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The Lived Experience of TB Treatment for Mexican Americans living 

on the US-Mexico Border 

Julie Ann Zuñiga, Ph.D.  

The University of Texas at Austin, 2013 

Supervisor: Alexandra Garcia 

 
 
 This study produced a rich description of the lived experiences of tuberculosis (TB) 

treatment among Mexican Americans with TB living in the Lower Rio Grande Valley 

(LRGV) of Texas. This phenomenological study was guided by Merleau-Ponty’s 

philosophical framework, particularly his theories on mind-body influence, fabric of 

relationships, importance of culture, and equilibrium. A purposeful sample was recruited 

through TB clinics in four south Texas border counties: Hidalgo, Cameron, Starr, and 

Willacy, which make up the LRGV.  Interviews from 18 participants were conducted in 

the participants’ preferred language and analyzed.  There were five women and 13 men.  

The majority of interviews (n=16) were conducted in Spanish.  Five themes were 

discovered: a) being observed taking pills everyday b) signs and symptoms, c) 

importance of family, d) stigma; and e) border living. Stigma has four subconcepts: 

masks, interactions with others, internalization of stigma, and actions to limit exposure to 

stigma.  The overarching theme was a struggle to find a balance during treatment 

between being exposed to stigma and isolation from social support. Recommendations 

have been made in regard to education, practice, and research, and health policy. 
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Chapter 1:  Background and Significance 

Worldwide, tuberculosis (TB) is one of leading causes of death among adults. An 

estimated 8.7 million people were diagnosed with TB and approximately 1.4 million 

died of TB in 2010 (WHO, 2012). In the United States (US), the rate of TB is slowly 

declining; the current incidence is 3.4 per 100,000 (CDC, 2012). In the US, men have 

higher rates of TB and lower rates of TB treatment completion than women and women 

have less access to health care and poorer TB outcomes than men (Hargreaves et al., 

2011). Adults between the ages of 25-45 have the highest rates of TB (CDC, 2012).  

Though the incidence of TB in the world is declining, the countries with higher 

rates of TB will continue to influence the US rate because of the influx of immigrants 

from these countries into the US and the high mobility of US society. The number of TB 

cases among foreign-born persons in the US is higher than cases among US-born. The 

largest percentage of foreign-born persons with TB in the US comes from Mexico 

(CDC, 2011a). Texas has higher rates of TB when compared to the rest of the US; this 

may be attributed to the state’s geographic location near a country with higher rates of 

TB. 

The prevalence of TB in Texas is 6.2 per 100,000 (CDC, 2011b) nearly twice the 

national rate. The majority of counties in Texas that are at high risk for TB (having an 

incidence over 2 times the state rate) are along the Texas-Mexico border (Texas 

Department of States Health Services [TDSHS], 2011a). The four counties that make up 

the lower Rio Grande Valley region, which borders Mexico, have rates about twice the 
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state TB rate and over 3 times the national rate. For instance, Cameron County’s 5-year 

TB rate is 14.7 per 100,000 and Hidalgo’s 5-year TB rate is 10.7 per 100,000 (TDSHS, 

2012).  

THE LOWER RIO GRANDE VALLEY 
 The Lower Rio Grande Valley (LRGV) consists of Hidalgo, Cameron, Starr, and 

Willacy counties at the southernmost tip of Texas between the Gulf of Mexico and the 

Rio Grande River (see Figure 1). The LRGV, like other areas along the US-Mexico 

border, is a region where the mainstream US culture interacts with the predominately 

Mexican culture.  Approximately 90% of residents living in the LRGV identify 

themselves as Hispanic and predominately speak Spanish in their homes (US Census 

Bureau, 2013).  The border culture is a combination of both the majority Mexican 

culture and US culture (Richardson, 1999).  The LRGV experiences a higher-than-the-

state average birth rate and a lower-than-the-state average death rate, which may be 

contributed to the Hispanic paradox that in which new immigrants experience better 

mortality rates than the non-Hispanic population. Therefore, the region experiences 

population growth faster than the state average with a population lower in age than the 

state average.  Forty-one percent of Starr county residents are under 20 years old (US 

Census Bureau, 2013). The region is also characterized by lower educational attainment, 

with one of the highest high school drop out rates in the state, and lowest per capita 

income (Mier, Flores, Robinson, & Millard, 2004). 
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(Rio Grande Valley Partnership) 

Figure 1 Map of the LRGV 

Additionally, the LRGV has been designated as a medically underserved region, 

with low rates of medical professionals serving the community (HRSA, 2013). 

Residents of the LRGV frequently cross the international border to purchase 

medications and seek medical treatment (Sanderson, Brown, & McIntyre, 2004). People 

who live along the Texas-Mexico border have high rates of TB and higher levels of 

poverty and are characterized by a lack of access to U.S. health care, care-seeking across 

the border into Mexico, high mobility of the population, and a large Mexican cultural 

influence.  

The high rate of TB in the LRGV can be attributed to several factors. First, there 
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is a gradient increase of TB rates with the migratory flow from Mexico, a region of high 

TB rates, to the US, a region of lower TB rates. Second, the population’s low 

socioeconomic status frequently results in crowded housing and limited access to health 

care (CDC, 2001). Finally, TB may spread more rapidly because of the difficulty of 

managing an infectious disease across an international border; Texas and Mexico have 

different health policies and procedures related to TB management (de Cosio, Diaz-

Apodaca, Ruiz-Holguin, Lara, & Castillo-Salgado, 2010).   

TUBERCULOSIS OVERVIEW 
Tuberculosis is caused by the Mycobacterium tuberculosis bacterium, which is 

transmitted between people through airborne droplets (Porth, 2005). It primarily exists 

in the lungs (pulmonary TB) because of the oxygen-rich environment (Porth, 2005). If 

left untreated, pulmonary TB can cause irreversible lung damage and spread to other 

parts of the body (extra-pulmonary), which can be fatal. Tuberculosis infections may be 

active or latent. Active TB disease is symptomatic, contagious to others and is treated 

with antibiotics. Latent TB infection (LTBI) is asymptomatic, not contagious, and is not 

always treated. Some LTBI cases will become spontaneously active in 5-10% of cases 

(TDSHS, 2010).  

Incomplete treatment (or non-adherence to TB treatment) can lead to the 

proliferation of Mycobacterium tuberculosis strains that are resistant to antibiotics, an 

increasing spread of TB to others in the community, disability, death, and escalating 

financial costs (CDC, 2010; Fitchett, Vallecillo, & Espitia, 2011). Tuberculosis is a 
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difficult disease to manage because, while it can be cured in almost all cases with the 

proper use of antibiotics for an extended period of time, there are constant challenges to 

treating the poor and often mobile populations that are most susceptible to being 

infected. Besides antibiotics, TB treatments include supportive care such as case 

management and the prevention of spreading TB to others. Tuberculosis is different 

from other infectious diseases because of its highly resistant and contagious nature, 

which makes it a significant public health threat. For instance, patients with active TB in 

the initial stages of treatment must wear a protective face mask when outside their 

homes and in public places. Additionally, TB treatment is monitored more closely than 

other communicable diseases because of those very real risks to the general public 

(Volmink & Garner, 2007).  

Unlike any other communicable diseases, trained medical professionals monitor 

the dispensation and the consumption of each dose of antibiotics for TB. This method is 

called directly observed therapy (DOT). It is also sometimes called DOTS, which 

denotes a shorter course of antibiotics, lasting about four months rather than the original 

nine-month protocol. The World Health Organization recommends this protocol as best 

practice for TB treatment. The majority of TB cases in the US are treated through DOTS 

as part of a national health policy (CDC, 2009). However, a small percentage of TB 

patients are exempt from DOTS due to unusual circumstances. The Texas Department of 

State Health Services does not describe these circumstances in detail stating only that 

exemption is determined on a case-by-case basis (TDSHS Policy TB-5001).  Patients 
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might exempt from DOTS if their job requires them to travel extensively or they have a 

private doctor that advocates for them to have SAT (personal communication, D. 

Edwards, April 8, 2013). 

The specific trained medical professional involved in DOTS treatment is often a 

public health nurse or a community health worker trained by a medical professional. 

Along the US-Mexico border, because of the lack of health care professionals and 

resources, public health nurses supervise the DOTS program and may use additional 

non-nursing or non-professional staff to assist in administering the daily dose of 

medications. Nurses in the local health departments train local residents, called 

community health workers (CHWs), to monitor and dispense medications, and recognize 

symptoms of the disease and side effects of the medication (TDSHS, 1212). 

Treatment for TB is compulsory in Texas.  Health care providers are obliged to 

report patients diagnosed with TB to the Texas Department of State Health Services 

(DSHS).  DSHS enrolls everyone with TB into the DOTS program (TDSHS, 2010).   If 

a patient on DOTS is not able or willing to adhere to the required daily meetings with 

the health care provider or CHW, he or she can be compelled to in-patient care for the 

duration of the treatment (TDSHS, 2010). Health care teams take many steps to avoid 

in-patient TB treatment including providing patient-centered care and meeting the 

patient at home or work on a schedule that should accommodate the patient’s life 

(TDSHS, 2010).  
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COMPLETION OF TB TREATMENT 
Completion of TB treatment is key to preventing further spread of the disease 

and preventing drug resistance. The Healthy People 2020 Objective 29 aims for 93% of 

people with TB to complete their medical treatment within the prescribed period of time. 

Accurate completion rates have been difficult to estimate (Healthy People 2020, 2012). 

In recent studies, researchers have reported that the completion rate for US Hispanics is 

between 33%-80% (Ailinger, Black, Nguyen, & Lasus, 2007; CDC, 2010b). Lower rates 

of completion are noted among patients with low socio-economic status and patients 

with LTBI who may not be monitored as closely as patients with active TB. Patients 

who live along the US-Mexico border often do not fully complete the treatment because 

of the high mobility of the population living in the area.  The residents might move to 

either side of the US-Mexico border for work, family, or economic reasons. The exact 

percentage of full completion for the US-Mexico border area is difficult to calculate 

because patients who move between countries may be lost to follow-up (Warner & 

Jahnke, 2003).   

Many factors influence adherence to TB medication treatment for Hispanic 

patients including knowledge of the disease process, perceptions of the doctor-patient 

relationship, social support, and stigma. The more a patient knows about TB, the more 

likely they are to adhere to treatment (Ailinger et al., 2007). Patients reported that they 

were less likely to adhere to TB treatment when there was a negative relationship with 

their healthcare provider (McEwen, 2005). For instance, participants described feeling 

coerced into taking their medication by an unequal power structure inherent in patient-
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health care provider relationships. As a result, they were less adherent to TB treatment 

(McEwen, 2007). Patients who reported higher levels of social support were more likely 

to adhere to the necessary medication regimen. Stigma about TB negatively impacted 

patients’ perceptions and adherence to TB treatment (Gebremariam, Bjune & Frich, 

2010). Finally, acculturation level has been examined as a factor influencing TB 

treatment and was found to be not correlated with adherence, perhaps because 

acculturation was measured by the number of years in the United States in that study 

(Ailinger et al., 2007), which may not accurately capture the influence of Hispanic 

culture for border residents. A person might not be acculturated to the dominant U.S. 

English-speaking culture even though he or she has lived in the US for several years.  

Although the studies by Ailinger et al. (2007), McEwen (2005; 2007), and 

Gebremariam et al. (2010) point to reasons for low adherence rates for DOTS, not 

enough is known about the impact of TB or TB treatment on Mexican American 

patients’ lives and how that impact influences their adherence to treatment. Although 

there has been little qualitative research with a focus on DOTS in the US, one case study 

reports on the patient’s perception of living with the DOTS program. The case was a 30-

year-old Mexican American woman with TB living in Central Texas. She reported that 

the supervision required as part of DOTS, the side effects of treatment, and the 

perception of stigma were extremely intrusive in her life. The patient stated she felt 

paranoid, as though someone from the health department covertly monitored her for 

policy violations (Zuñiga, 2012a).   
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In addition to very little qualitative research published about patient perceptions 

of DOTS, there has been limited research conducted about self-administration therapy 

(SAT).  The lived experience for patients with daily visits with a community health care 

worker or public health nurse might be very different from those on SAT and deserves 

further research. A significant gap exists in the literature concerning the Mexican 

American patients’ perceptions of the experience of TB and its treatment. This is 

important because understanding patients’ perspectives of TB treatment is foundational 

to stopping the spread of this deadly disease. 

PURPOSE OF THE STUDY 
The purpose of this study is to describe the lived experience of TB treatment for 

Mexican Americans with active TB living on the US-Mexico border in the lower Rio 

Grande Valley. Understanding TB treatment from the patients’ perspectives is 

foundational to future interventions aimed at preventing and treating TB. The specific 

aim of this study is to produce a rich description of the lived experience of TB treatment 

in a cohort of adult Mexican American men and women living in the LRGV.  

THEORETICAL FRAMEWORK 
Merleau-Ponty’s philosophy of phenomenology guided this study. In following 

Merleau-Ponty’s philosophy of phenomenology, researchers should strive to describe 

the phenomenon of TB treatment as experienced by a person during everyday life. To 

Merleau-Ponty, a phenomenological description includes everything with which a 

person comes into contact throughout the course of life including objects, people, and 
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events. The lived experience creates perspective and defines the phenomenon for a 

person (Steubert, & Carpenter, 1995).   

Maurice Merleau-Ponty (1908-1961) was one of the premiere phenomenological 

philosophers of post-World War II France.  Because Merleau-Ponty was a prisoner of 

war during World War II when he wrote his Phenomenology of Perception (1962), it is 

likely that being a prisoner may have been one of the events that molded his philosophy 

(Thomas, 2005). Merleau-Ponty believed that people’s perceptions were created through 

their sensations and that their understanding about a phenomenon comes from their 

interaction with an object, using the five senses (Langer, 1989). Merleau-Ponty believed 

that people’s interactions with each other would also influence their understanding of a 

phenomenon.  He believed that a person’s perception of reality is constructed through 

his or her interaction with people, culture, and the world (Merleau-Ponty, 1962). 

Merleau-Ponty’s beliefs diverged from other phenomenological philosophers with these 

concepts.  

First, Merleau-Ponty studied extensively with Husserl (the “father of 

phenomenology”), and used the same descriptive approach. Both philosophers were 

existentialists and believed that science starts with a description of a phenomenon 

instead of looking for correlations and causes (Salada & Adorno, 2002). However, 

though he was a dedicated student of Husserl, Merleau-Ponty diverged from Husserl on 

the concept of mind-body duality. For Husserl, the body interfered with world 

perception; that is, the mind and body were viewed as being separate and the body was a 
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barrier between the material world and the subjective world. Merleau-Ponty, however, 

theorized that the body facilitates a person’s understanding of the world instead of 

interfering between the person and the world (Carman, 1999). The body was viewed as a 

tool for interacting with the world and not as a barrier to true perception. A person’s 

body facilitates his or her understanding of the world, because the physical body is the 

vessel in which a person interacts with the world (Carman, 1999).   

In addition to the physical world, Merleau-Ponty embraced the importance of 

interactions between people. Unlike two other prominent phenomenological 

philosophers, Heidegger and Sartre (who believed that other people were a distraction to 

philosophical endeavors), Merleau-Ponty embraced the idea of the interaction between 

people and acknowledged that contact and exchanges with other people help to create 

our own worldviews.  

Given the existential nature of this study’s research question, the physical aspect 

of the TB processes and treatment, as well as the social aspect of the TB experience, 

Merleau-Ponty’s approach to phenomenology was the best approach for this study. 

Additionally, TB and its treatment along the Texas-Mexico border is an under-

researched phenomenon for which further clarity is needed. Merleau-Ponty’s 

philosophical framework guided this study because this philosophy incorporates key 

concepts, described below, that are important to nursing including the influences of the 

mind and the body, culture and perception, interpersonal relationships, and equilibrium. 
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Mind-body influence  
Merleau-Ponty (1962) believed that the mind and body were connected and that 

changes to the body would change a person’s perception of the world. He called this 

idea embodiment (Thomas, 2005). Merleau-Ponty believed the body controls access to 

the world and helps us learn from others (Benner, 2000; Merleau-Ponty, 1962). Because 

the mind and body are inseparable, alterations to the body will also alter the mind by 

changing a person’s life perspective. Embodiment gives meaning to a patient’s 

behavioral changes and adaptations during the disease process. 

The mind and body connection is important to study because the symptoms of 

TB and the side effects of TB treatment can be unpleasant and even severe. Changes in a 

person’s body and energy level may affect the person’s perceptions. Additionally, 

patients are instructed to wear a protective nose and mouth mask to prevent spreading 

TB to others. The mask, side effects, or complications of TB may alter a person’s ability 

to interact with his or her own surroundings. This study explored how Mexican 

Americans with TB experience these aspects of embodiment. 

Cultural importance 
Merleau-Ponty believed that culture strongly influences perspective. He asserted 

that starting at infancy people learn certain behaviors, languages, and skills, based on 

what is appropriate in their culture (Merleau-Ponty, 1962).  Cultural influence is central 

in a study of a group of people with shared cultural meanings. Though there is a shared 

culture, the influence of culture would not be identical for each person. Each person’s 

perspective is unique because it is formed not only by culture but also by interactions 
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with others who may not share their cultural norms. 

Key cultural values of Hispanics, which the researcher explored in the context of 

the lived experience, are familismo, personalismo, and simpático. Familismo is the value 

of family. Many Hispanics define themselves through their close ties to their nuclear and 

extended family. In comparison to the dominant US culture, Hispanics may rely more on 

their families for emotional and material support (Marín & Marín, 1991). Personalismo 

is the importance of conveying respect and caring in one-on-one interactions (Chong & 

Baez, 2005). Simpático is the importance of polite and pleasant social relationships. 

Both personalismo and simpático may lead Hispanics to avoid confrontation in their 

interpersonal relationships, especially with health care providers (Marìn & Marin, 1991). 

This study explored these and other cultural values, beliefs, and preferences that affect 

perceptions of TB treatment. 

Fabric of relationships 
Merleau-Ponty asserted that a person’s perception is a like a fabric whose threads 

are the relationships he or she has with other people (Merleau-Ponty, 1962). This means 

that a person’s identity is dependent on his or her relationships with others, each 

relationship, good or bad, shapes one’s personal perspective (for example, the 

interactions Merleau-Ponty had with his captors during World War II influenced his 

perspective). The Hispanic culture offers a strong exemplar of this philosophy because 

the Hispanic culture places high value on the influence of the relationship “fabric” of the 

family. Traditionally, Hispanics make decisions as a family instead of individually. 
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Relationships with family members are foundational to Hispanics’ lives and decision-

making (Chong & Baez, 2005). The decision to adhere to medical treatment is likely to 

be made as a family or group. Therefore, it was important to explore the influence of 

family on a person’s perspective on TB treatment. 

Equilibrium 
Merleau-Ponty defined equilibrium as the adjustments a person makes in order to 

find a balance between the physical body and the environment. Equilibrium can be 

found through the use of skills or the development of new skills (Dreyfus, 1996). When 

applied to disease management, patients need to adjust daily living in order to adhere to 

treatment protocols, such wearing a mask and taking medication daily.  If a person 

perceives that the new skill will not add to his or her sense of equilibrium, the person 

may be less motivated to learn the skill. That is, actions that prevent illness or restore 

wellness may be more difficult to incorporate into a routine if the patient is not aware of 

an imbalance. New skills and activities become a habit when there is harmony between 

intention and performance (Dreyfus, 1996). The harmony appears when the intention no 

longer requires conscious effort and the performance comes with ease. Equilibrium is an 

important concept for TB treatment because the act of completing treatment needs to be 

routine.  

Phenomenologists believe that description of the lived experience is the basis for 

understanding a phenomenon. Merleau-Ponty was one of the leading philosophers of the 

phenomenological movement. He believed that a person’s world perspective was 
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influenced by the mind-body connection, culture, relationships with others, and 

equilibrium; his philosophy guided this research because of the specific saliency of his 

concepts. 

DEFINITIONS OF MAJOR CONCEPTS 
The definitions of this study’s concepts are presented below.   

Mexicans/Mexican Americans: Persons who self identify as being of Mexican heritage; 

they may have been born in Mexico or the United States (Peñasola, 1970). 

Hispanic or Latino: Persons with ancestry from Latin American. Mexican Americans 

are a subgroup of Hispanics (Marìn & Marìn, 1991). 

Lower Rio Grande Valley (LRGV):  The four counties at the southern tip of Texas 

including Hidalgo, Cameron, Starr, and Willacy (Migrant Health Promotion, 2012). 

Complete treatment: Finishing the TB medical regimen resulting in release from 

treatment (Volmik, & Garner, 2007). 

Non-adherence or Incomplete Adherence: Discontinuation of TB treatment against 

medical advice (Ailinger et al., 2007). 

