions of the ̂characteristics of the patient sample, 
selected ethnography of the Mexican American diabetic, the 
findings related to the independent and dependent variables 
of the study, and finally, the results of the data related 
to the research hypotheses.

Characteristics of the Patient Sample
The patient sample consisted of fifteen Mexican 

American adult diabetics. All were clinically regarded as 
having adult-onset diabetes mellitus. Four were male and 
eleven were female. The age range was from twenty-two to 
seventy-six, with the mean age being fifty-two years. The 
mean age for female subjects was fifty-four; the mean age 
for male subjects was sixty years.

Of the fifteen Mexican American subjects, ten were 
born in the United States (in Arizona) and five were born 
in Mexico. Of the ten subjects who identified Spanish to 
be their primary language, four were born in Mexico. All 
five subjects who identified themselves as being bilingual
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(speaking both English and Spanish) were born in the United 
States.

The education level of the sample ranged from no 
formal schooling at all to twelve years of schooling com
pleted. The mean for the number of school years completed 
was five years.

The mean length of time that the patient sample had 
diabetes was seven years and two months. The length of time 
ranged from.four to sixteen years.

Although patient selection was preferably to be only 
those Mexican American diabetic patients who were on diet 
therapy alone, only four of the patient sample met this 
criterion. A nonmedicated population was not available. 
Eight subjects were on insulin therapy in conjunction with 
diet therapy. The other three subjects were on oral hypo
glycemic agents in conjunction with diet therapy.

Selected Ethnography of the Mexican 
American Diabetic

This section includes a description of the food 
habits and patterns that were evident in the Mexican 
American diabetic sample population and the height, weight, 
and body build for this group.

Food Habits and Patterns
Since data collection occurred on scheduled diabetic 

clinic days during the week, the 24-hour recall of food
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consumption is also representative of only three days of the 
week. Data collection occurred on Monday morning, Tuesday 
afternoon, or Wednesday morning. Ten of the recalls were 
for food consumed on Sunday; three were for food consumed 
on Monday; the other two recalls were for food consumption 
on Tuesday. These 24-hour recalls revealed the following 
data.

Meals. Times for eating breakfast ranged from 6 
a.m. to 8 a.m. Fifty-three per cent reported to have eaten 
breakfast at 6 a.m.; forty per cent reported to have eaten 
breakfast at 7 a.m. The remaining 7 per cent at at 8 a.m.

Various food items were reported to be eaten for 
breakfast. Among those foods reported to be consumed were 
chicken, fried eggs, toasted bread, vegetables, donuts, 
oatmeal, potatoes, crackers, chorizo, tacos, beans, menudo, 
pan dulce, and tortillas. Most reported drinking coffee 
with their breakfast. Only one person reported drinking 
milk; another reported drinking orange juice.

Reported times for eating lunch ranged over three 
hours, from as early as 11 a.m. to as late as 2 p.m. Sixty 
per cent of the patients reported eating at 12 p.m. Among 
the foods reported to have been eaten for lunch were: 
tacos, sandwiches, tortillas, arroz con polio, chile 
rellenos, sopa, beans, pan dulce, french ffries, hamburger, 
eggs, fried meat, bananas, jello, ..and apples. Fluids



reported to have been drunk with lunch are coffee (again, 
the most frequently reported), milk, and soda pop.

Dinner times ranged the least, one hour, 6 p.m.^
7 p.m. Seventy-three per cent reported to have eaten at 6 
p.m. Among the foods reported to have been eaten for dinner 
were: chicken, tacos, rice, fried meat, french fries, corn,
tortillas, salad, beans with chorizo, toasted bread, fried 
chicken, broccoli, carrots, and caldo de verduras. Items 
reported to be drunk with dinner were coffee, milk, and 
soda pop.

When patients were asked if the reported foods were 
asked if the reported foods were representative of usual 
food consumption, the following was found. The answer..was 
yes for sixty per cent of the breakfast and lunch foods and 
sixty-seven per cent for the dinner foods.

Snacks. Fifty-three per cent of those patients who 
reported to have eaten snacks stated that the food items 
reported were the usual. Among those foods reported to have 
been eaten as snacks were sandwiches, soda pop, milk, 
vegetable soup, and coffee.

Reported Food Preferences
Table 1 lists foods that the sample population most 

frequently selected to be preferred and consumed from the 
Food Preference and Frequency of Intake Schedule (Part II 
of the data collection tool). These foods represent
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Table 1. Percentage of Food Preference of Cultural Food 

Items in the Food Preference and Frequency of 
Intake Schedule

Food Item Percentage of Selection
Corn tortillas 87
Rice (Sopa de Arroz) 73
Beans 67
Macaroni 67
Pan dulce 67
Flour tortillas . 60
Enchiladas 53
Sausage (chorizo) 53
Tamales 53
Bacon (Tocino) 47
Tacos 47
Tostadas 47
Soda pop 47
Menudo 47
Empanadas 40
Fideo 40
Burritos 33
Candy 27
Other 20
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approximately three-fourths of the cultural foods chosen. 
Corn tortillas and sopa de arroz were the two foods most 
frequently selected to be preferred and consumed. Refer to 
to the table for the preference percentage values of the 
other foods...

Heights and Weights
Table 2 illustrates the heights, weights, and body 

builds of the sample. Among the eleven female subjects, the 
height ranged from 4 feet, eleven inches to 5 feet, six and 
one-half inches. Three were of small body frame, with the 
other eight being of medium body build.

The weights for these female subjects ranged from 
98.5 pounds to 206 pounds. The mean weight was 166 pounds.

The height for the four male subjects ranged from 
5 feet, six inches to 6 feet, one inch. The average height 
was 5 feet, seven inches. Three male subjects were of 
medium body build, with the other being of small body frame.

Weight range . for. the male subjects was from 155 
pounds to 204 pounds. The mean weight was 178.5 pounds,

Findings Related to the Independent and 
Dependent Variables

Table 3 illustrates the findings of the independent 
variables, the two measures of cultural and food patterns 
(cultural to total food intake ratio and cultural food 
preference), and knowledge. The cultural to total food
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Height, Weight, and Body Build of the Sample 
Population

Height Weight (lbs) Body Build

4'll" 
5'1"
5'6.5" 
5* 3" 
5'2"
5'1"
5'0"
5' 0"
5'2"
5'2"
5'2"

5'7" 
5'6" 
5'7" 6'1"

98.5
198
186
196
150
136
144
137.5
202.4
174
206

204
155
178
177

Small
Medium
Medium
Medium
Medium
Small
Small
Medium
Medium
Medium
Medium

Medium
Medium
Medium
Small
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Table 3. Description of Independent Variables Indexing 

Cultural Food Patterns and Knowledge About the 
Dietary Regimen

Variable n Mean Median
Standard
Deviation

Cultural to 
Total Food 
Intale Ratio 15 .4 .4 .27
Cultural Food
Preference Score 15 11.3 11.3 5.1
Knowledge Score 15 1.7 1.8 1.2
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intake ratio ranged from 0 to .89 (the possible values were 
from 0 to 1.0). The range of values for cultural food 
preference was 0 to 19 (the possible values were 0 to 27). 
Knowledge scores, on the other hand, ranged from 0 to 4 (the 
possible values were 0 to 4). The mean, median, and 
standard deviation values for these variables are displayed 
in Table 3‘.

