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Abstract:

The purpose of this research study was to describe the dietary habits of pregnant Hispanic migrant
women in Montana. A secondary goal was to compare nutrition information with the national
recommended daily allowances (RDA) of the United States Department of Agriculture (USDA)
standards for nutrition in pregnant women.

The study utilized a descriptive design to examine the dietary practices of pregnant Hispanic migrant
women in Montana. A convenience sample was obtained after identification of potential subjects by
health care workers providing services to these women. The study occurred in the south central and
western areas of the state of Montana. A 214 item food questionnaire and a 24 hour dietary recall were
utilized to collect data. The food questionnaire was translated into Spanish before data collection began
to facilitate data collection.

The diets of the pregnant Hispanic migrant woman in the state of Montana was found to be largely
lacking in nutrients. Diets were high in fats and sugars. Barriers were identified among these women
for the receipt of governmental assistance programs. The educational level of this population was found
to be low in comparison to that of the Anglo population.

The research results can be used by health care professionals providing services to this population.
Nutritional education provided to this patient population should be culturally sound. Written materials
utilized by health care professionals must consider the educational level of the patient. The
consumption of an adequate diet every day is an important message to convey to all patients. Health
care providers must be skilled at working with translation services for patients who are non English
speaking.
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ABSTRACT

The purpose of this research study was to describe the dietary habits of pregnant
Hispanic migrant women in Montana. A secondary goal was to compare nutrition
information with the national recommended daily allowances (RDA) of the United States
Department of Agriculture (USDA) standards for nutrition in pregnant women.

The study utilized a descriptive design to examine the dietary practices of
pregnant Hispanic migrant women in Montana. A convenience sample was obtained
after identification of potential subjects by health care workers providing services to
these women. The study occurred in the south central and western areas of the state of
Montana. A 214 item food questionnaire and a 24 hour dietary recall were utilized to
collect data. The food questionnaire was translated into Spanish before data collection
began to facilitate data collection. '

The diets of the pregnant Hispanic migrant woman in the state of Montana was
found to be largely lacking in nutrients. Diets were high in fats and sugars. Barriers
were identified among these women for the receipt of governmental assistance programs.
The educational level of this population was found to be low in comparison to that of the
Anglo population.

The research results can be used by health care professionals providing services
to this population. Nutritional education provided to this patient population should be
culturally sound. Written materials utilized by health care professionals must consider
the education al level of the patient. The consumption of an adequate diet every day is
an important message to convey to all patients. Health care providers must be skilled at
working with translation services for patients who are non English speaking.




CHAPTER 1

INTRODUCTION

Background and Significance of Study

The Hispanic population is the second largest and fastest growing minority group
in the United States (Castillo & Torres, 1995). This population has distinct cultural |
values, beliefs, and day to day living experiences. The Hispanic population also has
distinct subgroups which exist within the larger ethnic group. These subgroups include
Mexicans, Puerto Ricans, Cubans, and South and Central Americans. While each
subgroup has distinct cultural values, there are common themes which exist among the
groups.

The largest subgroup of the Hispanic population in the United States is Mexican
Americans. Mexican Americans comprise 65% of the Hispam'c population in the United
States (Census Bureau, 2000). Approximately 33% of the Mexican American
population has less than a ninth grade education (Census Bureau, 2000). Lack of
formal education has been proposed as a reason many members of this minority group
secure low paying jobs. These jobs include migrant farm work.

Three to five million migrant and seasonal farmworkers are estimated to be in the
United States. Approximately 16% of these migrant workers are women (U.S. Dept. of
Health and Human Services, 1990; Bureau ;)f Primary Health Care, 1995). However,

these numbers may not accurately reflect the true numbers of migrant and seasonal
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farmworkers in the United States. This population is transient in nature, may not be in
the country legally, and face barriers such as social and cultural isolation. It is estimated
that approximately 77% of these migrant farmworkers are of Mexican descent (National
Agricultural Workers Survey, 2000).

Little research has been conducted regarding the health status of the many
migrant workers in the United States. Less has been done for the Hispanic migrant
woman. Studies which include the pregnant Hispanic migrant farm worker women have
not been published.

Problem

Due to the transitory nature of their life, little is known about the nutritional
patterns and problems of pregnant Hispanic migrant women. Even less is known about
the nutritional patterns and problems of the pregnant migrant Hispanic woman who
reside in Montana.

Purpose

The purpose of this study was to describe the dietary habits of pregnant Hispanid |
migrant women in Montana. A secondary goal was to compare nutrition information
with the national recommended daily allowances(RDA) of the United States Department

of Agriculture (USDA) standards for nutrition in pregnant women.
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The model encompasses factors which relate to the nutrition of pregnant women.
“These factors include income, health, nutrition, motivation, family, and education.
Culture is placed at the top of the model and surrounds the entire web of influences.
Culture is central as it may affect the individual’s view of all of the factors which
influence nutritional status. All of the model’s factors interact and include multiple
components. Listed next to each factor is the operational information which was

collected and considered for each individual factor of the model.




CHAPTER 2
REVIEW OF LITERATURE

Culture

The Hispanic population is the fastest growing minority population in the United
States (Caudle, 1993; Reinert, 1986; Castillo & Torres, 1995; Delgado, Metzger, &
Falcon, 1995). Itis estimated that the Hispanic population will be the largest minority
population in the United States by 2010 (Caudle, 1993; Delgado et al, 1995). The
Hispanic population is younger and less formally educated than the non-Hispanic
population of the United States. The median age for the total population of non-Hispanic
origin is 37.5 years, while the median age for the Hispanic population is 26.1 years.
(Census Bureau, 2000).

The Hispanic population has distinct cultural‘values, beliefs, language, and day to
day living experiences. While the subgroups of the Hispanic population, (Mexica.n,
Puerto Rican, Cuban, South and Central Americans) do have a distinct set of cultural
values, there are common themes which arise within these groups.

Modesty is highly valued and individuals may have a difficult time diécussing
their bodies or body functions (Stewart, 1994; Delgado et. al, 1995). The population as
a whole values agreement, respect and courtesy. Criticism is not as accepted by members
of this group as it is by the dominant American culture of today, even if the criticism is

considered constructive and given in an effort to encourage improvement or make
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changes (Friedman, 1998; Delgado et. al., 1995; Stewart, 1995).

The use of folk remedies in this population is a common practice (Keegan, 1995;
Risser & Mazur, 1995; DePacheco & Hutti, 1998; Skaer, Robinson, Sclar, & Harding,
1996). Some folk remedies may actually cause harm to the individual using these
substances. Individuals may use baking soda or alarcon for upset stomach. Alarcon is
lead based product and may be harmful to both the mother and the fetus (DePacheco &
Hutti, 1998). The consultation of currenderos and spiritualistas may be common in this
population (Reinert,1986; Keegan, 1996; Berger, 1998; Risser & Mazur, 1995).
Currenderos are folk healers or the local elder who by virtue of experience and some
training in the use of herbs are able to assist in health care matters. Spiritualistas are
those who can communicate with spirits and may have the ability to foresee the future.

Many Hispanic families continue to use Spanish as the primary language in their
home for generations after .mi grating to the United States. This language barrier may
isolate the Hispanic from the Anglo community and increase the time to acculturate to
the larger society. In addition, the Hispanic population often resides in areas such as
California, Arizona, and Texas whereby a trip to the “old country”, Mexico, is not
difficult and serves to reinforce maintenance of traditional cultural aspects, such as the
use of Spanish as the primary language, and other cultural practices. This population
also is largely of the Roman Catholic faith (Villarruel, 1998).

Haspanic adolescents seek information more from family members, such as
mothers and older siblings than from peer groups (Rew, Resnick, & Blum, 1997).

Women are essentially in charge of the health cafe of the family and will seek health care
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only when remedies implemented at home do not work (DePacheco & Hutti, 1998). The
Hispanic population views time from a different perspective than the general population
of the United States. As a group, the population is present oriented and views time in a

more flexible aspect. Planning for the future may be seen as unnecessary (Friedman,

1998).
| While these factors have been identified as common threads of cultural
maintenance in the Hispanic culture, it is important to remember that there exist specific
and separate subgroups within the Hispanic population. These specific subgroups
include Mexicans, Cuban, Puerto Ricans, Spaniards, and South and Central Americans
(Friedman, 1998, Caudle, 1993).

The largést subgroup is the Mexican population which makes up 65% of the
Hispanic population in the United Stated (Census Bureau, 2000). The Central and
South American subgroup is the second largest Hispanic subgroup and approximates
14% of the Hispanic population in the United States (Census Bureau, 2000). Three to
five million migrant and seasonal farmworkers are estimated to be in the United States
(U.S. Dept. of Health and Human Services, 1990; Bureau of Primary Health Care, 1995).
Approximately 20% of farmworkers are women apd 77% of all farmworkers are of
Mexican descent ( U.S. Department of Labor, 2000).

The Mexican individual maintains many of the same cultural values and
orientations of the larger Hispanic group. Some variations exist and may contain some
degree of acculturation to the dominant culture of the United States. The degree of

acculturation may depend on the amount of time the individual has been in the United
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States (Gonzalez-Swafford & Gutierrez, 1983).