Partial completion: Discontinuation of TB treatment prior to the scheduled end of 

treatment with medical advice out of medical necessity, for example due to 

hepatotoxicity (Ailinger et al., 2007).   

Active Tuberculosis Infection (TB): The form of TB, in which the patient is symptomatic 

and contagious. 

Latent Tuberculosis Infection (LTBI): Tuberculosis that is inactive in nature. Latent TB 
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is usually asymptomatic and is not contagious but can spontaneously convert to active 

TB (TDSHS, 2010). 

Multiple Drug Resistant TB (MDR TB): Tuberculosis that is resistant to at least two of 

the most effective anti-TB drugs, isoniazid and rifampicin, which are commonly used to 

treat active TB (CDC, 2011, para. 2). 

Directly Observed Therapy (DOT): A form of TB treatment, mandated by US law, in 

which a health care professional or community health worker observes the patient ingest 

each dose of the prescribed antibiotics every day until the completion of therapy. The 

patient and the health care professional agree on a place and time for DOT (TDSHS, 

2008). 

Directly Observed Therapy, Short Course (DOTS): “A standardized treatment regimen 

of 4 months for at least all confirmed sputum smear--positive cases” (CDC, 2003, para. 

56). DOTS is shorter than the DOT program by a minimum of 1 month. (CDC, 2003). 

Self Administrated Therapy (SAT): A patient monitors and administers his or her 

medication without the supervision or assistance of a health care worker (Moore, 

Chaulk, Griffins, Cavalacent, & Chaisson, 1996). 

Community Health Workers (CHW): “Lay members of communities who work either for 

pay or as volunteers in association with the local health care system in both urban and 

rural environments and usually share ethnicity, language, socioeconomic status, and life 

experiences with the community members they serve” (Goodwin & Tobler, 2007, para. 

1). 
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Fabric of Relationships: The concept espoused by Merleau-Ponty. One’s worldview is 

created and changed by all the people with whom he or she interacts (Merleau-Ponty, 

1962).  

Embodiment: The concept espoused by Merleau-Ponty that the mind and body are 

connected and dependent on each other. The body’s capabilities dictate the skills and 

worldview of a person (Merleau-Ponty, 1962). Merleau-Ponty did not directly state that 

this influence is bidirectional; it is assumed that if the body influences the mind then the 

mind influences the body. 

Culture: Merleau-Ponty (1962) believed that culture was a significant influence on 

worldview. Culture is defined as “the shared patterns of behaviors and interactions, 

cognitive constructs, and affective understanding that are learned through a process of 

socialization. These shared patterns identify the members of a cultural group while also 

distinguishing those of another group” (Center for the Advanced Research on Language 

Acquisition, 2010, para. 1).  

Essence – The meaning of a phenomenon as experienced in the context of the world 

(Merleau-Ponty, 1962 cited in Baldwin, 2004). 

Lived Experience: The “total sphere of experiences of an individual, which is 

circumscribed by the objects, persons, and events encountered in the pursuit of the 

pragmatic objectives of living” (Schutz, 1970, p. 320).  

Equilibrium:  The adjustments a person makes by acquiring or using new skills in order 

to find a balance between the physical body and the environment (Merleau-Ponty, 
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1962).    

Stigma: Stigma is characteristic of a person or group that has been identified as 

undesirable (Goffman, 1963).  The person then internalizes being devalued by society 

and feels a sense shame and guilt.  The infectious nature of TB has been deemed 

undesirable and can lead patients to feel guilty for spreading it to others and shameful 

for contracting the disease (Courtwright, & Turner, 2010).  

RELEVANCE TO NURSING 
The lived experience of patients with TB is relevant to nursing because TB is a 

health problem that affects physical and mental well-being, causes symptoms which are 

treated by medical and nursing intervention, and may lead to death. Nurses are involved 

in monitoring, diagnosing, assessing and implementing, and evaluating TB treatment 

(Potter & Perry, 2009). Nurses have a long history with TB patients. At the end of the 

19th century, many patients in the TB sanitariums went on to become nurses trained to 

work with TB patients. They were allowed to attend nursing school and continue 

treatment at the same time. Many nurses worked as private nurses paid by families to 

care for sick family members; other nurses worked in TB sanitariums and assessed 

patients and implemented doctors’ orders (Bates, 1992). 

In recent times, nurses continue to be a key partner in TB case finding (finding 

people exposed to known TB patients), and in screening and treating TB patients. 

Nurses may act as TB case managers, coordinating with social services and assisting 

with potential immigration issues for foreign-born patients (Bell, 2004). The Texas 
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Department of State Health Services created standing orders to care for TB patients from 

diagnosis through treatment. In addition, nurses in Texas are authorized to assess 

medical and social history, perform medical screening, collect specimens, and educate 

the public and their patients on health policy as well as TB control and prevention 

(TDSHS, 2008). 

In many counties in Texas, Licensed Vocational Nurses (LVN) and Registered 

Nurses (RN) implement DOTS via the daily meetings with TB patients. However, 

community health care workers (CHW), usually trained by nurses, also dispense TB 

medicine to community members through the DOTS program. Cameron and Hidalgo 

counties use trained CHWs instead of nurses in the DOTS program due to the shortage 

of registered nurses in this area. However, Texas mandates that a nurse case manager 

train the community health care worker and coordinate all patients’ TB care (TDSHS, 

2012). Therefore, the lived experience of TB treatment is relevant to nursing because of 

the large role nurses play in the care and treatment of individual patients and whole 

populations with TB, whether that is direct care provided in the hospital or clinic or in 

public health departments, such as training of CHWs. 

ASSUMPTIONS 
There are several assumptions for this study: 

• Living on the US-Mexico border influences the lived experience of its residents. 

• Tuberculosis alters the daily life of the patient. 

• Though adherence to TB medication is compulsory, people exercise their free 
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will in regard to TB treatment and meeting with their TB nurse or CHW.    

• Phenomenology is an appropriate method to answer the research question. 

• Participants were truthful in their responses to questions during the interview 

process. 

LIMITATIONS 
In this study there are several limitations: 

1. The study findings are limited to the Mexican Americans who live in the Lower 

Rio Grande region of the US-Mexico border and are not generalizable to other 

settings or cultural groups. 

2. Researchers can be biased from their own personal experiences and expectations.  

Methods to overcome bias, including bracketing to limit the effect of researcher 

bias, were used in this study.  

3. Purposeful sampling may induce bias. Study participants may have a different 

experience than those who chose to decline to participate. 

SUMMARY 
This chapter explained the background and significance of TB among Mexican 

Americans along the US-Mexico border and proposed a study that aimed to discover the 

lived experience of patients with TB by using a phenomenological approach. TB 

continues to be a burden to public health, with over 11, 000 TB cases in the US last year. 

Non-adherence to TB treatment can lead to increased resistance to antibiotics as well as 

a continued spreading of TB to others in the community, contributing to disability, 
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death, and financial costs. There is limited research on the effect of TB treatment in the 

patients’ daily lives. The purpose of this study was to describe the lived experience of 

Mexican American’s with TB living on the Texas-Mexico border. The population along 

the Texas-Mexico border has the highest rates of TB in the state. Therefore the counties 

in the LRGV were the most appropriate place to conduct this study. Additionally, the 

researcher identified definitions, assumptions, implications for nursing, and limitations. 

In Chapter 2, literature will be presented on TB, TB treatment methods and adherence to 

treatment. Chapter 3 will explain the methods used in this study.  Chapter 4 presents the 

findings from this study and Chapter 5 presents the discussion, conclusions, and 

implications. 



22 v 

Chapter 2: Literature Review 

 This review of the literature describes the natural progression of TB and 

synthesizes the research findings related to the TB treatment experience, including DOT 

therapy and barriers and facilitators for adherence to TB treatment. 

PATHOPHYSIOLOGY OF TB 
Tuberculosis is caused by a bacterium called Mycobacterium tuberculosis, a rod-

shaped, acid-fast bacillus with a unique cell wall. The cell wall is composed of a 

complex lipid barrier. The thick, rigid wall gives the mycobacteria the ability to 

withstand the host’s immune-defense response as well as treatment with many 

antibiotics (Knechel, 2009).  

Transmission of TB is through airborne droplets that are released when a person 

talks, sneezes, or breathes (Porth, 2005). The factors contributing to transmission 

include infectiousness of the person with TB, the environment, duration of exposure, 

and virulence of the TB strain (CDC, 2010). Tuberculosis is more likely to spread in an 

environment with poor air circulation and little ultraviolet light such as a crowded 

indoor room with no windows (Knechel, 2009). Specifically, TB is spread when a 

person inhales droplet nuclei containing tubercle bacilli (CDC, 2010). The tubercle 

bacilli are ingested by macrophages on the alveoli of the lungs and begin to slowly grow 

(Knechel, 2009). The infected person’s immune response will be initiated and releases 

cytokines and T cells. The initial response can lasts between 2-12 weeks (American 

Thoracic Society, 1992). Patients may be asymptomatic at this time, however, initial 
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screening will be positive (Knechel, 2009).  

Next, granulomas form around the bacteria to limit the growth resulting in a 

necrotic environment, which is low in oxygen and nutrition (Knechel, 2009). In a 

healthy person, this lesion, or tubercle, will contain the bacteria and the disease will not 

progress. This form of TB is the latent form of TB infection, LTBI. However, in a 

person who has a weak immune system or is immune-compromised, the lesion breaks 

open and infects the surrounding tissue, becoming active TB. Factors that contribute to a 

weakened immune system include HIV/AIDS, diabetes, prolonged steroid use, low body 

weight, and substance abuse (American Thoracic Society, 1992).   

Symptoms of active TB include fatigue, weight loss, cough, low-grade fever, 

night sweats, and hemoptysis or bloody sputum (Miller, Asch, Yu, & Knowles, 2000). 

TB patients usually have the symptom of wasting (rapid weight loss) due to poor 

appetite and metabolic changes in the immune response (Knechel, 2009). If left 

untreated, pulmonary TB can cause irreversible lung damage and spread to other parts of 

the body (extra-pulmonary), which can be fatal (PubMed Health, 2010).   

Tuberculosis can exist anywhere in the body, although it thrives in the lungs 

because of the oxygen-rich environment (Porth, 2005). When TB is found outside of the 

respiratory system, it is not usually contagious and is treated with the same antibiotics as 

the pulmonary form. Almost half of the patients who have pulmonary TB and a 

comorbid HIV infection will also have extra-pulmonary TB (Golden & Vikram, 2005). 

Since pulmonary TB is contagious and extra-pulmonary is usually accompanied by a 
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primary infection site in the lungs, pulmonary TB will be the focus of this study. 

In contrast to active TB, latent TB infection (LTBI) is not contagious and has no 

symptoms. With LTBI, the TB infection is halted by the immune system response and 

might not develop into the active form of the disease. However, LBTI can convert to 

active TB when there is a decrease in the function of the immune system. The LTBI 

form converts to active TB in 3-10% of cases (Kneche, 2009). It is usually not treated 

unless the patient has risk factors for conversion to active TB, such as comorbid HIV. 

SCREENING AND DIAGNOSIS 
Some patients are diagnosed with TB through routine screening for those who 

live or work in a high-risk location, such as a prison, homeless shelter, or hospital 

(National Prevention Information Network [NPIN], 2010). TB screening usually 

includes a skin test.  The Mantoux tuberculin skin test is an interdermal injection, which 

tests for the presences of TB antibodies.  A positive skin test will have an induration of 

at least 5mm (CDC, 2012b).   Once a patient has been screened, they are then diagnosed 

with TB through symptom evaluation, chest x-ray, and sputum smear. Patients with a 

cough for 2-3 weeks, night sweats, and a fever should have sputum tested and a chest X-

ray (CDC, 2012a). A chest x-ray with abnormal findings of infiltrates indicates TB is 

likely (CDC, 2012a). Two positive sputum smears gives a definitive diagnosis of active 

TB (personal communication, Esmeralda Trijullo, RN, June 19, 2012).  

TREATMENT OF TB 
In the vast majority of cases, TB is treated in two phases with one or more 
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antibiotics including isoniazid (INH), rifampin (RIF), ethambutol (EMB), and 

pyrazinamind (PZA). Forms of TB that are resistant to the first line of TB antibiotics are 

called Multidrug Resistant TB (MDR TB).  At the end of 2012, a new drug, Sirturo, was 

approved for the treatment of MDR TB.  Sirturo inhibits the reproduction of the virus, 

however it may interfere with the electrical conduction of the heart (Food and Drug 

Administration, 2012).   

In the first phase of treatment, the person is given all four first line antibiotics 

daily for two months. These medications are given orally, however intravenous forms 

are available.  The second phase of treatment can vary by length and medication, 

depending upon the bacteria’s drug resistance and susceptibility (CDC, 2003).   

Side effects of all four of the antibiotics include nausea, vomiting, fatigue, and 

parasthesias (numbness and tingling) of the feet and hands (CDC, 2010). These 

antibiotics are metabolized through the liver and can cause hepatoxicity. Liver function 

must be closely monitored through blood laboratory tests. Symptoms of hepatoxicity 

include nausea, vomiting, abdominal pain, loss of appetite, jaundice, and diarrhea 

(Porth, 2005).   

TUBERCULOSIS RESISTANCE 
Tuberculosis that is resistant to two or more antibiotics it is called multiple drug 

resistant (MDR) TB. Resistance is formed when the antibiotic is used inappropriately, 

such as when a patient fails to complete treatment or the wrong antibiotic is prescribed 

(CDC, 2011b). Tuberculosis bacilli can also become resistant spontaneously through 
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genetic mutation. Dye and Espinal (2001) found that 7.3% of people who failed to 

complete treatment developed a form of TB resistant to the prescribed antibiotics.  There 

could be an increased danger of contagion with MDR TB.  All of the antibiotics used to 

treat TB had the same rates of resistant formation. The TB strain most prevalent at the 

US-Mexico border (called genotype IS6110) is resistant to at least two antibiotics 

(Quitugua et al., 2002).   

The MDR form of TB is more difficult and expensive to treat than non-resistant 

TB (CDC, 2011b). The cure rate for drug resistant TB is 60% compared to the almost 

100% cure rate of drug susceptible TB (CDC, 2011). The cost of treating drug resistant 

TB can be three times the cost of treating drug sensitive TB (Snyder & Chin, 1999).  

Texas and Mexico have joined efforts to treat TB along the Texas-Mexico 

border. For instance, Ferrer, Acuna-Villaorduna, Escobedo, Vlasich,  and Rivera (2010) 

implemented an ambulatory clinic in El Paso, Texas to treat patients (n=48) with MDR 

TB on both sides of the border. All of the participants were born in Mexico and had TB 

that was resistant to an average of 3.75 antibiotics. Sixty-five percent of the patients 

were cured, 24% did not complete treatment, the final 11% had treatment failure or died 

during treatment. All participants were treated at a clinic and monitored by social 

workers. The researchers theorized that the high rate of failure to complete treatment 

was correlated to the unique characteristics of the population including high mobility. 

Experts agree that in order to improve cure rates and decrease the incidence of MDR TB 

in the US it is important to treat and cure TB on both sides of the US-Mexico border 
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before the strain becomes entirely resistant to the first line of antibiotics (Ferrer, et al., 

2010). 

DIRECTLY OBSERVED THERAPY 
Adherence to TB treatment is important for two reasons. First, successful 

treatment of TB decreases the potential for the disease to spread to other people. Second, 

TB can easily become resistant to treatment (Porth, 2005). In order to improve 

adherence, public health professionals developed the Directly Observed Therapy – Short 

Course (DOTS) program. The DOTS is a program where a trained healthcare 

representative watches a patient swallow each dose of TB medication. This program 

ensures that every patient with TB takes every dose of the prescribed antibiotics. 

Tuberculosis is the only disease where this method of monitoring is practiced (Volmink 

& Garner, 2007). 

The DOT or DOTS program is the recommended method of treatment for TB by 

the World Health Organization. Approximately 30% of countries in the world 

implement DOTS programs (WHO, 2012). The DOTS program became widely 

implemented in the United States around 1990 amid some controversy. At first, some 

health care officials opposed the program because it violated human rights to autonomy 

and privacy (Bayer & Wilkinson, 1995). However, due to a rise in multi-drug resistant 

TB (MDR-TB), an outbreak of nosocomial (diseases acquired in the hospital setting) TB 

in hospitals, and a fear that TB would become untreatable, the US adopted DOTS as the 

standard of care for TB. The TB rate at that time was 6 times the current rate (CDC, 
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2011a). Texas adopted DOTS even earlier, after a wide-scale outbreak of MDR-TB in 

the mid 1980s (Bayer & Wilkinson, 1995). 

Entry into the public health department  
Patients in Texas with a positive TB test are referred to the state health 

department for treatment (see Figure 2). Hospitals or primary care providers’ offices 

must refer patients with TB to the county health department. The county health 

department then follows up with treatment and case finding in order to treat people who 

have been diagnosed as well as to test people who with whom patients have had close 

contact, including family members (personal communication, Trujillo, June 25, 2012).  

The majority of the patients with TB are enrolled in DOT.  Those patients not enrolled 

in TB usually have a private doctor that allows them to be in SAT or they may have a 

job that requires them to travel extensively such as a truck driver (personal 

communication, Edwards, April 8, 2013).  
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Figure 2: Entry into DOTS Program 

DOTS and adherence 
Although DOTS was created to improve adherence to TB treatment over self-

administered treatment (SAT), Volmink and Garner (2007), in a Cochrane review of 

DOTS research, concluded that DOTS is not more effective at curing TB than SAT 
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because the research findings are incongruent. Since the introduction of DOTS in the 

1990s, TB incidence and mortality rates have fallen; however, the research comparing 

completion rates of DOTS and SAT have been inconclusive.    

On the one hand, DOTS improved adherence when compared to SAT. Vieira and 

Ribeiro (2008) compared SAT and DOTS groups in a cohort study in Carapicuiba, 

Brazil, (n=350) and found that patients who were on SAT, people working in the 

country without legal documentation to work in the US, in retreatment, and those with 

alcoholism were less likely to adhere to TB treatment. On the other hand, Radilla-

Chávez and Laniado-Laborín (2007) evaluated the implementation of DOTS over SAT 

in Baja California, Mexico in a retrospective study of 629 patient records. They found 

that SAT cured 77% of patients and DOTS only cured 70%. The major predictor of 

success was length of treatment: the longer the treatment the higher the incompletion 

rate. The researchers concluded that incentives were the missing key components in this 

project. The DOTS programs that offered additional incentives (including items such as 

food) would be more likely to improve rates over SAT. 

DOTS location and providers  
The DOTS program can vary in the location of the observation and the person in 

charge of monitoring the patient, depending upon the area’s needs and resources. 

Patients might receive DOTS at a clinic, in the community, or at home. One community-

based DOTS program in the Andes region of Ecuador reported a 100% cure rate. In that 

program, Romer-Sandoval et al. (2009) worked with community leaders and with the 
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entire community to get the community to support the program with favorable attitude. 

For instance, medication administration was scheduled around cultural holidays, 

community events, and religious activities. The researchers theorized that adapting to 

the worldview of the community significantly improved adherence rates. Additionally, 

the high rate of completion may be in part due to the respect shown to the community 

members by the researchers. The equal power structure between the health care provider 

and client might support the positive outcome. 

In some programs TB patients are monitored in their homes by family members. 

Maciel et al. (2010) began their study by training family members to be DOTS 

administrators in Vitoria, a poor urban city in southeastern Brazil. Patients treated at a 

clinic (n=112) had a 90% cure rate but patients with family members as the DOTS 

provider (n=59) had a 100% cure rate. The difference could be due to support patients 

received from the family network and that the healthcare workers reported being 

overburdened by large caseloads and lack of transportation.   

One of the key elements of DOTS is the provider who monitors the patient 

swallowing each dose of TB medication. Arcencio, Oliveira, Cardozo-Gonzales, 

Ruffino-Nettom, and Pinto (2008) interviewed 22 health care providers in San Pablo 

Brazil about their experiences working with patients on DOTS. The nurses reported that 

their supportive role in which they listened to patients, increased adherence. The nurses 

provided more than medication monitoring; they also gave support and referrals for 

other medical needs such as dentistry. Many of the nurses worked with patients and the 
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patients’ employers to help them return to work.  

In these research studies, the specific location of the DOTS program played a 

part in success rates. Patients who were seen close to home and with culturally-tailored 

DOTS programs had higher rates of completion and cure rates than those patients seen 

in clinics. Along Texas’ border with Mexico, lay community health workers, supervised 

by nurses, perform DOTS. No research could be found comparing TB outcomes for the 

DOTS administered by CHWs separate from those of nurses. 