Table 4 summarizes the mean, median, and standard 
deviation values for the two dependent variables, indexing 
noncompliance with the dietary regimen, blood glucose, and 
actual to ideal body weight ratio. Blood glucose ranged 
from 128 to 370. The range on the actual to ideal weight 
ratio was from 1.02 to 1.8. Nobody was underweight.

Table 4. Description of the Dependent Variables Indexing 
Noncompliance with the Dietary Regimen

Variable N Mean Median Standard
Deviation

Blood glucose 
(mg %) 15 237 230 69

Actual to ideal 
weight ratio 15 1.42 1.37 VOCM
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Findings Related to the Research Hypothesis 1
To test the hypothesis that those Mexican-American 

diabetics demonstrating higher cultural food patterns, as 
measured by a cultural to total food intake ratio and a 
cultural food preference score, would also demonstrate 
higher noncompliance, as measured by higher levels of blood 
glucose values and higher actual to ideal body weight ratio 
scores, Pearson-product moment correlation coefficients 
were computed. This measure of correlation was used since 
the variables were quantitative, and the nature of the 
hypothesis (Ferguson, 1976). That is, the hypothesis 
described direction and degree of relationship. A correla
tion coefficient essentially expresses the degree of 
correspondence, or relationship between two sets of scores. 
The Pearson-product moment correlation takes into account 
not only the person's position in the group, but also the 
amount of deviation above and below the mean (Anastasi,
1976).

The central null hypothesis that was posed was: 
Cultural to total food intake ratio scores and cultural 
food preference scores are not significantly correlated in 
a positive direction with blood glucose values and actual 
to ideal body weight ratio values. The central statistical 
alternative hypothesis that was posed was: Cultural to total 
food intake ratio scores and cultural food preference scores 
are significantly correlated in a positive direction with



blood glucose values and actual to ideal body weight ratio 
values. The selected significance level was set at p _< .05.

Data Analysis without Controlling for the 
Confounding Variable, Other Treatments

The discussion that follows focuses on data analysis 
without controlling for the confounding variable of other 
treatments.

Table 5 illustrates the findings on the relation
ships between cultural to total food intake ratio and 
cultural food preference scores with blood glucose and 
actual to ideal body weight ratio values when the Pearson- 
product moment correlation coefficient were computed. As 
indicated in the table, the central null hypothesis could* 
not be rejected in favor of the alternative control 
hypothesis. Specifically, a nonsignificant negative rela
tionship was found between cultural to total food intake 
ratio and blood glucose (r = -.39, p = .08). These 
findings indicate that only fifteen per cent of the varia
tion in blood glucose is explained in knowing the values of

ocultural to total food intake ratio (R = .15).
A nonsignificant negative relationship was also 

found between cultural to total food intake ratio and 
actual to ideal body weight ratio (r = -.15, p = .29). Only 
two per cent of the variation in the actual to ideal weight 
ratio is explained in knowing the values of the cultural to 
total food intake ratio (R =

58

.02).
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Table 5. Pearson-Product Moment Correlational Coefficients 

of Cultural to Total Food Intake Ratio, and 
Cultural Food Preference with Blood Glucose and 
Actual to Ideal Body Weight Ratio (N = 15)

Actual to Ideal
Blood Glucose Body Weight Ratio

Cultural to Total r = -.39
Food Intake Ratio 9

R = .15
r = -.15 
R2 = .02

p = .08 p = . 29

Cultural Food 
Preference

r = -.45 
R2 = .20 
p = .05

r = -.38
.2R
P

: .14 
.08

A statistically significant relationship was found
between cultural food preference score and blood glucose
(r = -.45; p = .05). This relationship was, however, in the
opposite direction of that indicated in the alternative
hypothesis. Twenty per cent of the variability in the
blood glucose values is explained in knowing the cultural

2food preference scores (R = .20).
A nonsignificant negative relationship was found

<
between cultural food preference and actual to ideal weight
ratio (r = -.38, p = .08). Only fourteen per cent of the
variation in the actual to ideal weight ratio in knowing the

2cultural food preference score (R = .14).



Data Analysis Controlling for Confounding 
Variable, Other Treatments

Since the above statistical analyses did not 
control for the confounding variable of other treatments 
(insulin or oral hypoglycemic agents in conjunction with 
diet therapy) , other statistical manipulations were done to 
control for this variable. First of all, F tests and t 
tests were performed to evaluate homogeneity of the three 
groups (those who were being treated with diet therapy 
only, those being treated with both diet therapy and 
insulin, and those who were being treated with both diet 
therapy and oral hypoglycemic agents) across variables of 
cultural to total food intake ratio, cultural food 
preference, blood glucose, and actual to ideal body weight 
ratio. These t tests and F tests revealed that the three 
groups were homogeneous (Ferguson, 1976). Since the three 
groups (diet only, diet/insulin, and diet/oral hypoglycemic 
agent) were homogeneous with respect to the variables 
studied, a nonparametric analysis of variance technique was 
utilized to further analyze the data. Specifically, the 
Kruskal-Wallis one-way analysis of variance by ranks was 
used (Ferguson, 1976). The null hypothesis was that the 
three independent groups of the fifteen members were from 
the same population. The results of these statistical 
computations are illustrated in Table 6. No significant 
findings were found.
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Table 6. Kruskall-Wallis One-Way Analysis of Variance by 

Ranks for Cultural Food Pattern Measures and 
Noncompliance Measures

H value P*
Cultural to Total 
Food Intake Ratio .75 ns**
Cultural Food 
Preference 3.49 ns
Blood Glucose 1.43 ns
Actual to Ideal 
Weight Ratio .07 ns

*For .05 significance, need 5.99 with df = 2. 
**Not Significant.

Analysis of Data by Use of F Test 
and t Tests

Data of the three groups (diet only, diet/insulin, 
and diet/oral hypoglycemic agents) were assessed by using 
F tests and t tests for independent groups (Ferguson, 1976). 
The F test is a test of significance between the variances 
for two independent samples. It gives an overall answer 
regarding the significance of a whole collection of 
differences between means (Guilford and Fruchter, 1978). 
Thus, the F test was utilized for each paired group 
comparison to determine if there was homogeneity of 
variances for the variables under study. This was a 
necessary prerequisite for further data analysis by use of
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t tests. The t test for the significance of differences 
between means assumes equality of the population variances 
(Ferguson, 1976). The central t test null hypothesis was 
that the mean differences of the paired group comparisons 
would not be significantly different.