Migrant farmworkers have a third world health status, although they work in one
of the richest nations on earth (Deaver, 1991). The problems of i@igaﬁon status has
been identified as an additional barrier these individuals must face (Artemis, 1996; Farr,
1997). However, the Bureau of Primary Health Care ensures that immigration status is
not an issue i—n serving the migran;c population. Care is to be provided regardless of
immigration status by those agencies designated as Migrant Health Programs or Migrant
Health Centers.

The Montana Migrant Council, Inc. (MMC), is the primary health care provider
for migrant farmworkers in the state of Montana. MMC estimates 10,400 farmworkers
are in the state of Montana, although Montana is not identified in the literature as a place
to which farm workers migrate. This number includes both seasonal and migrant far
workers. MMC identifies that 90% of the farmworker population in Montana is Hispanic,
primarily of Mexican descent (Montana Migrant Council, Inc. 2000).

Approximately 1 percent of Montana’s population is migrant farmworkers,
depending on the time of year. The highest influx of migrant farmworkers occurs during
the summer months(Census Bureau, 2000). The majority of farmworkers are in states
with higher productions of fruits and vegetables, such as California, Washington,
Oregon, and Texas. The migrant farmworker generally travels within three distinct |
migrant streams. The streams include the eastern, western, and midwestern streams.
Migrant farmworkers in the eastern stream, travel along the eastern seaboard in states

such as, Florida, Mississippi, Alabama, Georgia, North and South Carolina, and Maine.
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Those in the Western stream travel primarily in states along the western seaboard,
including California, Oregon, Washington, Nevada, and occasionally Montana. Tﬁe
migrant farmworkers in the midwestern stream travel mostly from Texas, Colorado, and
Montana (National Center for Farmworker Health,1995). The majority of migrant
workers in the state of Montana are primarily members of the midwestern stream,
although the state doés c;ncounter some migrant farm workers from the western migrant
stream in the western part of the state. The farmworker population works primarily with
the sugar beet crops in eastern and south-central Montana, additional crops include the
cherry crops in western Montana (National Center for Farmworker Health, 1995;
Montana Migrant Council, 2000).

An understanding of the client’s culture alone is not enough to provide culturally
competent health care. The providers must also take into account their own cultural
beliefs, and the cultural context of the agency in which they are providing care. Only
then can there be true merging of client and provider perspectives to provide culturally .
competent care (Burk, Wieser, Keegan, 1995). The provision of culturally appropriate
health is important for all health care providers working with members of a different
cultural group. The consideration of culture is as vital as is the conside;ation of
developmental levels of patients. Health care providers would not consider providing
care to an elderly woman in the same way as they would a child (Jones, Bond, and
Cason, 1998). The plan of care must be adjusted to the developmental level of the

patient. By the same token an individual’s culture must be taken into account when

providing health care. One consideration of this culture includes typical roles and
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functions assumed by members of a cultural group based on sex. Normal roles and
functions of a woman, in the migrant stream, may vary from Mexico to the United States.
Expected roles and functions in the United States in comparison to those in Mexico may
be in direct opposition to each other (Keilich and Miller,1996).
Income

A greater proportion of I;Ii_spanics live at or below the poverty level thgn the
general population of the United States (Census Bureau, 2000). Half of farmworkers
earn less than‘$7, 500.00 per year. This income level would make them eligible for
assistance of social service programs. However, many Hispanics do not receive or apply
for social service programs (National Advisory Council on Migrant Health, 1993, U.S.
Department of Labor, 2000). Low income and lack of any health insurance have serious
implications for health care professionals that treat this population. Health care
providers must not only develop culturally appropriate and proper interventions, but also
provide needed services in a cost effective manner (Delgado et al, 1995).

Nutrition

Nutritional research conducted has not routinely included pregnant Hispanic
migrant women. Research has been conducted regarding the nutrient intakes of |
Mexican-American and Hispanic women of child bearing age using data from the
Hispanic Health and Nutrition Survey (HHANES) and the nutrition education needs of
the Hispanic population (Abrams & Guendelman, 1995; Guendelman & Abrams, 1994,

Palmeri et al, 1998; Clark & Hoffman, 1998). One half or more of Mexican women n

Chicago have been found to be at high risk of nutritional deficiencies. Particularly folate,




11

iron, zinc and calcium intake was deficient for these women (Ballew & Sugerman,
1995).

Questioning the length of time in the United States to help identify
acculturation status and lend clues to eating habits has been identified as important to
include when studying nutritional patterns of Hispanic families (Clark & Hoffiman, 1998;
Chavez et al, 1994). There are conflicting fei)oﬂs provided of actual intakes of nutrient
rich food intake. There is an inverse relat'ionship between length of time in the United
States and the dietary intake of vitamin-A and vitamin-C rich foods. Hispanic women
often consume less fruits, vegetables, and, milk products, than non-Hispanic women(
Abrams & Guendleman, 1994). Mexican-American women have not shown significant
differences in fruit and vegetable intakes in comparison with non-Hispanic white women
(Abrams & Guendelman, 1995). Differences in food consumption patterns exist among
groups of Hispanic origin ( Cuban, Puerto Rican, and Mexican). Those of Mexican
American origin, have the highest rates of being over weight, high cholesterol, and
gallbladder disease (Kuczmarski et al, 1998).

Concemn of the mother for the well being of the baby, the role of motherhood, and
family support systems contribute to healthy food practices during pregnancy in
Mexican-American adolescents. With acculturation, traditional cultural beliefs of
Mexican heritage pertaining to pregnancy are lost and with this attitudes regarding
weight gain became more negative, although diet continues to be adequate during
pregnancy. Pregnant Mexican-American adolescents tend to chose foods thought most

nutritionally sound by family for the benefits of the baby, while the individual knowledge
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of adolescents regarding. nutrition is minimal (Guttierez, 1999). |

Individuals with low literacy skills turn to family members and friends for
health information prior to obtaining medical care from health care providers. The ready
access of family members and friends and the limited amount of time available for health -
care providers to spend with clients in individualizing nutrition information were factors
identified by individuals for turning to family and ﬁie;lcis before contacting their health
care provider (Macario, et al, 1998).

Nutrition has long been tied to birth outcomes. Even though Hispanic women are
found to be poorer, have less education, and often receive less prenatal care, these
women have low birth weight babies at a similar rate of the non-Hispanic population
(Abrams & Guendelman, 1995). One third of farmworkers surveyed in1989 reported
running out of food or not having enough to eat in the last year (National Center for
Farmworker Health, 1996). |

Current recommendations indicate that all pregnant women should consume an
additional 300 calories during the second and third trimester. No need for increased
calories is indicated during the first trimester (Whitney, Cataldo, & Rolfes, 1998; Duyff,
1996). The pregnant woman is also to consume extra protein and the fat-soluble vitamin
E (Whitney, Catoldo, Rolfes, 1998; Duyff, 1996). Other increases needed are, vitamins
such as C, B12, B6, folate, niacin, riboflavin, thiamin, iodine, zinc, and selenium. All
pregnant women also need increases in protein and calcium during pregnancy to
maintain health. Phosphorous, and vitamin D needs remain the same for pregnant

women as for those who are not pregnant. Vitamin A requirements are the same for
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pregnant and for non-pregnant women. (Whitney, Cataldo, Rolfes, 1998; Duyff, 1996).
Weight gain must be individualized for the patient, based on pre-pregnancy
weights. The patient may be under weight or over weight, or be at a proper weight
(Whitney et al, 1998). The use of body mass index is identified as an acceptable

technique for assessing nutritional status of patients (Bailey & Ferro-Luizzi, 1995).
Family |

Hispanics identify the family as the central unit of focus, rather than the
expression of individualism (Friedman, 1998; Berger, 1998; Stewart, 1994; Castillo &
Torres, 1995; Delgado, Metzger, & Falcon, 1995). The Hispanic family is close knit, and
extended family plays an important role (Friedman, 1998; Berger, 1998; Castillo &
Torres, 1995). Individuals such as the grandparents, godparents, aunts and uncles are
involved in the child rearing and day to day lives of family members. The Hispanic '
family is often patriarchal and the oldest male is highly regarded. Machismo is a
common theme, although reports of this are conflicting (Friedman, 1998; Caudle, 1993).
The eldest male usually is the decision maker of the family (Friedman, 1998; Stewart,
1994).

Migrant farmworkers may travel with extended family members or as singles.
Those migrant farmworkers in the Midwestern stream genefally tend to maintain the
family unit, rather than traveling as single individuals (Montana Migrant Council, Inc.
2000; National center for Farmworker Health, 1993). The fact that those migrant
farmworkers traveling to the state of Montana are traveling as a family unif affects the

delivery of health care to these individuals. The family is the unit of focus rather than
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the individual, maintaining the traditional Hispanic culture. Extended family members,
such as grandmothers accompany the migrant farmworker family to care for children and
provide household chores, such as cooking (O’Brien, 1982).