Cost and Cost Effectiveness 
For populations at low risk for treatment failure (e.g., not homeless, incarcerated, 

or addicted to alcohol or drugs), DOTS has not been found to be cost effective (Snyder 

& Chin, 1999). Snyder and Chin examined outcomes from 1377 patients who had 

received TB treatment in California in 1995. The cost of DOTS treatment was found to 

be $1,386 more than SAT per additional case cured. Both the SAT and the DOTS group 

had a 40% failure to complete rate.    

Steffen et al. (2010) analyzed the cost of treatment for both DOT and SAT to 

patients (n=218) in Rio de Janeiro, Brazil. There was no statistical difference in the 

completion rates for patients getting the two treatments but there was a difference in 

costs. DOT patients had a 79% completion rate and a total cost of $764, while SAT 

patients had a completion rate of 71% at a cost of $374. It seems that both types of TB 

treatment result in a high cost-burden on patients. Though the medication may be paid 

for, the cost to the patient consists of a loss in wages due to illness and treatment as well 
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as indirect costs of treatment such as the illness’ impact on other members of the family. 

In Texas, medication for TB is free for patients and the cost of transportation is minimal 

because the DOTS provider usually makes visits to the patients’ home or place of work 

(TDSHS, 2011b).  

BARRIERS TO AND FACILITATORS OF TB TREATMENT 
Many factors affect patients’ perceptions of TB and their completion of TB 

treatment. Perceptions of TB treatment can be internally and externally influenced. 

Internal (or personal factors) include perceptions of stigma, social support, self-efficacy, 

and TB knowledge (Zuñiga, 2012b). External (or community and system-level factors) 

include mandates for DOTS treatment, logistics of DOTS implementation, and access to 

healthcare (see Figure 3). Internal and external influences on perceptions of TB 

treatment are discussed below.    

 

Figure 3: Barriers and Facilitators of TB Treatment 

Social Stigmatization 
Tuberculosis is associated with a stigma that can negatively impact patients’ 
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Evans, 2011). Patients diagnosed with active TB may isolate themselves to avoid the 

judgment of other people and because of the shame they feel. This social isolation 

reduces the support and personal connections that are valued by Hispanic patients. In 

addition, health care providers encourage physical isolation when they instruct patients 

to wear facemasks to prevent the spread of TB (Zuñiga, 2012a).  

Kelly’s (1999) qualitative research with 29 TB patients in low-income 

neighborhoods of Chicago uncovered a theme of stigma that is associated with patients’ 

self-imposed isolation. The majority of the participants were male, had less than a high 

school degree, and all participants were African American. One participant reported 

feeling like a menace to her community because of the TB. She felt like her home was 

not safe for friends and family. Isolation is devastating to personal self worth, affects 

relationships, and can decrease feelings of support and medication adherence (Kelly, 

1999). 

Stigma is also attached to TB because it is closely linked to HIV. Patients with 

TB are routinely tested for HIV because of the high rates of TB among HIV patients. 

Sissolak, Marais, and Mehtar (2011) conducted a phenomenological study with nurses in 

South Africa. The nurses reported their patients often delay medical treatment by seeing 

a traditional healer first so that the patient’s family would not learn of their HIV or TB 

that would be diagnosed by a Western medicine doctor.  

Side effects and symptoms  
Side effects of TB treatment include fatigue, numbness, and body aches (Berg et 
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al., 2004). Side effects from TB medication are one of the factors that alter the body’s 

equilibrium and how the body interacts with the world. Negative side effects can have a 

significant impact on the completion of medication treatment (Awofeso, 2008). For 

example, one side effect is hepatotoxicity. Hepatotoxicity occurs in 1-8% of patients 

(Tariq, Khan, Malik, Anware, & Rashid, 2009) and is more likely in older patients 

(Kunst & Khan, 2010) and those with poor nutritional status prior to the start of 

treatment (Singla et al., 2010). In the event of severe hepatotoxicity, most medical 

practitioners will discontinue treatment. Conversely, other side effects (like nausea and 

fatigue) may cause the patient to stop the medication without medical advice. In both 

instances, the medication treatment has been stopped because of side effects.  

Along with common side effects, other non-specific somatic effects (physical 

symptoms that are not known side effects) also had a significant negative correlation to 

medication adherence. Berg et al. (2004) explored variables that contribute to non-

adherence to TB medication among Hispanic adolescents (n=96) throughout the 9-

month treatment. They did not find a correlation between adherence and the usual side 

effects from the TB treatment. However, somatic effects were significantly correlated to 

adherence among Hispanic females. They defined somatic effects as those that were not 

previously identified side effects of isoniazid including headaches, acne, hair loss, back 

pains, and blurry vision. 

Health beliefs 
Health beliefs are any values, ideas, or understanding regarding health care and 
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treatment; self-efficacy and sense of control are two health beliefs that affect perceptions 

of TB treatment. Self-efficacy, a person’s belief in their own ability to accomplish a goal 

(Bandura, 1994), has been shown to correlate with adherence to TB treatment. Muñoz et 

al. (2010) provided a community-based intervention to improve adherence of TB and 

HIV medication. The non-blinded randomized control study (n=60) provided additional 

support to patients from lay community workers and nurses. Not only did participants in 

the intervention group experience improved outcomes of immune response with DOTS 

treatment (Fisher’s exact = -.0001 p =.02), they also had higher self-efficacy scores 

(t=3.24, p=.002) at the end of the intervention. 

Wyss and Alderman (2007) conducted a qualitative study (n=23) of Hispanic 

migrant workers with LTBI in which the participants reported that they did not feel like 

they were in control of TB treatment. Loss of control over medical choices may interfere 

with medication adherence and a return to equilibrium because a person does not feel the 

power lies within himself or herself; an outside force is controlling their behavior 

instead of the person’s needs. 

Cultural beliefs 
Culture can be a key influence on people’s decisions about healthcare. 

Traditional Hispanic healthcare values include a belief in a balance between hot and cold 

(Dumonteil & Leon, 2008). For example, a Hispanic patient might believe that excessive 

exposure to cold or hot stimuli will cause the person to become ill (Dumonteil & Leon, 

2008). In order to restore balance, a cold disease would require a hot treatment. In this 
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belief system, TB is considered to be a cold condition. Cold diseases should be treated 

with hot food, medicine, or herbs such as cod-liver oil, anise, and castor oil that are 

categorized as “hot” medicines (Giger & Davidhizer, 2004). It is not known the extent to 

which this traditional belief impacts TB or TB treatment.  

In an ethnographic study of Mexican Americans’ perspective of TB, Joseph, 

Waldman, Rawls, Wilce, and Shrestha-Kuwahara (2008) conducted interviews with 50 

Mexicans being treated for TB and living in the US (predominantly in Chicago and 

Atlanta). The majority of the participants were women and literate in Spanish but not in 

English, indicating a more traditional Mexican cultural affiliation. Two thirds of 

participants reported they were likely to use traditional medicine to treat TB in addition 

to antibiotics. Participants reported they used the herb ruda and consulted with a 

curandero, a traditional healer. Ruda is an herb thought to improve coughs and immune 

system function (San Miguel, 2003), however health studies that validate this claim 

could not be found. These are examples of health beliefs that may impact perceptions 

about TB treatment. 

Cultural differences between patients and providers can be a barrier to seeking or 

receiving health care services (Rojas-Guyler, King, & Montieth, 2008). For instance, 

Kandula, Dworking, Carroll, and Landerdale (2004) had difficulty collecting data in 

their study of TB treatment among Mexican immigrants. Their retrospective study 

included 23 Mexican immigrants on both rifampin and pyrazinamide treatment. The data 

collectors noted that the Mexican participants did not want their blood drawn for 
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treatment monitoring because they believed the loss of blood took away a person’s 

energy. Kandula et al. had to amend their protocol to allow for fewer blood draws in 

order to align the research with the participants’ health beliefs.   

TB vaccination 
Tuberculosis is treated differently in the US than in Mexico because Mexico has 

high TB burden. Therefore, Mexican health authorities take more extreme measures to 

prevent TB than are necessary in the US where TB rates are relatively low. For example, 

in Mexico, TB vaccination is mandatory for all newborns.   

The TB vaccine, bacille Calmette-Guerin (BCG), is administered as part of the 

regular vaccination schedule for infants in Mexico and other countries with high rates of 

TB because children are at especially high risk for developing severe TB and TB is 

particularly life threatening for children under 2 years old (CDC, 1996). The aim of the 

vaccine is to prevent tubercular meningitis in newborns (Escobedo & de Cosio, 1997). 

However, the BCG vaccine has inconsistent effectiveness in preventing other types of 

TB, such as pulmonary TB in adults (CDC, 2010). Colditz et al.’s (1994) meta-analysis 

of 26 randomized control trials and case-control studies concluded that BCG is only 

50% effective in preventing pulmonary TB among adults.  

Adults who received a BCG vaccination as a child are less likely to adhere to TB 

medication treatment in adulthood. There are two factors that may account for this. First, 

it is widely (albeit incorrectly) believed that the vaccine given at birth provides lifetime 

immunity to TB. Second, BCG can interfere with one of the current TB screening 
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procedures, the Mantoux tuberculin skin test (CDC, 2010). The Mantoux tuberculin skin 

test is an intradermal injection that tests for the presence of TB antibodies (CDC, 

2011b). A positive skin test is indicated by an induration (raised hardened tissue) of at 

least 5mm within 72 hours. If a person has received the BCG vaccination, the reaction to 

the skin test must be greater or equal to 10mm to be considered a positive result 

(TDSHS, 2011b). However, this distinction is not widely understood by lay people. 

Thus, factors relating to vaccinations contribute to health beliefs about TB along the 

Mexico-Texas border. 

Communication 
This section discusses two aspects of communication, incompatible language and 

communication style, that impact TB treatment. Incompatible language and 

communication style can be a barrier to seeking and receiving health care services 

(Rojas-Guyler, King, & Montieth, 2008). Hispanics have reported more dissatisfaction 

with healthcare communication than non-Hispanic Whites. More Hispanics than non-

Hispanic Whites rated their healthcare providers as poor in their ability to answer 

questions and explain medication (Morales, Cunningham, Brown, Liu, & Hays, 1999).  

Spanish-speaking patients may have a negative attitude toward health care 

because of incompatibility of language. Kandula et al. (2004) found that not speaking 

English was a barrier and was negatively correlated with TB medication adherence. 

Kadula et al. used a retrospective chart review (n= 34) to investigate adherence barriers 

after a TB outbreak in rural Illinois. During treatment, the healthcare providers realized 
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that language barriers were interfering with case management and monitoring. 

Interpreters were hired to assist the health care providers in educating patients about side 

effects and adherence, but the rates of adherence did not improve. To the contrary, 

Burge, White, Bajorek, Bazadua, and Trevino (2005) did not find the same results in 

their sample of Hispanic patients in South Texas. Rather, they found that Spanish 

language speakers were more adherent to TB medications when compared to English 

language speakers (t= 3.72, p= .001). With that in mind, only 15% of their participants 

were Spanish-speaking and the small number of exclusively Spanish-speaking 

participants may have biased the data. In this dissertation study, the sample included 

English- and Spanish-speaking participants in order to capture the experience of people 

who may experience a language barrier.  

Social support 
Many different types of social support (e.g., support from family, healthcare 

providers, and peers) can influence TB treatment completion. Positive social support and 

the completion of TB medication treatment are often positively correlated (Gebremariam 

et al., 2010; Nyamathi, Christiani, Nahid, Greagerson, & Leake, 2006). Salabarria-Peña 

et al. (2001) explored the correlation between social support and acculturation (n=618) 

with medication adherence. They found that less acculturated adolescents with TB 

reported higher rates of perceived support from parents and that adolescents who 

reported difficulty with transportation to the clinics, a form of support for TB treatment, 

were less likely to adhere to medication. 
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However, social support is not always a positive influence on medication 

adherence. Ailinger, Moore, Nguyen, and Lasus (2006) showed that when Hispanic 

immigrants knew another person with TB, they were less likely to adhere to treatment 

compared with persons who did not know someone with TB. Although Ailinger et al. 

(2006) did not provide an interpretation of this finding, according to Merleau-Ponty 

(1962), a person’s perspective is influenced by encounters with other people, positive or 

negative. Thus, knowing people who have completed TB treatment affects the 

perspective of the TB client. The patient’s social interactions influence TB treatment 

completion or failure to complete treatment.    

In a subsequent study, Ailinger et al. (2007) analyzed the predictors of adherence 

to TB treatment among a sample of Hispanics (n=153). They reported a significant 

positive moderate correlation between the number of public health nurses who see a 

patient and patients’ medication adherence (r=.646, p< .001). This suggests that 

encounters with several nurses may positively influence a person’s choice to adhere to 

and complete medical treatment as a counterbalance to the potential negative influences 

of social support.  

Healthcare provider relationships  
A patient’s relationship with the health care provider can either enhance or 

detract from treatment completion. For example, McEwen (2005) interviewed Mexican 

Americans (n=14) about their experience with LTBI SAT treatment. Those participants 

reported an unequal power structure between themselves and their healthcare providers. 
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In response to the power differential the participants would falsely report taking 

medications to be seen as complying with treatment.   

Many Hispanic patients prefer a close, more personalized relationship with their 

health care provider rather than a more formal relationship (Crist & Escandón-

Dominguez, 2003). This is reflective of the Hispanic value of personalismo (Crist & 

Escandón-Dominguez, 2003). In order to evaluate the effect of personalismo, Ailinger, 

Martyn, Lasus, and Garcia (2011) compared 68 Hispanic participants with a historical 

control sample (n= 131) obtained from health department records. Each participant in 

the experimental cohort met with the same nurse at every health care visit in order to 

build a strong or therapeutic relationship between patient and nurse. Additionally, the 

nurses inquired about the participant’s family members during each visit. Ailinger et al. 

(2011) found that the participants in the intervention group took significantly more doses 

of TB medication than the historical control group (t=1.94; p=.o28). 

MERLEAU-PONTY’S FRAMEWORK IN NURSING RESEARCH 
Nursing researchers have successfully used Merleau-Ponty’s philosophy and his 

concepts of embodiment, cultural importance, fabric of relations, and equilibrium as the 

framework for qualitative studies, however, not on the topic of TB. For example, 

Sunvisson, Habermann, Weiss, and Benner (2009) used the concept of embodiment in 

their research about Parkinson’s disease. Patients had to relearn how to implement 

simple skills despite the presence of tremors. One of the participants described letting go 

of control over the tremors in the rest of her body in order to focus and sign her name. 
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That is, the mind and body worked as one to facilitate the patient producing a signature 

(Sunvisson et al., 2009). Crocker (2009) explored Merleau-Ponty’s concept of 

embodiment in a study of fatigue in 12 women in the southeastern US. Chan (2005) used 

Merleau-Ponty’s concept of skill acquisition to study nurses in the ER practicing end-of-

life care. These studies support using Merleau-Ponty’s philosophical framework for this 

research. 

SUMMARY OF LITERATURE REVIEW 
This literature review has shown that health beliefs, symptoms and side effects, 

aspects of TB treatment, and personal and cultural relationships may influence 

perceptions about TB treatment. This study added to the body of knowledge by 

examining Mexican Americans’ perceptions on TB treatments and related healthcare 

situations. 

There is limited literature related to the experience of TB treatment with a focus 

on the population of Mexican Americans on the US-Mexico border. The variables that 

influenced adherence in Hispanics include social support, stigma, side effects, self-

efficacy, health beliefs, and relationships with friends, family, and health care providers. 

Tuberculosis is treated with both DOTS and SAT although researchers do not agree on 

the efficacy of DOTS when compared to SAT.  Program details, costs, and resources are 

barriers to effective implementation of both. In order for patients to successfully 

complete TB treatment they need their personal and cultural needs addressed as well as a 

health care infrastructure that can be tailored to the individual’s needs. 
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Chapter 3: Methods 

This chapter describes the methods that were used to conduct this study, which 

aimed to describe the lived experience of TB treatment for Mexican Americans living in 

the LRGV along the US-Mexico border. This chapter will explain the research design, 

setting, sample, recruitment, instrumentation, procedures, and methods of data analysis 

for the research study. 

RESEARCH DESIGN 
This research study used a descriptive phenomenological design to explore the 

lived experience of TB and TB treatment among Mexican Americans living in the 

LRGV along the US-Mexico border. Descriptive phenomenology is an appropriate 

method because this study explores the everydayness of living with TB and its 

treatment. Husserl, one of the developers of phenomenology, stated that the goals of 

phenomenology are to use a person’s life experience as evidence to answer questions 

and to describe a phenomenon in order to better understand it (Salado & Adorno, 2002). 

SETTING AND SAMPLE 

Setting 
This study was conducted in the LRGV.  Four counties make up this region 

(Hidalgo, Cameron, Starr, and Willacy Counties). The majority of residents in the 

LRGV are of Hispanic ethnicity (88%; Ennis, Rios-Vargas, Albert, 2011). The US 

census reported that 88% of residents of the region spoke a language other than English 

at home (US Census Bureau, 2011). The LRGV is characterized by a higher rate of 
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poverty than the state average with almost 30% of the population living in poverty (US 

Census Bureau, 2011). Per capita income for these counties is almost half the state 

average at around $13,000 per year (US Census Bureau, 2011).   

Participants were recruited from four counties, of which there are two regional 

health department clinics that serve several hundred patients with TB. The health 

department clinics are where the majority of TB patients are treated, regardless of 

insurance status. The clinic patients were predominantly Mexican American and 

predominately Spanish-speakers. Due to the limited number of English speakers, both 

English and Spanish speakers were recruited for the study. No data were collected on the 

Mexico side of the border to comply with state and university policies that prohibit 

employees from crossing the US-Mexico border due to the recent high rates of violent 

crime in this area.   

Sample  
The sample was composed of people who (a) self-identified as Mexican or 

Mexican American, or of Mexican heritage; (b) were diagnosed with active TB; (c) were 

in DOT or DOTS TB treatment at the time of the study or completed treatment within 

the prior three months because proximity to treatment was believed to increase the 

accuracy of memories about their experiences of TB treatment; (d) lived or received 

treatment in the LRGV counties of Hidalgo, Cameron, Starr, and Willacy; (e) were at 

least 21 years old; and (f) were willing to talk about their TB and TB treatment. 

Participants were excluded if they were pregnant because pregnancy may alter the lived 
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experience of TB treatment.  

Purposeful and snowball sampling methods were used to recruit participants 

(Morse, 2000). Morse (2000) believed that there are too many factors when conducting 

research on any given topic to predict an exact number of participants needed for a 

qualitative study. Other qualitative studies on this topic have used between 8 and 14 

participants (McEwen, 2005; McEwen, 2007).  Purposeful sampling is the method of 

finding participants based on the needs of the study (Coyne, 1997). Purposeful sampling 

allowed the researcher to seek out participants who may not have been specifically 

represented in the sample. For example, the researcher may have needed a participant 

who spoke English, had close family ties, or reported on side effects of TB treatment. 

Snowball sampling is the method of finding participants based on asking the participants 

enrolled in the study to recruit other people who may be interested in the study (Huck, 

2008). The number in the complete sample was decided by data duplicity of the 

phenomenon and obtaining a thick and rich description of the phenomenon. Saturation 

occurs when no new themes arise during the interviews (Sandelowski, 1995). The 

researcher monitored for redundancy in information throughout data collection by 

reviewing the audio recording after each interview and beginning analysis to determine 

when to cease recruitment. 

RECRUITMENT AND ENROLLMENT 
After approval by the Institutional Review Board (IRB) at the University of 

Texas at Austin, the researcher began recruiting participants. A faculty member from 
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The University of Texas at Brownsville provided introductions to the health department 

in Cameron County. Community health workers (CHWs), administrative, and nursing 

staff from local clinics and public health nurses in the area assisted in recruiting 

participants. Patients diagnosed with TB were invited by CHWs and staff to contact the 

researcher by phone, text message, or e-mail using contact information provided on a 

flyer. Additionally, the researcher recruited participants at the clinics on TB clinic days. 

Flyers were posted at the clinics when the researcher or CHWs are not available to 

recruit in person.  The people recruited for this research study were screened in person 

or on the phone against the inclusion criteria. If the recruit was interested in enrolling in 

the study, the researcher explained the study purpose, procedures, risks, and benefits. 

Subsequently, informed consent was obtained from each participant in person.  Signed 

consent was waived because of the stigma connected to TB and concerns about 

immigration status; participants gave verbal consent on the audio recording.    