Data analysis by use of F tests calculations on all 
paired group comparisons (i.e., diet only with diet/ 
insulin; diet only with diet/oral hypoglycemic agents; 
diet/insulin with diet/oral hypoglycemic agents; etc.) 
revealed the following. All of the paired comparisons 
demonstrated homogeneity of variance for the variables under 
study (cultural to total food intake ratio, cultural food 
preference score, blood glucose, and actual to ideal body 
weight ratio).

Table 7 illustrates the results of the comparison 
of the diet only group (N = 4) and the diet/insulin group 
(N = 8) for the mean differences of the cultural to total 
food intake ratio. Although the cultural to total food 
intake ratio was higher for the diet only group, than for 
the diet/insulin group, the difference was not found to be 
significant.

The comparison of the diet only group (N = 4) and 
the diet/oral hypoglycemic agents group (N =3) for the 
cultural to total food intake ratio reveals the following. 
First of all, although the cultural to total food intake 
ratio mean was higher for the diet only (.55) than for the
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Table 7. t Tests for Cultural to Total Food Intake Ratio 

for Diet Only Group and Diet/Insulin Group

Mean
Standard
Deviation df t* P

Diet Only 
(N = 4) .55 .28 3

.79 .58
Insulin/Diet 
(N = 4) .42 .27 7

*For p < .05, df = 10, need t = 2.23.

diet/oral hypoglycemic agents (.36), the difference was not 
statistically significant at the .05 level (t = .88, df = 5).

No statistically significant difference was found 
in comparing the two medication augmented groups, diet/oral 
hypoglycemic agents group (N = 3) with the diet/insulin 
group (N = 8), on the cultural to total food intake ratio 
Ct = .32, df = 9, p = .36).

In comparing the variance of the cultural food 
preference scores among the three groups, the following was 
found: The mean cultural food preference score for the diet 
only group was lower 18.3) than for the diet/oral hypo
glycemic agents group (12.7). This difference was not 
statistically significant (t = -1.08, df = 10, p = .91).

Comparison of the two medication augmented groups 
revealed statistically insignificant differences in their
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mean cultural food preference scores (t = -.98, df = 9, 
p = .83). The diet/insulin group (N = 8) had a mean 
cultural food preference score of 12.4; the diet/oral 
hypoglycemic group (N = 3) had a mean cultural food 
preference score of 12.7.

Comparisons were also done for the two measures of 
noncompliance, blood glucose and actual to ideal weight 
ratio among the three groups. Comparisons of the diet only 
group (N = 4) and the insulin/diet group (N = 8) revealed 
that the mean blood glucose was higher for the former (271) 
than for the latter (232). The difference was not 
statistically significant (t = .88, df = 10, p = .47).

The mean blood glucose for the diet/insulin group 
(N = 8) was higher (232) than for the diet/oral hypoglycemic 
agent group (N = 3) (206) . This difference was, again, not
statistically significant (t = .53, df = 9, p = .68).

Although the blood glucose mean was higher for the 
diet only group (271), than for the diet/oral hypoglycemic 
agents group (206), the difference was found not to be 
statistically significant (t = 1.39, df = 5, p = .65).

Finally, the comparisons of the actual to ideal 
weight ratio across the three groups revealed the following 
findings. In comparing the actual to ideal weight ratio 
between the diet only group (N = 4) and the diet/oral 
hypoglycemic agents group, the mean was slightly lower for 
the former (1.4) than for the latter (1.5). The difference



65
was found not to be significant at the .05 level between 
these two groups (t = -.26, df = 5).

In comparing the diet only group with the diet/ 
insulin group, the mean actual to ideal weight ratio values 
was the same (1.4). There was no significant difference 
between these two groups (t = -5.68, df = 10, p = .83).

The comparison of the diet/insulin group with the 
diet/oral hypoglycemic agents group revealed that mean 
actual to ideal weight ratio was slightly lower for the ~. 
former (1.4) than for the latter (1.5). The difference was 
not statistically significant (t = -.24, df = 9, p = .16).

In summary, the first research hypothesis was not 
supported by the results of this study. No predicted 
statistically significant findings were obtained. The diet 
only group had higher blood sugar values than the two 
medication augmented groups; the difference was not, however, 
statistically significant.

Findings Related to Research Hypothesis 2 
Spearman rank correlation coefficients (Siegel,

1956) were computed to test the hypothesis that those 
Mexican-American diabetics who demonstrated higher knowledge 
levels would also demonstrate lower noncompliance with the 
dietary regimen as measured by lower blood glucose values 
and lower actual to ideal weight ratio values. The 
statistical hypotheses were:
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Ho^: Knowledge scores are not significantly correlated 

in a negative direction with blood glucose values.
Knowledge scores are significantly correlated in a 
negative direction with blood glucose values.

HOg: Knowledge scores are not significantly correlated 
in a negative direction with actual to ideal weight 
ratio values.

H^2: Knowledge scores are significantly correlated in a 
negative direction with actual to ideal weight ratio 
values.

For a significance level of p _< .05, and N = 15, the 
critical value for the Spearman Rank Correlation Coefficient 
is .44.

The analysis revealed that although knowledge scores 
were found to be positively correlated with blood glucose 
values, the relationship was not significant (r = .35). A 
negative relationship was found between knowledge scores 
and actual to ideal body weight ratio (r = -.26). This 
negative relationship was in the predicted direction, but 
not statistically significant.

Findings Related to Research Hypothesis 3 
The hypothesis that stated that those Mexican- 

American diabetics who demonstrate evidence of predominantly 
cultural food patterns, as measured by cultural to total 
food intake ratio, and a cultural food preference score.
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along with higher knowledge about the diet prescription, 
would also demonstrate lower noncompliance, as evidenced by 
blood glucose values and actual to ideal weight ratios could 
not be tested. Adequate testing was not possible due to the 
small sample size and the number of variables under study. 
The reduction of the knowledge scale from a 12 point addi
tive scale to a four point scale (due to the fact that the 
Exchange List knowledge questions were not relevant for the 
sample population) did not permit for adequate testing of 
the hypothesis. That is, the four point scale did not 
permit a wide variance to occur. The bivariate analysis of 
the combined knowledge score with both the cultural to 
total food intake ratio and the cultural food preference 
score would not have been appropriate in light of all these 
factors.

Had the knowledge scale not been reduced, combined 
knowledge scores with the cultural to total food intake 
ratio, along with combined knowledge scores with cultural 
food preference scores would have been analyzed for their 
correlation with both blood glucose values and actual to 
ideal weight ratio by use of multivariate analysis of 
covariance (Guilford and Fruchter, 1978).

Findings Related to Tests of Convergence 
of Multiple Indicators

This section includes a description of the tests of 
convergent validity for the multiple indicators utilized to
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measure the concepts, cultural food patterns and habits 
(cultural to total food intake ratio and cultural food 
preference score) and noncompliance with dietary regimen 
(blood glucose and actual to ideal body weight ratios).