Education

The Hispanic minority group has less formal education as a whole, then the
general population (Caudle, 1993; Friedman, 1998; Delgado et. al., 1995; Census Bureau,
2000). Approximately 32% of the Hispanic population in the United States has less than
a ninth grade education compared to only 5% of the non—Hispa.nié population. The
Mexican-American subgroup is even higher with approﬁ@ately 33% of the individuals
having less than a ninth grade education (Census Bureau, 2000). Farmworkers
traditionally have a lower level of education than that observed in the non farmworker
population. Approximately 58% of farmworkers surveyed were determined fo havé less
than an eighth grade education. Only 15% were found to have a high school education or
higher (U.S. Department of Labor, 2000).

Education is valued by those of Hispanic origin. However, education may be
largely unavailable to this population due to socioeconomic factors. In addition, there
may be difficulty in accessing educational programs because of the fear of loss of
employment due to the need for educational class attendance and interference with work
hours or job duties. Language barriers may serve to prevent the attainment of a high level

of education for this population if Spanish is the primary language spoken.
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Motivation

Migrant farmworkers can be stereotyped by members of the health care team as
lacking motivation or being uncommitted to their health because of the inability to keep
scheduled appointments due to the erratic lifestyle they must lead. Leaving the field
results in a direct loss of pay as the farmworkers are paid based on the amount of Crops
picked. Farmworker-s '\_Nﬂl therefore abstain from re.ceiving health care services unless
illness interferes with work. Thjs loss of pay may also affect the motivation of the
farmworker to comply with prescribed treatment regimens or the need for foilow up
(Bechtel, Shepherd, and Rogers, 1995).

Women are held responsible for care of the family and the home. The financial
need to work outside the home leads to feelings of frustration for families. Lack of time
to complete needed tasks, including meal preparation is particularly frustrating for the
women. The quality of meals prepared can often be viewed in proportion to the amount
of time spent working outside the home. The quality of food prepared decreases with the
amount of time spent outside the home in work activities (Devault, 1987). The
motivation to prepare quality meals exists, but extenuating circumstances may prevent
individuals from preparing hi gh quality meals. Rather, they may opt for mor:e
convenience foods which are faster and easier to prepare.

The Hispanic migfant farmworker may have support systems available in the
form of extended family members. They also may have difficulty in complying with

typical westernized medical offerings. Factors which have been identified as

impediments include those issues which are intrinsic to the life of the migrant
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farmworker such as poverty, cultural barriers, linguistic barriers, work constraints,
isolation, and transience (Fishman et al, 1993).
Health

The Hispanic population’s cultural values and beliefs may shape their beliefs
regarding illness and its causes, treatments and preventions (Stewart, 1994). The
Hispanic population may view th_e cause of illness from a humoral perspective or the
hot/cold theory of illness causation (Gonzales-Swafford & Gutierrez, 1983; DePacheco
& Hutti, 1998). This is an important aspect the health care provider must take into
consideration when working with members of t}ﬁs cultural group. The health care
provider must take into account the specific foods which are hot and cannot be eaten
with a hot illness, but instead should have a cold treatment or food substance used and
vice versa (DePacheco & Hutti, 1998). Once acculturated, the traditional belief of the
hot/cold theory is not maintained for the Hispanic individual (Guttierez, 1999).

The Mexican-American views the health care provider as the expert, but does
expect to be treated with respect by the health care provider. This subgroup has also
been found to utilize folk healers and subscribe to folk remedies (Reinert, 1986;
Gonzalez-Swafford & Gutierrez, 1983). The Mexican-American individual alsov
classifies emotional illnesses into two separate classes, those which are mental and those
which are moral. Mental illnesses are frequently viewed as outside the responsibility of
the individual and the will of God. Moral illnesses are viewed as a weakness on the part

of the individual. Moral illnesses include sexually transmitted diseases and other

disorders which were contracted due to actions of the individual. Family members must
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be involved in the treatment process for effective treatment to be initiated (Gonzalez-
Swafford & Gutierrez, 1983). Fatalism is a common theme within the Hispanic
population. Individuals will resign themselves to what they see as their lot in life. Illness
may be viewed as a punishment from God (Friedman, 1998, Castillo & Torres, 1995).
Migrant and seasonal farmworkers are an under served population with many
health care needs and barriers which impe;d;: their ability to meet these needs. Barriers
facing this population include poverty, linguistic and cultural barriers, clinic hours not
| conducive to hours worked by farmworkers, and transportation costs (Stein, 1993; -Fan*,
1997; Artemis,1996). Farmworkers may risk the loss of employment even if health care
services are available, because the crops will not wait until an individual is well, nor will
the employers. Preventive health care seﬁices are often pushed to the way-side for this
group as health is tied to the ability to work. An individual will only seek health care
once there is an interference with the ability to work (O’Brien 1982).
Most often the migrant worker, particularly males will not seek health care until
~ the illness or condition interferes with their ability to perform normal roles or function.
Migrant farmworker women tend to identify their illnesses as more emotional in origin.
The migrant population is often difficult to serve due to their transitory nature.
Providers must be culturally sensitive and must develop a rapport with individuals in the
migrant streams rather quickly (Martaus, 1986).
Health care issues surrounding this population include a higher incidence of
diabetes, hypertension, infectious diseases, and pesticide exposure (Farr, 1997; Stein,

1993). In addition, stress and depressive disorders were also identified as common
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health care issues surrounding this population (National Center for Farmworker Health,
1993). Migrant farmworker women are at higher risk for falls and musculoskeletal
injuries related to working in the fields. In addition, these women who are pregnant may
be at even greater risk due to a shift in their center of gravity. Exposure to pesticides,
may also pose a significant risk to the unborn child and mother (Lambert, 1995).

Hispanic pregnant women often receive inadeq_uate prenatal care because care is
initiated late or not all (Stewart, 1995; Goss et al, 1997; Pearce et al, 1996; Albrecht et
al, 1996; Conrad et al, 1998; Byrd et al, 1996; Sculphome et al, .1991; Zaid et al, 1996;
Gardner et al, 1996; Mayer, 1997). Culture provides an impact on prenatal care within
the Hispanic population. Early prenatal care has been determined to be of little value
within this culture because pregnancy is considered a natural process and not a condition
for which medical care should be sought. Women most often sought advice from their
mothers or other female relatives instead of seeking early prenatal health care services
(Warrick et al, 1992).

Although the Hispanic population has a lack of prenatal care, they have more
positive birth outcomes than negative. The Hispanic population also has low birth
weights similar to that of the dominant culture of the United States (Gardner et al, 1996;
Balcazar et al, 1997; Zaid et al, 1996; Byrd et al, 1996; Albrecht et al, 1996, Pearceet al,
1996; Goss et al, 1997). Multiple hypothesis have been expressed to denote why this
phenomenon of more positive birth outcomes than negative and low birth weights

comparable to the dominant culture occurs. This phenomenon had been called an

“epidemiologic paradox”. Accepted risk factors for pregnancy outcomes may not cross
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ethnic lines (Fuentes-Afflick & Lurie, 1997). The retention of traditional culture and
family cohesiveness, serve to protect the women from negative birth outcomes (Balcazar
et al, 1997).

This “epidemiological paradox” may be tied to religious beliefs of Hispanic
women. Women of Hispanic origin identify strongly with the Virgin of Guadalupe and
their religion which provides an explanation of positive pregnainéy outcomes. In
- addition, acculturation has been demonstrated to have a negative influence on positive
pregnancy outcomes (Magafia & Clark 1995). The low rate of low birth weight infants
born to women of Hispanic origin does not continue into the second generation. Once
the woman becomes acculturated, the rate of low birth weight infants is similar to that of
the general population (Jiménz, 1995).

The overall birth defect rate was lower for the low income Hispanic population in
comparison to the low income Black population in south-central Los Angeles. Certain
types of birth defects were tied to each group. Cardiac and genital defects were more
prevalent among the Black group, while the Hispanic group had more chromosomal,
orofacial, and central nervous system defects. The birth defects experienced by the
Black group were determined to be more compatible with survival of the infant then
were the birth defects experienced by the Hispanic group (Ogunyemi et al, 1993). These
findings suggest that other environmental factors, such as nutrition and bre conceptual
variables may be important to consider in the possibility of birtﬁ defects.

Psycho social factors associated with poor weight gain during pregnancy of

Hispanic women include physical abuse suffered at the hands of the baby’s father,
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depression, being single, being younger than twenty years of age, or older than twenty-
nine years of age, being multiparous, and having a lower pre-pregnancy body mass index
(BMI). Those who had positive weight gain, were most often primiparous at any age,
born in the United States, and divorced. The height of the mother and the death of a
famjlsl member while being pregnant also played a factor in positive weight gain (Siega-
Riz & Hobel, 1997; Torres, 1993). )

The lifestyle of the migrant farmworker is challenging, for those women who are
pregnant, the lifestyle of a migrant worker adds a further challenge. Prenatal care may be
received late, if at all. The National Center for Farmworker Health (1996) reports that
the infant mortality rate for farm workers is 25% higher than the national average. The
pregnant Hispanic migrant woman may gain less than the optimal expected weight gain
during her pregnancy (Morbidity & Mortality Weékly Report, 1997). This inadequate
weight gain may be a sign that adequate nutrition for these women is not being received.
Yet, these women do not have a rate of low birth weight infants or delivery
complications, as one would expect (Morbidity & Mortality Weekly Report, 1997).
While no studies have linked nutrition as a direct cause for low birth weight babies, there

is a call for assessing nutritional factors of pregnant Hispanic women (Fuentes—Afﬂick &

Lurie, 1997).