DATA COLLECTION PROCEDURES 
Data collection consisted of in-depth, semi-structured, interviews in the 

participant’s home or in another mutually agreed upon location. The researcher 

scheduled the appointments during the screening process.  Locations for the interviews 

were per the participants’ preference.  The researcher offered location choices including 

the participants’ homes, library, their clinic, restaurants and parks.  Interviews lasted up 

to one hour and were audio recorded. Each participant was interviewed once. Spanish 

speaking participants were interviewed in Spanish with the assistance of an interpreter.   
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The researcher has a limited working Spanish vocabulary and can comprehend 

spoken and written Spanish fairly well, but was the lead interviewer.    The interpreter 

translated the participants’ answers into English and the researchers questions into 

Spanish.  The interpreters were both trained in qualitative research and interview 

techniques through their graduate studies.  Additional training was provided by the 

researcher after the interpreter completed the first interview to assist in getting a detailed 

interview.  The interpreters were graduate students of the same culture as the 

participants and were trained in qualitative interviewing.  At the end of the interview 

each participant received $40 for participating in the study. 

DATA COLLECTION INSTRUMENTS 
An interview guide and a demographic form (see Appendices A, B, and C were 

used to collect data).  The interview guide consisted of open-ended questions and probes 

to guide the discussion of the participant’s lived experience with TB treatment. 

The following are questions that were asked during the interview. Prepared questions 

were used to elicit the participant’s responses to the research question and assist with 

story telling (Holstein, & Gubruim, 1995).  The first interview questions (Appendix C) 

were revised after the first two interviews because they were deemed confusing to the 

participant and in order to elicit greater detail about the lived experience.  After 

consulting with experts in the field including faculty at the University of Texas School 

of Nursing, the nursing staff at the TB clinic, and the interpreters, the following 

questions were used for the majority of the interviews.  At the beginning of the interview 
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the participant was told of their importance to the study with the following statement:  

As a person on DOT, I am interested in learning about your experience with DOT. 

1. Tell me your story of being diagnosed with TB. 

2. Tell me about telling your family and friends about your diagnosis. 

3. What about other people in your community, church, work? 

4. How was it to wear a mask? 

5. Tell me about a normal trip to get your medicine? How do you get there?  How 

long does it take?  Does anyone go with you? 

6. When you were told that you would have to go to the clinic several days a week 

to get your medicine, what did you think? 

7. Some people experience symptoms of TB or side effects of the TB medication 

and others feel no side effects at all. How do you describe your TB symptoms? 

8. Some people have told us that having TB has made intimate relationships 

difficult.  What has your experience been with your spouse/girlfriend? 

9. How has having TB changed your life?  Some people have talked about not 

traveling as much, or not being around smoke – what it is like for you?   

Probes that were used to gather richer description. 

1. Tell me more about that. 

2. Can you give me an example? 

3. What do you mean? 

The interviews concluded with asking participants “Is there anything else you would like 
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me to know about your experience with TB or TB treatment?”  

Participants were encouraged to answer in as much detail as they were able or 

willing to provide. Basic demographic information including gender, age, work status, 

marital status, number of years of education, country of residence, and number of people 

in the household were collected after completion of the interview to describe the sample.  

All flyers, research questions, IRB consent forms, and phone script were translated into 

Spanish using Spanish speaking graduate students (see translated versions in Appendices 

A and B). 

DATA ANALYSIS  
Data consisted of the audio recordings, transcriptions of the recordings, field 

notes, and the relevant demographic data. Field notes were written immediately after 

each interview and included a description of the interview setting, body language, 

preliminary labels, and bracketed ideas. A professional transcriptionist and translator 

transcribed and translated the audio recordings shortly after the interview.  Spanish 

language interviews were transcribed and translated at the same time.  The researcher 

listened to the Spanish language interview and compared it to the transcript to check for 

accuracy and culturally appropriate translation.   At the end of data collection, 

demographic data were summarized to describe the sample. 

Qualitative research aims to increase trustworthiness, which is akin to validity in 

quantitative research (Cohen, Kahn, & Steeves, 2000). In order to improve 

trustworthiness, the researcher used critical reflection and created an audit trail. Critical 
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reflection requires the researcher to write down all they believe about the phenomenon 

to allow the researcher to become more self-aware of bias and prejudices (Cohen et al., 

2000). Biases and prejudices bracketed by the researcher and interviewer included the 

idea that the participants would not want to talk, that the participants would cross the 

US-Mexico border frequently, and that the participants did not like being on DOT 

treatment.  Field notes were kept to improve trustworthiness by creating a written log of 

decision making and bracketing. Using a sole researcher may introduce bias, therefore 

the researcher consulted with experts including the dissertation committee, staff at the 

TB clinics, and the interpreters. An audit trail is a documentation of decision-making 

that can be reviewed by experts in the field (Cohen et al., 2000). The experts were asked 

to review the documentation for logic of themes. 

Qualitative data analysis begins during the interview. Possible labels of concepts 

were noted during the interview and the participant was asked to validate these labels at 

the end of the interview. For example, the interviewer would recap a major point and 

have the participant agree or expand on the concept. The transcripts were read multiple 

times in order for the researcher to be fully immersed in the data. The next step, as 

described by Cohen et al. (2000), was to reduce the interview by deciding what was 

relevant, reorganizing the data to place similar topics together within the interview, and 

removing vocal tics from the transcript. This helped remove digressions and simplify the 

participants’ responses prior to thematic analysis. After reduction, line-by-line coding of 

the revised transcript was completed. The final step was to conduct a thematic analysis, 



52 v 

in which the transcript was examined for important phrases and tentative labels of 

concepts were created. Labels generated during the interviews were used at this time. 

Further methodological guidance of the analysis was provided by Harrison, & 

Stuifbergen (2005). Important quotes were cut out and grouped into categories. The 

most representative quotes from each category were chosen to represent the theme 

(Harrison, & Stuifbergen, 2005).  Additionally, Colazzi’s (1978) method of creating a 

complete definition of each concept was also used to provide the researcher structure to 

each theme.  Thematic analysis was guided by Merleau-Ponty’s concepts of culture, 

embodiment, equilibrium, and relationships. The important passages of narrative text 

that stand alone were then copied, pasted into a new document, and physically arranged 

on a large table by themes. Finally, this arrangement was examined to find an over-

arching theme (Cohen et al., 2000) with the intent of answering the following question: 

What is the lived experience of TB treatment for Mexican Americans living in the 

LRGV on the US-Mexico border? 

RISKS TO PARTICIPANTS 
No negative events were expected from participation due to the nature of the 

study. However, if negative events had arisen, they would have been reported to the 

dissertation supervisor and to the Institutional Review Board in a timely manner. In 

addition, the researcher had a list of mental health and health care service providers from 

which to make referrals available during the interview for participants who had 

emotional and medical concerns. The participants were allowed to leave the study at any 
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time. They were informed at the beginning of each interview that the conversation 

would be audio-recorded and that they could refuse to answer any questions they did not 

want to answer. 

 

SUMMARY 
This study used a descriptive phenomenological design to produce a 

phenomenological description of the lived experience of TB and TB treatment among 

Mexican Americans living along the US-Mexico border. The participants were recruited 

from health departments in Hidalgo, Cameron, Starr, and Willacy counties. 

Representatives of health departments in these regions assisted in the recruitment of 

participants. Participants who met the criteria and were interested in participating gave 

their informed consent. Individual interviews were conducted in a location that was 

comfortable and quiet. The interview recordings were transcribed and analyzed for 

themes to address the research question. The findings are presented in Chapter 4. 
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Chapter 4: Findings 

Chapter 4 contains the phenomenological description of the lived experience of 

TB and TB treatment in the LRGV. This chapter begins with a description of the 

sample.  Next is a description of the themes that arose from the interviews: being 

observed taking pills every day, symptoms and side effects, the importance of family,	  

stigma, and border living.  The concept of stigma has four subconcepts including masks, 

interactions with others, internalization of stigma, and limiting stigma through isolation. 

the overarching theme was balancing society and stigma with personal needs and 

isolation.   

Sample 

A total of 18 Mexican American participants (13 men and five women) who 

were currently receiving DOT treatment in two counties of the LRGV, Cameron and 

Hidalgo, were enrolled.  Though recruitment also occurred in Starr and Willacy 

Counties, no participants were enrolled in those locations. Three of the male participants 

requested that their wives be included in the interview. The wives provided support and 

additional information during the interview. Redundancy of findings was achieved after 

the 18 participants were interviewed and recruitment was discontinued. 

The majority of the interviews were conducted in Spanish (n=16) with the 

assistance of one of two interpreters, both were doctoral students, one in Nursing and 

one in Education, trained in qualitative interviewing and fluent in Spanish and English.  

Four interviews were conducted in a combination of English and Spanish with the 
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interpreter asking the majority of the questions in Spanish and with the researcher asking 

some of the questions in English and the participant answering in Spanish. The 

researcher would ask the interpreter to translate and the participant would answer in 

Spanish without the need of the questions being translated into Spanish for them. Per the 

US census, about 60% of people living in the LRGV are bilingual (US Census, 2011)   

Participants’ ages ranged from 22-76 years (mean 45, SD16), a little more than 

half were unmarried (n=10) and their years of education ranged from 0-14 years (mean 8 

years, SD 4).  Eleven participants reported having no job at the time of the interview. 

Only one participant maintained a job continuously during diagnosis and treatment.  All 

the others stopped working during DOT, although six had since returned to work. Their 

jobs included migrant farm work, food service, truck driver, and landscaping.   The 

average number of people living in the household was four, with nine participants 

having five or more people living in their households. 

Eight participants had been hospitalized when they were diagnosed with TB.  

Their stays ranged between 2 weeks and 2.5 months.  Over half of the participants also 

had diabetes.  Additionally, one participant had kidney failure and was on dialysis three 

times a week and another participant had cirrhosis of the liver from excessive 

acetaminophen consumption for work-related back strain.  Three participants were in 

treatment for a relapse in TB and were being treated for a second time.  Two participants 

had relatives who died of TB.   

   Recruitment took place between August and October 2012. Participants were 

recruited during their daily appointment at the County clinic.  At the clinic, the 
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researcher (sometimes with the help of the staff nurses) arranged the interviews for the 

weekend after their clinic appointment. The interviews were conducted at the 

participants’ homes (n=4), nearby parks (n=3), the County clinics (n=5), libraries (n=3), 

or restaurants (n=3).  Most of the participants did not have access to phones or cars. One 

participant was considered homeless by the public health nurses, although at the time of 

the interview he was living in a camping trailer, which was parked in a remote area next 

to a landfill.  The trailer had no electricity or running water.  His DOT nurse checked his 

eligibility for the research study and arranged for his interview during her DOT visit; the 

nurse was not present at the interview. The researcher was able to check eligibility and 

arrange meetings directly with all the other participants during recruitment at the clinic 

sites.  Participants with phones would receive a phone call to confirm time and place of 

interview.  Those without phones would get no reminder notification of the interview 

appointment.  There were no cancelations and no one missed an interview.  Most 

participants arrived early to their appointments.   

THEMES 
Through the data analysis process, six interrelated themes were identified as part 

of the lived experience of TB treatment. They were: a) being observed taking pills every 

day; b) symptoms and side effects; c) Importance of family; d) stigma; and e) border 

living.  The themes will be explained below with exemplar quotes from the participants. 

Being observed taking pills very day   
The day-to-day experience of DOT treatment influences what participants are 
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doing and feeling during the day.  The majority of participants did not go to work 

because they were too sick, they had not been cleared to go to work, or had lost their job 

due to the illness. Their major daily tasks involved making time to take medication with 

a nurse.  They limited their activities in the larger society in part to prevent exposing 

others in their communities.            

Participants’ daily routine changed during DOTS to include a round trip to the 

TB clinic for receiving their daily dose of their medications, and for symptoms 

management. It was a repetitive cycle of traveling to the clinic, obtaining the pills at the 

clinic, taking the medication with a nurse, and returning home, which would take about 

1.5 hours a day.  At the beginning of treatment going to the clinic was many 

participants’ only outing for the day.  Most were not working nor completing daily 

errands such as grocery shopping.  Some said they felt bad and others stated they did not 

mind going to the clinic every day. 

The majority of patients in DOT treatment in the LRGV took their medications 

from a nurse at the clinic closest to their homes. However, a small percent of patients 

were brought medication by a nurse to their homes (personal communication, Gloria 

Salinas,  August 6, 2012).  The participants who were allowed to take the medication at 

home had usually indicated a hardship attached to traveling to the clinic.  For example, 

one participant did not have enough money to take the trip by bus every day so she 

received her medication at home.  Another participant walked forty-five minutes each 

way to the clinic after his car broke down. He did not tell the nurses right away about the 

long trip because he did not want to be a burden, but when the nurses found out, he was 
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allowed to obtain treatment at home.   

During a typical appointment day, the participant would go to the clinic during a 

scheduled appointment to receive their medication and have a basic assessment 

completed including vital signs.  Only doses given Monday through Friday were 

observed by a nurse and were under DOT; on the weekends the medication 

administration was self administered.  On Fridays the patients were given their pills for 

Saturday and Sunday to take on their own.  The clinic staff were as flexible as possible 

to fit with the participants’ schedules.  However the clinics were only open during 

business hours.  The clinic in Brownsville had limited hours; they were open only in the 

mornings and closed early on Fridays.  Participation in DOTS is mandatory, however 

sometimes patients missed their appointment. If the patient missed the hours for that 

clinic, he or she would have to drive to another clinic in a different town if they had 

transportation.  Some of the participants were truck drivers and would get their routine 

dose in the city they were traveling to that day.  Additionally, a nurse would call or visit 

the patients’ homes if the patient did not show up for an appointment.   

The participants talked about taking up to 14 pills a day and getting frequent 

injections.  (Note: Patients did not know what kind of injections they received. 

Injections included intra-muscular administration of Amikacin for those with resistance 

to the first line of TB treatment (personal communication, G. Salinas, RN, December, 

12, 2012.)  After they had been on treatment for an extended period of time and their 

sputum tests were negative, some of the participants were allowed to decrease the 

number of nurse visits to twice a week and decrease the number of pills at each dose.   
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When they began treatment, most of the participants did not know that treatment 

for TB was observed daily.  They were surprised to learn they would be watched every 

day.  They talked about going to the clinic day after day.  Most stated that they were not 

too put out by the traveling to the clinic, but some were frustrated with the schedule.  

Some of the participants did not think they needed the clinic staff to observe their 

medication administration at all.   

Participant 8 - The nurse told me they didn’t want to give them [the pills] 

to me because they were afraid I won't take them, and I told them 

“why wouldn’t I take them if it’s for my own benefit?  I’ll take 

them until the last day you tell me treatment was completed.”  

And the doctor told me last week “just three months more and you 

complete your treatment.” 

Participant 15 - As I said, I was depressed.  If I have tuberculosis I have 

to go every day and I do not like to go out that much; I do not like 

the sun.  So I said, “fuck, what am I going to do?”  Translated 

from Spanish. 

Some participants said it was no problem to take the pills.  Many expressed pride 

that they were able to swallow all the pills at once, some without water.  One participant 

talked of being praised by the nurse at being able to take her pills so well.  Other 

participants who were slower at taking their pills because of the large number and size 

of the pills, talked about being rushed and pressured by the nurses to go faster.   

Participant 2 - On the weekends, when they gave them to me, Saturday 
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and Sunday, it was very cool because I took my time, my space.  I 

would walk and go, and there was no pressure because there was 

nobody there hurrying me, you know; and they were always on 

top of time, you have to take them.  They are there.  They gave you 

40, 45 minutes at the most, that supposedly I took sometime.  I 

don’t think so but they had to keep on seeing other patients.  

That’s why I told them to leave them with me, and I would take 

them alone because I felt the pressure from the nurse watching 

me.  That was why and another thing was that I had to take my 

time because some pills were very bitter.  It was very hard for me 

to take them. 

Finally, after taking their pills, the participants returned back into isolation at 

home.  Most participants were not working or had not been given the clearance to return 

back to work so they did not continue their normal routine of going to work or caring for 

their family.  They talked about being depressed and sad after coming home with 

nothing to do.  Several of the participants talked about not just coming home, but going 

to their bedrooms to stay alone inside their homes.   

Symptoms and Side Effects  
There are two phases of symptoms and side effects for patients with TB: prior to 

treatment and during treatment.  Prior to treatment, the participants felt symptoms of TB.  

These side effects could include a cough that was so bad that they coughed up blood and 
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the cough prevented them from talking.  Participants talked about having symptoms for 

an extended period of time prior to receiving treatment, over a year in some cases.  One 

participant had a cough with bloody sputum for two years and his family thought he 

should be tested for TB about a year before he sought treatment.  Other participants had 

no cough, or they sought treatment for symptoms other than cough, like weight loss.  

Additional symptoms included night sweats, fatigue, agitation, or ill-humor.  Only one 

participant did not have symptoms of TB; he was found to be positive for TB after his 

son was diagnosed and other members of the family were subsequently tested.   

Participant 9 - Sweating at night.  Even with the fan I sweated a lot, I got 

the sheets wet; and the cold.  With this sun I wore a jacket or 

sweater and trembling, the symptoms were very bad.  At that 

moment that you feel cold and all that, you feel bad.  When you're 

losing appetite, cold, cold sweating at night.  I told them how I 

felt, the cough that didn’t let me sleep.  Those are the symptoms I 

had.  Translated from Spanish 

Weight loss was seen as a very negative side effect of TB.  Several participants 

talked about being skinny and how horrible they looked.  Five participants reported 

weight they lost, up to 40 pounds, and how much they had gained back since receiving 

treatment.  One participant got tested for HIV because his major symptom was weight 

loss, not a cough. This symptom of weight loss seemed to be the most distressing to this 

participant.   

Participant 5 - The first time I lost weight.  I didn’t have symptoms; the 
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way it was noted is because I lose weight, not because I had 

cough or the usual symptoms.  I lose weight…Cough, you perspire 

at night, sometimes phlegm with blood.  This second time I've not 

had phlegm with blood and they say I should and I don’t.  The 

food makes you sick; you lose weight again.  This time I didn’t 

lose weight as the first time.  I compare the symptoms with the 

first time it happened. Translated from Spanish 

The symptoms changed relatively quickly for the participants after treatment began. The 

side effects of the medication could be as severe or more than the symptoms for many 

participants.  In some cases the side effect of nausea was so difficult for the participant that the 

doctor offered intravenous (IV) medication in inpatient treatment, although none of the 

participants took this option.  

Participant 2 - The treatment was too much and another thing that 

affected me was – well, I felt that that wasn’t a very good 

treatment for me because I felt that it started affecting parts of my 

body.  I felt nauseous.  I started getting nauseous. I started feeling 

the fatigue.  My finger started to feel really stiff.  The bone ache, 

the tiredness, and I imagine that I was fine when I left the 

hospital, but I blame the pill treatment.  It was all happening 

because of that because I was fine when I was released [from the 

hospital].  After that treatment I started feeling all those symptoms 

and I didn’t like that treatment very much. Translated from 
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Spanish 

In summary, participants noted two phases of how TB feels, pre-treatment and during 

treatment.  The symptoms and side effects were different, but both were extremely negative and 

shaped their perspective of TB by affecting their physical and mental feelings. 

Importance of family 
Every participant talked about the importance of their families to their TB 

diagnosis, treatment, and process of living with TB.  This concept, familismo, is related 

to every other theme identified in this study.  In general, the participants who told their 

families about the treatment found support and acceptance from their families.  They 

talked of always being with their families.  The participants who did not tell their 

families about their diagnosis and treatment missed out on the support and acceptance 

experienced by those who did divulge their TB status.  On several occasions, when the 

participants talked about the effect of TB treatment on their families they became visibly 

emotional and some cried. 

One participant talked about being closer with his immediate family since the 

diagnosis and treatment. In this case, the four of them went through the experience 

together and apart from their larger society.  His mother used to live with them but his 

sister took their mother to live with her for the duration of the treatment.  The 

participant’s extended family kept their distance because of their fear of TB so the 

participant and his immediate family were not able to spend social time with this group 

as they had in the past.    
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Two participants moved from Reynosa, Mexico to McAllen, Texas to receive 

treatment for TB on the US side of the border and to be closer to family members that 

lived in the US who wanted to take better care of them while they were going through 

TB treatment.  Once they were living on the same side of the border, the participants 

could get treatment in the US and be supported by their families.   

Participant 10 - My son and my daughter-in-law accompanied me, and 

my mother as well, but everything came out fine.  I was the only 

one who had tuberculosis.  They never rejected me….So my son 

who lives here told me to come here to be treated, because I was 

alone in Mexico so I decided to come here.  Roberta told me to go 

to be examined there and it’s where they told me that I had 

tuberculosis. Translated from Spanish 

Family was the key support with the participants who told their families of the 

TB status.  The families would help participants in getting to appointments and doctor 

visits as well as keeping them motivated to stay in treatment.    