Convergent Validity of the Concept, Cultural Food
Patterns and Habits

To test convergent.validity of cultural food 
patterns it was predicted that those Mexican-American 
diabetics who demonstrate a high cultural to total food 
intake ratio would also demonstrate a high cultural food 
preference score. Pearson-product moment correlation 
coefficients were computed. The statistical hypotheses 
posed were:

Ho: Cultural to total food intake ratio values are not 
significantly correlated in a positive direction 
with cultural food preference scores.

H^: Cultural to total food intake ratio values are 
significantly correlated in a positive direction 
with cultural food preference scores.

A significance level was again set at p £ .05.
No significant relationship was found between 

cultural to total food intake ratio and cultural food 
preference. Although the relationship between these two 
variables was mildly positive, the correlation was not 
statistically significant (r = .13; p = .32). Convergent 
validity for the concept, cultural food patterns, was



therefore not adequately supported by these results 
(Anastasi, 1976).

Convergent Validity of the Concept, Noncompliance 
with Dietary Regimen

To test for convergent validity of the concept, 
noncompliance with dietary regimen, it was predicted that 
those Mexican-American diabetics who demonstrate high actual 
to ideal body weight ratios would also demonstrate high 
blood glucose values. Again, Pearson-product moment 
correlation coefficients were computed (Kerlihger, 1964).
The significance level was set at p £ .05. The statistical 
hypotheses posed were:

Ho: Blood glucose values are not significantly
correlated in a positive direction with actual to 
ideal body weight ratio values.

H^: Blood glucose values are significantly correlated 
in a positive direction with actual to ideal body 
weight values.

No significant relationship was found between the 
two indicators of noncompliance, blood glucose and actual 
to ideal body weight ratio. Again, although the correlation 
between these two indicators was mildly positive (r = .22), 
the correlation was not statistically significant (p = .22).

The null hypothesis could, therefore, not be 
rejected. Convergent validity was also, therefore, not
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supported for the concept, noncompliance (Anastasi, 1976) . 
It is postulated, however, that the blood glucose values 
were not as proportionately elevated due to the confounding 
variable, other treatments (insulin and oral hypoglycemic 
agents).



CHAPTER 5

DISCUSSION OF FINDINGS

The results of this study will be discussed in this 
chapter. The discussion will be centered on the findings 
and their relationship to the theoretical framework, 
findings and their relationship to the literature, the 
limitations of the study and recommendations for nursing 
practice and future research, and finally a summary of the 
study.

Findings and the Relationship to 
the Theoretical Framework

This study's theoretical framework predicted several 
relationships between the independent variable, cultural 
food patterns and habits, and noncompliance with the dietary 
regimen, the dependent variable. The findings indicate that 
cultural food patterns and habits as. measured by a cultural 
toLtotal food intake ratio based on a 24-hour recall of food 
consumption are not significantly related to noncompliance 
with the dietary regimen, as measured by blood glucose 
values and an actual to ideal body weight ratio. A sig
nificant negative relationship was found between cultural 
food patterns, as measured by a cultural food preference 
score based on a Food Preference and Frequency of Intake
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Schedule, and noncompliance as measured by blood glucose.
It is postulated that this finding may be due to the conr 
founding variable, other treatments. When this confounding 
variable was controlled for in further statistical analysis, 
it was found that the two medication-augmented groups had 
higher cultural food preference scores than the diet only 
group. The blood glucose levels were, however, found to be 
higher for the diet only group than for the two medication- 
augmented groups.

No statistically significant relationship was found 
between cultural food preference score and actual to ideal 
body weight ratio.

The other independent variable, knowledge of the 
diet prescription, was also found not to be significantly 
related to the two measures of noncompliance with the diet 
prescription.

A negative relationship was predicted between 
knowledge of the diet prescription and the two measures of 
noncompliance. Only the relationship between knowledge and 
actual to ideal body weight ratio was found to be in a 
negative direction, though'not statistically significant.

The combined influence of knowledge about the diet 
regimen and both measures of cultural food patterns and 
habits on noncompliance with the dietary regimen could not 
be adequately assessed.
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The theoretical framework asserted that both 

cultural to total food intake ratio and cultural food 
preference scores are multiple empirical indicators of the 
concept, cultural food patterns and habits. Although the 
results of this study indicate that there was a positive 
correlation between these two measures, the relationship 
was not statistically significant. Convergent validity 
for cultural food patterns and habits was therefore not 
supported by these findings.

No significant relationship was found between the 
two independent measures of noncompliance with the dietary 
regimen. The relationship was, however, in the predicted 
positive direction. Convergent validity for the concept, 
noncompliance with the dietary regimen, was therefore also 
not supported by the findings.

No definite conclusions can be made with regard to 
the Mexican American diabetic's cultural food patterns, and 
noncompliance with the dietary prescription, as measured by 
two indices of control of diabetes control. Although all 
subjects were overweight and had elevated blood glucose 
levels, cultural food patterns as measured in this study 
did not appear to be significantly related to these 
indices of noncompliance. Analysis of subjects across 
three treatment groups (diet therapy only, diet/insulin 
therapy, and diet/oral hypoglycemic agent therapy) revealed 
that although the mean actual to ideal weight ratio was the
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same across groups, both.the cultural to total food intake 
ratio and the blood glucose levels were higher in the diet 
only group. This difference was not found to be signifi
cant, but it may indicate a trend in the predicted direction.

Findings and Their Relationship to 
the Literature

The dietary patterns found in this study's con
venience sample population of adult Mexican American 
diabetics was similar to those found by other investigators. 
That is, the food items that this group of Mexican American 
diabetics indicated to consume and prefer are those cultural 
foods listed by Bruhn and Pangborn (1970). Among the 
cultural foods that were reported to be preferred and 
regularly consumed were corn tortillas, beans, sopa de 
arroz, enchiladas, tamales, burritos, tacos, menudo.

Both Bailey (1970) and Bruhn and Pangborn (1970) 
found that there was a pattern of large consumption of soft 
drinks, sweet bread, and coffee and a low consumption of 
milk among the Mexican Americans. In this study, these con
sumption..patterns were similar. Also, like Hack and 
Miller's (.1959) food preparation findings, this study's 
findings indicate that Mexican American diabetics also 
largely prepare foods by frying.
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Limitations

This study was limited by the following factors:
1. The measures of cultural food patterns were de

pendent on self report data from the patients. This 
type ,of data collection methodology may have been
a great source of error due to potential inaccurate 
self reports by participants.
a. The cultural food to total food intake ratio was 

calculated from the 24-hour recall of food 
consumption, in which the patient was asked to 
remember what he/she had consumed the 24 hours 
prior to the clinic visit.

b. The cultural food preference score was calculated 
from the Food Preference and Frequency of Intake 
Schedule, in which the patient was requested to

• v  report his/her food preferences based on the 
listed foods.