Summary of Literature
The Hispanic population is the second largest and fastest growing minority group
in the United States. This population has distinct cultural values and beliefs. Health care

providers have a responsibility to modify the provision of health care to ensure cultural
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sensitivity. To gain insight into the true needs of the Hispanic population, those of
Hispanic origin must be included in the research.

Migrant farmworkers experience multiple barriers.in receiving health care in the
United States. The majority of migrant farmworkers are of Hispanic descent in the
United States. A gap in the literature was identified regarding the Hispanic migrant
pregnant woman in the state of Montana. There was also a gap in the literature regarciir;g
the migrant population throughout the state of Montana. The Hispanic migrant
farmworker woman may be highly motivated to care for herself and her family, however,
due to a multitude of factors, preventive health care needs may go unmet. This may have
serious implications for this population.

Assumptions could be made regarding the health problems affecting this
population, however, those assumptions may be incorrect. One author determined
incorporation of incorrect assumptions into the delivery of health care services has been
the case for far too long. The indication is to determine from the population, what are
actually their needs, only then can culturally appropriate health care be provided.

Proper nutrition before, during, and after pregnancy has long been identified as an
important aspect of good perinatal care and care of self. While, proper nutrition, is tied
indirectly to birth outcomes, it is only one of many factors to be assessed. Positive birth
outcomes are influenced by many factors other than nutrition. These factors include
socioeconomic status, support systems, and overall health of the woman. Nutrition as a

whole will affect the individual throughout his/her lifetime. The assessment of dietary

consumption patterns can prove to be a helpful tool in developing culturally sound and
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appropriate nutritional advice for individuals of differing cultures and carry over into the

next generation.

Conceptual and Operational Definitions

Terms used in this study are included in the following section. Each factor in the
operational model used to guide this study is defined, as are pregnancy, Hispanic
ethnicity identification, and migrant farm worker. Definitions for this study are derived
from the literaturg review.

Culture

Culture 1s the unique beliefs, thoughts, and behaviors within a group which may
leﬁd clues to that individual’s life ways and health status (American Heritage Dictionary,
1994). For this study the cultural group was those of Hispanic origin, who were also
migrant farm workers.

Hispanic Americéns are those individuals of Spanish origin who identify
themselves as Mexican, Puerto Rican, Cuban, and or South or Central American
(Friedman, 1998). For this study, a Hispanic individual was deﬁned as anyone who
identified themselves as Hispanic or as a member of one of the sﬁbgroups of the larger
Hispanic group.

Migrant Farmworker

A migratory agricultural worker or migrant farmworker is an individual who

temporarily resides in an area, is chiefly employed in agriculture seasonally, and has been
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for the previous two year period (Health Centers Consolidation Act, 1996). For this study
a migrant farmworker was an individual whose employment was in agriculture and who
traveled for this work on a seasonal basis, and established a temporary home for work
purposes in Montana.
Income

Income is money provided for services rendered (The American Heritage
Dictionary, 1994). For this study income was defined based on self report of the
individual participating in the study and a ranged scale of monetary values.
Nutrition

Nutrition is the consumption, utilization, bodily assimilation, and metabolism of
food products imcluding liquids and solids (Taber’s Cyclopedic Medical Dictionary,
1985). For this study nutrition was defined as the total daily intake identified by study
participants as recorded utilizing a twenty four hour dietary recall ana a food frequency
questionnaire.
Family

A Family is two or more persons who describe themselves as part of a family and
are attached by affection (Friedman,1998). for this study, the family was defined based
on number and composition through a question on the demographic cover sheet.
Education

Education is attainment of knowledge (American Heritage Dictionary, 1994). For
this study, education was measured by the subjﬂect’s identification of educational

attainment, and where this was completed.
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Motivation

Motivation is the desire to act (The American Heritage Dictioﬁary, 1994). For
this study motivation was identified by the utilization of health care services for prenatal
care.
Health

Health is holistic state of being including all aspects of an individual (Taber’s
Cyclopedic Medical Dictionary, 1985 ). For this study, health was defined by the
individual subject participating in the study, through a qualitative statement and rating of
health status on a Likert Scale with 1 being low level health ‘and 10 being high level
health.
Pregnancy

Pregnancy is the status of bearing an embryo in the uterus (Taber’s Cyclopedic
Medical Dictionary,1985). For this study, a woman was considered pregnant if she had a

positive urine or blood pregnaricy test.

Significance for Nursing

Nursing as a whole has a responsibility to ensure competency in the provision of
culturally approiariate care. Nurses noted that working with culturaily diverse clieﬁts was
complex and challenging although nursing has attempted to provide education regarding
cultural sensitivity (Kirkham, 1998). Only tmough studying the unique aspect of
different cultural groups can nursing progress to true understanding of a particular group

of which the nurse is not a member. One such group is the Hispanic migrant farm
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worker.

Little is known about the nutritional practices of pregnant Hispanic migrant
women. Even less is known about the dietary practices of this population in the state of
Montana. Nutrition has been identified as oné factor affecting pregnancy outcomes.
Without knowledge regarding the dietary practices of these women, culturally
appropriate and séund nutritional advice cannot be provided by nurses or other health

care providers.
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CHAPTER 3

METHODOLOGY

Purpose

The purpose of this study was to describe the dietary habits of pregnant Hispanic
migrant women in Montana. In addition this study included an individual comparison of
nutrition information of subjects to the national recommended daily allowances (RDA)
of the United States Department of Agriculture (USDA) standards for nutrition in

pregnant women,
Design ‘

A descriptive design was used to examine the dietary practices of pregnant
Hispanic migrant women in Montana. Further, this study compared the dietary intake of
these women with the recommended daily allowance of the United States Department of
Agriculture. Data was collected from women who obtained health care from the
Montana Migrant Council, Inc., throughout thé south central and western areas of the
state of Montana. Permission to conduct the study was obtained.from the Montana

Migrant Council, Inc. (Appendix B). Statistical analysis used descriptive statistics and
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comparison of nutritional intake to the RDA of the USDA. A pilot study was conducted

prior to data collection to identify issues regarding the instrument utilized to obtain data.

Sample

A sample of subjects for this study was obtained from identification by health

care providers working with this population in Montana from May through August, 2000.

The sample was a convenience sample of Hispanic women meeting the inclusion and

exclusion criteria. The sample size was nine subjects (N=9).

Inclusion Criteria

Inclusion criteria included:

1.

2.

3.

4.

Having a positive pregnancy test (urine or blood).
Hispanic identification by potential subject.
Over 18 years of age.

Migratory farmworker woman.

Exclusion Criteria

Exclusion criteria included:

1.

2.

Non-Hispanic ethnicity.
Under 18 years of age.
Over 35 years of age.

Seasonal farm worker women.
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Instrumentation

Demographics .

A demographic data form was included with the data collection packet to gain
information pertaining to the individual participating in the study. The demographic
sheet (Appendix C) collected infoxmation regarding the subjects’ age, estimated date of
confinement, pre-pregnancy weight, current weight, height, number of pregnancies,
number of children, and income. In addition, information regarding the ability to store
food items, availability of ﬁansportation, availability of hot/cold running water, and
availability of cooking facilities was collected. Information was also obtained regarding
the subjects’ length of time in the United States, country of origin, home base location,
ability to read, write, and speak English and/ or Spanish, and the frequency of working
in the fields or orchards.

Food Frequency Questionnaire

The food frequency questionnaire (Appendix D) was to be used by the researcher
to question the frequency of food consumption patterns, perceived by the individual
subject regarding specific food groups. The food survey assessed the frequency of the
consumption of food items daily, weekly, and monthly. The sﬁrvey also allowed for the

expression of inclusion or exclusion of food items listed on the questionnaire.
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Twenty Four Hour Dietary Recall

A twenty four-hour diet recall was obtained from the subject after completion of
the demographic cover sheet. The form consisted of a sheet of paper on which a unique
identifier was entered and then information was obtained regarding food consumption
patterns for the previous twenty-four hours. This was designed to capture all food items
and amounts consumed by the subject over the last twenty four hours. Thé researcher

and the subject had the opportunity to clarify and ask questions as needed.

Procedures

Steps of Data Collection

1. Potential subjects were identified by health care providers working with these
women. Women were contacted who met the inclusion criteria.

2. The potential subject was contacted and the purpose of the study was explained.
The possible benefits and risks for the subjects was included. In addition, a
description of the type of subject participation, the Ieng‘th of time needed to
participate, and the subject’s rights regarding participation and termination was
provided to the subject. Methods used to protect confidentiality and a list of
p(:;ssible referrals as needed were provided. This information was provided
verbally and in writing to the subjects, in their native language. The researcher
did have Spanish/English language skills, however, an interpreter was utilized as

needed and was used only at the agreement of the potential subject.
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The written informed consent was provided to the subject (Appendix E). A copy
of this was provided to the subject for their records.

The demographic data sheet (Appendix C) was completed with the subject at a
private location of the subject’s choosing. The demographic data sheet was
coded to match the diet survey and the twenty four hour dietary recall sheet. To
maintain confidentiality only initials of the subject were used and the data
collected was maintained in a locked file cabinet.