Participant 2 - Well, yes.  In the treatment for tuberculosis, right?  Well, 

yes, they did make a difference.  Not my friends, but my family 

present here, yes, because they have supported me a lot in that I 

have to follow that treatment if I want to be healthy and well; 

especially about not relapsing because if you stop treating that 

infection.  You can say, “I’m not going to take the pills anymore,” 

but the relapse will be worse or it will be double or triple as bad 
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as it is now.  And they have been a really good support because 

they have helped me to do my best, take my pills, finish the 

treatment because otherwise you know if you want a relapse and 

it will be harder.  It’s harder. Translated from Spanish 

Five participants did not tell their immediate families of their TB status.  They 

chose to keep their TB status a secret for a number of different reasons: they did not 

want to be a burden, they were ashamed, or they were protecting their family members 

from the stigma of TB.  One participant’s father had recently died from TB, and her 

mother had kept it a secret.  The participant did not want her mother to know about her 

own TB status so her mother would not worry about her.  This is her response when 

asked how she told her family about getting diagnosed with TB. 

Participant 7 - At home they know that I’m taking medication for my 

lungs, I haven’t told them.  No, I don’t dare.  I’m afraid.  [My 

mother] will be worried, because although I’m under treatment, 

she only knows that I’m taking medication for my lungs but she 

doesn’t know why. Translated from Spanish 

The participants talked of trying to protect their families.  They did not want to 

be discriminated against by their family members and they did not want to spread the 

disease to their family.   

Participant 18 - I will never tell them.  I haven’t told my brothers.  I told 

them I didn’t want them to come and visit me.  My sister’s son 

used to come here and stay in a room back there.  He came to 
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work and he stayed here, but I told him I didn’t want him to stay 

here any longer.  My sons cried and they were disappointed 

because I had told him not to come, but I would never tell them 

the disease I had. Translated from Spanish 

Stigma   
Stigma is defined as an undesirable attribute that would cause a person to be 

socially rejected or tainted (Goffman, 1963).  As mentioned under familismo, some 

participants did not let their family come over or contact them because of the fear of 

stigma.  The resulting isolation plays a key role in the experience of stigma from TB. 

There are four sub-concepts that make up the theme of stigma: masks, interaction with 

the others, internalization of stigma, and reaction to limit stigma.  Reaction to stigma 

includes secrecy and isolation. 

Masks 
Patients are required to wear a mask when they leave their house, unless they are 

in an open aired environment like outside at a park, when they are still contagious in 

order to prevent the spread of TB to others in the community.  Participants did not like 

wearing masks for two reasons: they were physically uncomfortable and they were 

stigmatizing.  The participants talked about the discomfort and feeling ashamed about 

wearing the mask.   

Participant 7 - I didn’t like it but I had to wear it.  Because I felt like I couldn’t 

breathe.  I felt that everybody looked at me sort of saying, oh, she’s infected, she’s going 
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to infect me.  That’s why I tried not to go out.  No, because they told me that if I went out 

I had to wear the mask.  Outside, I didn’t want to use it outside the house.  When I came 

here [to the clinic] I had to wear it. Translated from Spanish 

The mask seemed to make them feel more stigmatized, and the public would 

react negatively to them when they wore the mask.  The mask is a symbol of 

infectiousness that easily identifies to the general public that someone has a disease.  

While wearing a mask, participants were unable to keep their TB diagnosis a secret so 

many chose to not leave the house or interact with the public. 

Participant 3 - Yeah, they knew from the mask of course but well, 

we didn't tell a lot of people.  Just our relatives who were around.  We 

didn't went [sic] to restaurants.  We didn't went out to dances or stuff like 

that or going to the flea markets.  For all that, as long as I had my mask, 

we didn't do that just to avoid – even though you have a mask, it's not 100 

percent sure that your disease or you can catch a disease from somebody 

else so it was just safer for me and my family just stay home.  You know, 

just go out to the grocery stores or stuff, whatever we had to, other than 

that, just stay home, stay home for three months until I was released from 

the mask. 

As the participant stated, wearing the mask prevented the participants from 

keeping their TB status a secret; if they were wearing the mask, people knew they were 

infectious.  Most of the participants chose to stay at home rather than wear a mask.  Even 

participants near the end of the treatment felt that had to wear the mask and isolate 
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themselves from their families.   

Interaction with the others  
Even without the mask, participants spoke of feeling stigmatized by family and 

friends because of their infectious status with TB. Participants talked about losing 

friends, their family shunning them, and feeling very depressed.  Many participants 

knew they were risking their relationships when they told their friends and family about 

the diagnosis.  Sometimes their friends would accept the diagnosis and other times the 

friends would shun them.  Many of the participants accepted being shunned and 

stigmatized, stating that their friends and family were just trying to protect themselves 

from a disease. 

Though many of the participants had never heard of TB prior to being diagnosed, 

some participants talked about being told as children to stay away from people with TB, 

not just during the infectious part of the disease but always. This prior understanding of 

TB made them keep their diagnosis secret and further isolated them from the others. 

Participant 10 - They don’t interact with you the same way; some of the 

ones that visited me didn’t answer the phone. I’ve not look for 

them. No, just they helped me, now the doctor told me I can't 

work.  I didn’t want to bother people and make them feel bad.  I'd 

know anyway why they didn’t want to [visit me].  I knew they 

didn’t look for me and I didn’t want to look for them because of 

that.  I’ll tell them “it’s fine you didn’t look for me, and I didn’t 
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want to look for you because of my disease” and thank God I'm 

here. Translated from Spanish 

Another participant talked about how people would not want to take any food 

and drinks from her or anyone in her house.  Others talked about being lonely when 

people decided not to be around them. 

Participant 11 - Sometimes a lot of people, they still don’t come around 

because they think that we’re gonna get sick.  They’re afraid to 

come near because like I said it is contagious and when it gets to 

that stage, it is contagious.  But it can be treated, thank God but if 

you don’t treat it in time, it is pretty contagious.  I guess people 

are kind of right to be cautious I guess.  If I was in there, I 

wouldn’t wanna go near somebody I know who has something 

that might kill me……end me up in the hospital.  No.  Depending 

on who asked.  Give me a gas mask and I’ll go visit you.  

Internalization of other’s reactions 
A third aspect of stigma is when the participant begins to internalize others’ 

reactions to their disease and they begin to feel depressed and guilty.  Many participants 

talked about being depressed, feeling guilty and like a burden. 

Participant 3 - So here I am.  I was treated again for nine months.  I still 

got one more month to go as far as taking pills.  And I feel good.  

The only problem is that sometimes you feel bad.  Your wife or 
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kids… when you first get it because they have to go – the family 

have to go through all this things, taking pills and it's bad, it's 

real bad…Because at that time, my daughter was living with me, 

two grandsons and my wife and everybody was going through the 

same thing.  And I used to feel real bad because of me they were 

going through that.  

Participant 16 - Because I felt really bad, I was gaunt, little waist, little 

hands, and little legs.  When I would shower I would look at the 

mirror and think, “This illness is going to kill me.”  And that day 

the doctor said, we need your home phone number because you 

are not going to make it.  He said it just like nothing.  I thought of 

suicide because I was suffering so much, pain all over my body, 

my bones, and I said, “If I am not going to survive, why would I 

stay here suffering?” Translated from Spanish 

The isolation seemed to intensify the depression.  Many participants talked about 

coming home each day from getting their medication, the feeling sad about staying 

inside the rest of the day. 

Participant 8 - At the beginning, when they told me I had tuberculosis and 

it was a very dangerous disease, I was depressed.  Because I 

thought it was a disease like rabies where you can't speak with 

anyone; I felt badly. Translated from Spanish 
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Reaction to stigma 
 The participants’ reactions to stigma was to limit their exposure to negative 

reaction from people by keeping their TB status a secret, extending their isolation, and 

avoiding intimate relationships.  

Secrecy  
To shield themselves from stigma many participants kept their TB status a secret 

from people outside their families. 

Participant 3 - Oh, yeah, my friends, yeah, yeah.  My friends and my 

relatives knew about, yeah, but like my coworkers, most of they 

did not know about, just like I say, friends and because it's the 

same, you go in there, they see you different, they talk bad about 

you and they never know it might be them or their family and 

things can turn around and the things that are all right now in 

this world, all these diseases and stuff like that, you never know.  

You never know what might happen tomorrow.  One of your kids 

might get it. 

Some participants kept their TB status a secret from their family.  They were 

worried their family.  When asked why they did not tell their family many said they were 

trying to protect their family, they were embarrassed by the diagnosis, or thought their 

family would reject them if they knew.  

Participant 2 - My family’s reaction? As a matter of fact I didn’t tell them 

I had tuberculosis.  I have two sisters who live in Roma, Texas 
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and I never told them I had tuberculosis.  I also have nieces here 

in Brownville and didn’t want to share it with them because I 

didn’t know how they would react; maybe they would have been 

scared or felt sorry to have an uncle with tuberculosis, or say 

“Uncle, don’t come over to my house, you might pass it on my 

children” or maybe they would come to investigate because I 

belong to their family.  Do you understand?  This is why I didn’t 

want to tell my family; as a matter of fact we decided not to say 

anything. Translated from Spanish 

Participant 18 - When they told me I felt really bad and I wanted to leave my 

house.  But then the doctors and nurses told me that I was not going to 

infect them.  They vaccinated my grandchildren and thank God no one 

was infected.  I stayed in my bedroom alone, I didn’t even want to eat 

with them.  I used to cook my own food and I ate in my bedroom and I 

continued working cleaning a yard.  Translated from Spanish.   

Isolation  
Isolation is a theme that is interwoven into every other theme describing the 

experience of living with TB.  Isolation is a required part of preventing disease 

transmission as well as a reaction to the public’s perception of the disease.  Participants 

isolated themselves so they did not have to feel stigmatized and others kept their 

distance, which reinforced the isolation.  Isolation was also manifested in a lack of 

intimacy with spouses and partners.  Participants isolated themselves from the general 
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public and their loved ones by not leaving their homes.  They discontinued normal 

outings and activities, like dances and parties.  In some cases the US border created even 

more isolation because they would not cross the border in order to prevent the spread of 

the disease and so they would not be viewed as unfairly because of their mask.  

Participants inferred three types of isolation: lack of intimacy, societal, and border 

isolation. 

Isolation is a required part of the TB treatment in order to reduce further spread 

of the disease.  Participants extended this isolation by choosing to not wear a mask and 

staying home and increasing the time they were advised to stay in isolation.  Some of the 

participants spent the entire duration of treatment isolated from other people, which is 

not the instruction given to them by the clinic staff.  

Participant 18 - Over my dead body I was going to wear a mask.  And 

thank God my cough has almost disappeared.  I still cough but it 

is a very light cough.  I haven’t returned [to church], but when I 

pass by the church I make the sign of the cross.  The mass is about 

to end now.  What I do is when I get home I turn on the TV 

because they are transmitting a mass.  I miss that. Translated 

from Spanish 

In order to protect their loved ones from becoming infected with TB, participants 

talked about their lack of intimate relations since their diagnosis.  One participant told us 

that he was impotent since starting the treatment and he believed it was a side effect of 

the medication.  The nurses at the TB clinic told me that they are very clear that 
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participants may continue sleeping in the same bed as their spouses or partners, because 

their spouse has already been exposed, but participants told us they slept separately from 

their spouses and significant others.  

Participant 16 - I have been thinking about it.  I was dating a girl and had 

not seen her for a while.  She left to Houston and just came back.  

I explained to her that I was ill, but I was afraid to be rejected.  

She said it was fine, she would wait.  And I was in doubt if it is 

right or wrong to have a relationship the way things are right 

now.  That is what I was afraid of because she wanted to hug me 

and kiss me and I said, “Just wait until I get well” and she said, 

“I will wait for you.”  So I don’t know if I can have a 

relationship.  I was afraid; I better ask the nurses or doctors, they 

know more, if they tell me I can then I would do it.  Meanwhile no. 

Translated from Spanish 

Participant 18 - The same thing happened with me, I don’t want anything 

to do with that, I forgot completely about that.  I don’t want to 

have anything to do with that.  We forgot about our marriage.  

And God knows until when things will be that way. Translated 

from Spanish 

Border Living  
Living close to the US-Mexico border influenced participants’ perspectives and 
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heightened their isolation from TB.  As for many residents of the border region, crossing 

the international border is a commonplace event for the participants in this study.   

Some of the participants talked about being vulnerable to TB because of the 

proximity to Mexico, where rates of TB are higher.  One man thought he might have 

gotten TB from the street vendors.  He said the vendors blow open the bags before 

placing fries or other snacks in the bags and he thought this method of preparing the 

bags spread TB from the vendor to others.  Another man knew he had gotten TB from 

his son’s girlfriend who lived in Matamoros, Mexico.  The girlfriend had not received 

treatment at the time of the interview and he stated she was very sick and might not 

survive. Every member of the participant’s family had tested positive for TB and two of 

his sons had been hospitalized. 

Participant 11 - Probably just the fact that we’re so close to the border 

like I said because there’s a lot of people that come over from 

Mexico, here in the border towns here, and that’s probably what 

makes us susceptible to tuberculosis than I don’t know how 

Canada is but Mexico is terrible and that’s what makes us 

susceptible.  We’re so close to the border.  We come into contact 

with people from Mexico every day. Translated from Spanish 

Many crossed the border in both directions to visit family and friends or to 

receive treatment.  After their TB was diagnosed, several stopped crossing the border 

either to prevent the spread of TB or because they felt they were discriminated against 

by the border patrol for wearing a mask during a border crossing. 
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Participant 6 - The first time you feel weird, because you’re with your 

family and they ask you what’s wrong with you and you have to 

tell them because that’s very contagious.  They think you’re going 

to transmit it to them and you feel weird.  You are with the mask 

and sometimes you can’t leave the house, and you see a relative 

or someone and they ask you about it because you can’t take it 

off.  Why do you have that on?  They think that… you tell them 

what you have and they… on one occasion I had to go to 

Matamoros with the mask and when I was crossing the bridge the 

man said,  “Stay over there.”  “I’m not a dog, I don’t have 

rabies.”  He got very angry with me but he separated me from the 

rest of the people and that’s when I got angry. Translated from 

Spanish 

Healthcare was sometimes first obtained in Mexico and then continued in the 

US.  This may be due to the fact that healthcare can be less expensive and more 

accessible in Mexico, so patients may go to a clinic on the Mexico side of the border 

first.  The participant may have started the diagnosis process in Mexico because it was 

cheaper or they lived in Mexico prior to treatment.  Two of the participants were brought 

over to live with their adult children living in the US in order for the children to take 

better care of them.   

Participant 10 - I started with cough.  I couldn’t be talking with someone because 

I would start coughing.  I went to Matamoros and they gave me 
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medication for the cough but it didn’t disappear.  So, the doctor ordered 

some X -Rays and there they discovered that I had water in my lung.  

They removed the water from my lung and I stopped coughing.  Then they 

sent me to the health center…My son who lives here told me to come here 

to be treated, because I was alone in Mexico so I decided to come here.  

Juana told me to go to be examined there and it’s where they told me that 

I had tuberculosis. Translated from Spanish 

The US-Mexico border can increase isolation due to the participants’ inability or 

unwillingness to cross the border.  Both Cameron and Hidalgo Counties, where the 

participants resided, were connected by international bridges to corresponding Mexican 

cities directly across the border.  Crossing the border was a common routine of several 

of the participants.  However, after diagnosis with TB some of the participants were 

separated from their family members and friends because they chose not to cross the 

border any more, either because of stigma they felt when crossing the border with a 

mask, restrictions to their travel because of the requirement of daily treatment, or to 

prevent spread of the disease to others.  The border became an additional barrier limiting 

access to social support, therefore exacerbating social isolation. 

Participant 18 - I used to go to a bar in Reynosa because it was close to 

my house and I used to play pool with my friends.  I have many 

retired Mexican friends and we used to get together every eight 

days, on Saturdays and Sundays to play pool, I would drink a beer 

and then back home…But I haven’t gone back to a bar yet. 
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Translated from Spanish 

OVER-ARCHING THEME 
Using Colaizzi’s (1978) method of writing in-depth definitions for the concepts 

as well as reviewing field notes, an over-arching theme was discovered.  The over-

arching theme is the struggle to find balance.  Having TB and receiving TB treatment 

creates a struggle to find a balance between the patient’s personal needs and the 

requirements of treatment and also a balance between the best interest of the patient and 

the best interest of the family and society.  The patients must weigh their need for family 

and societal support against the risks of exposing their family to an infectious disease or 

of feeling stigmatized.  If they stay isolated in their homes they do not have to wear a 

mask or risk feeling stigmatized by the general population.  Once they leave home, the 

mask must be worn and then they can easily be identified as a person with an infectious 

disease or as someone who was ill.  Although many participants found isolation 

depressing and lonely, it might outweigh the negative feelings that come from being 

stigmatized.  Many participants felt they had to sacrifice their own needs for the good of 

their family.  They isolated themselves even within their homes, and often kept their 

diagnosis secret from their friends and family, either to save themselves from stigma or 

to protect those around them from being stigmatized themselves.  

In addition to the struggle with stigma, they also balanced taking their 

medication with the negative side effects of the medication.  The participants had to 

balance the need to finish treatment with the nausea, fatigue, and weakness.   Several of 
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the participants talked of other patients leaving the DOTS program.  They had heard 

about patients leaving for Mexico because they did not want to finish treatment.   

Each participant had to decide what was best for their family, society, and 

themselves during their treatment for TB.  They knew the wrong choice could continue 

the spread of the disease and put others in their same situation.  In some instances the 

balancing act led to depression and extreme isolation in order to protect those around 

them.  Tuberculosis and TB treatment carries with it a great burden to the participant and 

their families.  A few of the participants found a balance that worked for their family, 

while others seemed to be still struggling with the best way cope with the isolation and 

stigma.    

SUMMARY 
Interviews with the 18 participants in this phenomenological study presented six 

themes and several sub-themes.  The themes include being observed taking pills every 

day, symptoms and side-effects, importance of family, stigma, and border living.  The 

overarching theme of these findings is the struggle to balance needs of a TB patient 

and those of their family and society at large.  Participants indicated that they felt a 

great burden during treatment, and were not always able to find a comfortable balance 

between their own needs and those of others.  
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Chapter 5: Summary, Discussion, Implications, and Conclusion 

SUMMARY 
Tuberculosis is an infectious disease that affects over 1,300 people in Texas. The 

rate on the border is almost double that of the rest of Texas (TDSHS, 2012). In order to 

make treatment more effective, clinicians and researchers need to understand the lived 

experience of Mexican Americans with TB. The literature reviewed indicated that TB 

treatment is understudied with respect to people living on the US-Mexico border region. 

In seeking to fill this gap, the researcher applied Merleau-Ponty’s concepts of 

phenomenology as the underpinning philosophy to understand the lived experience of 18 

patients in TB treatment. 

This qualitative research study sought to explore the lived experience of TB 

treatment for Mexican Americans living in the LRGV on the US-Mexico border. A 

purposeful sample was recruited through county TB clinics in four south Texas border 

counties, namely, Willacy, Cameron, Hidalgo, and Starr. Eighteen interviews conducted 

in the participants’ preferred language were audio recorded and transcribed verbatim. 

Data analysis consisted of line-by-line coding, labeling, and organizing that led to the 

discovery of six themes and an overarching theme that describe participants’ lived 

experience of TB and TB treatment. 

 The participants included five women and 13 men. All of the participants spoke 

Spanish or were bilingual; two interviews were held in English. Participant ages ranged 

from 22 to 76 years.  
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FINDINGS 
 The research revealed six interrelated themes: day-to-dayness, symptoms and 

side effects, familismo, living on the border, isolation, and stigma. The theme of day-to-

dayness derives from the fact that most participants spend their days going to and from 

the clinic to get and take the medication. The theme of symptoms and side effects 

derived from the fact that each participant had different symptoms of TB. Participants 

talked of night sweats, severe cough and bloody sputum and weight loss. The theme of 

familismo was reported by every participants. Also important was the theme of living on 

the border. Living close to the US-Mexico border influenced the participants’ way of 

life. The fifth theme, the stigma of TB, was experienced by every participant as a sense 

of being judged negatively by the public, by their families, and by their friends. The last 

theme, isolation, was the result of the reality of isolation as a part of the treatment. If not 

wearing a surgical mask, participants often had to stay at home. Even after being told 

that they were no longer at risk of infecting others, many participants continued their 

patterns of isolation until the treatment was completed. 

The overarching theme was the struggle to attain and maintain balance. 

Participants had to balance their need for social support with the need to protect society 

from an infectious disease, isolation with stigmatization, and treatment with side effects.   