2. The measure of knowledge of the diet prescription 
was based on a four-item scale. Lack of Exchange 
List food items limited measurement of knowledge.
The content validity and the variance of possible 
scores was greatly reduced.

3. The sample size was small, consisting of only 
fifteen Mexican American diabetics. Only four of 
the subjects were on diet only therapy; adequate 
testing of the relationship between cultural food
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patterns and blood glucose and body weight was not 
possible because of the confounding variable of 
other treatments (i.e., insulin and oral hypogly
cemic agents).

4. Other sociocultural variables (i.e., health beliefs 
about diabetes and the associated therapeutic 
regimens) were not assessed.

Recommendations
On the basis of the study findings, recommendations 

for nursing practice and for future nursing research are 
made.

Nursing Practice
1. Nurses must beocme aware of sociocultural variables 

that may influence compliance behavior.
2. Nurses must become aware that Mexican American 

diabetic patients do have definite cultural food 
habits and patterns which may need to be modified 
if optimal benefit is to be achieved by nutrition 
management of diabetes.

Nursing Research
The researcher recommends that this study.be 
replicated with a larger sample size of diet only 
therapy Mexican American diabetics to allow for

1.
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adequate testing of the relationships asserted in 
the theoretical framework.

2. It is recommended that replication of this study be 
done by using varying instruments to measure cul
tural food patterns.

3. In other replication studies, it is recommended that 
the measurement of knowledge of the diet prescrip
tion be more specific and more representative (i.e., 
more specific to the diet prescribed, and greater 
number of items).

Summary
The purpose of this study was to describe the 

Mexican American diabetic's cultural food patterns and 
habits, as measured by a cultural to total food intake ratio 
and a cultural food preference score, and knowledge of the 
prescribed dietary regimen, and their association with non- 
compliance with the dietary prescription as measured by 
blood glucose levels and an actual to ideal body weight 
ratio. The study's three-level theoretical framework was 
founded on the premise that culture influences health be
havior. Utilizing this framework, the researcher recognized 
that patients of a specific culture, with definite cultural 
food patterns could possibly be influenced to comply with or 
not comply with the prescribed dietary regimen. Literature
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sources were used to identify measurement indices of both 
cultural food patterns, as well as knowledge, and non- 
compliance.

A descriptive correlational design was utilized to 
test the theoretical assertions With a nonrandomly selected 
convenience sample of fifteen subjects. Results were 
analyzed using Pearson product moment and Spearman's rank 
correlation coefficients to determine the relationships 
among the variables. A nonparametric one-way analysis by 
ranks (Kruskal-Wallis) technique wasu.used to control for the 
confounding variable, other treatments, and to adequately 
evaluate the relationship between the cultural food pattern 
measures and noncompliance with diet prescription measures. 
The significance of mean differences between paired groups 
were assessed by use of t. tests for all variables measured.

The findings suggested!:that there were no statis
tically significant predicted relationships between the in
dependent variables, cultural food patterns, and knowledge 
of diet prescription, and the dependent variable, non- 
compliance with the diet prescription, as measured by blood 
glucose values, and an actual to ideal body weight ratio.
The findings also indicate no significant relationships 
between the two independent measures of cultural food 
patterns nor between the two independent measures of non- 
compliance with the diet prescription.



From the study's findings it is recommended that 
further study is needed to adequately assess the relation
ships in the theoretical framework. Changes in both the 
sample size and measurement techniques used in this study 
are needed upon replication of this study.



APPENDIX A

GLOSSARY OF MEXICAN FOODS1

Albondigas: meat balls stewed with onions, chili pepper,
garlic, and spices.

Arroz con leche: rice pudding.
Bunuelos: deep-fat fried wheat tortillas served with sugar

sirup or honey.
Burritos: wheat tortillas wrapped around meat or beans

and chili sauce.
Capirotada: bread pudding with cheese, brown stigar, and

spices.
Came adobada: dried meat soaked in chili sauce.
Chicharrones: fried pork rinds.
Chiles rellenos: green peppers stuffed with cheese,

dipped in egg batter, and fried.
Empanadas: individual turn-over pies filled with meat or

fruit, baked or fried.
Enchiladas: tortillas layered with or rolled around cheese

and onions served with chili sauce.
Frijoles refritos; pinto beans, boiled, then fried.
Garbanzos: chickpeas...
Guacamole: mashed avocado seasoned with chili pepper,

onion, and tomato.
Huevos rancheros: fried or scrambled eggs served with

chili pepper and onions.
Menudo: tripe soup with chili pepper, onion, and spices.

1Source: Bruhn and Pangborn (1970, p. 348).
80
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Mole: thick sauce made with a variety of peppers, chocolate,
brown sugar, ground nuts, and spices.

Nopales: boiled or brine-preserved leaves from the prickly
pear cactus.

Pan dulce: sweet bread of different varieties.
Picadillo: a meat, chilipepper, and onion hash.
Pinole: pulverized toasted corn, usually sweetened with

brown sugar and mixed with water for a beverage.
Posole: hominy, pork, chili pepper, and spices.
Quesadillas: cheese-filled tortillas.
Tacos: fried tortillas folded or rolled around beans or

meat, cheese, lettuce, and tomatoes.
Tamales: corn dough spread on corn husks, filled with meat,

chili pepper, and spice mixture, then steamed. Sweet 
tamales are prepared with sugar, spices, and raisin 
filling.

Tortillas: thin, unleavened pancake made of wheat or corn
dough.



APPENDIX B

DATA COLLECTION TOOL

Subject Number_______________
Part I: 24-Hour Recall of Food Consumption
Date of recall___________
Day of the week of recalls__________
I would like for you to tell me everything you ate and drank 
yesterday from the time you got up Lin the morning until you 
went to bed at night. Include snacks and drinks of all 
kinds and everything else you put in your mouth and 
swallowed. Answer in the provided space.
„1. What time did you get up yesterday?_________
2. Was it the usual time?__________
3. What was the first time you ate or drank anything?

4. What did you have to eat or drink? Please indicate 
how much of each food

5. How was food prepared?
6. Did you have anything to eat between breakfast and 

lunch? If you did, what did you have and 
how much?

7. What time did you have lunch?
8. Where did you eat?
9.

10.

What did you have to eat or drink and how much of each 
did you have?

How was the food prepared?

82
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•11. Did you have anything to eat or drink between lunch and
supper?________  If yes, what did you have and how much
of each food did you have? ____________________________

12. What time did you have supper?________ _________  '
13. Where did you eat?_______________________________ ____
14. What did you have to eat for supper and how much of •„ 

each food?

15. How was the food prepared?______________________________
16. Did you have anything to eat or drink between the time 

after supper and the time you went to bed last night? 
  If yes, what did you eat or drink and how much?

17. Did you have anything to eat or drink between the time 
you went to bed last night and the time you got up this 
morning? _______  If so, what did you have and how much?