The twenty four hour diet recall was completed with the subject. All of the food
and liquid consumed in the last twenty four hours based on the subject’s verbal
statements were included. This twenty four hour dietary recall sheet was coded
with a unique identifier to maintain confidentiality of data and to ensure proper
instruments were grouped together.

The food frequency questionnaire was then completed with the subject. The food
frequency questionnaire obtained information regrading intake of specific food
items on a daily, weekly, and monthly basis.

Each subject was given a pamphlet regarding proper nutrition during pregnancy,
printed by the March of Dimes, entitled “Eating for Two”. Pamphlets were
available in English and Spanish and distributed according to the language most

comfortable to the subject.
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Internal and External Validity

Internal Validity

There was 1o pre test of knowledge of those subjects who participated in the
study. Study participants may have provided information to the researcher which was
based on previous knowledge regarding nutritional expectations during pregnancy, rather
than actual consumption patterns of foods. Those subjects who have had prior
pregnancies may have previous experiences related to nutrition during pregnancy. Those
subjects who have had prior pregnancies may have responded differently to questions
asked by the researcher because of their prior teaching.

The study utilized a convenience sampling method. The use of this sampling
method may have inhibited inclusion of all potentially eligible participants. Some
potential subjects may have elected not to participate due to a variety of issues, such as
time constraints, fear of participation because of immigration status, or other issues.

Questions contained on the tool may not have been completely understood by the
subjects. There are many regional variations in the Spanish language and words may
have not been familiar to all individuals who originated in di_fferent Latin American
_ countries. The tool utilized was translated into Spanish, however, due to regional

variations words used may not have allowed understanding of expectations.
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External Validity

This study was conducted only for those individuals in the migrant stream in the
state of Montana. This study may not be generalized to the entire migrant population in
the United States. In fact, due to the transitory nature of this population, this study may
be generalized only to this population at the point in time the study was conducted. All
items used to obtain information in this study were translated into Spanish by one native
Spanish speaker and an individual who lived in Spain for fifteen years and was a Spanish
Professor. The Spanish version of the instrumentation was back translated into English
to ensure there were no difficulties or translation eﬁors. In addition, a pilot application of
the study was performed with three English speaking individuals and concurrently with
three Spanish speaking individuals to determine difficulties/issues with the
instrumentation prior to the beginning of the study.

Limitation/Assumptions

It was an underlying assumption that the pregnancies of the migrant women in
this study were wanted. It was also assumed that prior health care teaching regarding
nutrition affected responses to questions and/or eating patterns. It was also an
assumption that individuals of Hispanic descent, had varying levels of acculturation into
the larger American culture. The measure of the degree of acculturation of the
participants was not within the scope of this project. Language differences and
difficulties may have limited this study. The researcher had Spanish language skills, in

reading, writing, speaking, and understanding Spanish. In addition, an interpreter who
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was familiar with the migrant population and was a native Spanish speaker was also

available to the researcher.

Pilot Study

A pilot study was conducted with three, Spanish speaking individuals to
determine any difficulties in the use of the instrumentation, or the data collection. These .
three individuals were identified from the Montana Migrant Council, Inc. Two of the
individuals had been farmworkers in the past, but were settled out of the migrant stream
and working in the service industry. One of these individuals had served as an interpreter
for the Montana Migrant Council, Inc. Both had been clients of the agency and were
born in Mexico. The third individual was an employee of the Montana Migrant Council,
Inc., as an interpreter for clients of this agency and had never been a farmworker. The
only modifications made were spellings of words in Spanish. The Spanish word for
peach is “durazno” which was inaccurately listed as “durango”.

A second pilot study was implemented concurrently with English speaking
individuals to assess any difficulties in the use of the instrumentation or the data
collection. These three individuals were also found at the Montana Migrant Council, Inc.
These individuals were of Mexican ethnicity and had been involved in farmwork in the
past. There was also one change made to the instrument based on this pilot study. The

item on the food frequency questionnaire, “lamb roast” was listed as “lamp roast™.
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Data Analysis

Demographics

Analysis was descriptive for the demographics of study participants. The SPSS
10.0 program was utilized to analyze the demographic data. Analysis included the age,
length of time in the United States, country of origin, and home base. The amount of
time subjects spent working in the fields and/or working in other jobs was also included.

The second objective of the study consisted of a comparison of percentages of the
woman’s intake and the recommended daily allowances suggested by the United States
Department of Agriculture (USDA). The analysis of the 24 hour dietary recall was
performed with the use of the computerized diet analysis program provided by
West/Wadsworth Publishing. The Program was Diet Analysis Plus Version 3.0 for

Windows.

Protection of Human Subjects

Every effort was made to protect the rights of the human subjects participating in
this study. The study was approved by the Human Subject Review Committee of the
College of Nursing (Appendix F). Approval was also obtained from the Montana

Migrant Council, Inc. to located subjects at their facility.
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Each subject was provided a consent form in their native language (Appendix E).
Study participants gave written permission to participate and were provided a copy of the
signed consent for their records. Study participants had the opportunity to withdraw at'
any time. There were no directv-beneﬁts to be detived from study participation.
However, the subjects did have an opportunity to learn about and improve their diets for
their health and the health of their baby. Subjects also were informed they could help
improve healtfl care for other women in the future.

Risks of the study included (iistress over learning dietary habits were inadequate
and loss of time for the subjects. Each study participant was informed she would l;e
referred appropriately if there were problerﬁs identiﬁed with her diet. Subjects were also
afforded the opportunity to withdraw if they did not wish to relinquish some of their time

to participate in the study.
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CHAPTER 4
OUTCOME

Research Findings

Each component of the model web of influences used to guide this study is
analyzed in the following section. Demographics of the sample are included first to
allow the reader to appreciate the sample characteristics. Results are presented within

the context of the web of influences used as the conceptual framework for this study.

Demographic Characteristics

A total of nine subjects elected to participate in the study. Ages ranged from 18
to 27 years of age. The number of subjects for each age category are shown in Table 1.
All subjects identified themselves as Mexican. One participant stated she was Mexican-
Ameriéan. All subjects identified themselves as Catholic.

Table 1. Age of Subjects in Sample (N=9)

Ages n
20 years and younger 4
21-25 years 4

over 25 years 1
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The length of time in the United States ranged from two months "[c') those who
were born and raised in the United States. Seven of the nine study participants had
origins in Mexico. Two participants were born and raised in the United States in Texas
and Washington respectively. Table 2 provides the length of time in the United States.

Table 2. Length of Time in the United States N=9). . -

Time in United States n
Under 1 Year 4
Under 10 Years 2
Under 20 Years 1
Lifetime .2

Arizona, California, Texas, and Washington, and the country of Mexico were
listed as the women’s homebase. Seven of the nine subjects indicated théy worked
outside the home, either doing field work or working in non-farm work employment
settings. Two subjects did not work outside the home and are therefore not included in -
the hours spent in work analysis see (Table 3).

Table 3. Type of Work and Number of Hours per Week of Sample (N = 7).

Hours per Week n Hours of Work per Week n

Field Work Non Field Work

20-70 5 5-40 » 2
Income

The income of the subjects participating in this study ranged from less than

$5,000.00 to $17',500.00 annually. The supplemental food program service, Women
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Infants and Children (WIC), was received by seven of the subjects in the study. Four of
the subjects indicated they were receiving food stamﬁ services at the time of the
interview. Immigration status was given as the reason for non-receipt of these programs.
The receipt of WIC énd food stamp services are included in income because these
programs may belp off-set monies which could be used for other items. The number of
family members being supported on the annual income ranged from two to seven
individﬁals (Table 4).

Table 4. Income/Receipt of WIC/Food Stamps/Family Size of Sample (N=9).

Annual Income n  Family Size WIC  Food Stamps
: ' n n
<$5,000.00 _ 4 27 2 2
$5,000.00-$10,000.00 4 34 4 1
>$10,000.00 1 3 1 1
Family

Number of family members ranged from two to seven members. Family
members and sources of support identified were husbands, parents, children, brothers and
sisters and extended family members. All subjects identified they had multiple sources
of support available to them when needed. All subjects indicated a female source of
support.

Education
Education ranged from fourth grade to a college degree. Five of the nine

subject participants were educated in Mexico. The remaining four subjects were
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educated in the United States. Three of the four subjects educated in the United States

received a twelfth grade education. Only four subjects completed twelfth grade or higher

(Table 5).

Table 5. Education in Number of Years for Sample (N=9)

Years of Schooling n
0-6 Years 1
7-9 Years 4
12 + Years 4
Total 9

All individuals participating in this study were able to speak Spanish. The

majority of subjects used only the Spanish language. One subject had reading and

writing skills limited to English only. Reading and writing levels were not evaluated for

study participants (Table 6).

Table 6. Spanish/English Language Skills(Speaking, Reading, Writing) for Sample N=9)

Language Spoken Word Reading Writing
English Only 0 1 1
Spanish Only 5 5 5
Both Spanish/English 4 3 3
Neither Spanish/English 0 0 0

Health

The women who participated in this study indicated they made health care

decisions on their own or with the input of their husband. Four of the subjects indicated
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they alone made the health care decisions in their households. The remaining five
subjects indicated they made health care decisions in conjunction with their spouses.