Attaining balance was a struggle for most of the participants. They would sacrifice their 

own needs over those of their families and society, at times to the detriment of their own 

mental well-being. 
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DISCUSSION 

Relevance of Merleau-Ponty 
Merleau-Ponty’s philosophy was an appropriate theoretical basis for this 

research study because his views on perception of self, fabric of relationship, culture, 

embodiment, and equilibrium. Merleau-Ponty’s concept of knots of relationships is that 

perceptions are is created by interactions with people around us, whether those 

interactions are good or bad. This belief can be applied to the concept of stigma for 

patients with TB. Many of the participants in this study had never heard of TB prior to 

being diagnosed with the disease. Their perceptions were formed by the interactions 

with health care providers, their family and friends, and the general public. Many 

participants were shunned and ostracized when they told friends and family about their 

TB diagnosis. Another participant spoke of losing friends that have not spoken with him 

since he was discharged from the hospital. One participant told us his mother used to 

live with him, but his sisters removed her from the house. One participant blames TB for 

the breakup of his marriage. Those interactions with other people influenced how 

participants developed their understanding of the disease, and how they perceived 

themselves. Participants had a negative perception of TB. Many expressed fear, 

depression, and anxiety. Two men asked their families to leave them, another two 

contemplated suicide. They were worried about giving TB to others, and the stigma 

attached to the diagnosis led them to keep the disease a secret, or to have maintained 

isolation away from the general public. Participants lost friends and were shunned by 

family members. The negative reactions from people in their lives had a profoundly 
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negative impact on their perception of TB. 

Merleau-Ponty’s concept of embodiment describes the importance of the mind-

body connection. He believed changes in the body would change perspective. The theme 

of symptoms and side effects highly resonates with Merleau-Ponty’s description of 

embodiment. The participants’ physical symptoms altered their perceptions.  In one 

instance the perception influenced the symptom,  participant talked about his 

anticipatory nausea that would begin when he woke up and thought about taking the 

pills.  

The key values that describe the Hispanic culture evident in this study include 

familismo, which includes allocentrism.   Allocentrism is the cultural value that 

emphasizes the needs of the group over that of individuals (Marin & Marin, 1991).  

Many participants in this study erred on the side of caution when they were managing 

their infectious disease to protect their family members from contracting the disease.    

Participants spoke of family members as their main source of socializing and 

support. The dedication to family led many participants to extend their prescribed 

isolation and take more extreme measures at home to protect their families. This further 

isolated the participant. They were isolated even within their own homes. They chose 

not to eat with their families or spend time in the same room, often keeping to 

themselves alone in their bedrooms and not sleeping together. These values may have 

prevented the participants from receiving adequate social support, enhancing the stigma 

and depression. One participant was fearful of spreading the disease to his family, and 
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would not let his family visit. The family was very upset, and he spoke of his siblings 

crying and asking to see him. He lived with one of his sons, so he had to stay in a room 

in the house by himself, and would not even watch TV in the same room as his family. 

Without his family support structure he said he became very depressed. The findings of 

this research are consistent with the findings from Kelly’s (1999) qualitative study of 

African Americans with TB, who reported a self-imposed isolation, which negatively 

affected their personal self worth.  

Another part of Hispanic culture can be the use of traditional healers, or 

cuaranderos. In a similar study to this one, conducted in South Africa, Sissolak, Marais, 

and Mehtar (2011) found that participants delayed treatment by first visiting a traditional 

healer. Sissolak found that their participants visited a traditional healer first in order to 

keep their TB status hidden from others in their community. None of the participants in 

this study spoke about the use of cuaranderos before or concurrent with treatment from 

the clinics. Though some received treatment in Mexico first, it was medical treatment, 

not from a curandero. Treatment in Mexico was not to delay treatment or protect 

themselves from stigma; it was due to convenience or economic reasons.  

Merleau-Ponty believed that people try to reach equilibrium, namely a balance 

between the physical body and the environment. The overarching theme for this study, 

attaining balance, is an example of this equilibrium. The participants struggled to find 

equilibrium with not just the physical environment but also the social environment with 

regard to the stigma they were feeling. The participants adjusted their daily routines, 
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work life, and home life in order to rectify the imbalance they felt. Merleau-Ponty said 

that people will learn new skills in order to help with this adjustment. However, no 

participant in this study talked about new skills they may have learned to help in their 

adjustment. This could be because TB and DOT are temporary experiences with an end 

date, so that the participants can wait until they have been cured and find equilibrium. It 

is possible that the participants were learning skills that were not asked about during the 

interviews or that were hard to verbalize. These skills could include subtle 

communication techniques or learning to be more secretive. Perhaps the participants 

found a way to discern who would accept their TB status and who would reject them. 

There may be skills needed to endure isolation. The participants who were at home for 

extended periods of time talked of being bored or depressed, and another found the 

outing to the clinic a relief from the boredom.  

 Merleau-Ponty’s concepts demonstrate the appropriateness of his philosophy for 

studying the lived experience of TB and TB treatment. Many of Merleau-Ponty’s 

concepts matched the themes and the overarching theme of this study. This may be due 

in part to Merleau-Ponty’s philosophy of the interconnectedness of people and the mind-

body connection. Tuberculosis is an illness that is not experienced in solitariness, but as 

a community because it is a communicable disease contracted through being close to 

other people and the TB patient’s life has to change to protect people around them.      

Concepts not discovered 
There were three concepts discussed in the literature review that are not present 
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in this study. These concepts include self-efficacy, in-patient care, personalismo, and 

simpático. This could be attributed to lack of prepared questions directed at the 

concepts. Though several of the patients were hospitalized when they were first 

diagnosed with TB, no participant talked about having to be treated for TB on an in-

patient basis in order to ensure complete treatment. This was a surprising finding 

because in a case study conducted by Zuñiga (2012a), this experience was the most 

important concern for that participant. Finally, personalismo and simpático were not 

discovered as a theme when analyzing the data. However, they were important factors in 

enrolling participants and obtaining a productive interview with the participants. The 

researcher and interviewers were also Hispanic, and, at times, they were too polite to 

continue questioning a participant who became emotional over a question.  For example, 

the participants were asked about telling their family about their diagnosis.  One 

participant responded that it was hard.  The interpreter tried to coax her to speak more 

on the topic, but the participant began to cry and the interpreter stopped the line of 

questioning.  After the interview, the interpreter discussed after the interview and told 

the researcher that she felt bad making the participant cry and did not know how to 

proceed. 

LIMITATIONS 
The study’s findings had three limitations.   

1. Researchers can be biased by personal experiences and expectations. Methods 

to overcome bias, including bracketing to limit the effect of researcher bias, 
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were used.  Prior to each interview the researcher and the interpreters would 

discuss what biases they held and wrote them down in a journal.  The biases 

included that the housing would be unsafe, the participants would be living in 

poverty, and that the participant took part of the interview only for the 

incentive and would not talk.  The researcher and interpreters would 

acknowledged if they were scared prior to entering a home or residences, so 

those fears would not interfere with the interview. 

2. Purposeful sampling may induce bias because it does not result in a  random 

selection.  Some of the participants knew each other or were relatives.  This 

may alter the findings because of the close relationship with other participants 

in the study. 

3. Participants who declined to participate may have a different experience than 

those who chose to participate.  There were several patients especially 

English-speakers at the clinic who were asked on different occasions to 

participate in the study.  The patients did not give reasons why they did not 

participate, though it may have been due to stigma or risk of exposure of TB 

status.   

CONCLUSIONS 
Despite the limitations of the study, the following conclusions can be drawn from the 

study’s findings. 

1. The participants in TB treatment in the LRGV on the Texas-Mexico border 
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report a high level of stigma during their treatment. 

2. Participants may not report a cough as the primary symptom of TB; weight loss, 

however, led many of the patients to seek treatment. 

3. Stigma and isolation due to treatment is connected to the participants’ feelings of 

depression. 

4. Some participants keep their TB status a secret from their family and friends. 

5. Family plays a key role in social support for the participants in this study.  

6. The US-Mexico border can be further isolating to the participants with TB by 

restricting movement that normally occurs in their daily lives. 

7. Participants in this study struggled to find a balance between isolation, stigma 

and exposure. 

8. Logistics for recruitment and enrollment need to be adapted to fit the population 

on the US-Mexico border, which includes lack of access to telephones, 

unfamiliarity with research, and in-person recruitment. 

IMPLICATIONS 

Implications for Nursing Education 
Public health nursing is usually taught as a separate course at the baccalaureate 

degree (BSN) level of education (American Association of Colleges of Nursing). 

Associates Degree programs (AD) and License Vocational Nurse (LVN) programs do 

not require competencies in public health (Texas Board of Nursing, 2010); however, 

ADNs and LVNs are often employed as public health nurses (TDSHS, 2013). For 
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example, LVNs play a crucial role in delivering DOTS in the Lower Rio Grande Valley. 

The nurses distribute medication, assess clients, and conduct home visits to the patients 

with TB who are being treated under DOT. If jobs for public health nurses are filled by 

AD-prepared RNs and LVNs, specific classes and educational support should be added 

to these programs. In particular, it would be important to teach the AD and LVN 

students about the assessment of a population, including discovering determinants of 

health, and identifying and reaching out to those in their community in need of services 

(case finding). Education about public health nursing interventions could include policy 

development, coalition building, case management, making referrals, and surveillance 

(Minnesota Department of Health, 2006). These interventions are extremely important in 

working with people with TB, where practice is heavily guided by policy. Additionally, 

any stigmatizing disease might make these interventions more difficult. The people with 

TB may be hard to identify, and they may not want to share their close contacts’ and 

family members’ information with the health department for fear of being further 

stigmatized. Non-bachelor degreed nursing staff should have mandatory continuing 

education focusing on public health in order to better inform their practice.  This training 

might be provided in conjunction with local universities, which offer BSN nursing 

degrees, and the local health department.  

 In many nursing schools in Texas, students are taught about TB in a classroom 

but are unable to care for TB patients in practice settings because of specialized 

respiratory masks used by healthcare providers. Respiratory masks must be fitted to the 
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exact size of the nurse before the nurse cares for TB patients. The health care 

administrators have decided not to fit masks for the students, so students do not take care 

of patients in isolation for TB. Students may not be fitted for respirators due to cost time, 

or limited clinical experiences.  This limits students’ learning about TB disease process 

and care in the various practice settings.   Nursing schools could require fit-testing as 

part of their required testing for their nursing students.  The fit-test could either be 

provided at the university or at the local hospital for a small fee.   

Implications for Nursing Practice 
Many of the participants in this study did not include coughing as a main 

symptom of concern. They were more likely to seek medical attention for weight loss 

than for the cough. Many did not have a cough, or told us their cough was slight. 

Standards should be updated to include patients who are experiencing weight loss group 

to be screened for TB.  Current guidelines provided by the CDC state that patients are 

encouraged to be tested for TB if they have a cough for more than 3 weeks, or have a 

diagnosis of HIV (CDC, 2012).  

The parameters should be expanded to include patients with diabetes because of 

the high incidence of diabetes in the LRGV. Diabetes interferes with a person’s ability 

to fight infections due to the vascular damage and high plasma glucose levels that 

provide a favorable medium for bacterial growth (Porth, 2005). This damage may make 

it easier for patients with diabetes to develop TB, and might complicate TB treatment. 

Additionally, patients with pre-diabetes, glycosylated hemoglobin A1c levels between 
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5.7 and 6.5% (American Diabetes Association, 2013), and patients who are diagnosed 

with LTBI should be required to be treated with DOTS because they may have a higher 

rate of conversion to active TB. The nurses at the Hidalgo County TB clinic reported 

that many patients were diagnosed with TB shortly after being diagnosed with diabetes. 

This may be because LTBI transformed into active TB due to the changes in the 

patient’s immune system.  

A research study could explore the intersection of diabetes and TB. Most of the 

patients at the two TB clinics were also diagnosed with diabetes. A future study should 

examine symptom management, quality of life, and disease management. Some of the 

participants who stated they did not have a symptomatic cough with TB also were 

diagnosed with diabetes. It is possible that symptoms of TB are different for patients 

with diabetes than those without diabetes. It would be important to find out the typical 

symptoms for patients with both TB and diabetes. Moreover, if patients have the 

additional burden of TB treatment, are they still able to manage their diabetes 

effectively, or does the stress of treatment negatively impact their diabetes management?   

Nursing practice should to be modified to improve case finding. When we asked 

participants about their friends and acquaintances who might have been eligible to 

participate in the research study, our participants seemed to be been reluctant to divulge 

their contacts. Two participants told us they have no friends outside their home, but also 

said they were late to the interview because they were at a friend’s house. This 

inconsistency in their stories suggests that case finding might be more difficult if 
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patients are reluctant to tell their friends and families about their diagnosis. If they are 

trying to keep their diagnosis a secret or do not want their friends tested for TB, they 

may be reluctant to tell the nursing staff all of their contacts. They are protecting 

themselves from feeling further stigmatized or having their TB status made known to 

their close contacts. The concern for their own needs might be placed over that of their 

neighbors and friends. Case finding could focus on locations, and nurses could test 

neighborhoods and locations frequented by TB participants. Case finding should be 

combined with education about TB and screening people who may have been in contact 

with a TB patient.  

The participants in this study spent up to one and one half hours a day acquiring 

their medication from the DOT nurse, including travel and wait time. Even though the 

nurses and staff members were dedicated and compassionate, some changes to the 

program might relieve some of the burden placed on the patient. If patients can be 

trusted to take their own medication on the weekends, the patients could be trusted to 

self-administer more days a week, still checking in with the clinic or public health nurse 

once a week or less often as the nurse finds the patient is adhering to treatment. Self-

administrated therapy could be monitored electronically with phone calls, text messages, 

emails, or electronic pill caps that count each time the bottle is opened. Some of these 

interventions would not work in the LRGV because of the lack of access to phones and 

computers, but they would be feasible for some patients. However, providing phones 

with texting ability to TB patients might save direct and indirect costs of treatment by 
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decreasing transportation and staffing needs.  

The administering of medication could be combined with patients’ other 

healthcare needs in order to save time and resources. For example, some nurses also 

included instruction on other health care issues during the DOT home visit in order to 

make the nurses’ visits a more productive use of time. Other health providers could be 

given the task of monitoring a patient’s medication administration. For example, one of 

the patients was on dialysis; his TB medication could be given at the dialysis clinic three 

days a week. Dialysis nurses have access to patients’ records and would be aware of a 

positive TB status. Other medications such as epoetin which helps in the growth of red 

blood cells, are administered during dialysis. The dialysis nurses assess patients before 

and after treatment and would be able to monitor for negative side effects.  Blood tests 

are often taken during dialysis in order mange a patient’s electrolytes effectively, the 

blood tests to monitor liver function during TB treatment could also be done at this time. 

This clustered care may decrease the amount of times patients have to submit to blood 

tests to monitor TB treatment because they will only be testing blood with the dialysis 

nurse instead of with both the TB nurse and the dialysis nurse. 

The public health nurses could work with the patients to help them talk to their 

families about their illnesses, and to educate the families on TB, DOTS, transmission, 

and prevention. Arcencio et al. (2008) reported that health care providers recognized that 

DOTS gave them an opportunity to provide support and additional health teaching. 

Educational needs could be assessed and addressed with teaching or counseling during 
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the DOTS appointment. This may relieve stigma within a family unit. To further aid 

with stigma, nurses could focus their health education on neighborhoods that have the 

highest rates of TB. Programs could focus not only on TB screening, but also on health 

education on risk and prevention. Furthermore, public health nurses could focus on 

policy change, social marketing, and patient advocacy to help change TB perception in a 

community and policies that affect TB patients. The policy should include additional 

educational hours allocated to patients with lower health literacy. 

Implications for Nursing Research 
Based on the findings of this study, several areas for research with this 

population should be considered by future researchers.  

Research with Hispanic Male Participants. In this study the three male 

participants who included their wives in their interviews talked in more detail, gave 

more information about TB treatment, and, in certain cases, talked longer than men 

interviewed alone. The spouses gave cues and assisted the participants to remember time 

lines and details. In general, they helped the participant to give more accurate details, 

such as symptoms and timeline of events. Additionally, the wives talked about how they 

felt, and the husbands were able to concur or give their own feelings. For example, one 

of the wives said she was depressed and cried. The husband was able to talk about how 

it affected his wife and how he helped her. This gave the male participants a safe place 

to talk about their emotions and experiences. One participant opened up after his 

girlfriend started the story of isolation. He felt comfortable enough to talk about 
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impotence, with the girlfriend’s support.  The researcher recommends that spouses or 

significant others be included in the interview; it should not be a requirement, but 

participants should be encouraged to have their significant others with them if these 

others were involved in the treatment.    

Reaching Vulnerable Populations 
The Mexican-American population receiving TB treatment targeted in this study 

was difficult to reach because of the lack of telephones and computers for emails. The 

researcher used radio and newspaper ads to recruit participants, but without telephones 

to call back the researcher, respondents may have been unable to set up an appointment 

or receive a call back about the study. Direct patient contact was needed to recruit 

participants. Face to face recruiting was needed in order to enroll participants into the 

study. This may be because many of the participants did not have a phone. Two 

participants stated that they did not want to be a bother to the researcher, because they 

knew the researcher was from Austin and not in living in the LRGV. They only wanted 

to be in the study if the researcher was in town. The local nurses posted information and 

handed out flyers, but, without a personal connection, the patients were not comfortable 

signing up for the study. All of the participants were recruited face to face; no other 

media use resulted in recruitment, including radio and newspaper ads. One promotora 

told me she put a message out on Facebook, but that type of media does not seem to 

reach this population because no one was recruited from this type of advertising. 

Hispanics have the lowest rate of computer and Internet access in the home (US Census, 
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2013). This lack of communications technology was a barrier to recruiting, scheduling, 

confirming interviews. No one provided an email address and few had phone numbers. 

Many shared a phone, or would give the phone number of a friend or family member.  

No participant called the researcher after the interviews to add more information. 

This could be because they did not have a phone or they did not have the telephone 

number for the researcher, even though her telephone number was given in several 

different forms. Business cards were offered to all of the participants, but the majority 

returned the business card during the screening or interview. It seemed they thought it 

was their ticket for their interview. Future studies should provide contact information in 

a less formal manner if business cards are not used consistently.  

Research with stigma 
Participants experiencing stigma may be less likely to join a research study 

because they are trying to keep their status a secret. Even with the safeguards in place to 

protect the participants’ privacy, many were worried people would find out. We offered 

to meet at participants’ homes, but they had not told the other family members living in 

their home about their TB. We conducted some interviews at the clinics where the 

patients were receiving DOTS treatment because many participants felt most 

comfortable in this location. However, most interviews were scheduled on the weekend 

due to the availability of the researcher and interpreter when the clinic was not available 

for interviews. Future research studies should conduct interviews during the week to 

better fit the participants’ clinic visit schedule, and should be conducted at the clinic. 
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This would give the participants more confidence that their participation was going to be 

kept confidential.  

To address stigma, nurses should develop culturally-tailored interventions that 

focus on health literacy to teach communication skills that address some of the fears and 

stigma felt by the patients, and give them tools to manage their isolation and disease. It 

would be highly desirable involve family members in the intervention.  A descriptive 

and correlational study could be used to verify the variables identified in this study prior 

to an intervention study. 

Using Doctoral Students as Qualitative Research Assistants 
This study used two doctoral students with training in qualitative research to 

interpret for the researcher during the Spanish language interviews. Upon review of the 

transcript from the first two interviews, it became apparent that the researcher and 

interpreter dyad did not ask enough follow-up or probing questions. The interviews 

needed more structure from the researcher and the tape recorder was not left on for the 

entire interview.  This was attributable to a novice researcher and novice interpreters.  

The researcher learned to ask for more translation during the interviews in order to 

monitor the interview more closely, and to help the interpreter with presenting probing 

questions. Additionally, the interpreters reviewed each other’s transcripts to help them 

learn better interviewing strategies. As a result, the interviews became longer and more 

detailed.  It is recommended to have practice interviews prior to the first interview. 

Both of the interpreters tried to be respectful of the participants. Thus, they did 
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not always press the participant to talk more, especially if the participant was visibly 

upset. During one interview, the interpreter asked if the participant could give her some 

specific information about how her family had reacted, and the participant began to cry. 

The interview stopped for a minute or two, but the interpreter did not want to make the 

participant cry again, and so moved on to a different question. Interviewers should 

practice and prepare for emotional responses through role-playing interviews so that 

they can be prepared to ask difficult questions in different ways that lead to a full 

description of the experience.  The more interviews that the researcher and interpreter 

conducted together the better the unit was able to function as a team.  The researcher 

needed a more dominant role in the interviews that were conducted in Spanish and give 

directions during the interviews to the interpreter.   

Additionally, one of the interpreters was not a nurse, and was, at times, startled 

by medical conditions such as seeing an amputated limb or an arterio-venous fistula for 

dialysis. One participant pulled off her shoe to show that a few toes had been amputated. 

The non-nurse interpreter was shocked by the action and the way the participant’s foot 

looked; the interpreter was not sure how to proceed. An interpreter with clinical 

background would probably be comfortable with an amputation or other physical 

changes due to illness, and might be able to use these experiences to spur conversation. 

Non-nurse interpreters and researchers should be prepared to see the physical changes 

and medical needs that participants might experience.    