18. Were the foods you ate or the fluids you drank yester
day pretty much what you eat and drink most of the 
time? Select your response below by placing a check
mark [/] under "Yes" or "No". If your answer is NO, 
please explain in the space provided to the right.

Yes No Explain your "No" choice
Breakfast
Lunch
Supper
Snacks
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Part II: Food Preference and Food Frequency Schedule
The following is a list of foods. Please place a checkmark 
(/) to the right of the food listed to indicate if you "DO 
EAT" the food or "DO NOT EAT" the food. For each food that 
you "DO EAT" write the number of times a day and week in 
the appropriate box.
Food

Chicken

DO NOT 
EAT

UKJ

Times per 
day

Times per 
week

Beef
Liver
Lamb
Pork
Carne adobada
Bacon .
Sausage
Beans
Refried beans
Eggs
Nuts
Milk
Cottage cheese
Ice cream
Pudding, custard
Atole
Whole grain bread
White bread
Biscuits
Corn tortillas
Flour tortillas
Enchiladas
Tacos
Bunuelos
Tostadas
Burritos
Rice
Macaroni
Fideo
Tomato juice
Fruit juices -
Papaya, mango
Lemonade
Coffee
Tea
Koolaide
Carbonated beverages
Beer
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Food

Wine

DO NOT 
EAT

DO E
Times per 
'• '' day ' -

IAT
Times pei 

week

Pan dulce
Donuts
Tamales
Menudo
Lettuce
Cabbage
Corn
Zucchini
Peas
Peaches
Apples
Candy
Honey
Empanadas
Capirotada^

Part III: The Diet Prescription
The following questions are .about your diet prescription. 
Please write your answers in the space provided.
1. How many Calories are you allowed in your diet prescription? ~
2. How many BREAD exchanges are provided for in your diet

prescription? ..... ' ' ' '
3. How many FAT exchanges are provided for in your diet prescription?

The following questions are about the diet prescription in 
general. Please place a checkmark (/) to the left of your choice.
4. The diabetic diet is to help me 

  1. lose weight
. 2. control my diabetes 

____ 3. both of the above
4. do not know
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5. When I eat. chicken:.with rice (arroz con polio) , I need
to consider that half a cup serving is
____ 1. equal to one bread exchange, one meat ex

change, and one fat exchange.
____ 2. equal to only one meat exchange.
____ 3. equal to one bread exchange.

6. In using the Exchange List system to select my food,
____ 1. I can select half a cup of refried beans in

exchange for one meat and two fat exchanges.
____ 2. I cannot eat refried beans because of my

prescription.
7. In preparing my food, I

1___ 1. must take into account all the items in the
recipe.

____ 2. do not need to take into account all the
items used in the recipe.

8. One bread exchange can be
____ 1. one flour tortilla (6 inches in diameter).
____ 2. two slices of white bread.

9. In preparing foods,
____ 1. meats can be fried in lard.
____ 2. meats can be baked, broiled, or boiled.

10. In scheduling meals,
____ 1. I need to make sure I do not omit meals.
_____ 2. I can omit a meal or two if I overeat at one

meal.
11. When I eat cheese enchiladas made with corn tortillas,

I need to consider that when I eat one, it contains
____ 1. one ounce of meat exchange, one bread exchange,

and one fat exchange.
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11. ____ 2. only one bread exchange.
12. When I eat tacos, I

____ 1. need to count the tortilla, meat, and
vegetables.

____ 2. I cannot eat tacos on my prescribed diet.
13. Overall, I think that

____ 1. I know enough about my diabetes to take care
of myself.

____ 2. I do not know enough about my diabetes to take
care of myself.

14. Overall, I think that
____ 1. I know enough about my diet prescription to

take care of my diabetes.
____ 2. I do not know enough about my diet prescription

to take care of my diabetes.
15. I was taught about my diabetes by

____  1. a nurse
____ 2. my doctor
____ 3. both nurse and doctor
____ 4. a dietician
___  5.1 was not taught.

Part IV: Demographic Data
The following questions are about you, specifically. Please 
write your answer .in the. space provided.
1. Age ______________
2. Sex ______________
3. Place of birth ____ ___________ . if Mexico, how long haveyou been in the United States?_________
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4. Primary language is (place a checkmark by your choice). 
  Spanish
____ English

5. Number of school years completed ___________ .
6. Number of years (or months) with the diagnosis of

diabetes ___.

Part V: Chart Data
Subject Number_

I. Blood sugar in mg %
a. Latest value _________
b. Range of values _________
c. Comparison with criteriaLfor control _________

II. Body weight and height
a. body weight___________  c. height

(latest)
b. range of values________  d. ideal weight for

height _________
e. ratio actual weight to ideal height ___________

III. Prescribed diet
a. Calories _________
b. Bread exchanges _________
c. Fat exchanges _________



Questionario
Numero de
Participants_______ _

Parte I: Recuerdo de 24 Horas de Comida Consumida
Date del Recuerdo______________
Dia de la Semana del Recuerdo___________
Quiero gue me diga todo lo que comio y tomo aver desde el 
tiempo que se levanto en la manana hasta el tiempo que se 
acosto por la noche. Favor de incluir TODA comida, solida 
y liquido, que puso en la boca y trago. Contests las 
preguntas en el espacio indicado.
1. cHa que hora se levanto ayer? ______________
2. cEra la hora usual de levantarse? _________ '
3. cCuando fue la primera vez que comio o tomo algo (favor

de indicar el tiempo)?_____________
4. cQue comio? c.Que tomo? Favor de decirme la cantidad

de cada comida que comio y tomo._______________________

5. cComo fue preparada la comida? (fritas y en que? 
Cocida, o asada?) _______________________________

6. dComio algo entre el tiempo que desayuno y la hora de
comer al medio dia? _____________ Si. comio algo, por
favor, digame que comio, y la cantidad de cada cosa 
que comio.__________________________

7. cHa que hora comio al media dia?__________
8. cEn donde comio?___________ _______________
9. iQue comio y tomo y cuanto de cada comida?

10. cComo fue preparada su comida al medio dia?_____________
11. cComio o tomo algo entremedio de la hora de comer al

medio dia y la hora de cenar?______ _____  Si como o tomo
algo, ague comio y que fue la cantidad de cada comida?
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12. cHa que hora comio en la tarde (para la cena)?_______
13. cEn donde ceno?__________________ ;________________
14. cQue comido comio o tomo para la cena, y que cantidad

de cada comida? ___ ___ _____________

15. eComo fue preparada la comida?

16. (-Comio o tomo algo entre el tiempo que ceno y la hora de
acostarse anoche?______________  Si comio algo, que comio
y tomo y que cantidad de cada c o mida?_________________

17. cComio algo o tomo algo entre el tiempo que se acosto y
el tiempo que se levanto esta manana?_____;________ Si
comio algo, digame que comio o tomo y la cantidad de lo 
que comio o tomo. __________________ ____________________

18. cFueron las comidas y liquidos que comio y tomo ayer, 
mas o menos lo que come y toma todo el tiempo? Favor 
de .indicar su respuesta abajo con una marca (/) bajo de 
"Si" o "No". Si su respuesta es "No" favor de dar 
explicacion en el lugar indicado.