All subjects indicated they received health care services at Montana Migrant
Council, Inc., while in the state of Montana. All but one of the subjects were receiving
health care services at their home base sites. Areas of health care services identified as . -
being used across the nation included: Mexico, Washington, Arizona, California, and
Texas. Two of the study participants indicated health care services were difficult to
obtain at other agencies due to immigration status and expenses. No one used non-
traditional forms of health care services.

Subjects identified health as being physical. Four study participants included
references to mental or emotional well being. Health carried a positive connotation for
all study participants. All subjects indicated they felt healthy. High level health was
identified by seven of the study participants. The remaining subjects indicated mid
range level health. None of the study participants smoked.

Study participants overwhelmingly defined illness as a diffefentness or variation
from the usual. One study participant indicated an infectious process as the culprit of
illnesses. All subjects indicated a negative connotation regarding illness.

Nutrition

Transportation to obtain food supplies was not an issue for the study participants.

All subjects indicated they had transportation to the supermarket. One subject identified

she only had transportation if shé went with her parents. Three subjects indicated they
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were unable to read labels on food items in the area grocery stores. All study participants
had access to refrigeration for food item which needed to be kept cold and an a‘waﬂablc
stove or something with which to cook. All subjects had access to hot and cold running
water.

Food preparation was the sole responsibility of the majority of subjects. One
study participant identified her mother as assisting with food purchases and preparation.
Food purchasing was the sole responsibility of three of the nine subjects. Two of the
study participants indicated spouses helped purchase food items for the family. The
remaining three éubj ects indicated someone other than themselves purchased food. The
individuals who purchased the food were spouses and the mother of the study participant.

None of the study participants indicated they consumed breakfast on a daily
basis. The noon meal was the largest meal of the day. The women did not snack between
meals and after the evening meal.

| Five participants indicated red meats were usually included in their meals. Three
study participants indicated meals usually included fish or chicken, but not red meats.
One respondent indicated her meals were vegetarian, but included milk, eggs, and cheese
products. Only two participants indicated they consumed six or more cups of water
daily.

The majority of study participants used salt on their food moderately to freely.

Likewise the majority of study participants indicated the usé of butter/margarine in their
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diets. Frying of foods was the most common method of preparation and vegetable oil
was used for cooking most frequently.

All subjects indicated their daily work activities consisted of walking or other
active exercise. The majority of study participants did not exercise more than twice
weekly outside of their usual work activities. Only one participant indicated she
exercised six or more times weekly 0utsid¢ of her work schedule. The typical day
commenced as early as five in the morning to as late as nine in the morning.

Dietary Intake

Body Mass Index (BMI) scores ranged from 19 to 35. Those women with a Body
Mass Index at the lower end of normal should be counseled by the nurse to gain between
twenty eight to forty pounds during the pregnancy. Women with a normal BMI are
expected to gain between twenty five to thirty five pounds during their pregnancy and
those women with a high BMI are expected to gain between fifteen to twenty five pounds
during their pregnancy. Those who are obese based on the BMI shouid gain at least
fifteen pounds (Lowdermilk et al, 2000). Four of the women in this study were less than
five feet and two inches in height and therefore should be encouraged to gain weight
toward the lower end of the range of recommendations (Lowdermilk et al, 2000). The

individual BMI for subj'ects are included in Table 7.
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Table 7. Body Mass Indexes for Sample (N=9)

Body Mass Index (BMI) n

Underweight (<19.8) 1
Normal (19.8 - 26)
Overweight (26 - 29)

~ O A

Obese (> 29)

24 Hour Dietary Recall Analysis

The analysis of the information supplied through the twenty four hour dietary
recall by the study participants was completed using the Diet Analysis Plus Version 3.0
for Windows. Food items were entered by subject. This computer program calculates
the individual’s consumption of recommended daily allowances of vitamins and
minerals.

All study participants indicated they were consuming prenatal vitamins on a daily
basis. The fact that the vitamins were being utilized by participants wiﬂ serve to increase
the amounts of recommended daily allowances. Only one study participant was taking
an iron supplement. The remaining eight study participants did not derive additional iron
intake from a vitamin supplement.

Prenatal vit";lmin supplements are available over the counter for all women in the
United States. The Montana I\/_ﬁérant Council, Inc. provided prenatal vitamins for these
women as a cusi:omary part of health care services. The researcher was able to obtain the
prenatal vitamin supplement from the agency. The supplément provided vitamin A,

vitamin C, vitamin D, vitamin E, thiamin, riboflavin, niacin, vitamin B6, , folic acid,
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vitamin B12, calcium and zinc. Those items which did not meet the recommended daily
allowances (RDA), but rather a portion of the RDA were: vitamin A , of which 50% was
provided; vitamin E, of which 37% of the RDA was provided; riboflavin, 'c‘)f which 85%
was provided; niacin, of which 90% of the RDA was provided; vitamin B 12, of which
50% of the RDA was met; and calcium, of which 15% of the RDA was provided.

Table 8 contains the individual vitamins and minerals for each subject based on
the 24 hour diet recall. These items are expected intakes of vitamins and minerals
regardless of trimester of pregnancy. The analysis in this table is based completely on

nutrients from food sources. Prenatal vitamins are not included in this analysis.
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Table 8. Vitamins/Minerals per Subject

Vitamin Expected Mean % Low % Normal % High
Minerals Consumed
Vitamin A 800 pug 867 ug 44.4% 11.1% 44.4%
Vitamin E 10 mg o~ 10 mg a-TE  44.4% 11.1% 44.4%
TE
Vitamin C 70 mg 271 mg 22% 0 78%
Thiamin 1.5 mg 2.3 mg 33% 0 67%
Riboflavin 1.6 mg 2.9 mg 22% 0 y78%
Niacin . 17mgNE 265mgNE 22% 22% 56%
Vitamin B6 2.2 mg 2.9 mg 33% 11% 56%
Folate 400 pg 514 ug 56% 0 44%
Vitamin B 12 2.2 ug 3.6 ug 11% 11% 78%
Vitamin D 5ug 8 ug 22% 11% 67%
Protein 60 g N¢ 11% 0 89%
Iron 30 mg 23 mg 78% 0 22%
Zinc 15 mg 15 mg 67% 0 33%
Potassium 3,500mg 4,682 mg 44% 0 56%
Sodium 2,400 mg 3,636 mg 11% 0 89%

Expected Values from Whitney et al, 1998.

The expected nutrient intake for subjects according to pregnancy requirements

based on age and/or trimester is included in Table 9. Prenatal vitamins were not

included in this analysis. The information was obtained from the 24 hour diet recall.
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Table 9. Nutrients per Pregnancy Trimester and/or Age

% High

Nutrient Expected Mean % Low % Normal
Consumed
Calories 2,500Kcal 2,627 Kcal 60% 0% 40%
Calories 2,200Kcal 2,475 Kcal 25% 0% 75%
Calcium 1,300 mg 894 mg 100% 0% 0%
Calcium 1, 000 mg 1,452 mg 29% 0% 71%
Phosphorous 1, 250 mg 1,112 mg 50% 0% 50%
Phosphorous 700 mg 1,985 mg 0% 0% 100%
Magnesium 400 mg 216 mg 100% 0% 0%
Magnesium_ 350 mg 506 mg 29% 0% 71%

Expected Values from Whitney et al, 1998.

The 214 item questionnaire was utilized to determine individual food items eaten
on a daily, Weekly and monthly basis. Consumption patterns of food items included on
the questionnaire were analyzed on a daily, weekly, and monthly basis. A total of 39
food items included on the tool were identified as not being consumed at all by study
participants. These items were not included in the analysis.

Information provided by subjects indicated that vegetables were largely lacking
oﬁ a daily basis from the diets of study participants. Daily intakes for dairy products
were also lacking. The consumption of grain products was the most consistent for stﬁdy
participants. The study participants also consumed a large amount of fats and sweets.

Subjects’ intakes based on the 214 item food questionnaire is included in Table 10.
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Table 10. Serving Sizes per Food Group for Sample (N=9)

Food Group  Expected Low Average High
Grains 6to 11 11% 56% 33%

. Fruits - 2to4 33%‘ : 11% 56%
Vegetables 3105 ‘. 78% 22% 0%
Dairy 4106 78% 11% - 11%
Meat 3to4 56% 22% 22%
Fats/Sweets ~ Minimal 0% : 11% 89%
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CHAPTER 5

CONCLUSIONS

The women who participated in this study were all Mexican migrant farmworker
women. The mean age of the of the subjects was 21 years. The typiéal farmworker is
younger than the average population of the United States (Census Bureau, 2000)

The findings of this study show that 77% of the study participants were,.foreign born
which is consistent with statistics of the United States. Only one of the subjects in this
study were unmarried. The majority of the women in this study worked outside the home
with hours spent in work activities ranging from 5 - 70 hours per week.

All of the women and their families in this study were well below the poverty
levels (U.S. Code o.f Federal Regulation, 2001). Over half of the women in this study
were not receiving food stamps, although they would qualify based solely on income.
This is a higher rate of non-receipt of government services than reported by the U.S.
Department of Labor (2000). A deterrent to applying for government programs was
immigration status. Two of the study parﬁcipants were not receiving services from the
sﬁpplemental food program, Women, Infants, and Children (WIC).