Future studies 
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This study gives rise to additional research questions that can be answered 

through future qualitative and quantitative research studies. However, the patients’ 

voices must be heard throughout research conducted in the LRGV. There are many 

topics related to TB treatment that need further research in the lower Rio Grande region.  

A few of the participants in this study were migrant workers. Their unique 

barriers and health care concerns need to be further investigated. A future study should 

focus on migrant workers’ barriers to accessing care for TB treatment. Migrant workers 

who are temporarily in the US might have less social support and fear of being deported 

than more permanent residents. 

One of the nurses at the McAllen clinic stated that when she sees statistics on the 

news, she knew they did not apply to her or her clients because the population along the 

US-Mexico border has different barriers and health care needs. The differences included 

lowered social status and education levels of LRGV residents, and cultural differences 

because of their closeness to Mexico and the influx of immigrants. She thought there 

were fewer job opportunities for local residents, and suggested that more research be 

conducted in the LRGV in order to increase opportunities for the young people in the 

community to work on research. Local students could be trained to conduct interviews 

and assist with data collection. 

Many of the participants delayed getting their TB diagnosed. Exploring reasons 

such as access to care and the motivation to seek TB treatment would give insight to this 

phenomenon. Earlier treatment could change and improve the treatment experience for 
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the patient, improve outcomes, and decrease the further spread of the disease. 

Discovering barriers would help the public health nurse develop a TB program that is 

patient-centric. Researchers in Ecuador created a community-based TB program where 

the researchers created a treatment plan that was scheduled around cultural events, work 

schedules, and religious holidays (Romer-Sandoval & Floress-Carrera, 2009). The 

nurses in the LRGV could use this same community-centered approach, allowing for 

patients to self-administer their medication when conflicting family and community 

events occur.   

This study did not ask about participants’ status regarding BCG vaccination. This 

would be important to address in future studies because the use of the vaccine may alter 

participants’ understanding of their disease. McEwen et al. (2007)’s participants stated 

they did not have TB, even though they tested positive and were being treated for TB 

because they had received the vaccine as children. This is consistent with the CDC 

(2010)’s finding that patients with the BCG vaccine were less likely to adhere to TB 

treatment.  

This leads to another research question: What are the characteristics of patients 

who are likely to take their medication without DOT? Adherence to treatment is 

required; however, patients at the LRGV clinics did miss appointments, and the nursing 

staff had to follow up to make sure the participants completed treatment (Personal 

communication, J. Obregon, September 6, 2012). As the number of people with TB 

decreases, there may be less funding for the traditional DOT program. Additionally, 
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healthcare providers could decrease the burden of treatment if patients were allowed to 

visit the clinic less often than daily. A correlational study of characteristics of patients 

and the attendance to TB appointments may give insight to patients that are at risk for 

failure to complete treatment or are at risk for missing multiple appointments. These 

variables may include educational levels, health literacy, employment, previous 

treatment, and comorbidity.  

Implications for Health Policy 
The findings from this study can be used to support policy changes. At the 

national level, the Affordable Care Act should include preventative care and healthcare 

for undocumented workers, for the good public health, humanity, and healthcare costs.  

This study gave a glimpse into the repercussions of delaying treatment for TB in people 

living and working in the US without documentation. One of the participants without 

documentation and in the US illegally experienced a longer hospital stay, and greater 

health sequela due to the delayed diagnosis. Additionally, the cost of treating a person in 

the hospital setting far exceeds the costs of traditional outpatient treatment for TB 

(Steffen et al., 2010).  Ethically, illegal immigrants are members of US communities 

regardless of citizenship status, therefore our society has a responsible for their well 

being (Dwyer, 2004).   

At the state level, policies do not always address the particular circumstances of 

those living in the LRGV. Patients there are more mobile, frequently crossing the US 

border as well as traveling for work, and are less accessible than their counterparts in 
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counties with more people, such as Harris, Dallas, and Bexar with major urban centers. 

Many participants in this study did not have telephones or email addresses. The nurses at 

one of the TB clinics reported that they felt their patients had lower health literacy and 

fewer years of education than their counterparts in more urban counties. The patients’ 

lack of prior knowledge about TB and fewer years of formal education required the 

nurses to provide more patient education, and to use strategies to address the lack of 

health literacy such as TB literature at a lower reading level and additional hours of 

patient education for each patient. The state policy should require TB clinics to supply 

patient education that will accommodate patients with low reading levels.  

SUMMARY 
Over twenty years ago, the World Health Organization recommended that 

patients with TB be monitored on a daily basis through the DOT and DOTS programs in 

order to improve outcomes, decrease incidences, and decrease resistance to treatment 

(WHO, 2011). Since the implementation of DOTS, the incidence of TB has decreased; 

however, the US has not reached its goal of TB elimination (HP2020, 2012). 

Tuberculosis continues to burden the US-Mexico border, with a rate 10 times the 

national rate (TDSHS, 2012).  

 This study produced a rich description of the lived experiences of TB treatment 

among Latinos with TB living in the LRGV of Texas. This phenomenological study was 

guided by Merleau-Ponty’s philosophical framework, particularly his theories on mind-

body influence, fabric of relationships, importance of culture, and equilibrium. A 



103 v 

purposeful sample was recruited through two TB clinics and in four south Texas border 

counties which makes up the LRGV. Eighteen interviews were conducted in the 

participants’ preferred language and analyzed. Six themes were discovered: a) taking 

pills every day, b) signs and symptoms, c) importance of family, d) stigma , and e) living 

on the border. The overarching theme was a struggle to find a balance between the risk 

of exposing themselves to stigma and needing social support from others during 

treatment. Recommendations have been made in regard to education, practice, and 

research and health policy 

 



104 v 

References 

Ailinger, R., Moore, J., Nguyen, N., & Lasus, H. (2006). Adherence to latent 

tuberculosis infection therapy among Latino immigrants. Public Health Nursing, 

23(4), 307-313. 

Ailinger, R., Black, P., Nguyen, N., & Lasus, H. (2007). Predictors of adherence to 

latent tuberculosis infection therapy in Latino immigrants. Journal of Community 

Health Nursing, 24(3), 191-198. 

Ailinger, R., Martyn, D., Lasus, H., & Garcia, N. (2011). The effect of a cultural 

intervention on adherence to latent tuberculosis infection therapy in Latino 

immigrants. Public Health Nursing, 27(2), 115-120. 

American Association of Colleges of Nursing.  (2008).  The essentials of baccalaureate 

education for professional nursing practice.  Retrieved from 

http://www.aacn.nche.edu/education-resources/BaccEssentials08.pdf 

American Diabetes Association (2013).  How to tell if you have diabetes or prediabetes.  

Retrieved from http://www.diabetes.org/diabetes-basics/prevention/pre-

diabetes/diagnosis.html 

American Thoracic Society (1992). Control of tuberculosis in the United States. 

American Prevention of Respiratory Diseases, 145, 1623-1633. Retrieved from 

http://www.thoracic.org/statements/resources/archive/ctbus-1992.pdf 

Arcencio, R., Oliveira, M., Cardozo-Gonzales, R., Ruffino-Nettom, A., & Pinto, I. 

(2008). City tuberculosis control coordinators’ perspectives of patient adherence 



105 v 

to DOT in San Paolo State, Brazil. International Journal of Tuberculosis 

Disease, 12(5), 527-531. 

Awofeso, N. (2008). Anti-tuberculosis medication side-effects constitute major factor 

for poor adherence to tuberculosis treatment. Bulletin of the World Health 

Organization, 86(3), B-C. doi: 10.2471/BLT.07.043802. 

Baldwin,T. (2004). Maurice Merleau-Ponty basic writings. Routledge: New York 

Bandura, A. (1994). Self-efficacy. In V. S. Ramachaudran (Ed.), Encyclopedia of human 

behavior (Vol. 4, pp. 71-81). New York: Academic Press. (Reprinted in H. 

Friedman [Ed.], Encyclopedia of mental health. San Diego: Academic Press, 

1998). 

Bates, B. (1992). Bargaining for life: A social history of tuberculosis, 1876-1938. 

Philadelphia: University of Pennsylvania Press. 

Bayer, R., & Wilkinson, D. (1995). Directly Observed Therapy for tuberculosis: A 

history of ideas. Lancet, 345(8964), 1545-1548. 

Bell, C. (2004). The treatment of patients with TB and the role of nurses. Nursing Times, 

100(36), 48. 

Benner, P. (2000). The roles of embodiment, emotion, and lifeworld for rationality and 

agency in nursing. Nursing Philosophy, 1(1), 5-19. 

Berg, J., Blumberg, E., Sipan, C., Friedman, L., Kelley, N., Vera, A., Hofstetter, & 

Hovell, M. (2004). Somatic complaints and isoniazid (INH) side effects in Latino 

adolescents with latent tuberculosis. Patient Education and Counseling, 52(1), 



106 v 

31-39.  

Burge, S., White, D., Bajorek, E., Bazadua, O., Trevino, J., Theresa, A., Wright, F., & 

Cigarroa, L. (2005). Correlates of medication knowledge and adherence: 

Findings from the residency research network of south Texas. Family Medicine, 

37(10), 712-718. 

Carman, T. (1999). The body in Husserl and Merleau-Ponty. Philosophical Topics, 

27(2), 205-226.   

Center for the Advanced Research on Language Acquisition. (2010). What is culture? 

University of Minnesota. Retrieved from 

http://www.carla.umn.edu/culture/definitions.html 

Centers for Disease Control and Prevention. (1996). The role of BCG vaccine in the 

prevention and control of tuberculosis in the United States: A joint statement by 

the Advisory Council for the Elimination of Tuberculosis and the Advisory 

Committee on Immunization Practices. Morbidity and Mortality Weekly Report, 

45(RR-4), 1-18.  

Centers for Disease Control and Prevention (2001). Preventing and controlling 

tuberculosis along the U.S.-Mexico border: Work group report. Morbidity and 

Mortality Weekly Report, 50(RR1), 1-2.  

Centers for Disease Control and Prevention (2003). Treatment of tuberculosis. Morbidity 

and Mortality Weekly Report, 52(RR11), 1-77.  

Centers for Disease Control and Prevention. (2008). CDC Wonder. Online Tuberculosis 



107 v 

Information System (OTIS) data: Current tuberculosis case reports 1993-2007. 

Retrieved from http://wonder.cdc.gov/tb.html 

Centers for Disease Control and Prevention (2009). Tuberculosis control laws and 

policies: A handbook for public health and legal practitioners. Retrieved from 

http://www.cdc.gov/tb/programs/TBlawPolicyHandbook.pdf 

Centers for Disease Control and Prevention. (2010). Fact sheet: BCG. Retrieved from 

http://www.cdc.gov/tb/publications/factsheets/prevention/BCG.htm 

Centers for Disease Control and Prevention. (2011a). Trends in tuberculosis – United 

States, 2010.  Morbidity and Mortality Weekly Report. 60(11), 333-337.  

Centers for Disease Control and Prevention. (2011b). Multidrug-resistant tuberculosis 

(MDR TB). Retrieved from 

http://www.cdc.gov/tb/publications/factsheets/drtb/mdrtb.htm 

Centers for Disease Control and Prevention. (2012). Fact sheet: BCG. Retrieved from 

http://www.cdc.gov/tb/publications/factsheets/statistics/TBTrends.htm 

Centers for Disease Control and Prevention. (2012b).  Testing & diagnosis.  Retrieved 

from http://www.cdc.gov/tb/topic/testing/default.htm  

Chan, G. (2005). Understanding end-of-life caring practices in the emergency 

department: Developing Merleau-Ponty’s notions of intentional arc and 

maximum grip through praxis and phronesis. Nursing Philosophy, 6(1), 19-32. 

Chong, N., & Baez, F. (2005). Latino culture: A dynamic force in the changing 

American workforce. Yarmouth, ME: Intercultural Press.   



108 v 

Cohen, M., Kahn, D., & Steeves, R. (2000). Hermeneutic phenomenology research: A 

practical guide for nurse researchers. Thousand Oaks, CA: Sage Publications. 

Colaizzi (1978). In R. S. Valle, & M. King, Existential-phenomenological alternatives 

for psychology (pp. xxx-xxx). New York: Oxford University Press. 

Colditz, G., Brewer, T., Berkley, C., Wilson, M., Burdick, E., Finberg, H., & Mosteller, 

F. (1994). Efficacy of BCG vaccine in preventing tuberculosis. Journal of the 

American Medical Association, 271(6), 698-702. 

Courtwright, A., & Turner A. (2010).  Tuberculosis and stigmatization: Pathways and 

interventions.  Public Health Report, 125(supplemental), 34-42 

Coyne, I. (1997). Sampling in qualitative studies. Purposeful and theoretical sampling; 

Merging or clear boundaries.  Journal of Advanced Nursing, 36, 623-630. 

Crist, J., & Escandón-Dominguez, S. (2003). Identifying and recruiting Mexican 

American partners and sustaining community partnerships. Journal of 

Transcultural Nursing, 14(3), 266-271. 

Crocker, S. (2009).  Penetrating the darkness.  Advances in Nursing Science, 32(4), p. 

295-306. 

de Cosio, F., Diaz-Apodaca, B., Ruiz-Holguin, R., Lara, A., & Castillo-Salgado, C. 

(2010). United States-Mexico border diabetes prevalence survey: Lessons 

learned from implementation of the project.  Review Panama Salud Publica, 

28(3), 151-158. 

Dreyfus, H. (1996).  The current relevance of Merleau-Ponty’s phenomenon of 



109 v 

embodiment. The Electronic Journal of Analytic Philosophy, 4(1), 1–16 

Dumonteil, E., & Leon, M. (2008). D’Avanzo pocket guide to cultural health 

assessment: 4th edition. St Louis, MO: Mosby. 

Dwyer, J. (2004).  Illegal immigrants, health care, and social responsibility.  The 

Hastings Report, 34(1) 34-41. 

Dye, C., & Espinal, M. (2001).  Will tuberculosis become resistant to all antibiotics?  

The Royal Society, 268, 45-52. 

Ennis, S., Riojas-Vagas, M., & Albert, N. (2011). The Hispanic population: 2010. 2010 

Census Brief. United States Census Bureau. Retrieved from 

http://www.census.gov/prod/cen2010/briefs/c2010br-04.pdf 

Escobedo, M., & de Cosio, F. G. (1997). Tuberculosis and the United States– Mexico 

border. Journal of Border Health, 2(1), 40-47. 

Ferrer, G., Acuna-Villaorduna, C., Escobedo, M., Vlasich, E., & Rivera, M. (2010). 

Outcomes of multi-drug resistant tuberculosis among binational cases in El Paso, 

Texas. The American Journal of Tropical Medicine and Hygiene, 85(5), 1056-

1058. 

Fitchett J. R., Vallecillo, A. J., & Espitia, C. (2011). Tuberculosis transmission across 

the United States–Mexico border. Revista Panamericana de Salud Pública, 

29(1), 57–60. 

Gembremariam, M., Bjune, G., & Frich, J. (2010). Barriers and facilitators of adherence 

to TB treatment in patients with concomitant TB and HIV treatment: A 



110 v 

qualitative study. BMC Public Health, 10, 1-9. 

Giger, J., & Davidhizer, R. (2004). Transcultural nursing 4th edition. St Louis, MO: 

Mosby. Retrieved from http://www.nursingconsult.com/das/book/239706057-

2/view/1571 

Goffman, E.  (1963).  Stigma: Notes on the management of spoiled identity.  

Englewoods, NJ: Prentince-Hall. 

Golden, M., Vikram, H. (2005). Extrapulmonary tuberculosis: An overview. American 

Family Physician, 72(9), 1761-1768. 

Goodwin, K., & Tobler, L. (2007). Community Health Worker National Workforce 

Study. Bureau of Health Professions.  Retrieved from 

http://www.ncsl.org/print/health/CHWBrief.pdf  

Hargreaves, R., Boccia, D., Evans, C., Adato, M., Petticrew, M., & Porter, J. (2011). 

The social determinants of tuberculosis: From evidence to action. American 

Journal of Public Health. 101(4), 654-662. 

Harrison, T. C., & Stuifbergen, A. (2005). A hermeneutic phenomenological analysis of 

aging with a childhood onset disability. Health Care for Women International, 

26, 731-747. 

Health Resources and Services Administration.  (2013).  Find Shortages Areas: MUA/P 

by state and county.  Retrieved from http://muafind.hrsa.gov/index.aspx 

Healthy People 2020 (2012).  Immunization and Infectious Diseases.  Retrieved from 

http://healthypeople.gov/2020/topicsobjectives2020/objectiveslist.aspx?topicId=



111 v 

23 

Holstein, J., & Gubrium, J. (1995).  The active interview. Thousand Oaks CA: Sage 

Publication. 

Huck, S. (2008). Reading statistics and research. Pearson: New York. 

Joseph, H., Waldman, K., Rawls, C., Wilce, M., & Shrestha-Kuwahara, R. (2008). TB 

perspectives among a sample of Mexicans in the United States: Results from an 

ethnographic study. Journal of Immigrant and Minority Health, 10(2), 177-185.   

Juniarti, N., & Evans, D. (2011). A qualitative review: The stigma of tuberculosis. 

Journal of Clinical Nursing, 20, 1961- 1970. doi:10.1111/j.1365-

2702.2010.03516.x 

Kelly, P. (1999). Isolation and stigma: The experience of patients with active 

tuberculosis. Journal of Community Health Nursing, 16(4), 233-241.  

Kandula, N., Dworking, M., Carroll, M., & Landerdale, D. (2004). Tuberculosis 

prevention in Mexican immigrants: Limitations of short course therapy. 

American Journal of Preventative Medicine, 26(2). 163-166. 

Knechel, N. (2009). Tuberculosis: Pathophysiology, clinical features, and diagnosis. 

Critical Care Nursing, 29(2), 34-43. 

Kunst, H., & Khan, K. (2010).  Age-related risk of hepatotoxicity in the treatment of 

latent tuberculosis infection: A systemic review. International Journal of 

Tuberculosis and Lung Disease, 14(11), 1374-81. 

Langer, M. (1989). Merleau-Ponty’s phenomenology of perception. Gainesville, FL: The 



112 v 

Florida State University Press. 

Maciel, E., Guidoni, L., Broishi, A., do Prado, T., Fregano, G., Hada, D. & Dietze, R. 

(2010). Household members and health care workers as supervisors of 

tuberculosis treatment.  Revista de Saúde Pública 44(2), 229-343. 

Marín, G., & Marín, B. (1991). Research with Hispanic populations. Newbury Park, 

CA: Sage. 

McEwen, M. M. (2005). Mexican immigrants’ explanatory model of latent tuberculosis 

infection.  Journal of Transcultural Nursing, 16(4), 347-355. 

McEwen, M. M., & Boyle, J. (2007). Resistance, health, and latent tuberculosis 

infection: Mexican immigrants at the U.S.-Mexico border. Research and Theory 

for Nursing Practice, 21(3), 185-197. 

Merleau-Ponty, M. (1962). Phenomenology of perception. C. Smith (translator). 

Hoboken, NJ: Routledge & Kegan Paul. 

Mier, N., Flores, I., Robinson, J.R.C., & Millard, A. V. (2004). Cultural, demographic, 

educational, and economic characteristics. In R. S. Day (Ed.), Nourishing the 

future: The case for community-based nutrition research in the Lower Rio 

Grande Valley (pp. 15-24). Houston: The University of Texas School of Public 

Health. 

Migrant Health Promotion (2012). The Lower Rio Grande Valley. Retrieved from 

http://migranthealth.org/index.php?option=com_content&view=article&id=39&I

temid=31 



113 v 

Miller, L., Asch, S., Yu, E., Knowles, L., Gelberg, L., & Davidson, P. (2000). A 

population-based survey of tuberculosis symptoms: How atypical are atypical 

presentations? Clinical Infectious Diseases, 30(2), 293-299. 

Minnesota Department of Health.  (2006).  Wheel of public health interventions: A 

collection of “getting behind the wheel” stories.  Retrieved from 

http://www.health.state.mn.us/divs/cfh/ophp/resources/docs/wheelbook2006.pdf 

Moore, R., Chaulk, P., Griffins, R., Cavalcante, S., & Chaisson, R. (1996). Cost-

effectiveness of directly observed therapy versus self-administered for 

tuberculosis. American Journal of Respiratory and Critical Care Medicine, 

154(4), 1013-1019. 

Morales, L., Cunningham, W., Brown, J., Liu, H., & Hays, R. (1999). Are Latinos less 

satisfied with communication by health care providers? Journal of General 

Internal Medicine, 14(7), 409-417. 

Morse, J. M. (1994). Designing funded qualitative research. In Norman K., Denzin & 

Yvonna S. Lincoln (Eds.), Handbook of qualitative research (2nd ed., pp. 220-

235). Thousand Oaks, CA: Sage. 