Si No

Ponga Explicacion de 
su respuesta de "No" 
aqui

Desayuno 
(o Almuerzo)
Medio Dia 
("lonche")

Cena
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Part II: Comidas Preferidas y Frequencia de Consumacion
Lo sigiente es una lista de comidas. Favor de poner una 
marca (/) a la derecha de la comida para indicar si "como" 
la comida, o "no como" la comida. Favor de escribir el 
numero de veces que come la comida que marco "si como" por
dia y por semana.

Comida NO COMO
SI COMO

Cuantas veces Cuantas veces
por dia por semana

Polio
Carne de Rez
Higado
Cordero
Puerco .....
Tocino
Salchicha
Frijoles
Friioles refritos
Huevos
Nueces
Leche ......
Requeson
Heladas
Postre, Natillas
Atole
Pan de grano entero
Bisquetes 
Tortillas de maiz
Tortillas de harina
Enchiladas
Tacos
Buhuelos
Tostadas .....
Burritos
Arroz
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Comida;
SI COMO

NO COMO Cuantas veces Cuantas veces
por dia por semana

Macarones
Fideo
Jugo de tomate
Jugos de fruta
Papaya, mango
Limonada

fCafe
Te ......
Koolaide
Refrescos
Cerveza
Vino
Pan dulce
Dona ......
Tamales
Menudo
Lechuga
Col
Elote ......
Calabazas
Chicharos
Duraznos
Manzanos
Dulces
Miel
Empanadas
Capirotada
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Parte III: El Tratamiento de Dieta
Las preguntas que siguen son sobre su tratamiento de dieta. 
Favor de escribir sus respuestas en el espacio indicado.
1. Su receta (o prescripcion) de dieta contiene cuantas

calorias? _____________
2. Su receta (o prescripcion) de dieta proporciona cuantos

intercambios de pan? _______________
3. Su receta (o prescripcion) de dieta proporciona cuantos

intercambios de grasas? ______________
Las preguntas que siguen son sobre el tratamiento de dieta 
en general. Favor de poner una marca (/) ha la izquierda 
de su respuesta.
4. El tratamiento de dieta para la diabetes es para 

ayudarme
___ 1. Perder peso
___ 2. Controlar mi diabetes
___ 3. Perder peso y controlar mi diabetes
___ 4. Ninguno de las respuestas.

5. Cuando como arros con polio, necesito considerar que 
una servida de media taza es
___ 1. Igual a un intercambio de pan, un intercambio de

came, y un intercambio de grasa.
___ 2. Igual a solo un intercambio de carne.
___ 3. Igual a un intercambio de pan.

6. En usar el systema de Intercambios -die Comidas,
___ 1. Puedo escoher media taza de frijoles por un

intercambio de carne y dos intercambios de grasa.
___  2. No puedo comer frijoles refritos porque mi

prescripcion (o receta) de dieta no lo permite.
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7. A1 preparar mi comida.
___1. Tengo que tomar en cuento todas las cosas que 

estan incluidas en las recetas de comidas.
___ 2. No necesito tomar en cuenta todas las cosas que 

estan incluidas en las recetas de comida.
8. Un intercambio de pan puede ser

. .1. Una tortilla de harina (6 pulgadas de diametro)
___ 2.-Dos rebanadas de pan planco.

9. Cuando se prepara la comida.
___ 1. Las carnes pueden ser fritan en manteca.

2. Las carnes deben ser asadas o cocidas.
10. En planear las comidas.

__ 1. Necesito no omitir comidas (el almuerzo o desayo, 
al medio dia o la cena).

2. Puedo omitir una comida o dos si como demasiado 
en una comida.

11. Cuando 
queso.

como enchiladas hechas con tortillas de maiz y 
necesito considerar que una enchilada contiene

1. Una onza de un intercambio de carne, un inter
cambio de pan y un intercambio de pan y un 
intercambio de grasa.

2. Solamente un intercambio de pan.
12. Cuando como tacos, yo

___ 1. Necesito tomar en cuenta la tortilla, la carne, 
y la verdura en ellos.

___ 2. No puedo comer tacos por que mi tratamiento de 
dieta no lo permite.
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13. Sobretodo, pienso que
___ 1. Se bastante acera de me diabetes para cuidarme

bien.
___ 2. No se bastante acera de mi diabetes para cuidarme

bien.
14. Sobretodo, pienso que

___ 1. Se bastante acera de mi prescripcion de dieta
para cuidar mi diabetes.

___ 2. No se bastante acera mi prescripcion de dieta
para cuidar mi diabetes.

15. Las instrucciones que recibi sobre mi diabetes y 
prescripcion de dieta fueron dadas por
___ 1. Una enfermera
____ 2. Mi doctor o medico
___ 3. Enferma y doctor
___ 4. Dietista

5. No recibi instrucciones.

Parte IV: Demographia
Las preguntas que siguen son de si mismo. Favor de escribir 
su respuestas en el espacio indicado.
1. Mi edad es ___________ .
2. Mi sexo es ___________ .
3. Mi lugar de nacimiento es ______________ . Si es un lugar

en Mexico, ccuanto tiempo ha vivido aqui en los Estados 
Unidos? ________________ _________________________

4.. Mi idioma primari es el
___ 1. Espanol
___ 2. Ingles

5. Termine ___________ anos de escuela.
6. Cu&ntos anos Co mesos) hace que padece de la diabetes?



APPENDIX C

CRITERIA FOR DETERMINING THE EVIDENCE OF MEXICAN 
AMERICAN CULTURAL FOOD PATTERNS

To evaluate the cultural to total food intake ratio,
1. Evaluate the food entries in the 24-hour recall of 

food consumption and count the number of food items 
listed that are
a. cultural, as listed in Appendix A,
b. prepared in lard or are fried,
c. sweet foods,
d. consumption of carbonated drinks.