The women who participated in this study limited their definitions of family to

their spouse and children unless they were residing with extended family members.
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These women did ﬁot count the unbomn child as part of the family at the ’;ime this study
~ was conducted. Families were not extremely large and sizes ranged from two to seven
members. Extended family members were not identified by ﬁe women in this study as
being part of the family. Nationally farm workers may travel with extended family
members or as singles (O’Brien, 1982).

Five of the study participants were able to communicate in Spanish only, which
serves to limit nutritional education which could be provided to these women by health
care providers if they are not bilingual. The majority of these women had less than a
high school education which is consistent with national findings. If written materials are
to be used for nutritional education purposes for these women, this must be taken into
account.

Overall subjects felt themselves to be healthy as identified by the patient’s own
determination of health. Of particular interest is that the subject who indicated she had
| the worst health, also had the worst nutritional habits.

The diets of the Hispanic migrant farm worker women are largely lacking in
nutrients, but are high in fats and sweets. The food group consumed least by the study
participants was the vegetable group. This food group is essential for proper fetal
development and the health of the mother. Vegetables are good sources of vitamins A
and B and also iron. Intake of dairy products was also low. Calcium has implication f(')r
bone and teeth development in the unborn fetus. The majority of the subjects indicated

salt was used freely with their foods. Sodium intake was high in the diets of these
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women based on the twenty-four hour diet recall. Iron intake was also low for the
majority of the women who participated in this study. In addition, zinc intake was low
for the majority of subjects. Folate intake was low for approximately one half of the
subjects. There has been an active campaign to ensure all women have adequate folate
intake before and during pregnancy. In light of the findings of this study, the
advertisements may need to be expanded to include bilingual ad campaigns. Dietary
intake of protein was high for the majority of study participants.

The women who participated in this study were physically active, either through
work or other physical exercise. The fact that the subjects were physically active
indicates they had a higher caloric intake need. Physical activity is essential for health,
The majority of those women who required 2, 500 calories, consumed less than the daily
requirement of caloric intake. Those women who were to have caloric intake of 2, 200
calories consumed more than expected intakes.

Limitations

This study has a small sample size which serves to limit the ability to generalize
the study. The migrant farmworker life is highly erratic and therefore the ability to
genéra]ize this study to other populations is highly limited. In addition, the women who
participated in the study may have provided information which they felt was what was
wanted regarding dietary patterns. The tool utilized may not have included other food
sources which subjects commonly consumed, although an opportunity to include items

was presented to all subjects.
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The language barrier may also have played a factor in data collection. The use of
a translator was necessary for five of the interviews conducted an may limit translation of
information.

Implications for Nursing

Nurses who are working with the pregnant Hispanic migrant farm worker women
need to take the educational level of the patient into account when planning care. These
women have limited English skills and educations. Health care services should be
delivered based on the culture of the patient and the educational level. Written materials
are often used to enhance verbal education by health care professionals and should be a
low literacy level and in the language understood by the patient.

Nurses should include the culture of the individual in the health care plan. The
pregnant Hispanic migrant farm worker women encompasses a culture within a culture.
The culture of these women was brought out in the diet of these women. An
understanding of thé typical staple foods of the culture will allow for nutrition education
to be provided which is culturally sensitive and sound. In addition, it is not possible for
nurses to know all there is to know about a cultural group, without being a member of
that particular group. However, nurses who are not a member of a cultural group with
whom théy are working, can provide high quality care if they become educated regarding
a particular group’s culture. This can be accomplished by talking to knowledgeable
individuals within the culture, reading and studying about the culture of the group.

Nurses must take into account that a Hispanic is not a Hispanic. There are many
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~ different subgroups within the larger Hispanic ethnic group and those from different
countries, may have specific cultur."sll differences from other countries. The most
important thing to consider is that assumptions should not be made regarding individuals
of a specific cultural group.

Nurses should stress the importance of an adequate diet every day, when
proﬁding nutritional education to this population. This education should include
information about the use of prenatal vitamins as a supplement only, not as a mainstay in
achieving adequate nutrition. Adequate nutrition should be acquired from food intake
whenever possible. Ideally, education regarding nutrition should take place before the
woman becomes pregnant to ensure appropriate nutrition for the benefit of the fetus.
Adequate nutrition before, during, and after pregnancy provides the best environment for
the fetus.

Nurses must not fail to take into account, the health of the individual regarding
nutrition. Those who are not Well, may not have the best eating habits. Likewise, the
individual who is not eating well may be unhealthy as a result of poor nutritional habits.
The nurse may have to provide nutritional education to the individual to overcome the
illness or achieve the higﬁest level of yvellness possible and then ask the individual to
return to provide further education.

Nurses who are working with this population are placed in an awkward bosition
- regarding the immigration status of these women. All nurses are obligated to do no harm

to the client being served. Those women who are potentially eligible for governmental
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assistance programs such as WIC and food stamps should be referred as appropriate.
The nurse who is providing services to this population must also take into account the
immigration status of these women. Women who are not legally in the country and their
families could potentially be deported if referred for governmental programs. This also
may limit the nutritional and health séryices the woman is eligible for.

Over half of the women in this study were Spanish speaking only. Those nurses
who are working with this population and are not bilingual, must be able to effectively
work with interpreters. The interpreter must be trained and there must be a trust
developed between the interpreter and the nurse. This trust must be in place to ensure
information is relayed correctly, between the nurse and the patient. To ensure this is
accomplished, the nurse must be able to effectively communicate with the interpreter as
well. The interpreter is to act as a conduit for language only.

Recommendations

Further research focusing on the ﬁutrition of the Hispanic migrant farm worker
population should be conducted. This research should have a larger sample size to
increase accuracy of data obtained An inclusion of a pretest of nutrition information is
essential. The use of a pretest would allow health care professionals to determine
knowledge levels of subjects in order to focus more carefully on client needs. The study
could be replicated with other Hispanic migrant farm worker women in Montana as well

as in other states to allow for comparison of information with other cohorts.
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General nutrition education classes, in the individuals native language, should be
conducted. These classes should focus oﬁ the positives ‘within the culture and be
culturally sensitive. These classes should include the adult family members throughout
the life cycles, not simply the pregnant woman. The pregnant woman may not be the
individual who is preparing or purchasing the food in the family, so it is important to
include the food purchasers and preparers in the family. Important to consider would be
the bam'e;s to the consumption of vegetables within this population. A special focus
could also be placed on ways to decrease the consumption of fats and sweets in the diet
as well. |

Further research should allow subjects to keep diet diaries for a longer pén'od of
time than twenty four hours. Subjects should keep track of their diets for seven days.
Results should then be analyzed for nutrient content. This would allow for the further .
identiﬁcétion of differences in food consumption patterns. In addition, cultural

variations could then also be delineated.
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Montana Miorant and Seasonal

N Farmuorker Cmumcil, Inc.

Montana Migrant Health Project
Rehabilitation Service Project

3318 3rd Ave. N., Suite 100 e Billings, MT 59101 o (406) 248-3149

February 18, 1999

Candace Stearns BSN, RN
P.O. Box 50604
Billings, MT 59105

Dear Candace,

It is my understanding that you wish to conduct a study
of the Nutritional Status of Pregnant Hispanic Migrant
Women. I am aware that there will be no invasive
procedures involved in the data collection process. I
understand the data collection process will consist of
interviews with women identified for inclusion in the
study, augmented by interviews with staff. I understand
that procedures are in place to maintain the strictest
standards of confidentiality regarding participants. I
also understand that this is in partial fulfillment of
the requirements for a Master of Nursing degree from
Montana State University.

I do grant your request to conduct this study regarding
the Nutritional Status of Pregnant Hispanic Migrant Women
at the Montana Migrant Council, Inc.

Sincerely,

)

Maria\Stephens
Executive Director

— An Equal Opportunity and Affirmative Action Employer —
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APPENDIX C

DEMOGRAPHIC SHEET

ENGLISH AND SPANISH VERSIONS
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Demographic Cover Sheet
Initials Age Due Date
Pre-pregnancy weight Current Weight Height
Trimester of pregnancy. Number of pregnancies
Number of children Number in family and who is in your family -

Family Income (Circle One of the following):

<$5,000.00 $15,100.00 to $ 17,500.00

$5,000.00 to $7,500.00 $17,600.00 to $ 20,000.00

$7,600.00 to $10,000.00 $20,100.00 to $ 22,500.00
$10,100.00 to $12,500.00 $22,600.00 to $ 25,000.00

$12,600.00 to $15,000.00 >$ 25,000.00

1. Do you have transportation to get to the grocery store? YES NO

2. Are you able to read labels on food items in area grocery stores? YES NO

3. Do you have a way to keep your food cold? YES NO
4. Do you have a stove or something to cook with? YES NO
5. Do you have hot/cold running water? YES NO

6.  Who prepares the food in your-house?

7. Who buys the food in your house?

8. Do you get WIC? YES NO
9. Do you get food stamps? YES NO

10.  How long have you been in the United States?

11.  What is your country of origin?

12. Where is your homebase?
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13. Do you speak: Spanish English Both

14, Do you read: Spanish English Both Neither

15. Do you write: Spanish English Both Neither

16.  Last grade of school completed and where?

17. Do you work in the fields? YES NO  If YES, how many hours per day
__How many days per week? Do you work outside the home?
YES NO
If YES, where and how many hours per week?