Muñoz, M., Finnegan, K., Zeladita, J., Caldas, A., Sanchez, E., Callenca, M., & Shin, S. 

(2010). Community-based DOT-HAART accompaniment in an urban resource-

poor setting. AIDS and Behavior, 14(3), 721-30. 

National Institute of Nursing Research (2011, October 13). NINR Strategic plan: 

Bringing science to life. Retrieved from NINR_StratPlan_F2_508.pdf 



114 v 

National Prevention Information Network (2010). TB testing and treatment. Retrieved 

from http://www.cdcnpin.org/scripts/tb/screen.asp 

Nyamathi, A., Christiani, A., Nahid, P., Greagerson, P., & Leake, B. (2006).  

Randomized control trial of two treatment programs for homeless persons with 

latent tuberculosis infection. International Journal of Tuberculosis and Lung 

Disease, 10(7), 775-782. 

Peñasola, F. (1970). Toward an operational definition of Mexican American. Aztlan: A 

Journal of Chicano Studies, 1(1), 1-12. 

Porth, C. M. (2005). Pathophysiology: Concepts of altered health states. New York: 

Lippincott Williams & Wilkins.  

Potter, P. A., & Perry, A. G. (2009). Fundamentals of nursing (7th ed.). St. Louis, MO: 

Mosby. 

PubMed Health, (2010).  Pulmonary Tuberculosis.  Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0001141/ 

Quitugua, T., Seaworth, B., Weis, S., Taylor, J., Gillette, S., Rosas, I., … & Cox, R. 

(2002). Transmission of drug-resistant tuberculosis in Texas and Mexico.  

Journal of Clinical Microbiology, 40(8), 2716-2724. 

Radilla-Chavez, P., & Laniado-Laborin, R. (2007). Results of directly observed 

treatment for tuberculosis in Ensenada, Mexico: Not all DOTS programs are 

created equally. International Journal of Lung Disease, 11(3), 189-192. 

Richardson, C. (1999). Batos, bolillos, pochos, and pelados. Austin, TX: The University 



115 v 

of Texas Press. 

Rio Grande Valley Partnership.  Map of Rio Grande Valley [map].  Map of Rio Grande 

Valley.  Retrieved from http://webhost.bridgew.edu/jhayesboh/counties/rgv-map-

large.jpg 

Rojas-Guyler, L., King, K., & Montieth, B. (2008). Health-seeking behaviors among 

Latinas: Practices and reported difficulties in obtaining health history. American 

Journal of Health Education, 39 (1), 25-33. 

Romer-Sandoval, N., Flores-Carrera, O., Molina, M., Jacome, M., Navarro, A., & 

Martin, M. (2009). DOTS strategy and community participation: An experience 

in the Ecuadorian Andes. International Journal of Lung Disease, 13(12), 1569-

1571. 

Sadala, M. L. A., & Adorno, R. de C. F. (2002). Phenomenology as a method to 

investigate the experience lived: A perspective from Husserl and Merleau-

Ponty’s thought. Journal of Advanced Nursing, 37(2), 282-293.  

Salabarria-Peña, Y., Trout, P. T., Gill, J. K., Morisky, D. E., Muralles, A. A., & Ebin, V. 

J. (2001). Effects of acculturation and psychosocial factors in Latino adolescents' 

TB-related behaviors. Ethnicity and Disease, 11, 661–675. 

San Miguel, E. (2003). Rue (Ruta L., Rutaceae) in traditional Spain: Frequency and 

distribution of its medicinal and symbolic applications. Economic Botany, 57(2), 

231-244.  

Sandelowski, M. (1995). Sample size in qualitative research. Research in Nursing & 



116 v 

Health, 18(2), 179-202. 

Sanderson, M., Brown, S., & McIntyre, W. J. (2004). Health care resources and services. 

In R. S. Day (Ed.), Nourishing the future: The case for community-based 

nutrition research in the Lower Rio Grande Valley (pp. 27-37). Houston: The 

University of Texas School of Public Health. 

Schutz, A. (1970). On phenomenology of social relations, Selected writings. The 

University of Chicago Press: Chicago 

Singla, R., Sharma, S., Mohan, A., Makharia, G., Sreenivas, V., Jha, B., Kumar, S., 

Sarda, P., & Singh, S. (2010). Evaluation of risk factors for antituberculosis 

treatment induced hepatotoxicity. Indian Journal of Medical Research, 132, 81-

86. 

Sissolak, D., Marais, F., & Mehtar, S. (2011). TB infection prevention and control 

experiences in South African nurses – A phenomenological study. BMC Public 

Health, 11(1), 348-361. 

Snyder, D., & Chin, D. (1999). Cost-effectiveness analysis of directly observed therapy 

for patients with tuberculosis at low risk for treatment default. American Journal 

of Respiratory Critical Care Medicine, 160(2), 583-586. 

Steffen, R., Menzies, D., Oxlade, O., Pinto, M., Castro, A., Montera, P., & Trajman, A. 

(2010). Patients’ costs and cost-effectiveness of tuberculosis treatment in DOTS 

and non-DOTS facilities in Rio de Janeiro, Brazil. PLoS One, 17(5), e14014.  

Streubert, H., & Carpenter, D. (1995). Qualitative research in nursing: Advancing 



117 v 

humanistic imperative. Philadelphia: Lippincott. 

Sunvisson, H., Habermann, B., Weiss, S., & Benner, P. (2009). Augmenting the 

Cartesian medical discourse with an understanding of the person’s lifeworld, 

lived world, lifestory, and social identity. Nursing Philosophy, 10(4), 241-252.  

Tariq, S., Khan, T., Malik, S., Anwar, M., & Rashid, A. (2009). Frequency of anti-

tuberculosis therapy-induced hepatotoxicity in patients and their outcome. 

Journal of Ayub Medical College, Abbottabad, 21(4), 50-52. 

Texas Board of Nursing.  (2010).  Differentiated essentials competencies (DEC) of 

graduates of Texas nursing programs evidence by knowledge, clinical judgment, 

and behaviors.  Retrieved from http://www.bon.texas.gov/about/pdfs/delc-

2010.pdf 

Texas Department of State Health Services. (2008).  Standards of performance for 

prevention and control of tuberculosis.  Publication Number: E12-11848 

Texas Department of State Health Services (2010). 2006-2010 Texas tuberculosis cases 

and rates by county. Retrieved from 

http://www.dshs.state.tx.us/idcu/disease/tb/statistics/  

Texas Department of State Health Services. (2011a). Counties with higher than average 

incidence of TB. Retrieved from 

http://www.dshs.state.tx.us/idcu/disease/tb/statistics/hiprev/ 

Texas Department of State Health Services. (2011b). Tuberculosis elimination division: 

BCG vaccination. Retrieved from http://www.dshs.state.tx.us/region2-



118 v 

3/Programs/TBBCG.shtm  

Texas Department of State Health Services.  (2012).  TB Statistics.  Retrieved from 

http://www.dshs.state.tx.us/idcu/disease/tb/statistics/).    

 Texas Department of State Health Services.  (2012). Health and Human Services Job 

Center.  Retrieved from 

https://jobshrportal.cpa.texas.gov/ENG/careerportal/Job_List.cfm?szSearchType

=Advanced    

Thomas, S. (2005). Through the lens of Merleau-Ponty: Advancing the 

phenomenological approach to nursing research. Nursing Philosophy, 6(1), 33-

76. 

United States Census Bureau (2013). State & county quick data. Retrieved from 

http://quickfacts.census.gov/qfd/states/48/48061.html 

United States Food and Drug Administration (2012).  FDA News Release.  Last 

accessed on February 25, 2013 from 

http://www.fda.gov/NewsEvents/Newsroom/PressAnnouncements/ucm333695.h

tm 

United States Department of Health and Human Services (2011). Immunization and 

infectious diseases. Retrieved from 

http://healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=23 

Valle, R.S., & King, M. (1978).  Existential-phenomonological alteratives for 

psychology.  New York. Oxford University Press. 



119 v 

Vieira, A., & Ribeiro, S. (2008). Noncompliance with tuberculosis treatment involving 

self administration of treatment or the directly observed therapy, short-course 

strategy in a tuberculosis control program in the city of Carapicuba, Brazil. 

Jornal Brasileiro de Pneumologia, 34(3), 159-66. 

Volmink, J., & Garner, P. (2007). Directly observed therapy for treating tuberculosis. 

Cochrane Database of Systematic Reviews, 4. Retrieved from Cochrane Library 

database. doi:10.1002/14651858.CD003343.pub3 

Warner, D., & Jahnke, L., (2003, April). U.S./Mexico border health issues: The Texas 

Rio Grande Valley. The Regional Center for Health Workforce Studies. Center 

for Health Economics and Policy The University of Texas Health Science Center 

at San Antonio Retrieved from 

http://www.uthscsa.edu/rchws/Reports/NAFTA2.pdf 

World Health Organization. (2011). Global tuberculosis report 2012. Retrieved from 

http://www.who.int/tb/publications/global_report/gtbr12_main.pdf 

Wyss, L., & Alderman, M. (2007). Using theory to interpret beliefs in migrants 

diagnosed with latent TB. Online Journal Issues in Nursing, 12(1). Retrieved 

from 

http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeri

odicals/OJIN/TableofContents/Volume122007/No1Jan07/ArticlePreviousTopics/

tpc29_616065.html 

Zuñiga, J. A. (2012a). Case study: The lived experience of directly observed therapy for 



120 v 

the treatment of tuberculosis. Healthcare for Women International, 12(1), 19-27. 

Zuñiga, J. A. (2012b).  Medication adherence in Hispanics to latent tuberculosis 

treatment: A literature review.  Journal of Immigrant and Minority Health, 14(1), 

23-29. 

 



121 v 

Appendices 

APPENDIX A.      DEMOGRAPHICS 
 
1. How old are you? _____________ 

2.   Gender__________ 

3. What is your marital status? _____________________________________  

4. How many years of school have you completed? ________________________ 

5.   How many people live in your home? ______________________________  

6. Do you work outside the home? ______________________________________  

7. How many hours a week do you work? ________________________________  

8. What type of work do you do? 

_______________________________________________________________________  
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APPENDIX B.     REVISED INTERVIEW QUESTIONS 
How has it been since I last saw you at the clinic? 

As a person on DOT, I am interested in learning about your experience with DOT. 

Tell me your story of being diagnosed with TB. 

 

Tell me about telling your family and friends about your diagnosis. 

 

What about other people in your community, church, work? 

 

How was it to wear a mask? 

 

Tell me about a normal trip to get your medicine? How do you get there?  How long 

does it take?  Does anyone go with you? 

 

When you were told that you would have to go to the clinic several days a week to get 

your medicine, what did you think? 

 

Some people experience symptoms of TB or side effects of the TB medication and 

others feel no side effects at all. How do you describe your TB symptoms? 

 

Some people have told us that having TB has made intimate relationships difficulty.   
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What has your experience been with your spouse/girlfriend? 

 

How has having TB changed your life?  Some people have talked about not traveling as 

much, or not being around smoke – what it is like for you?   

 
Probes: 
 
1.  Tell me more about that. 

2.  Can you give me an example? 

3.  What do you mean? 
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APPENDIX C.     INTERVIEW QUESTIONS FIRST VERSION 
1.  Tell me your story of being diagnosed with TB.  

2.  How would you describe the experience of TB treatment? What do you find good or 

bad?   

2.1.  Do you think it made a difference that you were Mexican American? 

2.2.  Do you think your friends and family made a difference in your treatment? 

3.  What did you find helpful or difficult with family/friends in regards to your TB 

treatment?  

4.  Some people see their culture as being an important part of their lives, particularly in 

their health care decisions, and others do not. How do you see your TB experience in 

relation to being Mexican American? 

5. Some people experience symptoms of TB or side effects of the TB medication and 

others feel no side effects at all. What does it feel like to have TB for you? What does 

the treatment feel like for you? How do you describe your TB symptoms? 

 

Prompts: 

1.  Tell me more about that. 

2.  Can you give me an example? 

3.  What do you mean? 
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APPENDIX D.     RECRUITMENT FLYER IN SPANISH 

Quiero saber acerca de su experiencia 
de tratamiento de la tuberculosis 

 

Ven a verme para obtener 
información sobre un estudio de 
investigación está llevando a cabo 
con la Universidad de Texas en 
Austin 

 Usted podría ganar $40 
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APPENDIX E.     RECRUITMENT FLYER IN ENGLISH 

 
Study Participants Needed 

 
Are you a Mexican American with Tuberculosis? 

 
If you are a Mexican American with TB, you may qualify for a 
research study.  A Nurse Researcher at the University of Texas at 
Austin School of Nursing is looking to interview Mexican 
American’s who are about to complete TB treatment or who have 
recently completed TB treatment. 
 
 

Study Criteria: 
• Mexican American 
• Adult (over 21 years old) 
• Currently or recently in TB treatment 
• Being treated for TB in the Lower Rio Grande Valley 
• Speak English 

 
For Additional Information Contact: 
Julie Zuñiga RN 
Phone: (512) 232-2740 
juliezuniga@utexas.edu 
 

Participants will receive $40 per interview. 
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APPENDIX F.     CONSENT FORM IN SPANISH 
 
APPROVED BY IRB ON: 06/04/2012  DO NOT USE AFTER: 06/03/2013 
IRB# 2012-03-0101 
 

Información acerca de la experiencia vivida del estudio de TB 
 
Gracias por su interés en este estudio.  Esta carta le proporciona información para ayudarle a 
decidir a participar en esta investigación.  Usted puede hacer preguntas en cualquier 
momento. 
 
Se le ha pedido participar en un estudio de investigación acerca de la experiencia vivida de 
la tuberculosis y el tratamiento de la tuberculosis, ya que usted es mexicano-americano o 
mexicano y tiene tuberculosis o  fue tratado recientemente por tuberculosis. Habrá alrededor 
de 20 personas en el estudio.   
 
Si usted está de acuerdo en participar en este estudio, usted se reunirá con la investigadora, 
Julie Zuñiga, RN, para hablar de su vida con tuberculosis y del tratamiento de la 
tuberculosis.  Habrá 1 o 2 entrevistas; cada entrevista tendrá una duración de unos 90 
minutos.  La entrevista será grabada. 
 
No existen riesgos probables ni beneficios para usted en este estudio.  Su participación en 
este estudio es voluntaria.  No tiene que responder a ninguna pregunta que usted no desee. 
Usted puede retirarse del estudio en cualquier momento.  El  retirarse del estudio no afectará 
su relación con la Universidad de Texas en Austin ni con la clínica de salud de ninguna 
manera. 
 
Usted recibirá $40 en efectivo por participar en este estudio.   Usted tendrá que pagar los 
impuestos sobre el dinero. Este estudio no ofrece tratamiento médico. 
 
La información acerca de usted y lo que usted diga se mantendrá confidencial. Todos los 
archivos de audio y por escrito se mantendrán en un archivador en una oficina cerrada con 
llave.  Todos los archivos electrónicos estarán bloqueados con contraseñas. Su nombre no 
estará relacionado con la información que proporcione.  Sólo el equipo de investigación 
tendrá acceso a la información.  Las grabaciones se guardarán por 2 años y luego serán 
borradas.  Cuando los resultados del estudio se reporten, usted no será señalado por su 
nombre. La información que usted  proporcione (sin su nombre) puede ser usada para la 
investigación futura, o ser puesta a disposición de otros investigadores con fines de 
investigación que no se describen en este formulario. 
 
Puede ponerse en contacto con la investigadora Julie Ann Zuñiga al (512) 382-6364 o 
envíe un correo electrónico a juliezuniga@utexas.edu.  Este estudio ha sido revisado y 
aprobado por la Junta de Revisión Institucional de la Universidad y el número del estudio es 
2012-03-0101.  
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Para preguntas acerca de sus derechos como participante en la investigación o si no está 
satisfecho con alguna parte de este estudio, póngase en contacto con la Junta de Revisión 
Institucional por teléfono al (512) 471-8871 o al correo electrónico orsc@uts.cc.utexas.edu. 
Su llamada puede ser anónima. 
 
Por favor, haga cualquier pregunta sobre el estudio antes de decidirse a participar. 
 
Usted puede guardar este documentoAppendix G.     Consent Form in English 
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APPENDIX G.     CONSENT FORM IN ENGLISH 
APPROVED BY IRB ON: 06/04/2012  DO NOT USE AFTER: 06/03/2013 
IRB# 2012-03-0101 
 

Information about The Lived Experience of TB Study 
 
Thank you for your interest in this study.  This letter gives you information to help you 
decide to be part of this research study.  You may ask questions at any time. 
 
You have been asked to be part of a research study about the lived experience of TB 
and TB treatment because you are Mexican American or Mexican and have TB or you 
were recently treated for TB. There will be about 20 people in the study.   
 
If you agree to be part of this study, you will meet with the researcher, Julie Zuñiga, RN, 
to talk about your life with TB and TB treatment.  There will be 1 or 2 interviews, each 
interview will last about 90 minutes.  Your interview will be audio recorded. 
 
There are no likely risks or benefits to you being in this study.  Your participation in this 
study is voluntary.  You do not have to answer any question that you do not want to. 
You can leave the study at any time.  Leaving the study will not affect your relationship 
with The University of Texas at Austin or the health clinic in any way. 
 
You will get $40 in cash for being in this study.  You will be to pay any taxes put on the 
money. This study does not offer medical treatment. 
 
The information about you and what you say will be kept confidential. All audio and 
written files will be kept in a file cabinet in a locked office.  All electronic files will be 
locked with passwords. Your name will not be linked to the information you give.  Only 
the research team will have access to the information.  Audio recordings will be kept for 
2 years and then erased.  When the results of the study are reported, you will not be 
singled out by name. The information you give (without your name) might be used for 
future research or be made available to other researchers for research purposes not 
described on this form. 
 
You can contact the researcher Julie Ann Zuñiga at (512) 382-6364 or send an email to 
juliezuniga@utexas.edu.  This study has been reviewed and approved by The 
University Institutional Review Board and the study number is 2012-03-0101. 
  
For questions about your rights as a research participant or if you are unhappy with any 
part of this study, contact the Institutional Review Board by phone at (512) 471-8871 or 
email at orsc@uts.cc.utexas.edu. Your call can be anonymous. 
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Please ask any questions about the study before you decide to take part. 
You may keep this paper. 
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APPENDIX H.     REVISED INTERVIEW QUESTIONS 
Como una persona en el DOT, estoy interesado en aprender acerca de su experiencia con 
el DOT. 
 
 
Cuéntame tu historia de haber sido diagnosticado con TB. 
 
¿Has oído hablar de la TB antes de que te diagnosticaron? 
 Prompt: ¿Qué sabe usted de la TB? 
 
Háblame de decirle a su familia y amigos acerca de su diagnóstico. 
 
 
¿Qué pasa con otras personas en su comunidad, iglesia, trabajo? 
 
 
¿Cómo fue que usar una máscara? (We ask them what they call it and use the word they 
choose, because it’s different for each person) 
 
 
Hábleme de un viaje normal para obtener su medicamento? ¿Cómo llegar? ¿Cuánto 
tiempo se tarda? ¿Hay alguien que te acompañe? 
  
 
Cuando se le dijo que tendría que ir a la clínica varios días a la semana para obtener sus 
medicamentos, ¿qué te pareció? 
 
¿Puede describir lo que se siente ir a la clínica para su medicación? Algunas personas 
han dicho que sea difícil tragar las pastillas delante de las otras enfermeras no tienen 
problemas 
 
 
Algunas personas experimentan síntomas de tuberculosis o efectos secundarios de la 
medicación TB y otros sienten sin efectos secundarios en absoluto. ¿Cómo describe sus 
síntomas de TB? 
 
Algunas personas nos han dicho que tiene TB ha hecho difícil las relaciones íntimas. 
¿Cuál ha sido tu experiencia con tu pareja / novia? 
 
¿Cómo tener TB cambiado tu vida? Algunas personas han hablado de no viajar tanto, o 
no estar cerca del humo - ¿qué es para ti? 
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APPENDIX H.     DEMOGRAPHICS IN SPANISH 
 

 DEMOGRAPHICS 
 
1. Cuantos años tenes tu?  

_______________________________________________________________________

_ 

2.   Hombre o mujer__________ 

3. Esta casado, soltero, ? 

 

_______________________________________________________________________  

4. ¿Cuántos años de escuela ha completado? 

_______________________________________________________________________ 

5.   ¿Cuántas personas viven en su casa? 

_______________________________________________________________________

_  

6. ¿Trabaja fuera del hogar? 

_______________________________________________________________________

_  

7. ¿Cuántas horas a la semana trabaja? 

_______________________________________________________________________

_  

8. ¿Qué tipo de trabajo haces? 
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_______________________________________________________________________  
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