2. Tally the number of items fitting the criteria in 
1 above. This is the cultural food number.

3. Tally the total number of food items consumed.
4. Divide the number obtained in 2 above by the number 

obtained in 3 above. This is the number to be 
used as the cultural to total food intake ratio:.
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APPENDIX D

DESIRABLE WEIGHTS FOR MEN AND WOMEN1
Men

Height CL'n shoes, 1 in heel) -Weight“in lbs. (indoor clothing)
Feet Inches Small frame Med Frame Large Frame

5 2 112-120 118-129 126-1415 3 115-123 121-133 129-1445 4 118-126 124-136 132-1485 5 121-129 127-139 135-1525 6 124-133 130-143 138-1565 7 128-137 134-147 142-161
5 8 132-141 138-152 147-1665 9 136-145 142-156 151-1705 10 140-150 146-160 155-1745 11 144-154 150-165 159-1796 0 148-158 154-170 163-1846 1 152-162 158-175 168-189
6 2 156-167 162-180 173-194
6 3 160-171 167-185 178-1996 4 164-175 172-190 182-204

Women
Height (in shoes, 2 in heel) Weight in lbs (indoor clothing)
•4:-. 10 92-98 96-107 104-1194 11 96-101 98-110 106-1225 0 96-104 101-113 109-1255 1 99-107 104-116 112-1285 2 102-110 107-119 115-1315 3 105-113 110-122 118-134
5 4 108-116 113-126 121-1385 5 111-119 116-130 125-1425 6 114-123 120-135 129-1465 7 118-127 124-139 133-1505 8 122-131 128-143 137-1545 9 126-135 132-147 141-158
5 10 130-140 136-151 145-1635 11 134-144 140-155 149-1686 0 138-148 144-159 153-173

1Source: Krall (1978, p. 300), with permission.
97



APPENDIX E

ETHICAL REVIEW COMMITTEE APPROVAL

T H E  U N I V E R S I T Y  O F  A R I Z O N A
T U C S O N .  A R I Z O N A  8 5 7  24
H I *  M A N  S U B J E C T S  C O M M I T T E E  T lU > M O M :  S2w*72i Ok
AR120NA HEALTH S O f\C E S  C IM E t  2303

February 6, 1979

Ms. Guadalupe Soto Olivas 
3025 North Los Altos IF 
Tucson, Arizona 85705
Dear Ms. Olivas:
I have reviewed your project entitled, "Dietary and Knowledge Factors 
Influencing the Control of Diabetes in the Mexican American Diabetic," 
which was submitted to the Human Subjects Committee and concur in the 
opinion of the College Review Committee that this is a minimal risk 
project. Therefore, administrative approval is granted effective 
February 6, 1979, with the understanding that no changes will be made 
in the procedures followed or the consent form used (copies of which 
we have on file) without the knowledge and approval of the Human Subjects 
Committee and the College Review Committee. Any physical or psychological 
harm to any subject must also be reported to each committee.
A university-wide policy requires that all signed consent forms be kept 
in a permanent file in the College Office to assure their accessibility 
in the event that university officials meed the information and the 
principal investigator is no longer on the staff or unavailable for some 
other reason.
Sincerely yours.

Milan Novak, M.D., Ph.D. 
Chairman
Human Subjects Committee 

MH:pd

xc: Ada Sue Hlnshav, Ph.D.
- College Review Committee
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APPENDIX F

SUBJECT CONSENT FORM

Project Title: Dietary and Knowledge Factors Influencing
the Control of Diabetes in the Mexican 
American Diabetic

I understand that I am being asked to participate in a 
study that examines the dietary and knowledge factors that 
influence the control of diabetes. I am being asked because 
I am a Mexican American who has been diagnosed as being a 
diabetic as an adult, am on a prescribed diet, and am in 
reasonably good health.

While I am here for my clinic visit, I will be asked to 
fill out a form that will take about thirty minutes to 
answer. I understand that I will be asked questions about 
food I atetthe past twenty-four hours, my food preferences 
and how often I eat the foods I prefer, my diabetic diet 
prescription, and about myself. I am also aware that my 
clinic chart will be reviewed to obtain information about 
my weight, height, dietary instructions, and levels of sugar 
in my blood. I understand that all information obtained 
will be kept confidential, with the information number coded 
so that my name will not be used for any purpose, and the 
information will be analyzed by computer.

I understand that I may ask questions, and am free not 
to answer particular questions or may withdraw from the 
study at any time. My participation or withdrawal from 
the study will not affect the medical care I receive.

I understand that although I will not directly benefit 
from this study, the Liriformation obtained therein may assist 
in the improvement of patient care. I am aware that there 
are no known medical, social, or psychological risks in
volved in this study and that there is no cost or payment 
to me. I also understand that a copy of this consent form 
is available to me upon request. I further understand that 
the results of this study may be published or used for 
teaching purposes.

I am also aware that this consent form will be filed 
in an area designated by the Human Subjects Committee with
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access restricted to the principal investigator or 
authorized representative of the particular department.

My signature below indicates my consent to participate 
in this study.
Subject':s Signature __________________________Date_________
Witness Signature __________________________ Date__________
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Forma de Autorizacion
LOS FACTORES DE DIETA Y CONOCIMIENTO QUE DETERMINAN 
EL CONTROL DE LA DIABETES EN EL DIABETICO MEXICO

AMERICANO
Comprehdo que he sido escojido para participar en este 
estudio que examine los factores de la dieta y el cono- 
cimiento que posiblemente determinan el control de la 
diabetes. He sido escojido porque soy Mexico Americano, 
diabetico en qual la diabetes fue desarrollado despues de mi 
madurez, he sido dada tratamiento con dieta estricta, y 
gozo de buena salud.
Mientras que estoy aqui para mi cita en la clinica, me 
pediran que conteste un questionario que se tomara approxi- 
madamente trienta minutos. Comprendo que el questionario 
contiene preguntas que son sobre la comida que he comido 
en las pasadas 24 horas, comidas que prefiero y la frequen- 
cia que como las comidas que me gustan, mi tratamiento de 
dieta, y de mi mismo. Tambien entiendo que informacion 
sobre mi peso, instrucciones de tratamiento de dieta, mi 
estaban y el nivel de azucar en la sangre sera tomada de mi 
record de la clinica. Yo entiendo que toda informacion 
obtenida ser mantenida en confidencia. Tambien entiendo que 
mi nombre no sera registrado y nunca sera usado, y que los 
datos seran analyzados per maquina.
Comprendo que al participar en este estudio contestare las 
preguntas que se hagan. Tambien, yo podre hacer preguntas 
concernientes al estudio y en qualquier momento podre 
retirarme del estudio. Yo entiendo que no se me pagara ni 
cobrare por mi participacion, y el cuidado y atencion que 
se me da a mi en la clinica sera iqual ya sea que participe 
o no en este estudio.
Comprendo que aunque yo no recibire beneficio directamente, 
los datos obtenidos en este estudio podran ayudar en el 
desarrollo de metodos mejores en el cuidado de pacientes,
Se me asegura que ningun riezgo o ihcomodidad me ocasionara 
el participar en este estudio. Puedo obtener copia de la 
presente autorizacion al preguntar. Tambien entiendo que 
los datos de esta invesigacion pueden ser usados en forma 
de publicacion y educacion.
Tambien, se me ha sido informado que esta forma sera 
archivada en el lugar establecido por "The Human Subjects 
Committee" y solo tendran acceso a este material personal autorizado.

i



Yo he leido la presente autorizacion, y la naturaleza, 
demanda y riezgos del estudio se ban side explicados. 
firma indica mi autorizacion.

Subject's Signature Date

Witness Date
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