18.  Who makes the decisions about your health care in your family?

19.  Where do you usually receive your health care?

20. Do you feel you can get health care when you need it? YES NO
Why or Why not

21. Do you utilize the services of a currendero or currendera or any other services
other than a medical doctor or nurse?

22.  How do you identify yourself, from what group (i.e.... Mexican, Hispanic, etc..)?

23.  What does illness mean to you?

24.  What does health mean to you?

25. Do you feel you are healthy? YES NO 12345678910 1islowlevel
health and 10 is high level health.

26. Do you have friends or family to help you when you need help? YES NO
If YES, who helps you?

27.

What is your religion?.
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Informe Demografico
Iniciales Edad Fecha prevista para ¢l alumbramiento
Peso antes del embarazo en el estado Pesoactual ~ Altura
Trimestre el embarazo Numero de embarazos
Numero de nifios Numero de miembros de la familia y quien es en su
familia
z,Cuanto gana en un afio?
Menos de $ 5,000.00 De $ 15,100.00- a-$ 17,560.00
De $ 5,000.00-a-$ 7,500.00 De $ 17,600.00- a- $ 20,000.00

De $ 7,600.00- a- $ 10,000.00 De $ 20,100.00- a- $ 22,500.00
De $ 10,100.00- a- $ 12,500.00 De $ 22,600.00- a- $ 25,000.00
De $ 12,600.00- a- $ 15,000.00 Mas de $ 25,000.00

1. ;Tiene transporte para ir al supermercado? SI NO

2. (Puede leer las etiquetas que llevan los arti¢ulos comestibles en el supermercado? SI
NO '

hed

i Tiene alguna manera de mantener refrigerados los comestibles? SI NO
4. ;Tiene estufa/cocina u otra forma de cocinar? SI NO
5. (Tiene agua corriente? Tiene agua caliente? SI. NO

6. (En su casa, quién prepara la comida?

7. (Quién compra la comida en sus casa?
8. ; Recibe servicios de WIC? SI NO
9. (Recibe estampillas para alimento? SI NO

10. ;Cuanto tiempo tiene en los Estados Unidos?

11. ;Cual es su pais de origen?
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12. ;Cual es su lugar de residencia permanente?

13. ;HablaUd. E] espaifiol? El inglés? Ambos?
14. ;LeeUd. Elespafiol ? El inglés? Ambos? Ninguno?
15. (Escribe Ud. El espaiiol? El inglés? Ambos? Ninguno?

16. ;Cual fue el ultimo curso que Ud pudo completar en el colegio?
{Donde?

17. ;Trabaja Ud. en el campo? SI NO ;Cuéntas horas al dia?
(Cuantos dias por semana? i Trabaja Ud. fuera de su hogar? SI NO
Si trabaja, cuantas horas a la semana?

18. (Quien hace las decisiones acerca de la salud en su familia?

19. ;Donde recibe servicios médicos?

20. ;Siente usted que recibe cuidados cuando lo necesita? SI NO
Porqué 6 Porqué no

21. ;Utiliza usted los servicios de un curandero 6 curandera y otros servicios diferentes
de un medico 6 enfermera? SI NO (Quien?

22. ;Como se identifica usted, de que grupo etnico? (Hispano, Mejicano, etc..)

23. ;Que significa “Enfermedad” para usted?

24. ;Que significa “Salud” para usted?

25. ;Se siente usted saludable? SI NO 12345678910 1 esmalosaludy 10es
buena salud.

26. ;Tiene usted amigos 6 familia que le ayuda cuando necesita ayuda? SI NO Si tiene,
quien ayuda.

27. iCual es su religion?
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APPENDIX D

FOOD FREQUENCY -QUESTIONNAIRE

ENGLISH AND SPANISH VERSIONS
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1. How many days a week do you eat breakfast?

6-7 days 3-5 d’éys

1-2 days ‘ None
2. How often do you eat between meals or after the evening meal?

Daily __Several times a week

Once aweek orless” . ____Seldom eat in the evening
3. What is your usual pattern for the evening meal? -

This is the biggest meal Medium size meal

Light meal Seldom eat in the evening
4.  Dothe meals you eat usually in the following?

Red meats

Fish or chicken but no red meats
Vegetarian meals with milk, cheese or eggs
Completely vegetarian meals-no animal foods

5. How much water do you drink a day? -
Rarely drink water 1to 2 cups
3 to 5 cups : 6 or more cups

6. When salting your foods do you usually salt it:

Freely Moderately ' |

Sparingly Not at all _ |
7. What kind of spread do you use most often? '

Butter = ‘ Stick margarine

Soft tub margarine | None of these -

8. '~ What other kinds of fat do you use most often?

Shortenings and or lard or animal fat
__Vegetable oils

" Use each of the above about the same

None of these

9. How do you prepare your foods when you cook them most often? 1 . 1
Fried : ~ L
Boiled o

Baked ' -

Grilled _ : ' , ¥
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10. Do you take any vitamin supplements or herbal supplements?
List:

11.  Does your work or daily activity involve prirhan'ly the following (pick one)
Sitting ' Standing
Walking or other active exercise Heavy labor such as lifting

12.  Outside of your work or daily responsibilities, how often do you engage in exercise
of 20 minutes or more which markedly increases your breathing (such as vigorous
walking, cycling, running, swimming)?

Seldom or never Less than once a week
1 to 2 times a week 3 to 5 times a week
6 or more times a week

13.  What time do you usually get up in the moming?

14.  What time do you usually go to work?

15. Do you smoke? YES NO If YES, How much

Please give me some examples of when you usually eat meals and/or snacks and what you

usually eat or drink for these meals or snacks.
Time of day Kinds of food/Beverage Meal or snack

5-11 AM

11 AM-4 PM

4-9 PM

9PM -5 AM

Now let’s talk about specific food you eat. For each food you need to decide how often you
haveit. You can have servings per day, per week, per month, or not at all. For example, you
might have 1 flour tortilla every day, a mango 2 times a week or tomato juice 3 times a
month. To help you determine how much, I brought examples of a serving size. Let’s start
" with the whole wheat bread. How many slices do you have a day, etc............
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¢Cuantos dias a la semana come desayuno?
___6-7 dias ___3-5dias
___1-2 dias ~—_Nunca

¢Qué tan frequente come entre tiempos, 6 despues de la cena?
Diario varias veces a la semana
una vez a la semana 6 menos ___raro que coma en la noche

¢Cual es su norma 6 patron para la comida de noche?
Es la comida mas grande ___comida mediana
___comida ligera ___raramente come en la noche

(Los alimentos qué come incluye lo siguiente?.

___Carnes rojas

___Pollo 6 pescado, pero no carne roja

___alimentos vegetarianos con leche, queso 6 huevos.
___Completamente alimentos vegetales- no alimentos de animales

¢Cuanta agua bebe en un dia?
___raramente bebo agua 1-2 tazas

___3-5tazas ___6 6 mas tazas

(Cuando le echa sal a los alimentos, lo hace?
__libremente ___moderadamente
___escasamente __nada

(Qué clase de untados usa?
___mantequilla ___barra de margarina
___Inargarina suave ___ninguna

(Qué otros tipos de grasa utiliza?
___manteca vegetal 6 animal

___aceite vegetal

___usaigual cantidad lo mencionado arriba

___ninguna

{Como prepara los alimentos cuando los cocina?
frito

___cocido
___homeado

___azado
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10. ;Toma suplementos de vitaminas, ¢ hierbas?
mencione .

11.  (Essutrabajo 6 actividad diaria uno de los siguiente?

___sentada : ___depie
__caminando u otra actividad fisica - ___trabajo pesado como levantar
objetos

12.  Fuera de su trabajo, 6 responsabilidades diarias, qué tan frecuente hace ejercicio
de 20 minutos 6 mas con aumento en la respiracion (como caminar rapido, correr,
nadar, andar en bicicleta)? :

___raramente 0 nunca ___menos de una vez por semana
___1-2 veces por semana ___3-5 veces por semana
___6 6 mas veces por semana

13. ;A qué bora se levanta por la mafiana?

14. ;A qué hora va al trabajo?

15.  ;Fuma usted? SI NO ;Sifuma, cuanto fuma?

Por favor dé ejemplos de cuando come sus alimentos/ bocadillos, y qué come y bebe con
estos alimentos.

Hora del dia Tipo de alimento/bebida almuerzo 6
bocadillo

5-11 AM

11 AM-4P.M

49 P.M.

9P.M.-SA.M.

Ahora hablaremos de alimentos especificos qué usted come. Por cada alimento debe
usted decidir que tan frecuente lo come. Puede tener servicios diario, semanal, mensual,
6 nada. Por ejemplo, es posible qué coma una tortilla diario, un mango dos veces por
semana, 0 jugo de tomate tres veces al mes.  Para ayudarle a determinar la cantidad qué
come, les hice muestras de cada servicio. Comenzaremos con pan de trigo.
Cuantas rodajas come en un dia, etc..,
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